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Abstract
Background  The countries of the world are becoming increasingly multicultural and diverse, both as a result 
of growing migration, of people fleeing countries at war but also due to increased mobility related to labour 
immigration. Culture is a broad concept where the definitions focus on learned and shared values, traditions, and 
beliefs of a group of individuals. People’s culture affects health and perceptions of illness as well as treatment, 
symptoms, and care. Moreover, people who are at the end of life, live and exist within all levels and contexts of care. 
Specialized palliative care requires that the nurse has sufficient knowledge and skills to be responsible for meeting the 
patient’s nursing needs also on a cultural level, regardless of cultural affiliation. The aim of the study was to highlight 
nurses’ experiences of the meaning of culture when caring for patients at the end of life in specialized palliative care.

Methods  The study was conducted with a qualitative design and inductive approach. Semi-structured interviews 
were conducted with twelve nurses in western Sweden. Data were analysed using qualitative content analysis.

Results  The nurses had an awareness of culture as a phenomenon and how it affected palliative care at the end of 
life. The results showed two categories, Awareness of the impact of culture on nursing and Culture’s impact and influence 
on the nurse’s mindset and approach, consisting of seven subcategories that highlight the nurse’s experience. It 
emerged that there are differences between cultures regarding notions of dying and death, who should be informed, 
and treatments. There were also challenges and emotions that arose when cultural preferences differed among 
everyone involved. A person-centred approach allowed for recognition of the dying person’s culture, to meet diverse 
cultural needs and wishes.

Conclusion  Providing culturally competent care is a major challenge. There are often no routines or methods 
prescribed for how nurses should relate to and handle the diversity of cultural notions that may differ from the values 
and cornerstones of palliative care. Having a person-centred approach as strategy can help to better manage the 
situation and provide equitable care on terms that respect cultural diversity.
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Background
Cultural competence in nursing contributes to promot-
ing health and well-being and creating the conditions 
for patients to face their illness, difficulties, and death 
in a dignified way based on their cultural background 
[1]. Many societies of the world are becoming increas-
ingly multicultural as a result of growing migration both 
as an effect of people fleeing countries at war and due to 
increased mobility related to labour immigration, climate 
crises, poverty and global inequality. The increasing pro-
portion of migrants globally – 240 million international 
migrants and additional people moving within their 
country of birth – leads to an increased diversity of cul-
tures in many countries and thus an increase in patients 
with diverse cultures needing health care [2]. According 
to IOM UN Migration, every eighth nurse also works in 
a country other than where they were born or trained 
[3]. Care involving encounters between people with dif-
ferent cultures is a result of both perspectives of migra-
tion. Moreover, nurses can encounter people who are at 
the end of life in all levels and contexts of care. In this 
situation, they should be given good care based on their 
individual needs, regardless of cultural affiliation. Peo-
ple’s equal rights and opportunities regarding improved 
health (Goal 3 of the sustainable development goals) 
and reduced inequality (Goal 10) are important goals to 
reach, regardless of factors such as ethnicity, religion, 
and culture [4]. In the field of health care, one’s culture 
affects beliefs about both health and disease as well as 
treatment, symptoms, and care. Culture is a broad con-
cept that is defined in a variety of ways, but most defini-
tions focus on learned and shared values, traditions, and 
beliefs upheld by a group of individuals [5]. Despite any 
conceptual confusion, the core components of cultural 
competence models have been identified as cultural sen-
sitivity, cultural knowledge, and cultural skills [6].

Every year, the WHO [7] estimates that 56.8  million 
people in the world are in need of palliative care. WHO 
defines palliative care as an approach which aims to 
improve the quality of life for patients and their families 
[7]. Palliative care should prevent and relieve suffering 
through early detection, careful analysis, and treatment 
of pain and other psychosocial, physical, and existential 
symptoms. The WHO definition has previously prevailed 
globally but has been complemented by an expanded 
consensus definition that the International Associa-
tion for Hospice and Palliative Care (IAHPC) worked 
out and proposed, where pending death is not necessary 
but severe suffering is sufficient to be covered by pal-
liative care [8]. This means that the consensus definition 
includes more persons than the previously prevailing 
definition. One of the points highlighted is that in order 
to provide good palliative care, it must be given with 
respect to the cultural values and beliefs of the patient 

and those close to them. Culture is important for the way 
patients react to symptoms, care, and facing death. When 
patients, families, and healthcare professionals come 
into contact with serious illness, difficult decisions, and 
limitations to treatment, cultural differences can become 
more prominent in the encounter [9].

For nursing in palliative care to be appropriate, consid-
erations of cultural circumstances need to be taken into 
account [1, 10]. Cultural competence in care is a concept 
that has been developed to facilitate and enable care that 
can better respond to cultural diversity [11]. Cultural 
diversity is expressed in different ways in different coun-
tries and can vary and change as a result of migration, an 
aging population, and the fusion of different cultures [9]. 
According to Gysels et al., cultural differences and varia-
tions can also occur within different countries, regions, 
and groups. It is also important to distinguish between 
culture, ethnicity and religion. Although the concepts 
are closely related, equating culture with ethnicity does 
not capture the existing diversity in contemporary societ-
ies, and reducing it to personal beliefs has little explana-
tory value [9]. Culture is also influenced by gender, social 
class, education, age group etc. In addition, research from 
New Zealand describes variations in individual desires 
that also occur within and outside groups of people 
with the same cultural affiliation, i.e. sub-cultures [12]. 
For these reasons, it is important not to generalize and 
make assumptions based solely on cultural values but to 
inquire about the unique needs and desires that a patient 
has regarding end-of-life care.

Research has often stressed cultural knowledge as a 
way to gain cultural competence, but both cultural sen-
sitivity (or humility) [13] and skills have also been shown 
to be of obvious importance [6, 10]. Emphasis is placed 
on the fact that nurses need to possess knowledge about 
other cultures to create understanding for their patients 
[1, 10], while nurses also need to be aware of their own 
cultural identity and how it affects their views on health, 
quality of life, and nursing.

Healthcare staff, patients, and relatives may have differ-
ent values and approaches that do not correspond to the 
palliative care foundations and values regarding illness, 
treatment, and death [14]. This can concern different per-
ceptions about life-threatening illness, communication, 
and decision-making about end-of-life care [15]. In West-
ern culture, efforts are made to make it possible for the 
patient to be autonomous, thus making decisions about 
their care and the way they receive information about 
their health [12]. In Asian culture and Confucianism, 
the family’s involvement and role in care is important, 
and decision-making rests with them [16]. This can lead 
to conflicts in care when different cultural approaches, 
such as these cross paths at the end of life. One such area 
of conflict may be the differing perceptions regarding 
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respect for patient autonomy, which is seen as impor-
tant in Western culture, while the family is paramount in 
Asian culture [16].

Cultural aspects and care at the end of life have been 
studied to varying extents worldwide. The available stud-
ies highlight that knowledge of various cultural aspects 
is important in end-of-life care. Systematic reviews from 
both the United Kingdom [17] and Australia [18] show 
differences in care to the detriment of ethnic minori-
ties, and these seem to persist over time. One common 
conclusion from these reviews is that persons belonging 
to ethnic minorities seem to be treated in a less person-
centred way and more in line with healthcare profession-
als’ personal assumptions based on the patient’s cultural 
belonging. Differences between European countries are 
seen in areas such as decision-making processes in spiri-
tual and religious matters, family presence, ethics, care, 
decision-making, autonomy, and the organization of care 
for the dying patient [9]. Although the staff may have 
training and experience in caring for people of varying 
origins, it is still experienced as challenging to care for 
and be aware of specific cultural factors and how these 
can affect different care needs at the end of life [19, 20]. 
These studies also support the requirement to be cul-
turally competent and respect the patient’s preferences. 
Shortcomings and challenges resulted in neglecting the 
adaptation of care to the individual’s needs. Research 
from New Zealand describes how care staff handling the 
wishes of relatives’ belonging to ethnic minorities need 
to assume a different role in their patient’s care [12]. In 
addition to being experts in providing care, these care-
givers take on a more educational and supportive role, 
providing support and equipping families with practical 
skills for training relatives to care for their dying elders. It 
has also been shown that the use of care teams and avail-
able resources specializing in palliative care is considered 
important for supporting staff and providing culturally 
specific care for patients and their families at the end of 
life [19].

Patients in need of palliative care are a growing group. 
When patients and persons important to them – hereaf-
ter referred to as “family members” regardless of family 
ties or not – encounter staff with different cultural back-
grounds, various cultural preferences can emerge that 
are important to take into account. Despite the fact that 
there are many studies that shed light on the subject of 
culture and the end of life, it appears that care staff have 
a lack of knowledge and understanding regarding how 
to provide good end-of-life palliative care for people 
with diverse cultural backgrounds. The studies we found 
on the importance of culture in care have also invari-
ably taken as a point of departure that the staff repre-
sent the culture of their own country, while the patient 
being cared for is the one who has ‘a different culture’ or 

belongs to an ethnic minority. This study intends to focus 
on the importance of culture in care by examining nurses’ 
encounters with patients from cultures other than their 
own in end-of-life care. This is regardless of whether it 
is the nurse or the patient who has ‘a different’ cultural 
background.

Aim
The aim of the study was to highlight nurses’ experiences 
of the meaning of culture when caring for patients at the 
end of life in specialized palliative care.

Method
The study had a qualitative descriptive design [21] and 
used individual interviews to highlight the nurses’ expe-
riences [22]. The Standards for Reporting Qualitative 
Research (SRQR) checklist was used [23].

Setting and participants
The study was conducted within care facilities that pro-
vide specialized palliative care in western Sweden in both 
inpatient palliative care units and care teams that pro-
vided specialized care in patients’ homes. For the study, 
strategic sampling and the snowball method were used in 
combination [21]. The inclusion criteria for participating 
in the study were that one had to be a nurse with at least 
two years of work experience and had to have worked in 
specialized palliative care. A total of twelve nurses partic-
ipated in the study. All participants were women between 
26 and 65 years of age, and they had between 2 and 32 
years of professional experience as nurses. Four of the 
nurses had specialist training in palliative care, three in 
oncology care, one in intensive care, and four had basic 
nursing training. Two of those with a specialization in 
palliative care also had specialization in oncology care. 
Four of the participants came from palliative consultant 
teams, two from palliative resource teams, three from 
advanced health care in the home, one from hospice and 
two from the palliative care department at a hospital.

Data collection
The head managers for a total of six care facilities for 
various forms of specialized palliative care in western 
Sweden gave permission to interview nurses within their 
operations during working hours. The managers for-
warded the information letter about the study to nurses 
at their workplace. Five nurses who were interested in 
participating were recruited in this way. Through contact 
information found in the information letter, they con-
tacted the first author to schedule an interview. To recruit 
additional nurses, the snowball method was used. Nurses 
from the same care organization that RM works in and 
from her network spread the information letter about the 
study and the possibility to participate. This resulted in 
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seven nurses who were interested in participation and 
met the inclusion criteria. Contact was made with inter-
ested nurses to book the interviews. The interviews were 
conducted by RM during the period February-March 
2022. Ten of the interviews were conducted digitally, and 
two were conducted at the nurses’ workplaces. They were 
conducted in secluded, undisturbed premises, which the 
participants themselves selected and during time points 
that were selected based on their activities. A semi-struc-
tured interview guide with questions based on litera-
ture in the field and the authors’ clinical experience was 
designed for present study [22]. The interview questions 
and interview procedure were tested on two of RM’s col-
leagues who were nurses but were not participating in 
the study, after which the questions were slightly revised 
based on their comments.

The interviews began with the same broad, open ques-
tion ‘Can you tell me about your experience of the mean-
ing of culture when caring for patients at the end of 
life?’ The question gave the participants the opportunity 
to speak freely about and define the concept of culture 
according to their own understanding, so as to describe 
their experiences in their own words. Follow-up and 
in-depth questions of the type ‘Can you tell me more 
about…?’ were asked. The interview guide was used to 
ensure that all questions were covered but not in any spe-
cific order. This was to be compliant with what the nurses 
told us while also keeping the thread of the interview 
on track. During the interviews, the interviewer made 
every attempt to be open to what the nurses told, thereby 
capturing as broad a description of the area as possible. 
The participating nurses’ own sense of what culture is 
was not questioned since it was their experience of the 
meaning of culture in care that was of interest. When the 
interviews with the nurses were conducted, the material 
was judged to have a rich variety and a depth that was 
sufficient for answering the aim. The interviews were 
recorded with a stand-alone digital tool, and after the 
interviews, they were transferred to secure storage in a 
password-protected computer. The recorded interviews 
were transcribed verbatim by the interviewer and lasted 

314 min (mean 26 min). In all, they comprised 78 pages 
of transcribed text.

Analysis
For the study, qualitative content analysis with an induc-
tive approach, according to Graneheim and Lund-
man’s description [24], was used since this method is 
well suited to analyse the content of interview data. The 
analysis began with both authors reading through the 
interviews first as a whole and then each interview sepa-
rately to get a grasp of the whole. Then, the processing 
of what the interviews told us began with RM extracting 
meaning units from the text related to the purpose of our 
study. The meaning units were then condensed and pro-
vided with codes that described their content, resulting 
in a total of over 400 codes. The codes were sorted by the 
authors into preliminary categories according to similari-
ties and differences until consensus was reached. Some 
codes fitted into several categories, and this was resolved 
by the authors returning to the text of the interviews to 
be able to sort these codes into the category where they 
best belonged. Finally, the results came to consist of two 
categories, built up of a total of seven subcategories. For 
example, of the analysis process, see Table 1.

Ethical considerations
The study was carried out in accordance with the guide-
lines for empirical studies in Sweden. Permission to 
interview the nurses was given by the respective ward 
manager. No formal approval from the Regional Eth-
ics Review Board was required according to The Act 
concerning the Ethical Review of Research Involving 
Humans: SFS 2003:460 § 3 [25] for this kind of non-inter-
ventional study involving healthcare professionals, which 
does not involve any risk of processing sensitive personal 
data; hence, no ethical review was made since the act 
does not apply to research not covered by the law.

Nevertheless, our work followed the ethical principles 
for medical research in the Declaration of Helsinki [26]. 
The nurses were given both oral and written informa-
tion, and written informed consent was obtained. The 

Table 1  Example of the analysis process with meaning units, condensation, codes, subcategories, and categories
Meaning units Condensed meaning units Codes Subcategories Categories
‘It’s sometimes hard to balance the demands we have on 
ourselves when it comes to information’.
Now it’s like this you won’t survive this. And in some cultures 
they are not told to the patient, but to family members

Difficult to balance the demands we 
have for information. This is how you 
won’t survive this. In some cultures, 
you don’t tell the patient, but you tell 
the family members.

Informa-
tion must 
be given 
to family 
members

Culture-specific 
beliefs about 
information and 
treatment

Aware-
ness of the 
impact of 
culture on 
nursing

If it’s about the hope when they say what they want to do 
yes. You can’t take that away from them and say no, you’re not 
getting out of here, no. I wouldn’t say that regardless. You get 
to be in your own little bubble.

If it’s about their hopes when they 
say what they want to do. You can’t 
take that away from them and say 
no, you’re not getting out of here. I 
wouldn’t say that.

Don’t take 
away hope

Person-centred 
approach gives 
culture a voice

Culture’s 
impact and 
influence on 
the nurse’s 
mindset and 
approach
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voluntary nature of participation and the possibility of 
withdrawing without prejudice were explained. The iden-
tities of the nurses are protected by the confidential han-
dling of data in accordance with EU regulations [27], and 
the results are described in such a way as to conceal the 
identity of any individual nurse.

The authors took into consideration the fact that the 
interviews could be experienced as stressful or that the 
nurses could take offense. It could be that during the 
interview, they would be reminded of situations that were 
perceived as challenging or where the patient was not 
perceived as having received good care. The interviewer 
was attentive to situations such as these arising and was 
prepared to give the participants the opportunity to take 
a break or discontinue participation if they themselves 
wished to do so, without having to provide any explana-
tion. This situation did not arise during any of the inter-
views. The data are safely long-term stored and will be 
archived according to the Archives Act [28].

Results
To give a common ground for understanding of the sub-
ject, the nurses described how they apprehended the 
concept culture, as people living their lives at different 
stages and in different family situations, with different 
gender identities and social life patterns. Furthermore, it 
was considered that culture can imply duty and responsi-
bility as well as influence how people relate to situations 
around the person with an illness.

It also emerged that there were differences in care 
cultures between different care organizations, such as 
between hospice, hospitals, and home health care. There 
are for example differences between the ways the various 
care organizations view the number of visitors allowed 
to visit the person who was dying, at the same time. The 
nurses emphasized that culture, ethnicity, and religion 
are connected and influenced by each other but still sepa-
rate entities. This meant that culture was not dependent 
on citizenship, but people within the same society, group, 
and municipality could have different cultures.

...The (difference in) culture can be greater between 
two people who grew up in the same municipality 
than between someone who comes from the Middle 
East and someone from South America... (Nurse 12)

There was an awareness among the nurses that culture 
as a phenomenon influenced and determined how every-
one involved related to end-of-life care and nursing. The 
nurses stated that it was important to understand and 
take into account how culture can affect the care of the 
patient and their family members. They described cultur-
ally rooted traditions as playing a major role in the way 
the patient wanted to spend this last phase of life. The 
nurses stated that it was important to be aware of this 
so that they did not miss things that from a cultural per-
spective were considered important for the person being 
cared for.

Main results
From the interviews with the nurses, two categories con-
cerning their experiences of the meaning of culture when 
caring for patients at the end of life in specialized pallia-
tive care emerged, Awareness of the impact of culture on 
nursing and Culture’s impact and influence on the nurse’s 
mindset and approach, see Table 2. These were built up 
of seven subcategories which highlight the nurse’s expe-
rience of the importance of culture when caring for 
patients in specialized palliative care at the end of life. 
The results are presented through quotations under the 
respective category and subcategory.

Awareness of the impact of culture on nursing
The nurses had an awareness of the impact of culture on 
nursing. They told about Language as a barrier to meeting 
cultural needs and also described the Influence of culture 
on family roles as an important factor in care. Culture-
specific beliefs about information and treatment also had 
an impact on the nurses’ work as did Beliefs about dying 
and death based on cultural identity.

Language as a barrier to meeting cultural needs
The nurses said that having a common language to com-
municate and transfer information in the encounter with 
patients and family members was a significant factor for 
understanding and gaining knowledge of the patients’ 
cultural identity and wishes. The nurses used interpreters 
to help with conversations if they did not speak the same 
language as the patient but there were occasions where 
access to an interpreter was lacking. The nurses said that 
on these occasions, they were unsure whether family 
members who were used for interpretation were influ-
enced by their cultural beliefs and truly interpreted what 
the care organization and the nurse wanted them to con-
vey. Other situations the nurses mentioned were when 

Table 2  Results presented in categories and sub-categories
Categories Sub-categories
Awareness of the 
impact of culture on 
nursing

Language as a barrier to meeting cultural needs
Influence of culture on family roles
Culture-specific beliefs about information and 
treatment
Beliefs about dying and death based on cultural 
identity

Culture’s impact and 
influence on the 
nurse’s mindset and 
approach

Challenges and strategies brought about by 
culture
Person-centred approach gives culture a voice
Cultural diversity deepens the nurses’ perspective
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the patient, despite the use of an interpreter, could not 
express culturally specific wishes due to their condition, 
such as reduced level of consciousness, confusion, speech 
impairment, etc. This was considered a limitation, as the 
nurses thus had too little knowledge of the patient’s cul-
tural needs and wishes regarding care at the end of life.

I had very little knowledge of his worries and his 
concerns or what he preferred and what he’s been 
like before his illness, and what he wants his end of 
life care to be like (Nurse12)

The nurses believed that limitations in language, affect-
ing communication and understanding each other, made 
it more difficult to create a direct relationship with both 
patients and their family members. This could result in 
the patient’s and the family members’ cultural wishes 
not being taken into account to the same extent, as they 
would be for patients who could communicate directly 
with the nurses. This could result in family members not 
receiving information or not having had the opportunity 
to provide information on a par with the situation for 
those who could communicate directly with the nurses. 
The daily dialogue that the nurse had with family mem-
bers and patients was limited in situations such as these.

Influence of cultural family roles
According to the nurses, the family members had a major 
role and influenced how the caring and care for the dying 
patient was given. Such things concerned for example 
contributing with information about how the patient 
wanted care to be carried out if the patient could not give 
that information themselves due to their condition. Fam-
ily members were seen as the means that provided the 
possibility to fulfil the patient’s wishes at the end of life. 
The nurses said that there were different roles played by 
family members in different cultures and that it could be 
important to be aware of this when caring for patients at 
the end of life. In some cultures, the man is considered 
the head of the family with a responsibility to be strong 
and not show signs of weakness, even though this person 
could be affected by illness himself. In other cultures, it 
was the eldest son or another family member who took 
on a role as spokesperson. The spokesperson’s role was 
to guide the family and start different processes regard-
ing death that were part of the person’s culture. The 
nurses said that the spokesperson was an asset for both 
the family and the nurse. It was through this person who 
family members could gain more confidence in the care 
provided.

In different cultures […] there is usually someone 
who has the main responsibility in the family. […]. 
It can be the eldest sibling, the father, the mother or 

another relative. Then, I try to talk to […] the per-
son who has the main responsibility for when I can 
justify that I do so […] it becomes easier and [in this 
way I can] get the rest of the family on board (Nurse 
2)

The nurses collaborated with the family members as an 
aid in gaining understanding about routines, rituals, cus-
toms, and religious beliefs regarding death to be able to 
fulfil the patient’s culturally based wishes.

Culture-specific beliefs about information and treatment
In different cultures, there were a number of different 
beliefs that affected patients and family members’ views 
and that could influence and have significance for the 
care that the nurse provided at the end of life. Nurses 
often encountered situations in which culture-specific 
notions about information received had to be handled. 
The nurses understood and were well aware that patients 
and family members could have different ways of relat-
ing to information about illness. Sometimes the patients 
themselves did not want to tell their family members 
about their illness. Others said that the information pro-
vided by the nurse should be given to the family mem-
bers initially, and then the family would decide how 
much information the patient was allowed to receive. 
The nurses believed that family members had good inten-
tions and wanted to protect the patient by withholding 
the truth. Other reasons could be that family members 
felt that there was no point in telling the patient, as it 
meant that the situation would worsen for the dying per-
son. The nurses described not being able to inform the 
patient about their illness as a barrier that could affect 
the care of the patient. Although the nurses assumed that 
many fatally ill patients were aware of their situation, this 
was unspoken. It was still considered problematic when 
the nurse did not know the patient’s own wishes at the 
end of life. The nurses struggled between their own, the 
family members’, and the patient’s culturally specific 
beliefs about not providing information concerning the 
disease and the laws in Sweden regarding the right to 
receive information about one’s condition. Despite the 
fact that there were differences regarding the handing 
over of information, the nurse had to adapt according to 
how much information could be provided, based on the 
situation.

The family should be told first and decide what is 
appropriate for the patient to find out. And the 
cases where we have had consent or what shall I say. 
Where the patient has said it is ok [that the family 
is the one who gets the information]. Then it feels ok. 
(Nurse 6)
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The nurses also mentioned that at end-of-life, pain-
relieving drugs were something they provided daily in 
their work. In encounters with patients and their family 
members, they could face different cultural beliefs about 
morphine as pain relief. The perception was usually nega-
tive and led to patients and family members deciding that 
the patient should not receive morphine as pain relief, 
based on their cultural mindset.

in that culture morphine is considered a drug and 
as religious people and believers they do not want 
to accept the pain relief. In other cultures, morphine 
is associated with something given to hasten death. 
Therefore, patients and relatives do not want mor-
phine to be given. (Nurse 2)

According to the nurses, different cultural views between 
family members, patients, and healthcare staff could exist 
on what benefits the patient, from the point of view of 
nursing in palliative care. They said that both patients 
and family members in some cultures wanted full life-
sustaining measures and treatments right up to the end 
of life, mainly in areas when it came to nutrition and 
intravenous fluids. The nurses stated that it was because 
nutrition and food were seen as a symbol of life, hope and 
recovery, but it could also be linked to religious beliefs in 
some cultures.

Beliefs about dying and death based on cultural identity
Other beliefs that the nurses noticed in their encounters 
with people from diverse cultural backgrounds had to 
do with the differing views on dying and death. God and 
religion had a great influence on how people at the end 
of life behaved and talked about death. Some considered 
it taboo to talk about death and illness, while others left 
all responsibility for their future to religion and a God 
who decides. Differences regarding views about death 
led to difficulties in encounters, and this affected nursing. 
When the nurses in their professional role tried to inform 
and have a discussion about the fact that the end was 
approaching, the patient and family members did some-
times not want to know this.

We want to talk about death, but it is not we who 
decide when death will happen, it is God then. Then 
there can be a bit of a clash in the conversations 
there. (Nurse 7)

Conceptions of dying and death were not always depen-
dent on having differing cultural backgrounds. Differ-
ences in perceptions were also found in patients with the 
same cultural background as the nurse.

Culture’s impact and influence on the nurses’ mindset and 
approach
Through analysis of the data, we showed that the nurses 
saw the Challenges and strategies that culture brings 
about. They clearly stated that a Person-centred approach 
gives culture a voice and told about how they used that 
strategy in care. They also said that Cultural diversity 
deepens the nurses’ perspective and described how they 
also learned from colleagues through talking about the 
experiences had by other members of the nursing team.

Challenges and strategies brought about by culture
There were a number of challenges and cultural clashes 
that the nurse faced in the end-of-life conversations with 
people from diverse cultural backgrounds. The chal-
lenges arose when the nurses found themselves in situa-
tions that revolved around the care of the dying patient, 
which did not correspond to the palliative care approach 
and the nurses’ obligation to comply with the Sweden’s 
laws and regulations. It emerged that it was difficult for 
the nurse to respond to different emotions that arose in 
the dying patient, such as worry, pain, suffering, and not 
being able to provide a sense of security when different 
cultural beliefs came into conflict with each other.

… The last weeks of this person’s life […] she said why 
am I in more pain why am I worried. Why don’t the 
meds help? Help me, help me. She was very […] wor-
ried and then you weren’t allowed to say anything 
(about her dying) …(Nurse 10).

Sometimes situations arose where the patient did not 
want to be cared for by the opposite sex. This could be a 
challenge that depended on the composition of the nurs-
ing team. It could also be difficult when the nurses could 
not accommodate the patient’s cultural desires to avoid 
discriminating against the health care staff of the oppo-
site sex who was scheduled to care for the patient.

Various challenges and cultural clashes in encounters 
in care that the nurses described gave rise to feelings of 
frustration, helplessness, hopelessness, and powerless-
ness. The nurses felt that limitations occurred when 
carrying out examinations and assessments because the 
doctor or nurse was of the opposite sex to the patient or 
the patient was fully clothed, and items of clothing could 
not be removed. This combined with having little knowl-
edge about the patient resulted in them not being able to 
perform their tasks in the way they considered best and 
as they were required to do.

The nurses dealt with the challenges and emotions 
that arose through different strategies. Some sought sup-
port through reflection and venting their worries with 
the nursing team. Others became solution-oriented to 
make the best of the situation and reach a middle ground 
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together. The nurses also received help from other peo-
ple around the patient, such as doctors who had more 
authority than the nurses or the person who represented 
the family, to reach everyone involved.

Person-centred approach gives culture a voice
The nurses believed that regardless of the patient’s cul-
tural background and their family, it was essential that 
the point of departure always remained the dying person 
and their wishes, in order to meet their nursing needs at 
the end of life. The nurses emphasized that the patient 
was cared for and given good care regardless of their cul-
tural background. They said that it was important not 
to assume that patients wished to be treated in a certain 
way, based on what the nurses knew about their culture 
in general, but rather to base care on how each individual 
patient expressed their wishes, given their unique situa-
tion. By being open-minded and starting from what was 
important to the person, things in the person’s culture 
they considered important was highlighted. The nurses 
adopted a person-centred approach to clarify what the 
person considered important to have in focus and in that 
way various culturally specific wishes could be fulfilled, 
including practical administrative issues.

That a paper death certificate is needed, because we 
send these digitally to the tax office and it is there, 
but the imam needs it on paper and in hand. Then, 
we have to go out quickly and find this certificate 
and ask the doctor or the secretary to print it out 
and put it in an envelope. We are not allowed to 
send it by post, so we must hand over the certificate 
itself. (Nurse 11)

The nurses wanted to do a good job and tried to accom-
modate cultural differences, showing consideration by 
respecting culturally informed wishes as far as possible 
and doing so based on the possibilities within healthcare. 
Respect could be made possible by listening and taking 
in the wishes of both patients and their family members. 
Respecting their choices and wishes in different situ-
ations at the end of life, even though the nurses, family 
members, and the patient did not always agree. The 
nurses emphasized that the patient’s will and wishes were 
primarily in focus in situations where there were differ-
ent views among family members regarding the patient’s 
care. The nurses believed that respect for cultural needs 
can be shown by asking the right questions, so as not 
to step on anyone’s toes, and by letting the patient be 
involved in the decisions that are made. To provide good 
care, the nurses worked from a holistic perspective and 
by creating a trusting relationship. The nurses took the 
time to listen to the person’s life story, and family mem-
bers’ views were also taken into account. The nurses 

stated that an established trust made it easier to get the 
patient and family members to be compliant and get 
everyone on board with the care provided. Through ask-
ing questions, the nurses found out about the patient’s 
life and worldview, spiritual beliefs, culturally specific 
wishes, and approach to different situations concerning 
the end of life.

Cultural diversity deepens the nurse’s perspective
According to the nurses, the encounter with patients and 
family members from a different culture than their own, 
meant that they were enriched in terms of knowledge 
in several ways. The situations in which the nurses were 
involved led to recognition, knowledge, and better pre-
paredness for similar situations in the future. In addition, 
the nurses described that their newly acquired knowledge 
of how culture can influence nursing and care, including 
rituals, customs, traditions, and ways of thinking about 
death and dying in the end-of-life phase within special-
ized palliative care, contributed to personal development. 
Here, family members could play an important role.

… It may be that their children have lived in Swe-
den and grown up in Sweden who […] come and say 
when this will happen, we will have to pay attention 
to this and this. Because they know both cultures in 
a different way” (Nurse 3).

This new knowledge and awareness resulted in the nurses 
becoming better caregivers both as individuals and as a 
team. They said that it is easy to get stuck in old routines 
and ways of thinking, and therefore, it was rewarding to 
learn about other people’s cultural beliefs differing from 
one’s own way of thinking. It emerged that the nurses 
were aware of and reflected upon the fact that every-
one carries different prejudices with them. They tried to 
be open-minded and challenge their beliefs through an 
increased awareness of their own prejudices, trying to 
keep them at bay. They described that having an under-
standing of their own and the patient’s culture, as well as 
getting into the mind-set of others, were strategies used 
to avoid prejudice. Furthermore, the nurses described 
being influenced by diverse cultures can at the same time 
be a strength that leads to increased knowledge and helps 
them learn from each other’s cultures.

Discussion
The focus of this study has been on the meaning of cul-
ture in healthcare. For this, interviews with nurses 
working in specialized palliative care settings were per-
formed. In the interviews, close attention was given to 
the descriptions of their encounters with patients from 
cultures other than their own, in end-of-life care. The 
nurses were aware that culture influenced and affected 
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end-of-life care. They had a broad definition of the mean-
ing of culture and did not equate culture with ethnicity, 
religion or language, even though these are stated to be 
closely related [9].

Awareness of the impact of culture on nursing
The culturally bound notions that came up were areas 
that the nurses paid attention to and that, according to 
them, could affect end-of-life care for all concerned. Dif-
ferent conceptions regarding the reception and transfer 
of information about illness were described as a difficulty 
for the nurses, such as when family members did not 
want the nurse to inform the patient about their illness. 
The nurses considered this to be contrary to various laws 
in Sweden regarding the patient’s right to participate in 
decisions concerning their own care [29] and to receive 
information about their health status to promote the 
patient’s self-determination [30]. It also went against the 
nurses’ preferred way of working, based on the palliative 
care ideology [31]. Similar findings are described in the 
study by Bellamy & Gott [12], highlighting the problem 
of different approaches to information transfer about 
illness.

Withholding information from the dying person was 
perceived as a challenge for the healthcare staff, as it con-
tradicted Western culture’s view of the patient’s auton-
omy, where information about one’s own illness is an 
important part of enabling informed decisions [31]. The 
basis of palliative care in a Western approach can here in 
parts be seen to clash with approaches in other parts of 
the world as information to the patient about illness, and 
their situation, is not considered an important value in all 
parts of the world as for example in Asian countries [16]. 
A growing awareness of the importance of cultural diver-
sity in palliative care exists, and the consensus-based 
definition of palliative care developed in a collaboration 
between 88 countries [8] can be seen as part of this.

Culture’s impact and influence on the nurse’s mindset and 
approach
Person-centred care focuses on providing individually 
adapted care based on the person’s unique situation, 
where the patient and family members are involved. The 
goal is to make visible and meet the person’s social, psy-
chological, existential and physical needs [31]. The nurses 
in this study strove to identify the meaning and impor-
tance of culture in nursing for both the patient and fam-
ily members by paying attention to the expressions of the 
patient’s culture. The nurses adopted a person-centred 
approach where the starting point is to see the individual 
person and their family members and involve and adapt 
the care according to their needs and condition. Person-
centredness as a theory serves as a basis and holistic 
approach to care, where cultural needs are also included 

[31]. One of the starting points in person-centred care in 
the palliative context is that the patient shares their life 
story [31]. This has the potential to make the importance 
of culture for the person visible.

To improve understanding and provide a better pre-
paredness to work with cultural issues that may arise 
when patient and family preferences differ, education 
might be helpful. Several studies indicate that courses 
on how to provide culture-specific care at the end of 
life are requested by healthcare professionals [32–34]. 
Although challenges, hardships, and difficult emotions 
emerged in the present study, the nurses did not sponta-
neously describe a need for training or courses regarding 
culture-specific care. A possible reason could be that the 
nurses who participated in the study worked in special-
ized palliative care, which requires advanced knowledge 
and training in nursing and is characterized by frequent 
encounters with complex practical situations. It is also 
possible that if a direct question concerning the nurses’ 
need of education would have been posed, the nurses 
might have affirmed such needs. A systematic review 
of cultural competence interventions have shown that 
knowledge, attitudes/beliefs, skills, behaviour and con-
fidence may improve from such interventions, inde-
pendent of their length, duration and type of approach 
[35]. However, evidence that the interventions also had 
an impact on and improved health care outcomes such 
as patient satisfaction and patients trust was weak. Self-
reflection and interprofessional collaboration have also 
been suggested as central to implement cross-cultural 
training in palliative care [33].More research seem to 
be needed focusing not only on knowledge gain in the 
health care professionals but also on the interventions 
possibilities to make a positive difference in care.

The study showed that the nurses who worked and met 
people at the end of life, with different cultural back-
grounds than their own, made great efforts to meet cul-
tural needs based on the wishes of patients and family 
members. Though we did not study their success in this 
and we only have their words to support this strive. One 
possible reason for their efforts might be that that they 
saw the limited time left as valuable to all involved in 
the face of impending death. Death touches us all, since 
we are all going to die eventually, regardless of back-
ground. In palliative care there arose challenges, varying 
approaches, and different beliefs when caring for people 
with diverse cultural backgrounds. The way the nurses 
relate to them can contribute to an understanding of the 
patients’ situations that can be the basis for providing a 
good, dignified death [7] on equitable terms [4].

The results showed that the nurses reflected upon 
their own prejudices and culture and the effects thereof 
on professional encounters. This is, according to Leini-
nger [1], part of the mindset for developing cultural 
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competence. To provide and accommodate culture-
specific care for people with cultural backgrounds dif-
ferent from the nurse’s, it is required that the nurse 
possess cultural competence that contributes to the 
nurse’s professional and holistic caregiving [6]. The con-
cept of cultural competence can be interpreted as diffi-
cult to define and not easy to apply clinically in nurses’ 
daily work. This is supported by findings from a scop-
ing review which showed dissimilarities in definitions of 
cultural competence in the included studies [35]. People 
with diverse cultures and patients in need of palliative 
care are constantly increasing [2, 3, 7]. Therefore, this is 
an urgent topic for everyone working in palliative care 
today. Through shared reflection in the nursing team, 
knowledge and experience about what is considered 
significant at the end of life in different cultures can be 
obtained from each other, leading to a joint learning [36]. 
This has the potential to bring the nurse one step closer 
to providing equal, high-quality care for all patients. Tak-
ing cultural wishes into account is also one step towards 
the Sustainable Development Goals 3 and 10 set by the 
UN [4]. Further research is suggested on of the meaning 
of culture at the end of life in specialized palliative care 
from the patient’s own perspective where aspects such as 
agency and integrity might be specifically interesting to 
explore.

Strengths and limitations
The study captures specialized palliative care nurses’ 
views of the importance of culture for palliative care at 
the end of life. The semi-structured interview provided 
the opportunity to cover all of the questions in all of the 
interviews. Even if the questions were not always asked 
in the same order, they were responsive to the partici-
pants’ narratives. Ten of the interviews took place digi-
tally due to the COVID-19 pandemic. This can be seen 
as a strength since it made it possible to reach out to 
participants in a wider geographical area but also a weak-
ness since it is more difficult for the interviewer to pay 
attention to the participant’s body language and reactions 
when interviews are not conducted face to face [22, 37]. 
There might also be a negative impact on the relationship 
when interviews are digitally performed. Such things as 
technical aspects and the feeling of distance can play a 
role here [37]. The researcher who performed the inter-
views were aware of this and strove to create an openness 
in the interviews. The participants who were interviewed 
digitally openly told about their experiences and shared 
both perceived difficulties and shortcomings, indicating a 
permissive climate. Also no technical problems occurred 
during any of the digitally performed interviews. All 
nurses chose the form of interview themselves and the 
nurses who were interviewed digitally possibly chose that 
form since they felt comfortable and familiar with that. A 

lot of meetings in their care practice were performed dig-
itally during this period, due to the COVID-19 pandemic.

The choice of participants and the method of collec-
tion are also important elements in assessing the valid-
ity of the study [24]. Both the strategic selection and the 
snowball method ensured that participants who were 
genuinely interested in the topic were included. The 
participants in the study came from various organiza-
tions that conducted specialized palliative care and had 
extensive experience. Several were also specially trained 
in palliative care or other areas. The nurses who partici-
pated had varied cultural backgrounds; there were nurses 
with both Swedish and other cultural backgrounds. These 
qualifications meant that data of rich depth and breadth 
were obtained from participants who had experience 
with end-of-life care, where the nurse and patient have 
different cultural backgrounds. The impact of the partici-
pants’ interest in the topic is unclear but possibly gives 
ground for more developed reflections coming forth than 
participants with less interest within this topic would 
have provided. We did not ask the participants about 
their cultural background or how they defined their own 
cultural belonging, which can be seen as a limitation. This 
was a conscious decisions since we wanted to focus on 
the meeting between the nurse and a patient with differ-
ing cultural backgrounds. This can be seen as a strength 
since that the focus has clearly been on the encounter 
between the nurse and persons with different cultural 
backgrounds, regardless of whether it is the nurse or the 
patient who represents the country’s culture, in this case, 
the Swedish culture. This has provided a broader and 
more nuanced picture of the importance of culture for 
end-of-life care than is usually found in research.

The validity of the study depends on trust in the 
researchers interpretation of the data and the measures 
taken to demonstrate this [21]. The validity is strength-
ened by using the content analysis process according to 
Graneheim and Lundman [24] for the manifest content 
of the data, which is carefully described in the Methods 
section. In the results, quotations are used to provide the 
opportunity to assess the study’s validity and categoriza-
tion. The first author carried out the initial analysis, and 
this was then discussed with the co-author for reflection 
regarding the choice of meaningful units, coding, and 
categorization. Disagreements were resolved through 
discussion until a consensus was reached, in accordance 
with descriptions by Polit and Beck [21]. The degree of 
objectivity in the text is described affirmatively by the 
author. The two authors’ different experiences in pallia-
tive care – RM from specialized outpatient palliative care 
in an area with high multicultural representation and 
ÅR experience in general palliative care in hospital – as 
well as our differing cultural backgrounds constitute a 
strength. This meant that our own pre-understandings 



Page 11 of 12Mian and Rejnö BMC Palliative Care          (2024) 23:166 

were balanced by the other’s pre-understanding and not 
allowed to take over in ways that were not supported by 
data.

Estimation of the study’s transferability of the results 
to other groups and contexts is facilitated by an accurate 
and clear description of the context, selection of par-
ticipants, data collection and analysis process, which we 
strived to provide. The participants in the study came 
from various care units, had varied long and short expe-
rience of specialized palliative care, and had a variety of 
cultural backgrounds. One limitation is that all of the 
participants were women, but unfortunately, this repre-
sents the gender distribution of nurses too well. Overall, 
we maintain that this contributes to the transferability of 
the results to other similar facilities that provide special-
ized palliative care, both in Sweden and internationally.

Conclusion
Providing culturally competent palliative care is a major 
challenge. In the values and cornerstones of palliative 
care, there are seldom prescribed routines or methods for 
how the nurse should handle diverse cultural beliefs that 
may differ from the nurse’s own. To possess knowledge of 
the importance of culture in end-of-life care can lead to a 
reduction in generalizations and preconceived opinions. 
Instead, it can lead to increased awareness and contribute 
to knowledge and understanding on the part of the nurse 
who meets with and cares for the patient and their fam-
ily members with a cultural background other than their 
own. These patients are already in a vulnerable situation 
when they are cared for at the end of life.

Having a person-centred approach as a strategy as the 
nurses in the present study did, can help to more eas-
ily manage the situation and provide care on equitable 
terms. The knowledge that encounters with people with 
different cultures brings about, leads to nurses being bet-
ter equipped to provide improved palliative care, where 
cultural needs are also taken into account. With experi-
ence and new knowledge, the nurse becomes a more pro-
fessional caregiver.

In summary, it can be difficult for nurses to have knowl-
edge of all the different cultures they encounter since cul-
ture is not something that is permanent or unchanging 
but can vary and change as a result of migration, aging 
populations, and cultural blends. Being aware that cul-
ture is important and possessing sufficient knowledge of 
the way it can affect nursing in palliative care, helps the 
nurse meet the patient’s needs on a physical, psychologi-
cal, relational, existential, spiritual, and cultural level. A 
person centred approach is suggested as a strategy to 
achieve this. This has the possibility to contribute to that 
good palliative care is provided based on recognition of 
and respect for the cultural values, convictions, and belief 
system of the patient and their family members. This 

ultimately ensures equitable care on terms that respect 
cultural diversity in accordance with the goals for sus-
tainable development.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12904-024-01493-5.

Supplementary Material 1

Acknowledgements
The authors would like to thank all the participants and head managers’ 
without whose participation this study could not have been carried out.

Author contributions
The study was designed by both authors (RM and ÅR). Data were collected 
and initially analysed by RM. Further analysis, the drafting and revision of the 
manuscript, reading and approving the final draft were carried out by both 
authors (RM and ÅR).

Funding
Open access funding provided by University West.

Data availability
The datasets for this study are not publicly available because of the risk that 
individual privacy could be compromised; however, the datasets are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was carried out in accordance with the guidelines for empirical 
studies in Sweden. Permission to interview the nurses was given by the 
respective ward manager. No formal approval from the Regional Ethics 
Review Board was required according to The Act concerning the Ethical 
Review of Research Involving Humans: SFS 2003:460 § 3 [25] for this kind 
of non-interventional study involving healthcare professionals, which does 
not involve any risk of processing sensitive personal data; hence, no ethical 
review was made since the act does not apply to research not covered by 
the law. Nevertheless, our work followed the ethical principles for medical 
research in the Declaration of Helsinki [26]. The nurses were given both oral 
and written information, and written informed consent was obtained. The 
voluntary nature of participation and the possibility of withdrawing without 
prejudice were explained. The identities of the nurses are protected by the 
confidential handling of data in accordance with EU regulations [27], and the 
results are described in such a way as to conceal the identity of any individual 
nurse. The authors took into consideration the fact that the interviews could 
be experienced as stressful or that the nurses could take offense. It could be 
that during the interview, they would be reminded of situations that were 
perceived as challenging or where the patient was not perceived as having 
received good care. The interviewer was attentive to situations such as these 
arising and was prepared to give the participants the opportunity to take a 
break or discontinue participation if they themselves wished to do so, without 
having to provide any explanation. This situation did not arise during any 
of the interviews. The data are safely long-term stored and will be archived 
according to the Archives Act [28].

Consent for publication
Yes

Competing interests
The authors declare no competing interests.

Received: 24 October 2023 / Accepted: 25 June 2024

https://doi.org/10.1186/s12904-024-01493-5
https://doi.org/10.1186/s12904-024-01493-5


Page 12 of 12Mian and Rejnö BMC Palliative Care          (2024) 23:166 

References
1.	 Leininger M. Culture care theory: a major contribution to advance transcul-

tural nursing knowledge and practices. J Transcult Nurs. 2002;13(3):189–92.
2.	 Wickramage K, Vearey J, Zwi AB, Robinson C, Knipper M. Migration 

and health: a global public health research priority. BMC Public Health. 
2018;18(1):987.

3.	 McAuliffe M, Triandafyllidou A, editors. World migration report 2022. Geneva: 
International Organization for Migration (IOM); 2021.

4.	 The sustainable development goals. (n d) https://www.un.org/
sustainabledevelopment/sustainable-development-goals/

5.	 Albarran J, Rosser E, Bach S, Uhrenfeldt L, Lundberg P, Law K. Exploring the 
development of a cultural care framework for European caring science. Int J 
Qual Stud Health Well-being 2011, 6(4).

6.	 Kim-Godwin YS, Clarke PN, Barton L. A model for the delivery of culturally 
competent community care. J Adv Nurs. 2001;35(6):918–25.

7.	 Palliative care. (2020). https://www.who.int/news-room/fact-sheets/detail/
palliative-care

8.	 Radbruch L, De Lima L, Knaul F, Wenk R, Ali Z, Bhatnaghar S, Blanchard C, Bru-
era E, Buitrago R, Burla C, et al. Redefining palliative care; a new consensus-
based definition. J Pain Symptom Manage. 2020;60(4):754–64.

9.	 Gysels M, Evans N, Meñaca A, Andrew EVW, Bausewein C, Gastmans C, 
Gómez-Batiste X, Gunaratnam Y, Husebø S, Toscani F, et al. Culture is a priority 
for research in end-of-life care in Europe: a research agenda. J Pain Symptom 
Manage. 2012;44(2):285–94.

10.	 Singh H, Haghayegh AT, Shah R, Cheung L, Wijekoon S, Reel K, Sangrar R. A 
qualitative exploration of allied health providers’ perspectives on cultural 
humility in palliative and end-of-life care. BMC Palliat Care. 2023;22(1):92.

11.	 National Center for Cultural Competence. (n.d.). https://nccc.georgetown.
edu/

12.	 Bellamy G, Gott M. What are the priorities for developing culturally appropri-
ate palliative and end-of-life care for older people? The views of healthcare 
staff working in New Zealand. Health Soc Care Community. 2013;21(1):26–34.

13.	 Gunaratnam Y. From competence to vulnerability: care, ethics, and elders 
from racialized minorities. Mortality. 2008;13(1):24–41.

14.	 Fearon D, Kane H, Aliou N, Sall A. Perceptions of palliative care in a lower 
middle-income muslim country: a qualitative study of health care profession-
als, bereaved families and communities. Palliat Med. 2019;33(2):241–9.

15.	 Searight HR, Gafford J. Cultural diversity at the end of life: issues and guide-
lines for family physicians. Am Fam Physician. 2005;71(3):515–22.

16.	 Cheng SY, Lin CP, Chan HY, Martina D, Mori M, Kim SH, Ng R. Advance care 
planning in Asian culture. Jpn J Clin Oncol. 2020;50(9):976–89.

17.	 Evans N, Meñaca A, Andrew EV, Koffman J, Harding R, Higginson IJ, Pool 
R, Gysels M. Systematic review of the primary research on minority ethnic 
groups and end-of-life care from the United Kingdom. J Pain Symptom Man-
age. 2012;43(2):261–86.

18.	 Lambert E, Strickland K, Gibson J. Cultural considerations at end-of-life for 
people of culturally and linguistically diverse backgrounds: a critical interpre-
tative synthesis. J Clin Nurs 2023.

19.	 Bloomer MJ, Botti M, Runacres F, Poon P, Barnfield J, Hutchinson AM. Com-
municating end-of-life care goals and decision-making among a multidisci-
plinary geriatric inpatient rehabilitation team: a qualitative descriptive study. 
Palliat Med. 2018;32(10):1615–23.

20.	 Eckemoff EH, Sudha S, Wang D. End of life care for older Russian immigrants 
- perspectives of Russian immigrants and hospice staff. J Cross Cult Gerontol. 
2018;33(3):229–45.

21.	 Polit DF, Beck CT. Nursing research: Generating and assessing evidence for 
nursing practice. Philadelphia: Wolters Kluwer; 2021.

22.	 Brinkmann S, Kvale S. Doing interviews. London: SAGE; 2018.
23.	 O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for report-

ing qualitative research: a synthesis of recommendations. Acad Med. 
2014;89(9):1245–51.

24.	 Graneheim UH, Lundman B. Qualitative content analysis in nursing research: 
concepts, procedures and measures to achieve trustworthiness. Nurse Educ 
Today. 2004;24(2):105–12.

25.	 The Act concerning the Ethical Review of Research Involving Humans. SFS 
2003:460, Swedish Statue Book. Swedish Parliament; 2003.

26.	 World Medical Association Declaration of Helsinki. Ethical principles for medi-
cal research involving human subjects. JAMA. 2013;310(20):2191–4.

27.	 European Parliament. Regulation on the protection of natural persons with 
regard to the processing of personal data and on the free movement of such 
data, and repealing Directive 95/46/EC. General Data Protection Regulation): 
European Parliament; 2016.

28.	 Archives Act. SFS 2019:866, Swedish Statue Book. The Swedish Parliament; 
2019.

29.	 Health and Medical Services Act. SFS 2017:310, Swedish Statue Book.  The 
Swedish Parliament; 2017.

30.	 Patient Act. SFS 2014:821, Swedish Statue Book. The Swedish Parliament; 
2014.

31.	 Österlind J, Henoch I. The 6S-model for person-centred palliative care: 
a theoretical framework. Nurs Philosophy: Int J Healthc Professionals. 
2021;22(2):e12334.

32.	 Price DM, Strodtman LK, Montagnini M, Smith HM, Ghosh B. Health profes-
sionals perceived concerns and challenges in providing palliative and end-of-
life care: a qualitative analysis. Am J Hosp Palliat Care. 2019;36(4):308–15.

33.	 Semlali I, Tamches E, Singy P, Weber O. Introducing cross-cultural education in 
palliative care: focus groups with experts on practical strategies. BMC Palliat 
Care. 2020;19(1):171.

34.	 Bloomer MJ, Botti M, Runacres F, Poon P, Barnfield J, Hutchinson AM. Cultural 
considerations at end of life in a geriatric inpatient rehabilitation setting. Col-
legian. 2019;26(1):165–70.

35.	 Jongen C, McCalman J, Bainbridge R. Health workforce cultural compe-
tency interventions: a systematic scoping review. BMC Health Serv Res. 
2018;18(1):232.

36.	 Schmutz JB, Eppich WJ. Promoting Learning and Patient Care through Shared 
Reflection: a conceptual Framework for Team Reflexivity in Health Care. Acad 
Med. 2017;92(11):1555–63.

37.	 Thunberg S, Arnell L. Pioneering the use of technologies in qualitative 
research – a research review of the use of digital interviews. Int J Soc Res 
Methodol. 2022;25(6):757–68.

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


	﻿The meaning of culture in nursing at the end of life – an interview study with nurses in specialized palliative care
	﻿Abstract
	﻿Background
	﻿Aim
	﻿Method
	﻿Setting and participants
	﻿Data collection
	﻿Analysis
	﻿Ethical considerations


	﻿Results
	﻿Main results
	﻿Awareness of the impact of culture on nursing
	﻿Language as a barrier to meeting cultural needs
	﻿Influence of cultural family roles
	﻿Culture-specific beliefs about information and treatment
	﻿Beliefs about dying and death based on cultural identity
	﻿Culture’s impact and influence on the nurses’ mindset and approach
	﻿Challenges and strategies brought about by culture
	﻿Person-centred approach gives culture a voice
	﻿Cultural diversity deepens the nurse’s perspective

	﻿Discussion


