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Notice
Medicine is an ever-changing science. As new research and clinical experience broaden our knowledge,
changes in treatment and drug therapy are required. The author and the publisher of this work have checked
with sources believed to be reliable in their efforts to provide information that is complete and generally in
accord with the standards accepted at the time of publication. However, in view of the possibility of human
error or changes in medical sciences, neither the author nor the publisher nor any other party who has been
involved in the preparation or publication of this work warrants that the information contained herein is
in every respect accurate or complete, and they disclaim all responsibility for any errors or omissions or
for the results obtained from use of such information contained in this work. Readers are encouraged to
confirm the information contained herein with other sources. For example and in particular, readers are
advised to check the product information sheet included in the package of each drug they plan to administer
to be certain that the information contained in this work is accurate and that changes have not been made in
the recommended dose or in the contraindications for administration. This recommendation is of particular
importance in connection with new or infrequently used drugs.
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FOREWORD

The Augustinian monk Gregor Mendel (1823–1884) is
credited with being the first scientist to explain genetic
similarities and differences. After years of research,
he used the knowledge he had gained to formulate a
genetic theory that ultimately enabled future genera-
tions to unlock the mystery of the human genome. Al-
though Mendel’s work is now recognized as the very
foundation of modern genetics, it was so brilliant and
unprecedented at the time it took decades for the rest
of the scientific community to realize the revolution-
ary importance of his work. Thanks to Mendel, we now
know that all people of the world are genetically 99.9%
alike, with human similarities and differences being ex-
plained by a coded quartet of chemical letters: adenine
(A), thymine (T), cytosine (C), and guanine (G). Three
billion pairs of these chemicals are harmoniously com-
bined, sounding the common notes that make us all
alike, but also responsible for striking the fewer than
one percent of chords that produce a symphony of di-
versity. When something goes awry, the cacophonous
sounds of disease resonate.

But if everyone is genetically humming the same
notes, why do people from different cultures and na-
tions sing different melodies? Why do people from var-
ious cultures view health and illness differently? Why
do they seek different healers and treatments to promote
health and treat disease? Why do people’s expectations
of care and caring vary so widely? What role does
culture play in people’s expectations of professional
nurses and nursing? While searching for the answers
to these questions, Professor Madeleine Leininger for-
mulated a transcultural nursing theory to advance nurs-
ing and health care knowledge that is as significant and
far-reaching as Mendel’s work was in genetics.

Nearly fifty years have passed since Professor
Leininger first noted the importance of cultural sim-
ilarities and differences in nursing and health care. She
envisioned and established the field of transcultural

nursing. She recognized that the goal of nursing sci-
ence is not merely to accumulate data, so she theorized
about the interconnections of the concepts, theories, re-
search, and practice of nursing, culture, and health care.
After decades of research in many different cultures,
she used the knowledge she had gained to establish the
discipline of transcultural nursing. Dr. Leininger’s cre-
ative Theory of Culture Care Diversity and Universality
with the Sunrise Model and the ethnonursing research
method were major breakthroughs in nursing. She also
established the Transcultural Nursing Society and the
International Association of Human Care, and was the
founder of the Journal of Transcultural Nursing, serv-
ing as Editor from 1989 to 1995. Like Mendel, Dr.
Leininger worked patiently for decades while members
of the scientific and health care community gradually
began to grasp the profound implications of her teach-
ing, research, theory, and findings, and watched as other
disciplines began embracing or imitating it. Along the
way, Dr. Leininger gave of her time to mentor many
students and faculty, enabling them to use her theory
in their own areas of clinical practice, education, re-
search, and consultation. During the past five decades,
transcultural nursing has reached all continents of the
world and Dr. Leininger is recognized as the founder
and foremost authority and leader in the discipline.

Among the many students whom Dr. Leininger
has mentored is co-author Dr. Marilyn R. McFarland,
who earned her doctorate in transcultural nursing at the
College of Nursing, Wayne State University. Currently
a faculty member at Saginaw Valley State University,
Dr. McFarland is a highly respected transcultural nurse
leader whose research has focused on the care of the
elderly in diverse cultures. From 1995–1998 Dr. Mc-
Farland served as editor of the Journal of Transcultural
Nursing, and she has lectured and consulted on tran-
scultural nursing within and outside the United States
of America.
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xvi FOREWORD

In this third edition of Transcultural Nursing, Dr.
Leininger and Dr. McFarland have provided the most
comprehensive, contemporary, and current opus on
transcultural nursing and health ever published. This
definitive text is the culmination of nearly fifty years
of theory development, teaching, and practice in tran-
scultural nursing, and showcases the work of some of
the top national and international scholars in the field.
Although Dr. Leininger and Dr. McFarland crafted
many substantive chapters themselves, they also invited
twenty-four transcultural nurse experts to contribute
their knowledge and expertise to this comprehensive
text.

The third edition of Transcultural Nursing is a
must-have text for the professional library of nurses and
health care providers in other disciplines who strive to
provide care to clients of diverse and similar cultures
in meaningful, safe and beneficial ways—commonly

referred to as culturally congruent or culturally com-
petent care. Nursing and others in health-related fields
will find a wellspring of information that will guide
them in their quest for knowledge, understanding, and
care of people from various cultures around the world.
It is an authoritative, substantive, comprehensive text
with both theoretical and practical information on tran-
scultural nursing that will be useful for nurses and other
health care providers in clinical practice, education, re-
search, administration, and consultation.

Margaret M. Andrews, Ph.D., R.N., C.T.N.
Chairperson and Professor
Department of Nursing
Nazareth College
Rochester, NY
Former President of the Transcultural Nursing Society
and Leader in the Discipline
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PREFACE

As the world continues to change in many geographic
locations, so professional nurses need to become aware
and increasingly knowledgeable about these changing
events, issues, and human concerns from a transcul-
tural nursing perspective. Nurses also need to keep
abreast of transcultural developments and informa-
tion in the busy world of care. This third edition
of Transcultural Nursing has been prepared to up-
date nurses and other interested health personnel on
some of the most significant developments, trends,
and knowledge in transcultural nursing. Indeed, this
edition reflects many new areas of transcultural nurs-
ing knowledge that have developed since the first in-
terdisciplinary book, Nursing and Anthropology: Two
Worlds to Blend, was published in 1970, and since the
appearance of the first book on transcultural nursing
in 1978. This third edition also shows an advance-
ment of knowledge from the second edition of Trans-
cultural Nursing published in 1995. Over these past
five decades the discipline of transcultural nursing has
been growing steadily and gaining significant relevancy
worldwide.

Most assuredly, transcultural nursing is no longer a
new idea, as it has been in existence since I launched the
field in the mid 1950s. However, there are still nurses
and health professionals discovering the field and le-
gitimately concerned that their educational programs
failed to prepare them for this important discipline and
practice area. Nurses also realize that prior to the estab-
lishment of transcultural nursing, there were no formal
educational programs to prepare nurses to function as
specialists or generalists to care for the culturally differ-
ent. Moreover, there was no identified body of knowl-
edge or faculty mentors to guide nurses to practice in
culturally knowledgeable and competent ways. But to-
day the concept I coined four decades ago of “culturally
competent congruent care” as the goal of my theory is
being used worldwide.

During the past several decades, this cultural evo-
lution has transformed nursing and health care so that
clients of diverse cultures can benefit from transcul-
tural nursing in many places in the world. This whole
movement has been a significant development created
by a small cadre of committed leaders, with limited
financial support from the government and from nurs-
ing professional organizations. Nevertheless, consider-
able progress has been made over the past five decades
in developing a body of transcultural nursing knowl-
edge with concepts, principles, and research findings to
guide nurses in working with the culturally different.
Transcultural nursing theories supported by research
findings are gradually being used in the care of people
from many different cultures in sensitive and knowl-
edgeable ways.

As the founder and leader of this major cultural
movement, it has been most encouraging to see these
developments. Granted, there have been many hurdles
and challenges to make transcultural nursing a reality,
such as shifting nurses’ interests, values, and knowl-
edge from largely a unicultural dominant focus to a
multicultural one. It was also a challenge to get nurses
to study humanistic caring with diverse cultures and
to hold culture care as the essence of nursing. Per-
suading nurses to value and use qualitative research to
tap culture care was another major hurdle. Gradually a
wealth of new or unknown knowledge was discovered
and a new appreciation for human caring within a cul-
tural context was developed. These discoveries and new
ways to provide care to clients of diverse and similar
cultures in meaningful, safe, and beneficial ways has
been a major breakthrough in the profession. Nonethe-
less, a moral obligation and major challenges are nec-
essary to provide safe, meaningful, and compassionate
care to diverse cultures.

The purpose of this third edition is to present a
wealth of substantive knowledge based on transcultural

xvii
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research, along with important concepts, principles,
theories, and other knowledge areas to guide nurses in
providing culturally congruent and competent care to
people of many diverse and similar cultures. The reader
will discover an increasing number of theoretically-
based research studies of Western and non-Western
cultures with many new and valuable findings to pro-
vide creative and practical care to different cultures.
This book demonstrates the tremendous importance of
transcultural nursing worldwide. The book has been
prepared for undergraduate and graduate nursing stu-
dents and for nursing staff, practitioners, administra-
tors (academic and clinical), faculty, and consultants.
Health personnel and scholars from other disciplines
will also find this book most valuable as they begin
their journey to the study and practice of transcul-
turalism. They will need, however, to use content in
appropriate ways to fit their unique discipline and pro-
fessional perspectives. Other health care profession-
als, such as physicians, dentists, pharmacists, social
workers, physical therapists and others, have already
found transcultural nursing publications most useful
while developing transcultural health services relevant
to their discipline. At the same time, they learn anew
about the nature, practice, and importance of transcul-
tural nursing in health care services.

In general, this third edition has been prepared as
one of the most substantive, definitive, comprehensive,
and holistic books on transcultural nursing knowledge
and practices building upon five decades of knowl-
edge. It is a book that will guide staff nurses and ed-
ucators to use transcultural knowledge to help people
of diverse cultures in meaningful ways. Many nurs-
ing service personnel are realizing the critical need to
provide direct care to clients of many different cul-
tures in clinics, hospitals, homes, and new health ser-
vices, and that one cannot rely on “common sense”
but one needs to use specific culture care knowledge
to guide actions and decisions. Nursing administrators,
researchers, and consultants especially need this con-
tent to support and advance their work with cultures and
to prevent gross ethnocentrism, racism, and a host of
other negative outcomes. The research findings in this
book from nearly sixty Western and non-Western cul-
tures is important holding and reflective knowledge to
guide nurses’ thinking and actions. This book crosses
geographic borders to help readers learn about many

diverse cultures. The authors are interested in prevent-
ing stereotyping and other negative or destructive prac-
tices that are cultural taboos in transcultural nursing.

Most important, this book is unique in that research
findings are derived from well-conceived theoretical
perspectives and domains of inquiry with in-depth emic
and etic cultural data derived from key and general
informants. These data are essential to provide culture-
specific direct care and avoid cultural imposition prac-
tices. It is also unique in that there is a historical build-
up of transcultural nursing knowledge from the early
1960s to the present time. A major challenge remains
to continue to expand, refine, and document positive
outcomes as a consequence of using transcultural nurs-
ing knowledge and research in creative and purposeful
ways in all areas of nursing education and practice.

This third edition has thirty-six chapters, includ-
ing seventeen new theoretical and research-based stud-
ies. In addition, several original and classic chapters
have been updated since transcultural nursing began
in the 1950s as a formal area of study and practice.
These chapters, along with the new ones are essential
content for the discipline and practice of transcultural
nursing. Twenty-five transcultural nurse scholars and
experts have contributed their research and creative
work to the book. The unique feature is that practi-
cally all contributors have been prepared through grad-
uate courses or programs in transcultural nursing and
have conducted theoretically-based research studies in
Western or non-Western cultures. Most have used the
Culture Care Theory to demonstrate the importance of
understanding the totality of humans as an essential
and sound basis to arrive at culture-specific and gen-
eral ways to assist clients of diverse or similar cultures.
These contributors have found the theory of Culture
Care Diversity and Universality and the ethnonursing
research method extremely valuable to discover cultur-
ally congruent care and a wealth of largely unknown
nursing and health knowledge about cultures and their
care and health needs. The contributors show how to
use the theory with the Sunrise Model and to arrive
at holistic care based on culture-specific care practices
with the theoretical modes of action and decision. Such
knowledge provides a major shift today from the med-
ical model of focusing on diseases, management of
symptoms, and often biased professional diagnoses.
Focusing on the cultural human conditions and needs is
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another major and important feature of the book. Such
comparative findings take into account social structure
factors of individuals, groups, and families, each with
their economic, religious, kinship, cultural beliefs and
values, education, language, ethnohistory, and environ-
mental context—all holistic influencers that cannot be
overlooked in modern health care practices today. This
breakthrough approach in transcultural nursing knowl-
edge is encouraging and imperative to help nurses ex-
pand their health care assessments and practices and
to grasp the larger lifeworld of clients as well as pre-
venting ethnocentric and superficial knowledge about
cultures.

Thus this book builds upon an evolving body of
grounded and comparative theoretically-derived tran-
scultural knowledge within transcultural nursing as a
scientific and humanistic discipline. The reader will
discover the tremendous importance of using theory
to guide nurses’ thinking and research with one of the
oldest and most holistic theories of nursing, namely the
Culture Care Theory. They also show the value of us-
ing one of the first nursing research methods, namely,
ethnonursing with enablers that are designed to fit the
theory along with other theoretical views and research
methods.

The diverse studies of Western and non-Western
cultures with special contemporary topics and issues
related to history, ethical and moral cultural care, home
therapies, transcultural mental health, nutrition, and
complementary generic and professional care are pre-
sented to help the reader grasp the trends, scope, na-
ture, and importance of transcultural nursing world-
wide. Suggestions of ways to teach, practice, and offer
sound consultation services are discussed along with
critical issues related to student-faculty exchanges in
unfamiliar cultures and administrative practices. The
references and other source materials will be valuable
to nurses and to other professionals. The reader will
gain new insights and knowledge, and builds confi-
dence in one’s ability to practice transcultural nursing.
Such knowledge will help to prevent unfavorable or
non-therapeutic practices.

The book has been purposefully organized into
five major sections. The first one focuses on the essen-
tial concepts, definitions, historical developments, im-
portance of transcultural nursing, theory and research
methods with findings, culturalogical assessment, and

other major transcultural nursing knowledge domains.
These chapters are followed with a section on the scope
and major characteristics of transcultural nursing. The
third section contains in-depth knowledge of many spe-
cific cultures with theory and research findings. The last
two sections of the book are focused on teaching, ad-
ministration, research, consultation, reference sources,
and a look at the future of transcultural nursing.

In sum, this third edition builds upon an accumula-
tion of essential transcultural nursing knowledge from
several early publications to the present time. The book
reflects the work of some of the top scholars in the
discipline of transcultural nursing. The extensive ex-
periences and active sustained leadership of the editors
along with other expert contributors’ work in this book
make it a substantive, authoritative, and credible book
in transcultural nursing. Transcultural nursing contin-
ues to be heralded by many astute and creative scholars
within and outside of nursing as one of the most sig-
nificant in this third millennium and beyond, and is
viewed as essential for human health care and well-
being and for survival in a growing and complex tran-
scultural world. So although some nurses have been
slow to study and use transcultural nursing in the mid
twentieth century, they are now realizing how valuable,
relevant, and essential it is for quality culturally-based
competent care today. Indeed, my vision to establish
transcultural nursing has often been said to have been
“ahead of its time,” but today it is clearly “of the time”
and viewed as a moral and practice necessity. Trans-
cultural nursing must remain a global imperative to
study and practice. It signifies to me a lifelong career
and contribution to humanistic people care. Unques-
tionably it has been most rewarding to see the disci-
pline and practice of transcultural nursing unfold into
a highly relevant and major worldwide development
that must be integrated into all aspects of health care
services. Since this will be my last major revision of the
book, I have confidence that Dr. McFarland, a scholar,
colleague, and friend, and other transcultural nursing
scholars will carry forth future publications so that the
culture care needs of people in the world will be met by
nurses who are knowledgeable and competent to pro-
vide meaningful, congruent, and compassionate care to
many cultures.

Madeleine Leininger
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spent many days and nights on this major publication.
We thank them for their patience, support, and tolerance
of this work.
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tributors. Twenty-five transcultural nurse experts have
shared their knowledge and practices to make this book
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The contributors’ scholarship and expertise are clearly
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in-depth experiences and use of theoretically-based re-
search knowledge to demonstrate the use and practice
of transcultural nursing.

Our special thanks go to Angela LeFevre and to Jan
Ohlinger for their most valuable assistance in preparing
many of these chapters. Their help with this manuscript
was very important and appreciated. We are also grate-
ful for the encouragement and help of John Dolan,
Sally Barhydt, and their colleagues at McGraw-Hill
Our thanks to all of you.
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Finally, we thank the many cultural informants in
Western and non-Western cultures who have been our
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establish the new discipline of transcultural nursing and
to inspire quality care to diverse cultures worldwide.

Madeleine Leininger
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SECTION I
Transcultural Nursing:

Essential Knowledge
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CHAPTER 1
Transcultural Nursing and
Globalization of Health
Care: Importance, Focus,
and Historical Aspects

Madeleine Leininger

If human beings are to survive and live in a healthy, peaceful and meaningful
world, then nurses and other health care providers need to understand the
cultural care beliefs, values and lifeways of people in order to provide
culturally congruent and beneficial health care. LEININGER, 1978

Globalization and
Transcultural Nursing

The third millennium is challenging nurses and other
health care professionals to think and act with a global
perspective as they may encounter and assist people
from virtually every place in the world today. Indeed,
our world has become conceptually smaller yet more
complex and diverse as nurses assist people from many
different cultures with their concerns, beliefs, values,
and lifeways. In the mid 1950s I anticipated this marked
cultural diversity and the trend toward globalization
and realized the need for the new field of transcultural
nursing worldwide.1,2 Since then transcultural con-
cepts, principles, and research-based knowledge have
helped many nurses to function in our present world
of transcultural diversity in nursing and health. Ac-
cordingly, globalization, transculturalism, transcultural
nursing, culturally congruent care, and related ideas are
becoming meaningful to nurses and other health care
providers as they serve the culturally different. This has
been a rather slow evolution, but it has been encourag-
ing to see diverse cultures respond to nurses who under-
stand and help them appropriately. Major challenges
exist in educating nurses and health care profession-
als worldwide to work together to make transcultural
health care meaningful and beneficial. Learning about

different cultures and understanding ways to help them
appropriately is not an easy endeavor as it requires en-
tering the world of the people, learning from them,
and using knowledge that fits the client’s cultural ex-
pectations and needs. Achieving this goal can bring
many satisfactions to the provider and benefits to the
client.

With transcultural nursing and the trend toward
globalization of health care, nurses are challenged to
learn about different cultures locally and worldwide
in this century. The increased number of immigrants,
refugees, and other people from many different cultures
has made transcultural nursing imperative for nurses
today and in the future. The increased use of cybernet-
ics and modern electronic modes of communication
and transportation has brought people worldwide al-
most instantly in close contact with one another. These
changes and many others are challenging nurses and
other health personnel in transcultural health care ser-
vices with a global perspective.

Amid these globalization trends are great opportu-
nities for nurses to learn about different and similar cul-
tures and discover ways to help them with their special
needs. Indeed, the central purpose and goal of transcul-
tural nursing is focused on promoting and maintain-
ing the cultural care needs of human beings. Nurses
who are prepared in transcultural nursing know how to

3
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4 Section I / TRANSCULTURAL NURSING: ESSENTIAL KNOWLEDGE DIMENSIONS

identify and provide for cultures. They learn ways to
discover and provide safe and meaningful care to peo-
ple of diverse cultures. Since nurses remain the largest
health care providers worldwide, they have a unique
opportunity to learn about cultural strangers and help
them with their particular lifeways and in their environ-
mental contexts. Essentially, transcultural nursing pro-
vides nurses a new way to learn about and provide cul-
turally congruent and meaningful care to people in the
world. It is a new and different pathway for most nurses
from their traditional nursing orientations and modes of
helping people. Today nurses must learn about and re-
spect different cultures and their care needs in different
life contexts to be transcultural nurses.

Nurses who have been involved in learning trans-
cultural nursing through formal study see the tremen-
dous importance of this unique field. It is changing their
ways of thinking and working with diverse cultures with
many satisfactions coming to them. These nurses rec-
ognize that the greatest challenge for nurses today and
in the future is to learn how to care for different people
of diverse cultures with compassion and understanding.
They realize that nurses must function in a much
broader world and that they need substantive trans-
cultural nursing knowledge and skills to be competent
and effective in human caring services. Transcultural
nurses’ thinking and actions need to be based on a body
of humanistic and scientific knowledge about specific
cultures with their values, beliefs, and caring patterns.

Since launching the field of transcultural nurs-
ing in the mid 1950s, I continue to hold that nursing
must shift its focus and become transcultural nursing in
philosophy, education, administration, research, con-
sultation, and practice to survive and remain relevant to
serve people of diverse cultures.3,4 Transcultural nurs-
ing has become imperative as the area of study and
practice for all professional nurses to fulfill their so-
cietal and global professional mandate today and in
the future. Nurses as the direct care providers must be
prepared to function with transcultural nursing knowl-
edge and competencies to ensure beneficial outcomes
to people of different cultures. For without such prepa-
ration in transcultural nursing, nurses will be greatly
handicapped, disadvantaged, and culturally ignorant
to help people of different lifeways, beliefs, and val-
ues. Such transcultural caring knowledge of different
cultures was clearly missing in education and practice

prior to the advent of establishing and developing the
discipline.5 Nurses needed to know how to help cultures
to prevent serious illness and maintain wellness within
a cultural perspective. Transcultural caring knowledge
and practices of diverse cultures were greatly needed at
the midcentury and remain essential today. Nurses also
needed to be aware of their own cultural background
and how it could influence the client’s care and re-
lationships with other nurses and disciplines. Nurses
also needed a theoretical and research framework to
discover and understand cultures. Hence, in the mid
20th century transcultural nursing theory, research, and
practices were much needed for these and other reasons
soon to be discussed.

Today, transcultural nursing and the concept of
globalization are heard worldwide. Globalization is a
recurrent term being used by many people and busi-
nesses. One hears of global technologies, global com-
munication systems, global economics, global poli-
tics, global transportation, global health care, global
marketing, and many other global ideas and products.
The globalization theme assumes one has worldwide
perspectives, knowledge, and competencies when dis-
cussed as a service. However, there are often major
gaps in knowledge and understanding of cultures and
of the nature, uses, and practice related to globaliza-
tion. Transcultural nursing and globalization have sim-
ilar uses, but the former is a professional service and
the latter is a concept. Nonetheless, globalization is
important to help nurses expand their worldview and
to think broadly about the idea of nurses functioning
worldwide. The expansion of one’s view to a much
wider world than one’s local or neighborhood view is
essential to grasp transcultural nursing as a global and
comparative field.

During the past four decades, transcultural nurs-
ing has been soundly established as an essential and
formal area of study and practice.6,7 It is a major field
of study to pursue and has a rapidly growing body of
transcultural knowledge to guide nurses in care giving.
Specific transcultural nursing concepts, principles, and
research findings are available to help nurses provide a
new kind of health service, namely, care that is cultur-
ally congruent, meaningful, and beneficial to people.
A wealth of knowledge with care modalities is the new
paradigm and way to care for immigrants, refugees,
and minorities of many other cultures from virtually
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Chapter 1 / TRANSCULTURAL NURSING AND GLOBALIZATION OF HEALTH CARE 5

every place in the world. Moreover, there are signs that
transcultural nursing is slowly transforming health care
systems and changing health care providers to think
and act transculturally. Accordingly, consumers of di-
verse cultures are valuing the times when health care
providers know how to talk, listen, and respond appro-
priately with them. It is, indeed, a cultural movement
that continues to take hold worldwide. This movement
offers new hope to both cultures and cultural providers.

The challenge, as well as the goal, is to prepare
nurses to provide sensitive, safe, beneficial, and mean-
ingful care to people of different cultures. It has been
difficult, but yet one of the most significant and im-
portant developments in nursing and the health fields
during the past century.8,9 As nurses use transcultural
nursing concepts, principles, theories, and research-
based knowledge relevant to cultures, one can find
evidence of client satisfaction, recovery, and healing.
Nurses soon realize the importance of culturally based
care that leads to understanding and helping clients of
different cultural backgrounds. They learn about the
client’s specific cultural lifeways and ways to modify
their traditional nursing practices to provide care that
fits the client’s needs. This learning has necessitated a
new way to know and give care.

In recent years health disciplines such as medicine,
social work, pharmacy, physical therapy, and oth-
ers are gradually becoming interested in transcultural
health care and discovering similar reasons to modify
their practices. Therefore, as all health providers learn,
value, and understand transcultural health care, one can
predict even greater benefits in the future for clients and
for provider satisfaction. With this trend, traditional
medical nursing and other services will be transformed
from largely uniculturally based health practices and
systems to multicultural ones. It is important to keep
in mind that transcultural nursing was the first profes-
sional discipline to establish culturally based care as a
formal area of study and practice. Only recently have
other health care professions begun to move in the di-
rection of teaching and developing transcultural profes-
sional knowledge and practices.10 So, as transcultural
health care becomes fully recognized and valued by all
health disciplines, there will be many benefits to con-
sumers and seekers of health care services worldwide.
Moreover, this cultural movement needs to move for-
ward soon to prevent negative and harmful outcomes

to clients such as cultural clashes, cultural conflicts,
stresses, and destructive practices.

It is encouraging that a small cadre of transcul-
tural nurses took leadership steps to prepare nurses to
discover and use culturally based knowledge and prac-
tices to change traditional nursing practices in the early
1960s. Since then its leaders and followers are contin-
uing to discover new knowledge about human caring
among cultures and to initiate changes in client care and
health services. It has been through sound educational
preparation of nurses that such different ways to help
people have occurred. No longer can nurses use biased
and superficial knowledge or rely on tourists’ visits
to foreign cultures to be a professionally transcultural
nurse. Nor can nurses rely on being of a culture to know
accurately and fully one’s cultural heritage and use
this knowledge safely with other cultures. Superficial
knowledge about cultures and human caring can lead
to unfavorable and non-beneficial outcomes. Indeed,
cultural ignorance, tourists’ biases, racism, and a host
of other negative practices must be replaced with scien-
tific and humanistic transcultural nursing care knowl-
edge and practices. Thus learning about specific cul-
tures and their care and health needs has been the new
and important challenge for nurses as they discover a
different way to know and help the culturally different
with a global view.

In this chapter, basic definitions and the nature,
scope, and importance of transcultural nursing are pre-
sented with important and interesting historical facts
about the unique development of transcultural nurs-
ing over the past five decades. The rationale for this
field of study and practice, as well as some of the
challenges, barriers, and difficulties encountered, are
discussed with a substantive body of knowledge and
clinical competencies so that today nurses can move
forward into this 21st century with confidence as they
make transcultural nursing a global reality.

Definition, Nature, Rationale, and
Importance of Transcultural
Nursing

Transcultural nursing has been defined as a formal
area of study and practice focused on comparative
human-care (caring) differences and similarities of the
beliefs, values, and patterned lifeways of cultures to
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provide culturally congruent, meaningful, and benefi-
cial health care to people.11,12 To understand this def-
inition several important ideas are considered. First,
transcultural nursing is a legitimate and essential area
of formal study requiring in-depth pursuit of knowl-
edge and skills to function effectively with individuals
or groups of designated cultures. For human care to be
meaningful and therapeutic, professional knowledge
needs to fit with the cultural values, beliefs, and expec-
tations of clients. If professional knowledge and skills
fail to fit the client’s values and lifeways, one can antic-
ipate that the client will be uncooperative, noncompli-
ant, and dissatisfied with nursing efforts. Clients from
different cultures are generally quick to show signs of
conflict, discontent, distrust, resentment, and general
dissatisfaction with nurses who do not know how to
provide culturally based care. Transcultural nursing is
challenging but complex and requires nurses to study
the client’s culture care values, beliefs, and lifeways
and then to identify how to incorporate nursing knowl-
edge to best help the client and usually the family.
Transcultural nursing is highly creative and requires
knowledge of specific cultures and their care and health
lifeways. Culture and care are usually so embedded in
each other and closely linked with a client’s beliefs and
practices that they cannot be overlooked or neglected in
the helping-healing process of transcultural nursing.13

Today and in the future, cultures have the human
rights to have their cultural values, beliefs, and needs
respected, understood, and appropriately used within
any caring or curing process, and so this necessitates
that nurses are educated about culture and care phe-
nomena. In fact, it is a moral and ethical responsibility
for nurses to be attentive to and respond appropriately to
the client’s cultural care and other needs.14 This means
nurses must study the ethical and moral aspects of the
client’s culture. Transcultural nursing has become in-
creasingly important and a legitimate area of study so
that nurses can become knowledgeable about cultures
with their human rights and ethical considerations.

The constructs of culture and care are two ma-
jor transcultural domains that require in-depth study
of people to have holding knowledge to guide nurses’
thinking, actions, or decisions. For without such knowl-
edge, nurses can be ineffective and even danger-
ous. Learning about cultures in the past and today is
important, and it takes time to gain understanding of

clients. Nursing students soon discover that there is
considerable knowledge about cultures and caring to
be understood, and then they use this knowledge prac-
ticing transcultural nursing. Such knowledge is consid-
ered to be equally as important as nurses studying about
the heart or how muscles function in the body. For in-
deed, culture and caring have functions and patterns
that are different and that greatly influence how human
beings are living and functioning in their daily life.
Cultures and caring are complex phenomena with di-
verse meanings and comparative expressions that must
be studied and fully understood. It is a moral and eth-
ical responsibility for nurses to learn about different
cultures and their patterns and needs if nurses are to
function effectively in a world of cultural diversity.

It is of interest that in the early history of nursing
and until the early 1950s the concepts of culture and
care had not been systematically studied nor made ex-
plicit as central to nursing.15–18 Nursing education and
practice still tends to place much emphasis on biomed-
ical and pathological diseases and curing and on how
to manage symptoms with largely a focus on the mind-
body perspective. Cultural and care phenomena fac-
tors are often largely invisible or taken for granted in
the healing and well-being of clients. With the intro-
duction of transcultural nursing in the mid 1950s, the
meanings, expressions, and patterns of care from the
client’s cultural background or lifeways began to be
systematically studied, emphasized, and valued.19,20

Cultural and social structure factors, the ethnohistory
of clients, folk care, worldview, and other critical and
similar factors are becoming a major focus of nursing.
With establishing transcultural nursing came a wealth
of new knowledge and practices that opened the door
to the importance of understanding people from differ-
ent cultures. Formal instruction and clinical preparation
with mentoring of students have become imperative to
learn about culture and caring to make these areas an
integral part of nursing and health care.

The goal of transcultural nursing has been to pre-
pare a new generation of nurses who would be knowl-
edgeable, sensitive, competent, and safe to care for
people with different or similar lifeways, values, be-
liefs, and practices in meaningful, explicit, and bene-
ficial ways. It is largely this new generation of nurses
who see the great need to be prepared in transcultural
nursing along with other nurses who are actively trying
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Chapter 1 / TRANSCULTURAL NURSING AND GLOBALIZATION OF HEALTH CARE 7

to provide care to many new immigrants and migrants
that they are trying to serve today. Many undergraduate
and graduate nursing students today know they can no
longer be ignorant of cultures and need to study and
use transcultural nursing principles, concepts, research
findings, theories, and practices to function in this in-
tense multicultural world.21 Some nursing service staff
also are becoming aware of the need for transcultural
nursing.22

Accordingly, nursing students expect their faculty
to be knowledgeable and competent in transcultural
nursing so they will be effectively guided to provide
culturally congruent and safe care. In fact, students
who become knowledgeable about transcultural nurs-
ing concepts, principles, and research-based knowl-
edge become upset with faculty who are culturally ig-
norant. They often say, “We teach the faculty through
our presentations and clinical practices.” Hence, an in-
tergenerational faculty-student knowledge gap exists in
some institutions. It is, however, encouraging to know
that, with a rather large body of transcultural nurs-
ing knowledge with a comparative global perspective,
many nurses are using the ideas to care for people of
diverse cultures. Indeed, teaching and learning of trans-
cultural nursing has become an exciting and relevant
new area for many nursing students today. Moreover,
nursing students learn to expand greatly their world-
view and knowledge base by taking elective courses in
anthropology, sociology, music, art, and related fields
to grasp a holistic comparative perspective of human
beings. A truly holistic transcultural nursing perspec-
tive has become exciting to learn and use with di-
verse culture care. Students are encouraged to maintain
an open mind and genuine interest in learning about
cultures, human caring, and health. Thus the original
goal of transcultural nursing remains today to provide
culturally competent and meaningful care by learning
about cultures and their special care needs.

In the definition of transcultural nursing there is an
inherent expectation that students, faculty, and clinical
staff need first to become aware of their own cultural bi-
ases and prejudices as they learn about cultures. Some
nurses and students may have long-standing biases and
prejudices about cultures that make it difficult for them
to become effective transcultural nurses. These nurses
require mentoring by transcultural nursing faculty and
others who are knowledgeable and able to help nurses

deal with their cultural biases and other problems to
be therapeutic with clients. Many cultural biases and
prejudices are learned in one’s own family or com-
munity. These prejudices can be offensive and hurt-
ful to clients and their families. Such tendencies along
with cultural myths, beliefs, or racial views about cul-
tures can seriously limit the nurse’s effectiveness with
clients, families, or groups. Hence, the first impor-
tant principle in transcultural nursing is to “know thy-
self ” to be helpful to people of different cultures. It
is also a principle to help one to learn anew about
one’s self through other cultures.23 Self-discovery and
changing the biases and negative values of nurses
takes time and skilled mentoring from transcultural
faculty and others in diverse nursing and life ex-
periences. However, nurses can and do learn about
their cultural and caring tendencies while studying
in the field. In fact, students often talk about how
valuable learning of themselves has been as they ob-
serve and cared for clients under qualified transcultural
nurse mentors. Learning about one’s own culture and
others is a dynamic, essential, and very important part
of transcultural nursing learning and practices.

Within the definition of transcultural nursing is the
expectation that transcultural nursing faculty are qual-
ified and responsible to help students discover them-
selves by using transcultural knowledge. Knowing how
to use transcultural knowledge appropriately and mean-
ingfully is an art and an important skill so that learners
can make appropriate care decisions and actions with
clients for beneficial care services. Transcultural nurs-
ing faculty, however, need to be prepared in the dis-
cipline to ensure quality-based teaching and guidance
as they need to shift from traditional nursing knowl-
edge to largely new and unfamiliar knowledge related
to transcultural nursing. Having nursing faculty who
are knowledgeable and competent to guide undergrad-
uate and graduate students to become sensitive and
competent transcultural nurse practitioners in hospi-
tals and community agencies remains a critical need in
many schools of nursing. It is of interest that students
(especially master and doctoral nursing students) seek
faculty who are prepared in the field before enrolling
in transcultural courses. They also expect faculty to
use a holistic perspective and not a narrow mind-body
or disease-symptom management focus. Students want
and expect faculty to help them discover culturally
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8 Section I / TRANSCULTURAL NURSING: ESSENTIAL KNOWLEDGE DIMENSIONS

grounded knowledge and use it to improve care to cul-
tures. Discovering care differences and commonalties
among cultures and the way cultures keep well or be-
come ill is an integral part of teaching and practicing
transcultural nursing. Using historical data, art forms,
and both material and nonmaterial data also helps stu-
dents to learn how cultures live and survive over time.

From the above definition of transcultural nurs-
ing, one has to shift from largely a medical disease
model and traditional nursing to incorporate major di-
mensions about cultures, caring, and health or illness
patterns. Students also realize that while they have
spent considerable time learning anatomy, physiology,
biology, microbiology, chemistry, and other similar
courses, they must now reconsider knowledge with a
much broader perspective about human beings over
time and in different geographic locations. Transcul-
tural nursing, therefore, provides a different view of
human beings through transcultural nursing research,
which must be integrated into selected and appropri-
ate professionally learned knowledge, as well as using
ideas from anthropology, philosophy (secular and the-
ological), and other humanity areas. Students learn to
discover people as cultural beings who have cultur-
ally defined care needs and rights that are important.
They also realize that a “little knowledge of cultures
can be dangerous,” and so they value in-depth knowl-
edge to understand cultures. At the same time they are
challenged to use any appropriate medical and nursing
knowledge but within a transcultural nursing perspec-
tive. These features are part of knowing and becoming
a transcultural nurse to serve those with culturally dif-
ferent needs and expectations.

A major feature in the definition of transcultural
nursing is the focus on comparative differences (diver-
sities) and similarities (commonalties) among cultures
in relation to humanistic care, health, wellness, illness,
and healing patterns, beliefs, and values.24 The nature
of transcultural nursing requires a comparative focus to
know patterns, expressions, values, and lifeways within
and between cultures. Discovering how and why cul-
tures are alike or different with respect to care, health,
illness, death, and other areas provides new insights
to improve or advance transcultural nursing care prac-
tices. Why cultures have different patterns of caring
and different ways of healing, keeping well, becom-
ing ill, or dying is of critical importance to nurses and

especially to transcultural nurses. Comparative cultural
interpretations and explanations of cultural and care ex-
pressions and meanings provide a wealth of different
knowledge from traditional nursing or medical knowl-
edge. It also leads to different practices and benefits to
clients.

In transcultural nursing, one gradually learns how
to do comparative cultural care and health assess-
ments with individuals, families, groups, institutions,
and communities. From assessment data one discov-
ers cultural variations with similarities and differences
within and between cultures. Remaining alert to subtle
and gross differences among clients from Western and
non-Western cultures helps nurses to understand why
cultures are different and to understand client expla-
nations or reasons over time. By discovering cultural
differences or similarities, the nurse learns how to pre-
serve, accommodate, or deal with differences that are
not beneficial to clients and that there may also be some
shared commonalties among and between cultures. To
treat all clients “just alike” is generally very prob-
lematic and fails to respect culture-care differences.
The author’s concept of “the all alike syndrome” fails
to recognize cultural variations and comparative dif-
ferences among clients that can lead to nontherapeu-
tic outcomes.25 For example, some Anglo-Americans
nurses believe they must treat Russian immigrant chil-
dren just like all American children without realizing
that Russian children are different and have different
pain responses and experiences than Anglo-American
children. Children in Russia are taught to respond to
pain in a stoic way and to accept much pain compared
with most Anglo-American children who express pain,
often loudly and want immediate attention with their
cries and complaints. Russian children have been en-
culturated in their lifecycle to accept pain in a stoic and
nonexpressive way rather than crying or seeking imme-
diate attention for pain relief. Such strikingly different
cultural expressions are important comparative differ-
ences if the nurse is to provide therapeutic or helpful
care to Russian children. With comparative transcul-
tural knowledge, nurses are alert to watch for such dif-
ferences and to respond in appropriate ways.

With the comparative focus as a dominant feature
of transcultural nursing, nurses become knowledgeable
about cultural variations; recognize subtle, covert, and
overt differences among clients, families, groups, and
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institutional systems; and make appropriate responses.
By knowingly responding to cultural differences or
variations, the nurse can provide sensitive, compas-
sionate, and competent care that promotes healing and
well-being and fits cultural needs and expectations.
Lumping or stereotyping people into one fixed mold
is not congruent with transcultural nursing as it does
not take into account cultural variations. Recognizing
transcultural comparative care knowledge with varia-
tions helps to maintain quality care practices. Transcul-
tural nurses are taught to identify comparative cultural
meanings, body gestures, symbols, values, beliefs, use
of space, perceptions of events, and even historical ac-
counts about past and current life experiences. Such
data are extremely valuable to approach and work with
clients. Learning how to discover transcultural differ-
ences and similarities in a knowing way with clients
and groups is a fascinating experience as it helps to
validate findings and leads to accuracy. At the same
time, one learns to respect and appreciate cultural dif-
ferences, variabilities, and shared cultural attributes as
an important part of transcultural nursing using com-
parative knowledge as an art and skill that takes astute
observations and the perfecting of one’s analytical and
assessment abilities.

The term “culture-specific care” was coined by me
in the early 1960s to designate care that is tailor-made
and fits specific cultures such as Italian, Jewish, and
others in appropriate ways. For example, many cultures
will vary in what they eat, what they do, and how they
want to be cared for when they become ill, disabled, or
are dying. The nurse can provide sensitive and specific
cultural care by using the client’s beliefs, values, and
practices that fit their particular needs. Culture-specific
is an important concept to focus on with a designated
culture to prevent using the “all alike” nursing or stan-
dard medical treatment regimes. Currently, the concept
is being used by health personnel as they learn how
to provide specific health care practices and decisions
tailored to clients’ cultural needs and lifeways. When
carried out, clients say they benefit from health ser-
vices or treatments in meaningful and acceptable ways.
Culture-specific care is the art of using culture-specific
knowledge and making it fit with the clients’ needs, val-
ues and desires for cultural and health care reasons. As
a consequence, client satisfactions, quick recovery, or
healing often occurs with culture-specific care, and they

are usually willing to cooperate and comply with nurses
and other health care services or expectations.26 Nega-
tive client views or being resistant to nursing care can
often be traced to health care personnel who fail to use
culture-specific care practices. Indeed, culture-specific
care can make a great difference in how quickly clients
will cooperate with staff when they see their values and
beliefs are incorporated into their care. Culture-specific
care is also an integral part of the theory of culture
care as it supports the goal of providing culturally con-
gruent, responsible, safe, and beneficial transcultural
nursing care.27 Many examples are presented through-
out this book with the theory, research findings, and
practices.

Another major feature embodied in the defini-
tion of transcultural nursing is that culture and care
are holistic constructs that can lead to knowing, un-
derstanding and helping people in their fullest and
most meaningful lifeways. Culture comes from the
discipline of anthropology and has long been studied
and used by anthropologists as the totality of material
and nonmaterial features of a culture, including lan-
guage, history, art, spiritual, kinship, and many other
aspects.28,29 While there are many definitions of cul-
ture, the author has defined culture in the 1960s as the
learned and shared beliefs, values, and lifeways of a
designated or particular group that are generally trans-
mitted intergenerationally and influence one’s thinking
and actions modes.30 This definition has become cen-
tral to transcultural nursing and guides nurses to grasp
the holistic dimensions of a culture, and it is broad
enough to develop and serve the purposes of the dis-
cipline. Culture is a very powerful and comprehensive
construct that influences and shapes the way people
know their world, live, and develop patterns to make
decisions relative to their lifeworld. Culture is known
as the blueprint to guide human lifeways and actions
and to predict patterns of behavior or functioning. Cul-
ture is so much an integral part of our way of living,
doing, and making decisions that one seldom pauses
to think about it as culture. Culture has many hidden
and built-in directives as rules of behavior, beliefs, ritu-
als, and moral-ethical decisions that give meaning and
purpose to life. It is one of the broadest ways to think
about human beings in their world and the larger world
in which they live. Cultures influence how one lives
or exists each day or night and over time. Cultures
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influence choices and actions in specific ways such as
what one chooses to eat, the way one sleeps or prepares
food, and even becomes ill or dies.

Anthropologists are the experts who have studied
western and non-western cultures for over 100 years
and have valuable research data about many cultures
that transcultural nurses study as holding or back-
ground knowledge about cultures, but always with
awareness that cultures change and are not static over
time. Indeed it is important to emphasize that cultures
are dynamic and not static as they change in differ-
ent ways over time and under different circumstances
or conditions. As the first professional graduate nurse
anthropologist to focus on cultures and nursing, I de-
liberately chose and defined culture as above for the
full development of transcultural nursing as a new and
different discipline than anthropology and traditional
nursing. I could envision a new field of study and prac-
tice that had not been developed, but would be the
hallmark of transcultural nursing. Indeed, transcultural
nursing is not the same as anthropology, psychology,
or other fields as it has been developed and shaped
with distinctive features that make it unique as a disci-
pline and professional practice. It is transcultural nurs-
ing with its unique body of culture care knowledge and
practices that can serve clients worldwide and in special
ways.

Since the phenomenon of culture is so central and
important to transcultural nursing, one needs to realize
that all human beings are born, live, marry (or remain
single), stay well, become ill, and die within a cultural
frame of reference. An awareness of the significance
of culture with its shared values, beliefs, and action
modes makes one realize how important it is to clients
whether well, ill, disabled, or dying. As one notes, I
have used the term holding knowledge to refer to sub-
stantive background knowledge about a culture or other
phenomena that serves as known knowledge on which
to reflect on ideas or experiences. Holding knowledge
about culture care values, beliefs, symbols, and ma-
terial culture forms that are usually transmitted over
time and can change are relatively patterned and stable
and need to be recognized. As one studies particular
cultures over time and in-depth, the lifeways become
evident and can guide the nurse’s decisions.

Verbal and nonverbal communications are essen-
tial in studying the cultural beliefs and lifeways of

different people. The nurse can identify patterns of cul-
ture, patterns of communication, and patterns of care
through communication modes. Identifying different
cultural patterns of daily or nightly living is also an
essential focus of culture and transcultural nursing. It
is always so intriguing to observe why cultures select
what they do and what they reject or avoid. For exam-
ple, if a client rejects pork, it may be because he is an
Arab Muslim and pork cannot be eaten according to
the Koran. However, other clients may also reject eat-
ing pork, so one has to study further the reasons and
patterns. In another situation, a Mexican client rejected
drinking ice water on a hot day. The Anglo-American
nurse found this behavior “peculiar,” “strange” and “ir-
rational” on a hot day. This Mexican client believes in
their culture’s folk hot-and-cold theory with the cul-
tural rule not to drink ice water when it is hot as it can
lead to illness. Identifying and understanding such cul-
tural taboos, expressions, and patterns and their need
to be respected and understood within each culture is
necessary to give culture-specific care. Every culture
generally has different values and patterns of expres-
sion that need to be identified and understood to provide
transcultural nursing care.

Another major and important theme in the defi-
nition of transcultural nursing is the focus on human
care and caring expressions, values, patterns, symbols,
and practices of cultures. In establishing transcultural
nursing as a researcher and clinical practitioner since
the mid 1950s, the author has held firmly to her posi-
tion that human care is essential for health and well-
being and is the essence and central major focus of
nursing.31,32 I held that humanistic care also had ther-
apeutic benefits in healing and well-being, but in those
early days many nurses did not agree with me. Indeed,
the phenomena of human care is desperately needed to
be studied in-depth to understand it, especially in re-
lation to how cultures know and use care. Prior to the
1950s, nurses had not studied care in-depth nor did they
claim care was the essence of nursing, even though they
linguistically used the words care and nursing care.33

The meaning of human care was largely unknown and
not valued by many nurses until care was pursued by
transcultural nurses and later by a few nursing-care
scholars interested in the phenomenon, such as my-
self (beginning in the late 1940s and into the 1950s
and 1960s)34,35, Gaut,36 Bevis,37 Watson,38 and Ray.39
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Both the nursing care scholars of the mid 1970s along
with transcultural nurses opened an entirely different
pathway of knowledge and practice.

The author defined care as those assistive, support-
ive, enabling, and facilitative culturally based ways to
help people in a compassionate, respectful, and appro-
priate way to improve a human condition or lifeway or
to help people face illnesses, death, or disability.40,41

I also made these firm statements: care is an essential
human need; caring is nursing; caring is the heart and
soul of nursing; caring is power; caring is healing; and
caring is the distinctive feature that makes nursing what
it is or should be as a profession and discipline.42 I also
discovered that care was embedded in culture and had
to be teased out through research. Slowly, care and car-
ing became valued by more nurses. Today, care is being
studied and used as central to many nursing curricula,
research, and ways of practice. Care is also being real-
ized to be closely linked to culture with meaning and
relevance to consumers, which necessitates that nurses
fully understand cultures under consideration and in
diverse health care systems.43 In conceptualizing care,
I held that caring must exist for curing to occur in most
human beings and that caring and curing have different
meanings and therapeutic outcomes.44

The above definition of transcultural nursing,
therefore, embodies a number of important ideas to
be understood such as the following:

1. Care needs to be systematically studied to learn
about human care (caring) in diverse and similar
cultures in the world and environments.

2. Nurses need to be knowledgeable about their own
cultural care heritage and of biases, beliefs, and
prejudices to work effectively with clients.

3. Nurses need to use transculture-specific and
comparative knowledge to guide caring practices
for culturally congruent care.

4. A focus on cultural care competencies for diverse
cultures and universals (commonalities) is
essential.

5. Nurses should seek comprehensive, holistic, and
comparative culture care phenomena.

6. Maintaining an open learning-discovery process
about care and culture is imperative.

7. Nurses need creative ways to provide culturally
congruent care practices.

To achieve these important dimensions of transcultural
nursing, nurses should be well grounded in transcul-
tural nursing knowledge to guide their thinking and ac-
tions. Fortunately, there is a wealth of available trans-
cultural nursing knowledge and practice guides that
can be used today in hospitals, clinics, and a variety
of community health services to prevent unfavorable
outcomes.

Most importantly, nurses need to learn how to do
cultural care assessments, which have different em-
phasis from traditional physical and mental nursing
assessments. They are discussed later in this book.
Grounded in transcultural nursing, nurses are discov-
ering and using some entirely new sources of knowl-
edge and practice ways related to healing, health, and
well-being about cultural accidents, illnesses, disabil-
ities, and death rituals with practices. Learning how
cultures have maintained or preserved their health and
prevented illness is generally new knowledge to most
nurses. If nurses trust and respect clients they will of-
ten discover “cultural secrets” and special knowledge
about traditional healers and carers of cultures and their
roles. Cultural secrets are seldom shared with health
professionals unless one has gained client trust and has
a genuine interest in the person. Focusing on different
language expressions, caring practices, stories, and life
experiences, transcultural nursing care is learned and
is meaningful to guide care practices.

Today, one hears a lot about “travel nurses,”
“tourist nurses,” and “exchange nurses,” but generally
these nurses have not been prepared in transcultural
nursing. They often have limited knowledge to func-
tion with different cultures. There are also nurses in
military service, religious missions, or in other over-
seas assignments, and they too often lack preparation
in transcultural nursing and struggle to understand and
help the culturally different. These nurses often tell
of their cultural and travel experiences and how they
managed to “get by” or failed to do so. Some recog-
nize their prejudices, biases, and misinformation about
cultures. Today, nurse educators and others offer “pro-
fessional seminars” and overseas exchange programs
without preparation in transcultural nursing, which has
led to questionable and unsound cultural learnings. As-
suming one knows “all about a foreign culture” and can
teach comparative knowledge is questionable. Even be-
ing raised in a culture may not make one an expert
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or competent transcultural nurse. To be a transcultural
educator or practitioner requires one to study and be
prepared in the discipline like all other discipline expec-
tations. One must learn important transcultural nursing
concepts, principles, and practices to provide safe and
sound care practices.

Finally and most importantly, the ultimate goal of
transcultural nursing is to provide culturally congruent
and competent care. This term was first coined by me
in the early 1960s as part of the theory of Culture Care
Diversity and Universality. Culturally congruent care
refers to the use of sensitive, creative, and meaningful
care practices to fit with the general values, beliefs, and
lifeways of clients for beneficial and satisfying health
care, or to help them with difficult life situations, dis-
abilities, or death.(45) This definition and similarly de-
rived ones are now being used today by other health
disciplines because they see the urgent need for cultur-
ally competent care with minorities, immigrants, and
others. Nurses and other health practitioners are strug-
gling to learn about cultures and their care practices to
obtain client cooperation and beneficial outcomes. It is
imperative today to attain and maintain beneficial and
quality-based care. Culturally congruent care should
become an integral part of a nurse’s thinking and de-
cisions for family and individual care practices. Thus
the above definition of transcultural nursing is packed
with meaning that one needs to reflect on to grasp its
full and important dimensions. The definition also in-
corporates the general purpose of transcultural nursing
in discovering and using culturally based research care
knowledge to promote healing and health or to deal
with illnesses, life-threatening conditions, or death in
beneficial ways with clients. Providing culturally com-
petent, safe, and congruent care to people of diverse
or similar cultures is the central and dominant goal of
transcultural nursing and should be with all health care
providers worldwide.

The Scope and Rationale of
and the Factors Influencing
Transcultural Nursing

As the world has become increasingly global and com-
plex, several factors have made transcultural nursing
imperative in education, research, practice, and con-
sultation. Some of these important worldwide factors

will be identified and briefly discussed. The following
global factors have significantly influenced the need for
transcultural nursing:(46–48)

1. The steady and marked increase in the migration
of people worldwide, especially with immigrants,
refugees, the displaced, and others moving to
diverse geographic locations within or outside a
culture, country, or territory.

2. The worldwide fluctuation in cultural populations
varying in different countries such as the marked
increased numbers of Hispanics moving into the
United States in the last decade.

3. The rise in cultural identities with health
consumers expecting that their cultural beliefs,
values, and lifeways will be respected,
understood, and appropriately responded to in
health care.

4. The worldwide increase in the use of Western
modern high technologies, cyberspace, and
electronic communications and health
technologies bringing communication and
technologies close to people of diverse cultures.

5. Increased signs of cultural conflicts and clashes,
wars and violent acts among and between
different cultures and nations influencing the
health, survival, or death of people of diverse
cultures.

6. The marked increased number of nurses,
physicians, and other health care providers
working in many different places in the world
with cultural strangers since World War II.

7. An increase in cultural legal defense suits
resulting from serious cultural conflicts and
problems in health care services showing cultural
care and treatment conflicts, ignorance,
imposition, and offensive practices by health care
providers who are unprepared in transcultural
health services.

8. The rise in women’s and men’s human rights
among cultures regarding their needs for health
care services and for staff to understand their
cultural care needs and desired treatment modes.

9. A marked increase in ethical and moral cultural
health care concerns with evident conflicts
between the “cultures of life and death” (the
culture of life supporting newborns, elderly, and
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youth and the culture of death supporting
euthanasia, abortions, genetic manipulations,
cloning, and a host of other destructive
biotechnological treatment modes found in some
health systems).

10. A major shift in Western cultures from
hospital-managed services to community-based
consumer health care, which is intended for more
direct care to cultural minorities, the poor, the
homeless, and other neglected and vulnerable
groups.

11. An increased use of complementary, “alternative,”
folk, or generic health care practices, medicines,
treatments, and healing modalities for prevention,
healing, health maintenance, cost control, and
perceived better health outcomes.

12. Increased consumer demand from minorities and
the “culturally different” for better access to
professional cultural health care and treatments
that fit their cultural expectations and values.

13. A growing gap between the cultures of the poor
and homeless and the cultures of the rich,
showing a need for social justice and equal
human rights in health care.

14. An increase in violence worldwide, revealing
evidence of violence among diverse cultures who
have been oppressed, poor, or neglected.

15. A general increased awareness by people that we
need to find ways to live together in the world
with many diverse cultures for reasonable peace,
harmony, and healthy living and survival modes.

These factors and others remain significant influencers
of the need for transcultural nursing and health care
worldwide. In addition, cultures have their own unique
cultural concerns that influence their health, well-
being, or death that they want health care providers
to address. For these reasons and others, transcultural
nursing is needed to meet many of these global health
concerns and people needs. Let us now briefly consider
some of these trends.

The first and major factor that has influenced trans-
cultural nursing has been the marked increase in immi-
gration and the migration of people within and between
countries worldwide. While most countries have been
established on an immigrant basis, the trend in the past
several decades has been a marked increase with many

cultural migrants. Never before in the history of hu-
mankind has there been so many people moving in and
out of virtually every place in the world. So, while mi-
grations and migrants have always been characteristic
of the human species in different lands, the number and
frequency of migrations have markedly increased since
World War II largely as a result of wars, famine, op-
pressive political and economic regimes, and religious
persecution.49 In addition to wars, politically oppres-
sive conditions, and poverty, unexpected natural disas-
ters such as hurricanes, tornadoes, and typhoons have
been major reasons for migrations. Other reasons in-
clude human freedom and perceived new opportunities
for employment with better living conditions or for sur-
vival, especially in the United States, known as a land
of freedom and respect for human rights.

The collapse of the Iron Curtain in Eastern Europe,
the fall of communism in the Soviet Union in 1989, the
Persian Gulf War in the Middle East, and the oppressive
political war conditions in China, South Africa (espe-
cially Sudan), and the Balkan region with killings and
threats to lives have led to many migrations and refugee
placements in freedom countries. For 200 years, im-
migrants and refugees have been a major reason for
many people migrating to the United States, Australia,
Canada, and other perceived freedom or “safe” places
in the world, but the numbers and intense favor for
migrations have increased markedly in recent years.
Since World War II, many refugees have come to the
United States from Cambodia, Bosnia, Middle East,
Europe, South and East Africa, Vietnam, Ethiopia,
Sudan, Russia, Israel, Iran, and China, as well as from
several Southeast Asian and Pacific areas. Immigrants
from many Latin American and Caribbean regions have
increased in recent decades bringing many Spanish-
speaking people to North America, South America,
and Canada. Many migrants such as the Vietnamese
refugees were critically ill, and nurses were expected
to understand and help them. Unquestionably, migrants
and refugees have been seeking and relocating in many
foreign areas worldwide, which has led to the need for
transcultural nursing and healthcare.

It is important to state that climatic and natural
disasters such as droughts, floods, earthquakes, and
hurricanes have also led to migration of often large
numbers of people to safe lands and on short notice.
The strong desire and urgent need for human survival
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for physical protection, justice, freedom, and economic
and religious needs of people have been important rea-
sons for migrations along with the hope of better liv-
ing opportunities. As a consequence of these world-
wide migrations, immigrations, and refugees, a great
diversity of cultures can be found in most communities
and countries today. Some cultures have arrived almost
overnight, and nurses and other health care providers
have been expected to communicate with understand-
ing to help them. Such humanistic needs remain crit-
ical with moral and professional obligations to serve
cultural strangers. Cultural shock and feelings of help-
lessness with a lack of confidence and limited under-
standing of the strangers have been apparent with some
nurses and other health professionals. The need for
transcultural nursing has been clearly apparent through
educational and health service programs established to
meet migrant needs, and yet there were virtually no ed-
ucational programs nor health services until after tran-
scultural nursing was launched and established in the
early 1960s and developed in subsequent decades.

The second major factor that led to establishing
transcultural nursing was an implicit societal moral
and professional expectation that nurses and other
health care providers need to know, understand, re-
spect, and respond appropriately to care for people
of diverse cultures. Slowly, this moral and ethical im-
perative has begun to be realized in different coun-
tries, but with different action and attitude responses.
The societal mandate to provide knowledgeable un-
derstanding, respectful, and compassionate care and
other health services for the culturally different was a
critical and urgent need in most countries. The rise in
cultural identity, human rights, and cultural justice ex-
pectations became evident among cultures, especially
in the United States, Canada, Australia, and several
other countries. Nurses and other health care providers
needed to understand diverse cultures to care for them.
The oppressed, neglected groups — the refugees, the
poor, and the homeless from many other cultures —
posed real problems to health personnel. Immigrants
from different cultures had different values, beliefs,
and expectations for health care, and they wanted to
be understood with regard to their premigration cul-
tural history, traumatic experiences, and many cultural
conflicts in their old and new locations. Many migrants
such as the Bosnians had experienced extensive cultural

pain to see their many family members and neighbors
horribly killed before their eyes in war and oppres-
sive regimes before migrating. For example, the Bosni-
ans and Sudanese in the United States saw millions of
their people killed, raped, and tortured in terrible ways
and over time. Such traumatic experiences necessitated
culture-specific care and human compassion by health
care providers. It has been largely professional nurses
in community and home contexts or in emergency clin-
ics who have tried to care for many of these refugees.
Many nurses experienced cultural shock and felt very
hopeless and helpless to work effectively with these
people. Yet they felt a professional and moral obliga-
tion to help them. Clearly, transcultural nursing knowl-
edge and competencies are much needed to meet these
migrant and other refugee needs for several decades.

The third factor and rationale for transcultural
nursing was the rapid increase in the use of high tech-
nologies in caring or curing with different responses
and effects on clients of diverse cultures.50,51 With the
tremendous increase in the use of a great variety of
types of electronic equipment for modern assessment
and communication modes such as the internet, digital
computers, organ imaging machines, and many other
health diagnostic and treatment machines came new
concerns and reactions with clients of different cul-
tures. Many immigrants and non-Western clients have
experienced cultural shock, fear, and disbelief with
such powerful technological machines. This response
was especially evident with non-Western immigrants
living in the United States, Canada, Europe, Australia,
and other Western cultures where high technologies
dominate health care services. Many strange technolo-
gies were used for diagnosis, treatment, communica-
tion, and in other areas with migrants from nontechno-
logical cultures and with the poor and homeless. Some
of the clients had great fears of being electrocuted
or killed with powerful machines. Some Vietnamese
feared their soul would be taken with the machines.
Clients from poor and rural areas and from non-Western
cultures were often suspicious and frightened of the
technologies even with the nurses’ or physicians’ best
explanations. Using high-technology equipment such
as CAT scans for tumors and other x-rays were espe-
cially feared. Hearing the terms “radiation beams,” “ul-
trasound test,” and “imaging one’s body” were frighten-
ing to many clients. The personal attention to the client
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was often missing as the machines “took over and con-
trolled their bodies” and decisions. Accordingly, some
clients rejected or declined high-tech treatments. The
use of high technologies with different cultures showed
different responses that necessitated nurses understand
cultures before using high-tech equipment, explana-
tions, and care practices. As I predicted in the 1970s,
with increased use of high technologies, there would be
a decrease in interpersonal relationships and communi-
cation leading to nontherapeutic outcomes.52 This has
been evident in the past two decades. Nurses need trans-
cultural nursing to study negative and positive client
outcomes and to maintain interpersonal relationships.

The fourth reason why transcultural nursing has
been essential is related to increased signs of cul-
tural conflicts, cultural clashes, and cultural imposi-
tion practices between nurses and clients of diverse
cultures.53,54 While nurses are expected to care for
all clients encountered, this is most difficult without
understanding cultural differences among clients. As
nurses work with clients, there are inevitable differ-
ences between the client’s and nurse’s beliefs and val-
ues. Nurses caring for clients such as recent immi-
grants and refugees, who have experienced violence
and killings resulting from cultural clashes and con-
flicts, pose major nursing challenges and difficulties.
Many clients from Bosnia, Rwanda, Sudan, and other
places in the world today have often been deeply hurt by
violent acts of killing, rape, and torture. Such atrocities
have been some of the worst in the past century among
cultures of very different political, economic, and reli-
gious values. Cultural conflicts, violence, and killings
are often what nurses are expected to understand and
deal with in nurse-client and home-community con-
texts today. Only with transcultural knowledge, com-
passion, and understanding of these people’s historical,
political, religious, and other cultural areas can nurses
work effectively with such tortured refugees, immi-
grants, and other traumatized migrants. Transcultural
nursing concepts and principles and anthropological,
cultural, political, social, and historical insights are im-
portant to care for people of such different cultures,
especially where traditional hatred and killings have
occurred over a long time between and within subcul-
tures. There are also signs and acts of increased vio-
lence in homes, schools, local communities, and work-
places where many signs of cultural clashes, conflicts,

and violence are evident. In addition, there are juve-
nile, adult and drug gangs found in most countries with
whom nurses are expected to work, as well as prisoners
and others who violate the law. Psychiatric, psycholog-
ical, and other explanations are often used to explain
such behavior, but cultural factors related to history
are essential to understand these gangs, prisoners, and
groups. Unfortunately, cultural conflict explanations
are often missing, and only mind-body explanations
prevail. Nurses prepared in transcultural nursing, an-
thropology, law, and political justice are often in a good
position to grasp the clients’ world and make appropri-
ate actions and decisions related to caring for them. For
often intercultural domestic, public, and other arenas of
interacting will help to show the sources of prejudices,
racism, anger, and violence. Cultural taboos are also
usually unknown to health care providers or underesti-
mated. Cultural gender abuses that are often intergener-
ational and are patterned need to be understood. All too
frequently, school teenage violence is related to cultural
differences and serious gender conflicts. The culture of
violence is with us and nurses need to understand some
of the reasons for so much hatred among cultures. A
transcultural caring holistic approach is much needed
so nurses can grasp the bigger picture of humans re-
lated to cultural values, religion, and many other cul-
tural factors influencing human responses in the home,
workplace, schools, and communities. Such intercul-
tural violence with cultural clashes will continue, and
this is why transcultural nursing preparation and skills
are essential. Already, this approach in the discipline is
providing some very different insights to deal with tra-
ditionally labeled psychological and medical diseases.

A fifth factor influencing transcultural nursing has
been the marked increase in the number of nurses who
travel and work in different places in the world. To-
day, and more so in the future, nurses will be travel-
ing worldwide and will be employed in many different
or limitedly known cultures and geographic locations.
This trend will markedly increase in the 21st century,
but nurses will soon realize that they must be grounded
in substantial transcultural research knowledge to live
and function successfully in different cultures.55,56

This trend was anticipated in the early 1950s when
nurses began to travel abroad, some being in military
or mission roles. These nurses needed transcultural
nursing knowledge and skills along with earlier nurse
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leaders who ventured to foreign lands such as Florence
Nightingale and others. Cultural ignorance and cultural
stresses have been evident with the great need to under-
stand the values, beliefs, and major features of cultures
before going to a foreign country. It was important to
give care and to use medications and treatments with
the culturally different. Still today nurses are traveling
to different countries for employment, out of curios-
ity, or for different experiences, and these nurses could
benefit from transcultural nursing concepts, principles,
and competency skills for safe and effective employ-
ment and relationships. However, nurses do not have to
go to a foreign country for cultural experiences as there
are many cultures within one’s local or regional geo-
graphic area that can provide rich learning with trans-
cultural nurse mentors. Learning how to assess care
patterns, needs, and health practices of families and in-
dividuals of different cultures necessitates knowledge
and skills found in transcultural nursing. It is then that
one can predict effective outcomes in nursing care and
client satisfactions.

Currently, nurses employed in foreign countries or
with national cultures generally need to know the cul-
ture and speak some of the language. Otherwise, mis-
information, misdiagnosis, and misunderstandings of
cultures can occur. Language barriers remain a major
and significant factor in becoming an effective care-
giver for the culturally different. In the future, nurses
will also need to speak several languages as they work
in different world cultures. For language is the critical
communication mode to know, respect, and obtain ac-
curate information from others. Language skills enable
the nurse to enter the world of the client and to discover
what will be helpful to people. In a way the new knowl-
edge of transcultural nursing also becomes like a new
language essential to assess and to know how to help
others.

As nurses work in distant lands or at home, they
will be caring for cultural strangers. This can be stress-
ful and threatening unless one has some holding or
background knowledge of the clients’ cultures. More-
over, cultural strangers can test nurses to see if they can
be trusted and to see if they are genuinely sincere and
will be safe and helpful to them. Functioning with cul-
tural strangers such as people of the Sudan, Vietnam,
Ethiopia, Old Order Amish, Jehovah’s Witnesses, and
others can lead to destructive or negative outcomes un-

less one has some background knowledge of who these
people are, their cultural values, and lifeways. Thus
transcultural nursing is essential to work effectively and
safely with clients of foreign or different cultures — a
major reason to establish transcultural nursing.

The sixth factor that influenced establishing trans-
cultural nursing was anticipated legal defense suits
against nurses resulting from cultural negligence, cul-
tural ignorance, and cultural imposition practices in
working with diverse cultures.55 I predicted that by the
21st century legal suits would occur with nurses and
other health personnel as clients from different minor-
ity and majority cultures sought justice for their human
rights, values, and desired health care. If nurses were
not prepared to support what they did and why, they
would be defenseless and unable to protect themselves
with clients. To prevent cultural ignorance, neglect, and
insults to clients of diverse cultures, transcultural nurs-
ing was greatly and urgently needed. In time, nurses
will probably need additional courses on the rights and
process of legal torts in different cultures. Unquestion-
ably, our world is a litigious one, and people know
how to get their rights or harm abated. Cultures that
have long experienced violations of their rights, val-
ues, and norms are finding ways to seek cultural justice
and some with huge monetary claims. When cultural
rights are violated, cultures will respond today for jus-
tice. Presently, transcultural nurses in the United States
have been called to testify at legal suits when cultures
contend that their rights have been violated, neglected,
or misrepresented. Cultures vary with their different le-
gal sanctions, norms, and interpretations of what exists
or what they believe occurred in health care situations.
This may greatly differ from health professional views.
With more immigrants and migrations worldwide one
can predict there will be many more lawyers working
with health personnel and administrators to handle cul-
turally based defense suits.

A few examples of legal suits are offered to help
students understand culturally based legal action.59 A
Laotian family living in the United States found their
cultural values and beliefs were violated when a com-
munity nurse reported and insisted that a child with a
cleft palate be admitted to a hospital for surgery to cor-
rect the defect. The Laotian family, however, strongly
refused the surgery because of their cultural beliefs and
religious ideas about the sacredness of the head and for

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM

CHAPTER-01 PB095/Leininger December 3, 2001 15:46 Char Count= 0

Chapter 1 / TRANSCULTURAL NURSING AND GLOBALIZATION OF HEALTH CARE 17

other cultural reasons. A legal suit began after this large
extended Laotian family raised funds to sue the hospital
for doing the surgery without their extended family’s
full consent. The Laotian family held that the hospital
violated their cultural beliefs because the cleft palate
was viewed as a “gift from God” and their rights “to
protect sacred head spirits.” The family had been car-
ing for the child and had no concerns. Moreover, they
believed the child’s palate would heal with their folk
care practices. The Laotian family and large commu-
nity pleaded their case to the judge and won.

Another example of legal action was with a
Jehovah’s Witness family who refused blood transfu-
sions for their child. They strongly opposed their son
having the transfusion because of their religious beliefs.
They challenged the United States legal and medical
system; however, they did not win their case. Today,
other cultures in the United States with similar expecta-
tions are becoming alert to their cultural rights and will
sue if health personnel fail to know and respect their
cultural norms and beliefs. One can predict there will
be many legal challenges with culturally based health
services when clients’ human rights and cultural norms
and values are violated. It will therefore be imperative
that nurses have transcultural nursing preparation with
ethical and legal, culturally based insights to function
and understand what constitutes a legal and cultural
offense. Moreover, nurses will be called to testify or
be witnesses for cultures and for health institutions or
agencies in the future.

A seventh factor that led to the development of
transcultural nursing as a discipline of study and prac-
tice was the rise in gender and special groups is-
sues and rights. In recent decades, the feminist cul-
tural movement has markedly increased so that women
assert their rights, especially those related to leader-
ship positions, unfair gender practices and other dis-
crimination issues. Women’s rights have been violated
in nursing and health systems, and now women are
speaking out to redress such concerns. Male groups
and other special groups are also taking active lead-
ership for their rights when they experience reverse
discrimination, abuses, or have not had similar oppor-
tunities of women. Both women’s and men’s rights
are being pursued in the Western world, but in some
non-Western cultures, women are seeking ways to deal
with male abuse and oppressive acts or practices that

have long been traditionally destructive to them. For
example, some Iranian women are seeking ways to
select their spouses, to not wear chadors, to vote, to
drive cars, and to seek health care for themselves and
their children. In southern Africa, some women are try-
ing to stop genital mutilation, and older women want
more freedoms and less abuse from men. Changes in
women’s roles and their rights are becoming transcul-
turally known and recognized. Men in several cultures
are learning how to alter their patriarchal or autocratic
roles and to be effective in child care and in shared
domestic spouse activities. Children and teenagers are
also witnessing and discussing gender and parental
changes in many cultures worldwide. Such changes in
women’s and men’s roles necessitate comparative his-
torical, transcultural, and anthropological knowledge
to be effective in the human-caring change processes.

Likewise in the health field, changes are needed
transculturally as males alter their oppressive and of-
ten autocratic decision-making roles to accommodate
women nurses who are capable of making health care
decisions. However, these changes often show signs of
cultural conflicts, stress, and pain with traditional and
long-standing norms of behavior.60 Such changes ne-
cessitate transcultural insights to understand and effec-
tively make gender changes to support gender rights.
Transcultural nursing, anthropology, and other social
science research-based knowledge are imperative to
understand, appreciate, and respect the fact that cultural
differences related to gender changes, human rights,
and other consequences occur with gender violence
and cultural clashes.

Changing gender roles in non-Western and West-
ern cultures necessitates a broad and open view about
cultural differences and similarities with reasons why
gender differences have existed over time. Moreover,
to change gender roles in different contexts requires
extensive knowledge of historical social-structure fac-
tors and cultural norms. Learning through transcultural
nursing how best to support women’s and men’s tradi-
tional healing and care-giving roles in diverse cultures
is also important to recognize and uphold. For exam-
ple, Wenger’s research with the Old Order Amish61

and Leininger’s work with the Gadsup62 are good ex-
amples of gender role differences in cultures over time
and how to work carefully with the people in mak-
ing changes. Cultures have beliefs and ideas of what
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constitutes good or acceptable healthy family and com-
munity gender role changes and the potential conse-
quences. Nurses learn about these ideas and beliefs in
transcultural family counseling, specific cultural thera-
pies, and lifecycle care processes. This requires focused
study in transcultural nursing so that nurses can be truly
therapeutic with different clients in Western and non-
Western cultures. Hence another important reason why
transcultural nursing was much needed.

The eighth factor that gave rise to transcultural
nursing was the growing trend to care with and for peo-
ple whether well or ill in their familiar or particular liv-
ing and working environments. From an anthropologi-
cal perspective, it became clear to me that health care
services needed to become more community-based and
regulated by consumers of different cultures in the
future. Indeed, cultures and subcultures in different
communities are the natural place for healing, main-
taining well-being, or for dying. I envisioned that con-
sumers will gradually take hold of their health care
needs, rights, and services within their local and famil-
iar communities in the 21st century and with health
personnel as facilitators.63 As health care becomes
more community-based and regulated, nurses and other
health personnel will need to know and understand cul-
tures in their community contexts. Many traditional
professional health institutions such as hospitals will
markedly decrease in the future, being replaced by
new kinds of community-based health services that will
flourish and that health-invested consumers will largely
control.

As a futurist, I envisioned that global health care
models and practices will be shared and become
patterned in cultural environmental areas such as
health spas, natural exercise areas, and many different
community-based services using modern technologies
and interpersonal skills.64 Health care will be trans-
formed from the traditional patterns of the 20th century
and will become transculturally sensitive to serve many
people of diverse cultures with new kinds of prevention
and health maintenance services. Serving the poor, po-
litically oppressed, and underrepresented cultures who
need health care must occur in community contexts
that are familiar, acceptable, and with less costs. Man-
aged care practices and many present forms of health
care will be changed to some entirely new, transcul-
turally focused, health care systems. Health personnel

will need to know much about local community cul-
tural beliefs, values, and practices. Transcultural nurs-
ing and all areas of nursing will focus on functioning
in transcultural community contexts and on becoming
knowledgeable of diverse cultures living and working
in these communities.

In light of the above eight global trends influenc-
ing the development of transcultural nursing, a major
and critical need will be for more prepared transcultural
nurses who can provide culturally congruent, safe, and
meaningful care. This need will be fully evident in the
21st century, but there will be far too few nurses pre-
pared in transcultural nursing to prevent serious cultur-
ally based illnesses, accidents, violence, famine, drug
usage, poverty, and a host of other human conditions
and needs. The third millennium will clearly be the era
to focus on prevention and health maintenance and on
reducing chronic illnesses, accidents, and disabilities
with diverse cultures worldwide. Culturally based ill-
nesses will become of heightened interest along with
traditional healing practices. The holistic transcultural
perspective will become a dominant theme and goal
by the year 2015. While the biophysical and genetic
engineering and other new treatment modes will exist
along with modern high-tech equipment, there will be
many cultures wanting to be treated and understood
holistically with their values. Treating and caring for
the whole human being as an integrated being will be
expected. Partnerships between consumer and health
professionals as coparticipants will be needed to en-
sure quality care and cultural human rights — all major
changes.

In the early 1960s and 1970s, I had the opportunity
to study the importance of village and local life and how
extended families and communities maintained health
and prevented cultural illnesses and unfavorable prac-
tices with several cultures. It was evident that Western
nurses and physicians need to learn about non-Western
health care in community contexts to understand why
some cultures remain well and others become ill. We
still need to study the strengths and positive healthy life-
ways of cultures with a comparative transcultural focus.
Such knowledge remains imperative today for transcul-
tural health care providers and educators to maintain
healthy lifeways.

Unquestionably, transculturally prepared and
practicing nurses will be in great demand by the year
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2015 as community-based cultural maintenance ser-
vices for diverse cultures become recognized. Both
transcultural nurse generalists and specialists in life-
cycle areas and in prevention and health maintenance
will be greatly needed to provide safe and competent
care. It will be a great opportunity for nurses prepared in
transcultural nursing to make health care culture spe-
cific, safe, and meaningful to consumers. Hence, for
all these major reasons, transcultural nursing became
of critical importance and a necessity for today and the
future.

In considering the above reasons for establishing
the transcultural nursing discipline, several questions
can be raised for reflective consideration and discus-
sion:

1. In what ways are dominant Western health
practices helping to facilitate non-Western or
minority cultures today with their desired health
care goals?

2. How can nurses deal with their biases, prejudices
and ignorance when working with many
immigrants, refugees, and the culturally different?

3. What current factors limit nurses in providing care
to cultural strangers, immigrants, poor, and
underserved?

4. What nursing factors limit nurses in providing
culturally based care today?

5. How can we best prepare nurses for current and
future changes in a global world through
transcultural nursing education and practices?

These questions and others are important to move trans-
cultural nursing forward in study and practice. Many
nurses realize the great need for transcultural nursing,
but they need support and encouragement to pursue this
goal.

Envisioning the Global Scope
of Transcultural Nursing

It is often difficult for some nurses to envision trans-
cultural nursing from a global perspective. However, a
global or worldwide view of transcultural nursing be-
comes essential to help nurses see the scope of trans-
cultural nursing in many places in the world. A global
perspective of transcultural nursing helps to expand
nurses’ thinking worldwide and to envision how one

might function in different places in the world in educa-
tion, research, and practice. Unquestionably, as nurses
think and act globally as professionals their endeavors
to understand and serve people effectively worldwide
could occur.

In the early 1950s, I wondered what would hap-
pen to nursing if there were no geographic boundaries
as cultural barriers. Could nursing survive and grow if
its members kept a narrow and local view of serving
people? Also, as the world was changing and global-
ization became a reality, how could nurses expand their
parochial and local views to a worldwide view? It was
a world in which nurses would be functioning in the
future. The above functions had implications for ed-
ucation, research, and practice to survive in a rapidly
changing world.

To help nurses envision the scope of transcultural
nursing, I developed the logo shown in Fig. 1.1, with the
message “Many Cultures One World,” and predicted:
“That the culture care needs of people will be met by
nurses prepared in transcultural nursing.” This logo of-
fered a new challenge and different vision for nurses to
function as transcultural nurses in the future.

This logo has served as a cognitive image and
philosophical guide to help nurses realize the large
scope of transcultural nursing. It helps nurses to think
globally with a moral obligation to serve human be-
ings wherever necessary. It has been the official logo
of the Transcultural Nursing Society since I launched
this organization in 1974 as a worldwide one for all

Figure 1.1
The global view of transcultural
nursing.
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A Global Human Culture

Transnational Cultures

National (Societal) Cultures

Regional Provincial Cultures

Local Cultures

Figure 1.2
The scope of transcultural nursing.

nurses. The motto has helped nurses to think about
many cultures in our global world of transcultural nurs-
ing, and as formal field of study and practice. 65 It con-
tinues to serve as the logo hallmark of transcultural
nursing.

Still another visual aid to help nurses expand their
worldview and the scope of the profession was devel-
oped as shown in Figure 1.2.

As one reflects on Figure 1.2, nurses may be work-
ing with specific cultures such as Mexican, African,
Vietnamese, and others in a local geographic area. Usu-
ally, this is where nurses begin to develop their knowl-
edge and skills by focusing on one culture using con-
cepts, principles, and transcultural nursing knowledge.
Later nurses are functioning in a regional or province
area with several cultures such as in Australian,
African, and Canadian provinces or in a region in the
United States. This is more difficult and requires more
comparative transcultural nursing knowledge. For ex-
ample, a Canadian nurse was working with several
Native American Cree families and also Portuguese
families, which is a much larger geographic area of
transcultural nursing responsibility. There are regional
communities such as the Old Order Amish population
in the United States. The transcultural nurse could be

working with Aborigines in a regional area in Australia.
Nurses in the United States often work in regional areas
to care for Native Americans where the scope of prac-
tice is much larger than a specific tribal culture. Then
there is the societal or national cultural scope, which
is a very large area of responsibility for transcultural
nurses. This may be government controlled or through
private organizations or institutions. For example, In-
dian Health Services or national-specific cultural or-
ganizations function with many cultures within a soci-
ety. Nurses in the United States, England, Canada, and
elsewhere may be employed with cultures nationwide
and practice transcultural nursing for a national orga-
nization. Currently, there are few transcultural nurses
prepared and ready to function effectively and knowl-
edgeably in regional and national programs. However,
the interest and requests are being made and this will
increase in the future. Most assuredly, nurses assuming
the regional, national, and societal roles as transcultural
specialists will be required to be well prepared in tran-
scultural nursing through master and doctoral programs
as the knowledge need and scope of responsibility
are considerable.

It is important for nurses to envision the total scope
of transcultural nursing to appreciate its potential to
serve human beings worldwide. This scope goes be-
yond international nursing, which is much smaller in
scope than global transcultural nursing. International
nursing is usually between two cultures or countries
such as the United States and Thailand. Transcultural
nursing is the broadest and most encompassing scope
that includes several cultures and requires comparative
knowledge and skills of several cultures. Hence, the
idea and scope of transcultural nursing reflects many
cultures from a comparative worldview. Transcultural
nursing is the largest perspective in scope as one main-
tains a focus on several interacting cultures in the world.
In contrast, international (as the term implies) is be-
tween two cultures, not several. It is a limited and nar-
row focus and perspective. In the future, transcultural
nurse experts and others will seek patterns and lifeways
of people that are global and universal. When this oc-
curs, many new discipline domains and practices will
be established to help nurses move between many cul-
tures with greater comparative knowledge, confidence,
and competencies. Then the true and predicted essence
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of transcultural nursing will be worldwide, hopefully
by the year 2030.

Historical Development of
Transcultural Nursing

The historical development of transcultural nursing is
important, interesting, and unique as it evolved over the
past five decades. As the founder and a central leader of
transcultural nursing, I am able to share this lived expe-
rience firsthand along with the challenges and barriers.
In fact, the evolution might best be portrayed as anal-
ogous to salmon trying to go upstream against strong
waters, but struggling to reach their goal or homeland.
This has been transcultural nursing and its struggles for
several decades.

Some of the recurrent questions often posed to me
are as follows:

1. What factors led you to establish transcultural
nursing as an area of study, research, and practice?

2. What were your visions, dreams, and hopes for
transcultural nursing that were needed and yet not
recognized and developed as a formal area of study
and practice?

3. What were some of the major hurdles or barriers
you encountered to establish transcultural nursing
through education, research, and practice?

4. What facilitated your endeavors as largely a lone
explorer and leader to establish transcultural
nursing worldwide?

These questions and many more continue to be of great
interest to many nursing students and others since start-
ing the field five decades ago. Because of space limi-
tations, only major highlights can be presented in this
chapter. This account will be told with the personal pro-
noun “I” to capture my direct experiences, challenges,
and involvement through time.

It was in the mid 1950s while working as the first,
graduate, child-psychiatric clinical nurse specialist in
a psychiatric unit in the United States that I discov-
ered major cultural differences among the children and
parents.66 I saw the need to address the fact that culture
was the critical and major missing dimension of care.
As I observed and tried to help the children from several
different cultures, I experienced cultural shock and felt

helpless to respond to the children and their parents.
Recognizing such major differences among the chil-
dren and from my cultural Irish-German background,
I knew changes had to be made. Culture was missing
not only in nursing but in medicine and other health
fields. Even though this treatment center was recog-
nized as desired for mildly disturbed children, the cul-
tural needs of African, Mexican, Jewish, German, and
other culturally different were not being in met in 1950.
These children were clearly different in their needs, re-
sponses and care expectations. Some children spoke
different languages, some liked only certain foods, and
some accepted or rejected medications and treatments
in certain ways. They had different play patterns and
different sleep rituals at bedtime. Some children were
very talkative about their parents, others were silent,
and still others were stoic. The Anglo-American chil-
dren played aggressively, while the Mexican and Ap-
palachian children played quietly. The Appalachian
child carried a wooden stick and string and slept with
it at night. Euro-Americans hugged stuffed animals at
bedtime. When the Jewish parents came to visit their
son, he clung to his mother for some time and talked a
lot to her. The German child was independent as ever
and remained “brave” when injured and seldom com-
plained. Mexican parents were always asking if their
child was lonely for the family.

Such gross differences in the daily life and with
many other observations made me keenly aware of
cultural differences among the children and parents.
Nursing and medical staff seemed unaware of such
cultural differences. I did not understand these chil-
dren’s behavior except from my narrow nursing and
psychoanalytical view, which failed to explain what I
saw and heard. I had recently completed a master’s
(graduate) degree program in psychiatric nursing and
had worked as a nursing clinician and administrator for
several years, but my nursing education (in the 1940s)
had never prepared me for understanding cultural dif-
ferences. I had heard that anthropology was focused
on culture, and so I began reading anthropology books
where available. A short time later, I pursued gradu-
ate education in cultural and social anthropology at the
University of Washington.

While in the five-year anthropology program, I re-
alized the wealth of rich and valuable knowledge about
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many different cultures. I became quite excited about
how this knowledge could potentially help nurses and
clients. I was, however, distressed that anthropological
and related cultural information had not become part of
nursing. I discovered there were no nursing books on
transcultural care. There were no nursing theories or re-
search literature specific to caring for clients of diverse
cultures in the pre-1950 years. The more I studied an-
thropology literature, the more I could envision a close
relationship between nursing and anthropology. I could
see there were differences in philosophy, goals, and
practice for nursing from anthropology. They were two
different fields. While each discipline was different,
there were some shared potential features that needed
to be considered as I envisioned developing a new field
of transcultural nursing. Some of these ideas have been
presented in Nursing and Anthropology: Two Worlds
to Blend.67 It soon became clear to me that there was a
critical need for the field of transcultural nursing.

Nurses needed to consider selected concepts and
research from anthropology in reconceptualizing and
developing the new field. In my first transcultural nurs-
ing book, Nursing and Anthropology (1970), I dis-
cussed the commonalities and differences between
nursing and anthropology and the potential to support
the a new field of transcultural nursing.68 It was clear
that anthropology was a social science field and trans-
cultural nursing was a professional practice field with
societal obligations to care for people. In 1978 I pub-
lished the first book focused on and entitled Trans-
cultural Nursing Concepts, Theories & Practices.69 In
this book, I identified basic concepts and principles and
some theoretical ideas and practices for transcultural
nurses. I emphasized that care was central to nursing
and needed to be studied transculturally. This came
from my basic direct experiences in nursing but not
from nurse leaders. I also realized nursing needed to
study cultural phenomena to make care meaningful and
relevant to clients and practices. Nursing in the mid
1950s was deeply involved in learning about medical
knowledge and practices and related knowledge areas
such as microbiology, chemistry, anatomy, and physi-
ology, but failed to realize the cultural and care dimen-
sions. There were no courses focused specifically on
culture and caring in United States nursing curricula.
These were major areas still to be incorporated into
nursing.

Since there was no emphasis on care and culture
and no field of transcultural nursing, I began to carve
out and develop the field anew. The philosophy, pur-
poses, scope, and nature of the new field and potential
discipline had to be established. There were no explicit
theories or conceptual or practice models for transcul-
tural nursing. It was mainly a one-woman leadership
challenge. Florence Nightingale had not discussed and
explicated care and culture even though she worked
with Crimean soldiers and traveled.70 It is of interest,
however, that today (and 150 years later), there are
some nurses proclaiming that Nightingale’s focus was
on care, yet it was never defined or made explicit by
Nightingale.71 This is a common tendency in the cul-
ture of nursing when new ideas become meaningful
and popular; they are acclaimed to have always existed
earlier.

My first challenge was to develop a body of trans-
cultural nursing knowledge to teach and guide nurses
into the new field. In the mid 1950s and from my clinical
work and study in anthropology, I envisioned that by the
year 2000 transcultural nursing would be imperative,
but there was a critical need for research-based knowl-
edge and practices for the field. As an Anglo-American
Western nurse, I chose to study a non-Western culture
and to rigorously study two different worlds for com-
parative knowledge. So, in the early 1960s for my PhD
study I went to the Eastern Highlands of New Guinea
to study people in two villages who had had limited
contact with Western peoples. It was a non-Western
and totally different culture than the United States.
I observed and studied in-depth for nearly two years
Gadsup lifeways in two remote non-technological and
non-Western villages (Color Insert I). I lived day and
night with the villagers while they observed me and I
observed and learned much from them.72,73

During this intense and stimulating field study with
dark-skinned Gadsups and no modern Western tech-
nologies or conveniences, I learned much as a white-
skinned woman about their lifeways and world, which
were in sharp contrast with my Anglo-American and
early rural farm (and later urban) lifeways in middle
America. My rural experiences in Nebraska, my Chris-
tian philosophy to know and respect God’s people, and
my experiences of living through a severe depression in
the 1930s all helped me considerably to learn and sur-
vive in a largely unknown culture. I became immersed
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daily and nightly into the culture by joining in some of
their activities. I adapted to the absence of modern fa-
cilities such as an indoor bathroom, electric lights, and
piped-in water and to a very different environment and
language for nearly two years. It challenged me in many
ways and taught me a lot about myself and comparative
American lifeways with the Gadsups.74 The language
was extremely complex and had to be studied and doc-
umented, but my openness to learn and listen to them
was important. Reflections on general anthropological
concepts and research of other non-Western cultures
was helpful along with some of my nursing skills to re-
main with and listen to people. Every daily experience
was almost a new one, which gave me enthusiasm for
field study of strangers or limitedly known people.

While in New Guinea I became convinced that
Western nurses would need transcultural and anthropo-
logical knowledge to function and survive and to care
for the people of drastically different cultures. Western
nurses had much to learn and study about non-Western
cultures to be effective or therapeutic with clients of
diverse cultures. Nurses needed substantive prepara-
tion in the concepts, principles, and available research
data to help them to provide care in diverse cultures.
Nursing texts and articles of their caring, health, and
illnesses modes were practically nonexistent in non-
Western cultures. So, on returning to the United States
from New Guinea in the early 1960s, I began to develop
transcultural nursing content and courses, but was baf-
fled on how best to entice nurses into this new area
of study and practice. Initially there were no nurses
interested to support and help me, and there were no
financial resources. So while I was eager to develop
the field and realized the critical need, I found very few
helpers and financial resources.

I soon realized that there were very few nurses who
shared my interest, enthusiasm, or goals. In the 1960s,
several nurse leaders told me, “We have too much to do
and develop in the medical and nursing area; there is no
interest nor time to think about other people or cultures.
Besides we need to help our own people and take care
of them at home in the USA.” Another prominent nurse
leader said, “Transcultural nursing will never be real-
ized in nursing as nurses must become good medical,
physical, and mental-health nurses dealing with dis-
eases, symptoms, and medical treatments to survive.
Learning about cultures is a waste of our time.” Still

another prominent nurse leader said, “Nurses will never
change their practices for cultures and caring. Besides
nursing is always the same wherever nurses work —
there are no cultural differences.” A nurse administrator
said, “Your ideas are totally strange, foreign, and unac-
ceptable to nurses. It will take years before nurses will
ever value ideas about transcultural nursing practice
to give care to specific cultures.” An educator stated,
“There is no room in the nursing curricula to study
culture.” Despite these negative statements and others
in the 1960s and 1970s, I kept pursuing my goal with
hopes to make transcultural nursing a reality someday
and to make it worldwide.

It is also important to state that in pre-1960 days,
health care emphasis was largely on the mind and
physical needs of patients in Western cultures and on
post World War innovations in medicine with new
techniques and medicines. There was limited interest in
non-Western cultures with their healing, curing, or car-
ing practices. A few anthropologists were beginning to
study medical disease conditions in non-Western cul-
tures, but had no interest in caring phenomena. There
was limited interest in studying the relationship of cul-
ture to care in Western or non-Western cultures. De-
spite these trends, I continued to introduce ideas about
transcultural nursing and taught about “cultural dif-
ferences that needed attention,” “vulnerable cultures,”
“neglected cultures,” “culturally congruent care,” and
“cultural imposition practices” within and outside the
classroom. I took the philosophical position that if you
valued and believed in something, you should per-
sistently pursue it because someday it could become
a reality. Interestingly, most anthropologists did not
understand nursing and were far more interested in
medicine and physicians’ roles and their practices. A
few exceptions were Margaret Mead, Lyle Saunders,
and Esther Lucille Brown. However, with Saunders
and Brown their interests were largely in medical and
social science institutional practices. So they did not
influence my work, and I never discussed ideas related
to transcultural nursing and human caring with them.
The relationship of nursing and anthropology remained
strong with me.

In 1968 I established the Committee on Nursing
and Anthropology within the Medical Anthropology
Council and served as Chair for several years.75 The
purpose of this Committee was to exchange common
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ideas, research, and theories between the disciplines of
nursing and anthropology. It was also to help nurses
who I had encouraged to take anthropology courses to
link ideas with the new field of transcultural nursing.
It was seen as a temporary “stepping stone” for trans-
cultural nursing. However, some nurses saw it only as
anthropology and still do today. This organization ex-
ists today with few attendees and is focused largely on
anthropology. In 1972 to 1974 I launched the Trans-
cultural Nursing Society as the official organization
for transcultural nursing. It has been very important to
nurture and socialize practitioners, leaders, teachers,
and researchers into transcultural nursing. Nurses with-
out transcultural nursing, but with preparation in an-
thropology, remained in anthropology, and some have
given limited leadership to the discipline of transcul-
tural nursing. Several of these nurses became salaried
employees in schools of nursing and taught mainly an-
thropological concepts with limited transcultural nurs-
ing research, concepts, and theories. Many graduate
and undergraduate students prepared in transcultural
nursing courses and programs have been outstanding
leaders and advocates of transcultural nursing. These
nurses quickly recognized the need in their clinical
work and valued the concept of human caring within
a cultural focus. Educating nearly 10,000 nurses over
the past four decades has been essential to develop and
educate nurses while promoting transcultural nursing
worldwide.

After my first courses at the University of
Colorado, I went to the University of Washington in
Seattle as Dean and Professor of the School of Nursing
and taught students at this institution on human caring
from a transcultural perspective with field studies in
the community. The first individual Ph.D. in Nursing
with a focus on transcultural nursing was established
from 1969 to 1975. In 1975 I was appointed Dean and
Professor at the University of Utah (Salt Lake) and es-
tablished the first master (M.S.N.) and doctoral (Ph.D.)
programs focused specifically on transcultural nursing
in the world. Several transcultural nurse leaders com-
pleted these programs along with students and faculty
to support transcultural nursing conferences. In 1981
I went to Wayne State University (Detroit) and de-
veloped master (M.S.N.) and doctoral (Ph.D.) courses
and programs in transcultural nursing. From 1981 to
1995 we had the largest program offerings in trans-

cultural nursing in the world at Wayne State Univer-
sity. Twenty-three Ph.D.s and approximately 30 mas-
ter degree nurses were prepared as transcultural nurse
specialists.76 These were significant historical develop-
ments and breakthroughs to institutionalize programs
in transcultural nursing with a cadre of nurses prepared
in transcultural nursing. It has been encouraging to see
other undergraduate and graduate transcultural nurs-
ing programs become established in the United States
in the 1990s. Most assuredly, it has been the educa-
tion of nurses into this new pathway of knowledge and
practice that was the significant means to establish and
maintain transcultural nursing.

In the late 1980s publications on “people of color”
and “ethnic nurses of color” became popular with mi-
nority nurses in the United States. They had limited
linkages to transcultural nursing and to anthropological
research, concepts, or theories. Some articles led to
misconceptions about relying on skin color and cul-
tural diversity. Hiring minority nurses to teach cultural
diversity without formal preparation or mentorship in
transcultural nursing was also problematic. As a conse-
quence, it thwarted knowledge development by some
minority nurses to become effective teachers of trans-
cultural nursing because many were placed in teach-
ing roles without preparation in the discipline. Early
affirmative-action programs helped in some schools
of nursing to increase the numbers of minorities, but
many were unable to teach and do research on Western
and non-Western comparative aspects of cultures and
about transcultural nursing. Today, many minorities are
now enrolling in transcultural nursing graduate pro-
grams and are prepared to teach and do research in the
discipline.

In tracing further the historical development of
transcultural nursing education in the United States,
Canada, and Europe, great variability existed with fac-
ulty, students, and curricula. As transcultural nurses en-
deavored to establish courses and get new content into
nursing curricula, some repeated themes from nursing
faculty were: “There is no room for courses in trans-
cultural nursing in the curriculum,” “We have gotten
along without cultures since nursing began, and we
know all about care/caring,” “If we are to get jobs, we
have to be competent medical practitioners,” and “All
cultures and care are alike for people.” Many of these
repeated statements were protective cliches. Some
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faculty greatly feared teaching or dealing with cultures
as this would lead to racial discrimination hassles. Most
of all, faculty had no preparation in transcultural nurs-
ing, anthropology, or in-depth knowledge about caring
in different cultures. Hence the dictum, “Stay away
from it (cultures) but don’t admit your real concerns.”

Only a few schools of nursing worldwide had
established undergraduate and graduate transcultural
nursing courses by the late 1980s. The term “cultural
diversity” was being used as popular culture by fac-
ulty, but seldom linked to care, health, or well-being
with few exceptions. Accordingly, some schools la-
beled their courses “Cultural Diversity,” “Culture and
Health,” or “Culture and Nursing” by early 1990s. A
few progressive nursing schools had transcultural nurs-
ing courses and carried forth the philosophy, concepts,
goals, and practices related to the discipline. At the
University of Hawaii at Hilo, Dr. G. Kinney in the
early 1990s established the first integrated undergrad-
uate program focused totally on transcultural nursing
throughout the curriculum.77 Since then, other schools
of nursing are beginning to follow this trend. Still to-
day, however, nurse practitioner, advanced nurse spe-
cialists, and other nurse practitioners continue to have
a heavy curricular emphasis on medical, psychologic,
computor science, physical sciences, and many medi-
cal developments along with largely unicultural nurs-
ing foci. These are important, but must be linked to
culture care.

Since the 1990s several United States hospitals,
clinics, and community health agencies are begin-
ning to introduce transcultural nursing concepts and
research-based knowledge into their practices, but con-
siderably more emphasis is needed. Staff nurses tend
to treat “all clients alike” to prevent racial discrimina-
tion and other cultural conflicts and related problems.
Clinical nursing staff, staff physicians, and other health
personnel in the 1980s were sometimes avoiding some
cultures because they were uncomfortable with differ-
ent cultures. Some said they relied heavily on their
“own common sense” and “home beliefs” about cul-
tures. However, as more nurses became prepared in
transcultural nursing, they were employed in schools
of nursing and in a few hospitals and health agencies.
These nurses demonstrated ways to work effectively
with the culturally different. In some settings they dra-
matically transformed clinical practices with their com-

petencies and leadership. This led to increased requests
for transcultural nurses to explain and help guide staff
nurses and others to provide culturally satisfying and
appropriate client care.78

Around 1988 certification of nurses was initiated
as an important step to protect the public from unsafe
cultural care practices. Consumers needed to be pro-
tected from nurses who were culturally ignorant and
generally unsafe to care for clients of diverse cultures.
It was also to prevent unethical and illegal care practices
with consumers of different values and practices than
those of professional health personnel. With the certifi-
cation of nurses through the Transcultural Nursing So-
ciety, experts in the discipline were able to guide nurses
to become culturally congruent and safe carers. Certi-
fication standards were established to promote cultural
competencies and protect the public. By establishing
the first certification in 1989 (by oral and written ex-
ams and a portfolio of evidence of competencies), the
Transcultural Nursing Society became the first nursing
organization to certify nurses worldwide for cultural
care practices.79 This was a major and important means
to show the value of transcultural nursing education and
practice and to protect clients. It also was a hallmark
with certification and recertification to assure the pub-
lic that nurses could provide culturally competent and
safe care.

From 1990 to Present Era
There have been many significant developments to es-
tablish and maintain transcultural nursing since the mid
1950s, and the complete history is yet to be written.
Today, transcultural nursing has become globally rec-
ognized as a legitimate and essential discipline with
a growing body of knowledge for teaching, research,
practice, and consultation. Transcultural nursing is not
only recognized in most countries worldwide, but also
in other health disciplines. In fact, medicine, dentistry,
social work, and other professional disciplines have re-
cently begun to use the term transcultural health and to
develop educational programs.80 It was, indeed, futur-
istic to launch transcultural nursing nearly five decades
ago in anticipation of the present need to respect, serve,
and provide competent care practices. Moreover, the
concept of “culturally competent care” (that I coined in
the 1960s) has now become a national goal in the United
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States and in many health care systems and disciplines.
The original predictive logo statement for transcultural
nursing remains a central goal and challenge to many
nurses; namely, “That the cultural care needs of people
in the world will be met by nurses prepared in transcul-
tural nursing.”

Since the 1990s more nurses are valuing and rec-
ognizing the relevance of transcultural nursing in their
practices and in education in many places in the world.
Transcultural nurses are discovering different ways to
teach, do research, and practice transcultural nursing
with evidence indicators today. The discipline is slowly
expanding nurses’ worldviews, challenging their past
unicultural and traditional ways, and providing fresh
insights and rewards to be competent transcultural
nurses. Most importantly, transcultural nursing is grad-
ually transforming nursing education and health care
systems and institutions by offering different kinds
of transcultural health care services. Other current
trends and developments in transcultural nursing are
discussed in subsequent sections, especially as related
to the evolutionary phases of transcultural nursing.

Philosophical and Practical Views
of Transcultural Nursing

Repeatedly, I am asked what philosophical and concep-
tual ideas led me to develop this discipline of transcul-
tural nursing. While I have stated earlier my clinical
and knowledge experiences that hastened me into ac-
tion, some historical facts and conceptual ideas can be
briefly highlighted.

After World War II and as a United States cadet
nurse, I realized that all human beings and especially
nurses were living in a large global world. Global inter-
action was bringing people into almost instant contact
with strangers through rapid transportation, communi-
cation, and many new technologies within and outside
health care systems. New medicines, treatments, and
many new technological gadgets were evident. How-
ever, the missing dimension and the most critical was
to understand, respect, and value people of diverse
cultures being encountered with increasing frequency
each day or night. Philosophically, professionally, and
anthropologically, how could nurses and all health
personnel learn about and respect cultural differences?
How would nurses as the largest health care providers

learn about cultures and their caring needs and prac-
tices? What really happens when nurses care for cul-
tural strangers? How do nurses discover, communicate,
and understand their caring and health needs? Anthro-
pological insights would help nurses but they needed
to know and understand caring, health, and cultural
professional needs of people. Many new immigrants
entering a country overnight could baffle most nurses
and health care providers. Philosophically, as a caring
advocate, I was deeply concerned that technologies,
the medical disease emphasis on mind-body practices,
or professional task directives could obliterate human
caring. Caring from spiritual, cultural, historical,
environmental, and other perspectives would be lost.
Cultural strangers with different values, language, and
needs could be avoided, shunned, or patently neglected
with the growing dominant and pervasive technologies
in health systems. The nature of caring needed to be
known and used with cultures. Modern technologies,
robots, and a host of other nonpersonalized or nonhu-
man modalities could well negate or threaten care as
the essence of nursing. Human caring within a cultural
perspective was distinctive to nursing and needed to
become fully known and used in practice.

With these perspectives, I also envisioned that
transcultural nursing with a holistic perspective was
much needed to help nurses function worldwide by the
21st century.81,82 However, it was a shocking idea to
think that nurses and health professionals were not pre-
pared to care for clients from many different cultures
in the world. Accordingly, nurses needed knowledge
of cultures and their specific care needs, including
substantive and in-depth knowledge about spiritual,
kinship, political, economic, educational lifeways, lan-
guage, folk practices, worldview, specific culture val-
ues, and historical aspects. Philosophically, nursing
needed to shift drastically into a much broader world-
view and knowledge base to guide nurses. Western
and non-Western comparative knowledge needed to be
studied, taught, and practiced. Anthropological knowl-
edge along with humanities, philosophy, science, and
moral-ethical academic preparation could greatly ex-
pand and enrich nurses’ knowledge. Nurses, faculty,
and nursing service organizations needed to value such
a comprehensive cultural care educational and practice
perspective while drawing on relevant existing medical
and nursing knowledge appropriate to cultures.
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Many nurses seemed committed to Florence
Nightingale’s emphasis on the patient’s physical en-
vironment and health. These dimensions were not
sufficient and failed to explicate human care/caring
phenomena and to use cultural care knowledge.83

Nightingale’s British heritage and Victorian lifeways in
Europe offered different insights of patient needs, and
nursing. The International Council of Nursing (ICN)
had been established as a nursing organization in the
late 19th century, but its major focus was on establish-
ing professional nursing standards and practices among
nurse leaders largely from a Western nursing world
view. This organization gave no emphasis to the idea
of the formal educational preparation and focused re-
search on different cultures to practice culturally based
care.84 Still today ICN’s important role is to remain
active to promote standards, practices, and norms of
professional nursing organizations with selected mem-
bership. At the recent 100th anniversary of ICN (1999)
my theoretical research paper was the first and only pa-
per on transcultural nursing. My theoretical ideas and
research findings could well transform ICN into trans-
cultural nursing with a global care focus.85

Nurses in military and missionary services recog-
nize the great need for transcultural nursing with their
diverse cultural experiences. Many have told of their
cultural shock experiences, cultural conflicts, fears,
frustrations, and even threats to their lives in work-
ing with cultures they did not understand. Besides lan-
guage needs, they have struggled to get cooperation
and to understand the values and thinking of diverse
cultures. The idea of being educated in transcultural
nursing education was of much interest to them and
before they went to foreign cultures. Many overseas
nurses felt transcultural nursing was long overdue and
imperative — and still today it is much needed.

At this point it is important to clarify why I philo-
sophically and practically coined and used the term
“transcultural nursing” rather than “medical anthro-
pology” or “cross-cultural nursing.” I saw the need to
differentiate this new area of study from anthropol-
ogy and to identify theoretical and research knowl-
edge distinct to transcultural nursing. While anthro-
pology has been a legitimate and recognized discipline
with a focus on the study of diverse cultures (mate-
rial and non-material) in different geographic places
over great time periods, the purpose, nature, and pro-

fessional aspects of transcultural nursing were quite
different. Transcultural nursing was a theoretical and
practice discipline focused on comparative cultural
care, health, well-being, and illness patterns in differ-
ent environmental contexts and under different living
conditions.86 Transcultural nursing was not primarily
focused on medical mind-body symptoms, diseases, or
pathologies, but rather on comparative human care and
health to help people attain and maintain wellness, or
to face death, disabilities, and dying within the client’s
cultural care values and lifeways. Medicine and med-
ical anthropology were focused heavily on diseases,
illness, and treatments rather than on care, health, or
prevention of illnesses. From my anthropological and
clinical field studies, it was caring and health phenom-
ena that needed emphasis. Indeed, transcultural nurs-
ing was not anthropology nor medical anthropology. It
had a different scientific and humanistic focus but re-
lated goals. It was a different field of study that required
theoretical research and a professional body of trans-
cultural nursing knowledge and competencies. Trans-
cultural nursing was focused on comparative care and
health phenomena with potentially different findings
and benefits to human beings than other established dis-
ciplines. Some nurses had a narrow international focus
without substantive cultural knowledge and practices.
I saw the urgent need for holistic comparative-care re-
search and theory for all future professional practices.
I deliberately coined the term “culture-specific care”
and “holistic-particularistic care” to support my con-
ceptual and practice goals in the early 1960s and since.
Hence, the philosophical, epistemic, and ontological
basis for transcultural nursing as a discipline and pro-
fession were different from other fields for potential
new knowledge and practices in nursing.

In conceptualizing transcultural nursing, I devel-
oped the Theory of Culture Care Diversity and Uni-
versality in the 1950s, which was conceptually broad
in scope and yet culture-specific findings were essen-
tial for the new discipline of transcultural nursing. The
goal of this theory was to discover transcultural nurs-
ing knowledge to provide culturally congruent and re-
sponsible care.86 Discovering both universal and di-
verse transcultural care and health patterns worldwide
was predicted to greatly generate a wealth of new
knowledge and to provide both specific and general
needs of cultures. The theory and the method were also
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conceptualized to focus primarily on informants’ emic
and etic knowledge and practices. The Culture Care
theory is discussed by several experienced authors in
this book to show definitive aspects of the theory and
research findings.

Evolutionary Phases of
Transcultural Nursing Knowledge
and Uses

Students of transcultural nursing find it is helpful to en-
vision the interesting phases that occurred with estab-
lishing transcultural nursing over the past five decades.
Figure 1.3 shows the different evolutionary phases of
transcultural nursing from the first phase of awareness
to that of practicing transcultural nursing. These phases
can be used to assess one’s own progress in becoming
a knowledgeable and competent transcultural nurse by
studying each phase.87

In Phase I, the nurse is gaining cultural aware-
ness and becoming sensitive to the needs of cultures.
Cultural awareness or sensitivity is only the beginning
phase to become transculturally competent. Sensitiv-
ity to another person, situation, or event is helpful, but
the nurse must go further and gain confirmed cultural
knowledge and understandings. Superficial awareness
or opinions can be dangerous and often lead to misun-
derstandings and problems. The nurse enters Phase II to
gain in-depth cultural knowledge, to use transcultural
nursing concepts and principles, and to guide think-
ing and practices. The learner often needs a mentor in
transcultural nursing to help see and reaffirm clients’

       Phase I
Awareness and
sensitivity of 
cultural care
differences and
similarities

       Phase II
Gaining in-depth
TCN theory and
research-based
knowledge with
cultural care
competencies

         Phase III
Using creative and
practical research-
based findings with
documented evidence
for culturally congruent
care practices.
Outcomes evaluated.

Figure 1.3
Evolutionary phases of transcultural nursing.

beliefs and expressions. The newcomer to this field
needs a substantive course in transcultural nursing to
discover differences and similarities and for accurate
assessments. Transcultural nursing holding or reflec-
tive culture care knowledge of concepts, principles,
and theories are powerful guides to assess what one
observes, hears, and experiences while in Phase II of
gaining in-depth knowledge and understandings. The
theory of Culture Care is an important guide to discover
the largely unknown about individuals and groups of
a culture. For without theory, one cannot discover and
explain phenomena in a systematic way and arrive at
credible ideas and decisions.

In Phase III the nurse uses observations, expe-
riences, and knowledge documented with clients to
provide culturally competent care. This is the cre-
ative part of transcultural nursing to find ways to use
client and professional knowledge for beneficial out-
comes. The nurse documents and evaluates the out-
comes when providing culturally based care and often
with observations of others working with the client.
The client’s participation in the evaluation is very im-
portant and valued. In this last phase the nurse discov-
ers the importance of using theory-based knowledge
along with transcultural nursing concepts, principles,
and available research findings to provide meaning-
ful, safe, and beneficial care. It is in this third phase
that the nurse assesses her (his) competencies and ar-
eas that need to be strengthened or modified. All three
phases help the nurse to assess how one is becoming a
knowledgeable, competent, and confident transcultural
nurse.88
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Glimpses of Transcultural
Nursing Education

Ever since transcultural nursing began, it has been
important to educate nurses to this new field to en-
sure that nurses become knowledgeable and under-
standing of transcultural nursing. This is in accord
with nurse educators who value and uphold the im-
portance of education to guide nurse’s thinking and
practices. In this section a general overview of tran-
scultural nursing education today will be highlighted.
At the outset, it is important to state that there are
many countries in the world that are at different phases
of learning about and developing transcultural nurs-
ing education. The statements below are largely based
on the author’s review of available literature and inter-
views and privileged visits to many schools of nurs-
ing and health agencies in the world over the past
four decades (1960–2000). Only current glimpses of
what is happening is offered with these summary
statements.

First, transcultural nursing education and practice
are generally known in most places in the world and
many nurses see it as essential for practice. However,
great variability exists in teaching, learning, and actual
progress in different countries. Generally, nursing
faculty recognize the need for nurses to be sensitive
and knowledgeable and to have skills to care for clients
who are culturally different, and so some transcultural
nursing courses and programs are upheld. However,
there are some faculty who contend, “Students know
all about cultures” or “We have gotten along without
such transcultural nursing in the past so why today.”
Yet, when students pose major cultural issues and
conflicts, faculty begin to support transcultural nursing
education.

Second, there are some places in the world in which
formal transcultural nursing courses in educational in-
struction have been a reality for several decades, such
as the United States, the birthplace of transcultural
nursing. Courses are offered in Japan, Africa, Canada,
Australia, Sweden, Finland, the Caribbean, Philip-
pines, South America, and a few places in Europe.
Some places offer course, modules, or units of instruc-
tion. Short-term workshops with or without credit are
also available. In some countries it is only a plan yet to
be realized. In other places there are related topics such

as “culture and health” but no transcultural nursing or
in-depth courses or programs.

Third, there are schools of nursing today that re-
alize the great need for formal substantive courses and
mentored field experiences but that have not been able
to achieve these goals because of several factors:

1. Lack of prepared or qualified transcultural nursing
faculty.

2. Noncommitted academic leaders and faculty or
ambivalence about its importance.

3. The lack of funds or not using funds to support
transcultural faculty and students because
administrators are still wed to the medical
mind-body emphasis.

4. The fear of not knowing how to handle racism,
cultural clashes, biases, and ethnocentrism issues.

5. The lack of leadership and risk-taking abilities to
initiate and establish transcultural nursing
education alien in a region or area where
transcultural nursing is greatly needed.89

Amid these hurdles and realities, there have been
noteworthy and creative transcultural nurses who
have successfully established courses and programs
in schools and clinical practice settings. Most of
these successful transcultural nurse leaders have been
prepared through graduate programs in transcultural
nursing. They are actively teaching and mentoring
students, as well as conducting research and practicing
in the field as time permits. They are also providing
local, national, and transnational consultations. It is
rewarding to see these leaders demonstrate how to
change nursing education and practice into a dynamic
transcultural nursing program to serve many multicul-
tural groups in their area. For example, transcultural
nursing courses or programs are offered in Minnesota,
South Dakota, Michigan, Missouri, Colorado,
Australia, Saudi Arabia, Hawaii, South Africa,
Sweden, Finland, and Japan. This has required active
leadership and firm commitments and persistence
to initiate the offerings. The offerings have been
welcomed by nursing students as a necessity and have
given them a new career pathway. Some very creative
teaching projects, research studies, and clinical inno-
vations have been documented by undergraduate and
graduate students prepared in transcultural nursing
with many positive outcomes.90–94
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While there are many positive developments and
trends, there are areas to be strengthened and many
more courses and programs are urgently needed in tran-
scultural nursing. From a recent survey (2000) in the
United States, approximately 48% of baccalaureate-
degree nursing programs offer a unit of instruction
or a course in transcultural nursing. There are only
20% of master’s degree-bound nursing students re-
ceiving formal instruction in transcultural nursing and
less than 2% of doctoral nursing students educated in
the discipline.95 Other reports generally support these
findings.96 Associate degree students are receiving in-
struction in transcultural nursing, but the data are not
clear at this time. Master’s degree students receive less
preparation in transcultural nursing largely because of
a heavy emphasis on preparing advanced nurse practi-
tioners and primary care practitioners with a dominant
medical-surgical, disease and symptom management
or treatment emphasis. Preparation in clinical special-
ties such as cancer, gerontology, cardiovascular, and
many other medical specialties continues to hold nurse
practitioner interests. Unquestionably, nurse practition-
ers greatly need transcultural nursing research knowl-
edge, basic concepts, principles, and theories to guide
and provide care to individuals and families of diverse
cultures.

As transcultural nursing with its standards, poli-
cies, and certification continue, all professional nurses
will be expected to practice transcultural nursing
worldwide by the year 2020. Recently, the United
States government has recognized the need for such
standards to support “Culturally Competent Care” (the
term I coined in the early 1960s as part of my theory)
to be promoted in health care and especially for prac-
tioners and minorities. Culturally competent care is an
example of a cultural lag that finally took on relevance
in the culturally diverse society of the United States.
The concept is also being disseminated in other places
in the world. However, to attain this goal transcultural
education is imperative for health personnel and to ad-
dress critical issues related to ethnocentrism, cultural
biases, racism, and many other areas. Obtaining quali-
fied faculty to educate health personnel and to mentor
their work is another major need in the United States
and worldwide to provide culturally congruent and safe
care practices.

As educational and service exchanges occur
among all health disciplines in this third millennium,

there will be very great demands for transcultural
health education, research, and practice and the need to
evaluate the outcomes and problems. The current pop-
ular trend of educational foreign exchanges is a major
issue because of so few health professionals prepared
to teach and guide students in limitedly known and
diverse cultures.97 Major problems such as homicides,
cultural shock, and cultural backlashes occur with such
exchanges. While such educational exchanges are in-
tended to be beneficial and are done in good faith, they
can lead to less favorable and unanticipated outcomes
largely resulting from transcultural nursing ignorance
of the host cultures. Far more attention is critically
needed to make them safe, beneficial, and effective.

In the United States and worldwide, graduate
(master’s and doctoral degree) students need in-depth
transcultural nursing knowledge of and guidance in
what strategies and ways can be most helpful to peo-
ple in other cultures. Transcultural mentoring is much
needed to help students understand the complex and
diverse multifacted issues related to cultures with their
political, religious, economic, and cultural history life-
ways and health care. Graduate students need to use the-
ories and practices that fit cultures and not impose their
desires and expectations onto a host culture. Learning
from the people (the emic perspective) and reflecting
on professional beneficial knowledge (the etic base) re-
quire serious study and mentoring with qualified trans-
cultural nursing faculty and preceptors. Since trans-
cultural nursing uses a more holistic comparative and
broad knowledge base than traditional nursing or the
mind-body medical model, this necessitates an open
discovery mind with depth and breath of knowledge.
As graduate students learn how to document the life-
ways, patterns, values, and practices of cultures with a
care and health focus, they discover some very differ-
ent perspectives. Helping students to grasp the broad,
comparative view and synthesize the knowledge for
culture-specific care usually necessitates mentoring.
Nurses prepared in transcultural nursing graduate pro-
grams can demonstrate differences to become cultur-
ally competent nurses and achieve desired professional
goals. Conferences, workshops, short and long-term
courses, and lectures have also been essential to main-
tain transcultural nursing education as cultures change
and nurses have to deal with acculturation issues. Cur-
rently, there are many “cultural diversity” courses,
books, and conferences, but many of these are generally
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not transcultural. They tend to be mainly anthropology
and sociology focused on culture.98–100 Graduate edu-
cation programs in transcultural nursing remain needed
in teaching, research, and practice. Undergraduate pro-
grams remain essential as background preparation for
graduate education. A critical crisis remains in trans-
cultural nursing education worldwide for qualified and
prepared faculty and practitioners in transcultural nurs-
ing. Funds and programs or courses are needed to meet
global and local cultural care needs of clients. It is an-
ticipated that some needs will be met by modern elec-
tronic (internet) modalities, but content accuracy will
be a major educational issue, as well as cultural privacy.
Electronic courses, the internet, and other information
labeled cultural diversity, ethnicity, culture, health and
illness, medical anthropology, or multiculturalism are
usually not transcultural nursing. They may be helpful
as anthropology, sociology, or other non-nursing dis-
ciplines’ courses, but the missing ingredient is usually
transcultural nursing. Mentoring and guiding novices
on the internet and modern cyber modes is a big chal-
lenge for the future.

Unquestionably, faculty prepared in transcultural
nursing make a great difference in learning outcomes.
Still today cultural minorities and nurses not prepared
in transcultural nursing are teaching transcultural nurs-
ing. While faculty may be born into a culture, one
should not assume these faculty are knowledgeable
and competent in transcultural nursing. Some minority
faculty may deny their cultural background for vari-
ous reasons, but their cultural biases and acculturation
factors may become evident and limit student learn-
ing. In general, one should never assume minority fac-
ulty or faculty of the same culture are the best or most
competent to teach transcultural nursing. Contrary to
Aleordi’s view of the faculty of the same culture as
“best or most effective” faculty, this position has not
been found in transcultural nursing and is highly
questionable.101 Likewise using lay health aides as
stated by Poss for teaching transcultural nursing be-
cause they speak the native language is also unaccept-
able and often dangerous with many problems.102 Such
unwise remedies deprive students of substantive and es-
sential transcultural nursing needed to function compe-
tently with diverse cultures. Sometimes, speakers and
interpreters of the same culture may try to impose what
they feel is“politically correct and safe,” but this may
not accurately represent transcultural nursing content.

Currently, where there are nonprepared transcul-
tural nursing faculty, there is a tendency to only teach
about their local cultures and without comparative or
global view of cultures. This practice also poses prob-
lems as students become handicapped to work effec-
tively with immigrants and other cultures in the region
or nation. There may also be faculty who emphasize
only certain concepts as “cultural safety” as in New
Zealand, but fail to see that this concept is already an
integral part of transcultural nursing and the culture
care theory.103 There is also the practice of sending
students to “foreign cultures to learn about and have
special overseas experiences.” Such “experiential expe-
riences” with no transcultural nursing holding knowl-
edge is educationally unsound and sometimes danger-
ous to clients and students. In other schools of nursing,
students are to have “reflective encounters,” but again
with no prior or very limited preparation about the cul-
ture or country. Students often say “I reflected but often
I had no holding knowledge to reflect upon, and so I
rely upon my culture as I can’t make sense out of the
clients.” Such practices appear questionable and edu-
cationally unsound.

There is also the current issue in academic set-
tings of faculty without any preparation in transcultural
nursing developing research and educational teach-
ing projects to get available funds to deal with cul-
tural problems, racism, and inadequate care practices.
Again, such practices by faculty can lead to many prob-
lems and questionable results in interpretation of find-
ings. So, while some progress has been made in tran-
scultural nursing education, there are also problems
that exist with the great need to prepare a new genera-
tion of transcultural nurses to give care in a multicul-
tural health world. It is essential that faculty and stu-
dents be prepared with and under the guidance of those
who are well prepared, experienced, and educationally
sound in transcultural nursing to prevent negative and
destructive nursing educational outcomes and in client
care. Although the demand is great for cultural care
competencies, one must not yield to incompetent ways
to meet a long-standing need worldwide.

General View of Transcultural
Nursing Practices

While it is impossible to give an accurate picture of
transcultural nursing practices locally, regionally, or
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worldwide because of great variability and different
conditions and practitioners worldwide, some broad
glimpses and general perspectives from literature, from
the author’s worldwide visits, and from direct obser-
vations and experiences with nurses are offered. The
most encouraging recent development is that efforts
are being directed toward valuing and providing cul-
turally congruent, responsible, and meaningful care
to clients of diverse cultures in many nursing and in-
terdisciplinary places. The idea of “culturally congru-
ent and responsible care” has linguistically taken hold
as a desired goal to assist clients, but the full imple-
mentation in most places has not been realized except
for places where transcultural nurses are persistent to
maintain quality care outcomes. In the last decade in
the United States, the idea of cultural competencies has
spread to other health disciplines and to local, regional,
and national health centers and institutes and is now of
interest in medicine, social work, dentistry, and other
health professions. It is most encouraging that all dis-
ciplines are involved.

Recently (1999), the Office of Minority Health of
the US Department of Health and Human Services ad-
vocated cultural competence in health care with some
national standards and outcomes.104 Unfortunately, the
focus was mainly on preventing “ethnic minority” dis-
crimination in health care of a few cultures and failed
to focus on all underrepresented cultures. The pro-
posal also failed to draw on nearly five decades of
transcultural nursing and health research-based knowl-
edge, concepts, principles, and theories to guide health
personnel to achieve culturally competent care. This
was disappointing as it revealed interprofessional dis-
crimination and failure to use and build on an available
body of research and professional knowledge. Address-
ing only a few selected minority cultures rather than fo-
cusing on many immigrant and vulnerable cultures is
important. Moreover, none of the transcultural nurs-
ing and other transcultural specialists’ thinking and
work were used. Such practices and projects need to
be avoided by building upon existing knowledge and
experts.

In recent decades, it has been encouraging to
see transculturally prepared nurses functioning in hos-
pitals, clinics, and community health agencies with
highly positive feedback and outcomes.105,106 These
transcultural nurse generalists and specialists have been
active to help immigrants, minorities, refugees, home-

less, drug addicts, gangs, prisoners, and many ne-
glected indigenous cultures such as Native Americans,
Australian Aborigines and other groups receive qual-
ity cultural care. Undergraduate and graduate stu-
dents who have had transcultural nursing preparation
and received mentoring have been most helpful and
warmly welcomed by cultures such as the Vietnamese,
Sudanese, Russians, Somalis, and local native groups.
It has been encouraging to see how transcultural nurse
experts and generalists can work together in providing
culturally congruent care. They have established sev-
eral innovative transcultural nursing clinics since the
early 1980s that are functioning well and valued by
cultures.107,108 Such leadership efforts in diverse set-
tings and geographic locations worldwide are to be
highly applauded and demonstrate hope for the future.

In selected health services and especially in
new transculturally focused centers, graduate-prepared
(master’s, doctoral, and postdoctoral) transcultural
nurse experts are providing counseling and therapy
services to immigrants and refugees, as well as other
kinds of transcultural nursing therapies related to men-
tal health, maternal-child care, and elder care. Such
encouraging directions are helping many neglected in-
digenous, homeless, drug dependent, and mentally ill to
get the care they need. Many of these client concerns are
derived from cultural stresses, conflicts, shock, pain,
and offenses that violate cultural norms, values, and
beliefs. In subsequent chapters, several excellent exam-
ples of these effective endeavors by transcultural nurses
based on research and theory are found such as culture
care to the homeless in Western USA (Peters chapter),
care for Polish and American elderly (McFarland and
Leininger chapter), and Arab Muslims (Luna chapter).
Transcultural nurses are also working with cultures ex-
periencing family violence as discussed in this book
by Ehrmin with Africans and Euro-Americans, and
giving focus to HIV/AIDS victims in Africa as pre-
sented in MacNeil’s chapter. Transcultural nurses are
studying and helping Mexican Americans as shown in
Zoucha’s chapter and many other groups within and
outside health institutions such as hospitals and com-
munity agencies and in rural and urban locations.

These are all most encouraging signs that transcul-
tural nursing can make a great difference in discover-
ing cultural needs and providing quality of care that
is different from past mainline nursing and health ser-
vices. Culturally based caring practices are powerful
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for healing, well-being, and helping to face death and
disabilities in meaningful and satisfying ways to clients
and families. Much more effort is needed for nurses to
apply or use such transcultural research-based knowl-
edge in similar settings with clients of similar cultures.

Finally, there is an urgent and great need for the
public through public media coverage to help people
learn about the nature, focus, and ways transcultural
nursing is practiced to help cultures. The public media
needs to shift its focus from a heavy emphasis on medi-
cal discoveries of techniques, new gadgets, medicines,
and treatments and to consider transcultural healing
and curing modes that could be readily understood by
many cultures. To date there has been very little empha-
sis made by television and other modern technologic
modes to show some of the major breakthroughs by
complementary folk and professional caring modes or
the successful outcomes of transcultural nurses dealing
with cultural conflicts, stresses, and cultural taboos or
imposition practices. Worldwide media needs to give
attention to transcultural health maintenance and to
healing methods, especially through transcultural nurs-
ing skills with individuals, families, and institutions
during this new century for beneficial outcomes.

Some Myths and
Misunderstandings

In any discipline or profession, there are always some
myths and misunderstandings that need to be known
and clarified. This is especially true in transcultural
nursing. The following mythical statements or misun-
derstood beliefs are important to identify to prevent un-
favorable consequences and help to summarize points
made above:

1. There is the myth that “if one uses common sense
and has a smile” that this is all that is needed to care
for cultures. While “common sense” is always
important and generally helpful, it is not always
sufficient to help people with values and beliefs very
different from the practitioner. A smile or opinion
may not be helpful with some cultures, but in some
cultures a smile may indicate distrust, manipulation,
or to be on guard for a potential enemy.
2. There is the myth that “one good, day-long
conference or workshop is all that is needed to be a
transcultural nurse.” This myth fails to understand

that transcultural nursing is complex and requires
diligent and extensive study to be a knowledgeable
and competent transcultural nurse.
3. There is the myth that “any faculty can teach,
conduct research, and guide students and staff to give
culturally competent care.” This myth and the
practice of employing faculty and clinical staff
without graduate preparation in transcultural nursing
to teach and guide nurses is educationally unsound
and leads to serious and unfavorable outcomes. For
example, a Mexican nurse without preparation in
transcultural nursing was employed to teach and
mentor nursing students about “Hispanics” without
awareness that there are many cultures with the
Hispanic label such as Cuban, Haitian, and Caribbean
cultures. This faculty member resigned after one
semester as she began to realize she was not prepared
to teach transcultural nursing and knew only her own
recent experiences with Mexicans within one state in
the United States.
4. There is the myth that a “good medical and
nursing psychophysical assessment with modern
technologic equipment will tell you all you need to
know today about any human beings.” This is another
false statement as the human is a cultural being in
which culture is a powerful influencer of the wellness
or illness, as well as caring modalities. Moreover,
other factors have to be identified and validated with
clients such as environment, life history patterns,
genetic-family patterns, and others. Holistic culture
care assessments are essential with cultures for
beneficial practices.
5. There is the myth that “all nurses need is to
interact or experience different cultures, and they will
know how to care for them.” This is helpful but again
insufficient to understand and work with cultures.
Reflective experiences also need to be grounded in
holding knowledge to make sense out of what one
reflects on and understands. One may reflect on only
one’s own biases and home beliefs.
6. There is the myth that “If nurses only had a
‘cookbook’ listing of all cultures with their values,
practices, and beliefs, then nurses could provide
culturally competent care.” Such “cookbook fixes”
are quite inadequate as the nurse needs to assess,
study, and discuss with clients and determine
acculturation extent and many other variability
considerations. Cookbook recipes can lead to
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stereotyping, which is counterproductive and not a
desired practice in transcultural nursing as it fails to
understand the individual and group dynamic
expressions and lifeways of the clients.
7. There is the myth that “transcultural nursing is the
same as anthropology.” This is untrue as anthropology
and transcultural nursing are two different disciplines,
but they usually share some common interests and
perspectives as discussed above.
8. There is the myth and misunderstanding that
“transcultural nursing, international nursing, and
cross-cultural nursing are one and the same.” This is
incorrect as each construct is defined differently with
different goals, purposes, scope, and functions. As
discussed earlier each construct must be well
understood and used properly.
9. There is the myth that “if the nurse uses the North
American Nursing Diagnosis Association (NANDA)
or the Iowa Classificatory repertoire that these tools
will cover all cultures and the nurse will be able to
identify and assess accurately the ‘problem,’ area of
‘dysfunction,’ or ‘disease’ and manage the client.”109

This also is erroneous as NANDA and other nursing
classificatory diagnostic tools woefully fail to
identify, know, and classify accurately cultural and
care phenomena due largely to lack of culture and
care knowledge. These tools tend to be culturally
biased and inaccurate about cultures, and are
inadequate to use as an assessment and classification
guide for cultures. The reader needs to study my
writings on this critical and major movement, which
started in the Western nursing cultures during the
1970s and has now spread to many nursing countries.
Imposing axioms, diseases, or human conditions onto
other cultures is questionable and often unethical,
leading to serious problems with potentially
destructive and inaccurate outcomes. Western
diagnosis such as “needs parental alterations” may
not be helpful to a culture where the nurse fails to
understand parent lifeways and child guidance. Such
cultural imposition practices must be avoided. There
is the related myth that all mental and physical
illnesses are alike or can be classified within Western
categories. Again this is a myth or assumption to be
avoided and seriously questioned as most physical
and mental conditions have different expressions and
meanings in different cultures. (See chapter on
Mental Conditions and Cultures in this book.)

10. Last but not least, there is the myth that “any
nurse who travels to a foreign culture or works in a
culture qualifies as a transcultural nurse.” Again this
is a myth as transcultural nurses give evidence of
knowledge and competencies to be a transcultural
nurse. “Travel nurses” are generally not prepared in
transcultural nursing and may be unsafe practioners
with a culture.

These myths and others alert the reader to some major
misconceptions, misinformation, and potentially non-
beneficial outcomes. Nurses need to be alert to these
myths and help to correct them, as well as others in the
literature.110

Summary of Facts about
Transcultural Nursing

In this last section, the following summary points will
be made to bring together some of the major points,
themes, and facts presented in this chapter.

1. Transcultural nursing was envisioned in the early
1950s as a formal and essential area of study and
practice by its founder, Madeleine Leininger. There
was a critical, unrecognized and long-standing need
in nursing and the health professions to appreciate
and incorporate culture and care into nursing
education, research, and practice. Accordingly, there
was a critical need to develop transcultural nursing
content and educate nurses in this new and essential
field. Formal programs of education and research
were greatly needed to care for many culturally
different, neglected, and vulnerable cultures and
subcultures. The founder prepared herself with a
master’s degree in nursing and a Ph.D. in cultural and
social anthropology and did original field research to
show the close relationship between two disciplines
with different foci. One is a professional field
(nursing) and the other a nonprofessional field
(anthropology). Over the past five decades a body of
transcultural nursing knowledge has been soundly
developed and established as essential to nursing
practice. Providing culturally congruent and
comparative care has been a major contribution to
humanity, nursing, and the health professions. Major
transcultural nursing concepts, principles, theories,
and research practices are beginning to guide nursing
care practices with many cultures. Transcultural
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nursing has been a new paradigm and new pathway to
knowledge and practice that is stimulating nurses
thinking and actions. It is considered by many as the
most significant development in nursing in the 20th
century and will be imperative in the 21st century.
2. The first transcultural nursing research study was
done by Leininger in the early 1960s with the Gadsup
of the Eastern Highlands of New Guinea. She did an
ethnographic, ethnologic, and ethnonursing research
study and also systematically examined her theory of
Culture Care Diversity and Universality. The theory
of Culture Care has become a major theory today to
discover the close interrelationships of culture and
caring to guide transcultural care practices.111 The
ethnonursing method (developed in the early 1960s)
was the first nursing research method used to study
nursing phenomena with a cultural care focus. The
method was unique as it was designed to fit with the
theory of Culture Care Diversity and Universality.
Since then, Leininger has studied 15 other Western
and non-Western cultures using the Culture Care
theory and the ethnonursing research method. She
wrote the first qualitative nursing research book in
1985 and encouraged other nurses to use qualitative
research methods to study complex and covert care,
health, and related nursing phenomena.112 It was a
major shift in nursing for nurses to use potentially 25
qualitative methods rather than relying so heavily on
borrowed quantitative methods and instruments.
3. The theory of Culture Care Diversity and
Universality is unique as it is focused on care and
cultural factors to predict and explain (or arrive at) the
health, well-being, illnesses, and other factors. It was
one of the earliest (mid 1950) nursing humanistic and
scientific theories with the goal to provide culturally
congruent care.113 The theory was slow to take hold
because so few nurses were prepared in transcultural
nursing and anthropology and caring phenomena to
understand the purpose, goal, and meaning of the
transcultural nursing theory. The theory is directed to
discover both universal (common) and diverse culture
care phenomena. It remains the only major theory for
comparative culture care with both abstract and very
practical practice features.
4. The first formal transcultural nursing courses and
distant learning were initiated by Leininger in 1965 to
1969 at the School of Nursing at the University of
Colorado (Denver). This was also the place where

Leininger initiated the first Ph.D. Nurse-Scientist
program with a focus on transcultural nursing and
anthropological phenomena in doctoral education.
5. Leininger was Dean and Professor at the
University of Washington (1969–1974), the first
academic department to focus on transcultural
nursing theory, research and practice. Dr. Beverly
Horn was the first nurse to complete an individualized
Ph.D. program with a focus on transcultural nursing
in 1974. When the founder was then appointed Dean
and Professor of Nursing at the University of Utah,
she initiated the first master’s (M.S.N.) and doctoral
(Ph.D.) programs in transcultural nursing. Drs.
Marilyn Ray, Joyceen Boyle, and Janice Morse were
the first Ph.D. nurses prepared specifically in
transcultural nursing. Since then, approximately 130
nurses have completed Ph.D.s in nursing with a focus
on transcultural nursing within the United States and
in a few other countries. There are approximately 70
nurses who have been prepared as anthropologists,
but only 30 are functioning as transcultural nurses and
several remaining with only anthropological interests.
6. The Committee on Nursing and Anthropology
(CONAA) was launched in 1963 by Leininger
to stimulate dialogue and to share common interests,
theories, and research findings between nurses
who were new anthropologists and with non-nurse
anthropologists. It was envisioned as an important
stepping stone to transcultural nursing. In 1973 the first
transcultural nursing conference was held in Honolulu,
Hawaii. In 1974 the Transcultural Nursing Society was
established as the official worldwide organization for
transcultural nursing.113 The Society was developed
to organize and enculturate nurses into transcultural
nursing and to promote quality-based research,
teaching, practice, and consultation in transcultural
nursing worldwide. It was the first professional
nursing organization to advance knowledge, research,
and consultation in clinical transcultural nursing
education and practice. (See Appendix 1-A for
annual Conferences since 1974.) In late 2001, there
are approximately 500 active members worldwide
and many working with different regional chapters
and transnationally. Annual and regional conventions
are well attended. Through the Transcultural
Nursing Society, certification was launched in 1989
to protect the public from unsafe transcultural care
practices and for the public to recognize transcultural
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nurse specialists who were knowledgeable
and competent to practice culturally competent care.
7. Undergraduate, graduate, and continuing education
courses and programs have been established in the
United States and in several other countries. A
summary of these current graduate transcultural
nursing courses and programs are listed in
Appendix 1-B.

� The first undergraduate and graduate
transcultural nursing courses were offered in the
School of Nursing at the University of Colorado
(Denver) in 1965 to 1968 under Leininger.

� In 1978, the first doctoral (Ph.D.) and the first
master’s degree (M.S.N.) programs in
transcultural nursing were established at the
University of Utah by Leininger, but the
program is no longer available (although much
needed). As of late 2001, there were ten
graduate programs offering courses, certificates,
or master-doctoral programs in transcultural
nursing.114 Transcultural nurse specialists
(graduate study) and generalists (undergraduate
studies) are emphasized in the United States
and in a few other countries. In 1982 Wayne
State University College of Nursing (Detroit)
initiated undergraduate studies and had the
largest enrolled students in graduate (master,
doctoral, and postdoctoral) studies in
transcultural nursing with Leininger as Program
Director. Other transcultural leaders are
establishing programs in their countries.

� The Universities of California (Los Angeles
and San Francisco) have offered a few graduate
courses and mainly overseas exchange
experiences focused on international nursing
since around 1985, but offer no degree or
in-depth study in transcultural nursing.
Likewise, the University of Florida (Miami)
initiated a few graduate courses focused on
“Culture, Care, and Health” around 1988 under
Dr. Lydia DeSantis, but these offerings are no
longer available. The University of Washington
has continued to offer cross-cultural nursing
and anthropological courses under Dr. Noel
Chrisman, a long-time anthropologist and
College of Nursing instructor. Dr. Beverly Horn

guides students in community health and
transcultural nursing care. Since 1990 several
overseas schools of nursing have been offering
graduate courses in transcultural nursing such
as the Faculties of the University of Sydney and
The Catholic University in Sidney, Australia,
the University of Kuopio in Kuopio, Finland
(graduate courses with administration focus),
and others. New offerings focused on graduate
study in transcultural nursing in the United
States are at Duquesne University (Pittsburgh),
the University of Southern Mississippi
(Hattiesburg, Mississippi), Augsburg College
(St. Paul, Minnesota), the University of
Northern Colorado (Greeley), and Kean
University in New Jersey. See Appendix 1-B.
The University of Nebraska Medical Center
(Omaha, NE) offers two short graduate
seminars under Dr. Leininger each summer.
Other educational institutions are offering
continuing education conferences or units of
instruction with an emphasis on transcultural
nursing in Canada, Japan, Sweden, Australia,
and Africa.

8. Publications in transcultural nursing have been
extremely important to inform nurses and others
about the field since the early 1960s. Many articles,
book chapters, video tapes, and internet websites have
been invaluable. It is estimated that there are over
1000 publications for nurses, students, and other
disciplines to learn about transcultural nursing. This
has been a significant development because prior to
1950 there were no books on transcultural nursing
and virtually none on care and culture. The first book,
Nursing and Anthropology: Two Worlds to Blend was
written in the mid 1960s and published in 1970,
which opened the door to transcultural nursing and
with anthropology as an academic support area.
Anthropology and nursing needed to come closer
together, but had to be reconceptualized for the
transcultural nursing discipline. The second book and
the first substantive one entitled, Transcultural
Nursing, was published in 1978 by Leininger. A book
of anthropology readings for nurses entitled,
Readings in Transcultural Nursing, was published by
P. Brink.115 Eight other transcultural nursing books
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with caring focus were published by Leininger from
1979 through 1988. In 1985 M. Andrews and J. Boyle
published and updated in 1999 a book, Transcultural
Concepts in Nursing, which has been extremely
helpful to advance undergraduate transcultural
nursing education.116 In 1995 Leininger’s second
edition of Transcultural Nursing: Concepts, Theory,
Research and Practices117 was published and
contained practical experiences in transcultural
nursing care. This current third edition shows the
tremendous growth in transcultural nursing and the
contributions of many nurses actively involved in
teaching and research in transcultural nursing and
practice. Other books as Geiger et al.118 and Purnell
et al.119 are labeled transcultural nursing, but have
limited focus on this subject but more on cultures.

Since 1995 the title “transcultural nursing” has
become popular in nursing but not fully
comprehended. As a result some nurses are publishing
books and articles on this subject. Some publications
are not reliable or accurate on transcultural nursing as
a result of authors’ limited knowledge but a desire to
publish. In 1983 to 1985 I initiated plans for the
Journal of Transcultural Nursing with the first issue
published in 1989 and served as Editor. This Journal
was a very significant development to let the world
know about transcultural nursing. The second editor
was Dr. Marilyn McFarland (1995–1999). Currently,
Dr. Marilyn Douglas is the editor under Sage
Publications (1999 to present time), which many
contend has mainly a multidiscipline focus. A number
of transcultural nursing films and video tapes have
been prepared and have been excellent to help nurses,
practitioners, and leaders to envision ways to help
nurses understand and use transcultural nursing. A
Leininger Collection of her books has been
established at Madonna University since 1995 and of
unpublished papers at Wayne State University.
9. Currently, there are approximately 300
graduate-prepared (master’s and doctoral)
transcultural nurse specialists and approximately 90
certified and recertified transcultural nurses (CTN).
Although Leininger has taught many nurses (in
conferences and courses) over the past five decades
along with other faculty, still a critical shortage exists
for more transcultural nurses as faculty members,
practitioners, and administrators to meet needs for

culturally competent, safe, and responsible care
worldwide. Transcultural nurses with graduate
preparation are especially in great demand in many
schools of nursing and health settings to teach,
conduct research, and mentor students in clinical
practices. Employing unprepared nurses in
transcultural nursing remains of deep concern to
protect clients, students, administrators, and
consultants from unsafe and nonbeneficial services.
10. Most encouraging and exciting is the recent
establishment of the Worldwide Transcultural
Nursing Society Office at Madonna University in the
College of Nursing (Livonia, Michigan) in 2001.
While a small office had been established at Madonna
in 1985, the need for a larger office was evident for
global and transnational services. The new office will
serve nurses worldwide interested and involved in
transcultural nursing for meetings and special
conferences. Through the Society of Transcultural
Nursing, an internet website has been established
(www.tcns.org) to provide communication with
nurses worldwide. These global facilities support the
mission of transcultural nursing as a global discipline
and profession in this new millennium and beyond.

In this chapter some definitive and highly rele-
vant ideas and historical data on transcultural nursing
have been presented. The intent was to give a broad
and updated picture of the rapidly growing field of
transcultural nursing in education, practice, and re-
search progress since the second edition was published
in 1995. The historical aspects with the evolutionary
phases should be helpful to the readers to know and un-
derstand developments in the field since the beginning.
This chapter was written by the founder and a central
leader in transcultural nursing over nearly 50 years with
many lived-through experiences. Many unique insights
and documentary facts have been presented and espe-
cially facts, myths, and questions commonly asked by
interested nurses and other disciplines. The chapters
that follow build on and will expand to make meaning-
ful many general ideas presented in this chapter with
practical examples. This chapter was presented as the
state of transcultural nursing and as a foundation to un-
derstand the focus, scope, nature, definitions, and other
major ideas and facts in transcultural nursing from a
global and historical perspective.
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Appendix 1-B
Current Graduate Courses or

Programs in Transcultural Nursing
2001–2002

United States
University of Nebraska Medical Center, College of
Nursing (Omaha, Nebraska).

� Offers two short-term intensive graduate
courses (2 credits each) at master’s and
post-master’s levels on transcultural nursing
and human caring.

� Courses may be taken for college credit or
through continuing education.

� Dr. Madeleine Leininger, Founder of
Transcultural Nursing, Professor.

University of Northern Colorado, School of Nursing
(Greeley, Colorado).

� Offers graduate certificate program with
transcultural nursing with field studies.

� Instructors: Diane Peters and others.

Kean University (Union City, New Jersey).

� Offers graduate courses in transcultural nursing
through Transcultural Nursing Institute.

� Professor Dula Pacquiao.

Duquesne University, School of Nursing (Pittsburgh,
Pennsylvania).

� Offers graduate courses in transcultural nursing,
post-master’s program with focus on
transcultural nursing, and a Ph.D. in Nursing
with a focus on transcultural nursing (online
instruction).

� Associate Professor and Director Dr. Rick
Zoucha.

Augsberg College, College of Nursing (St. Paul,
Minnesota).

� Offers graduate courses in transcultural
nursing.

� Instructor: Dr. Cheryl Leuning.

University of Southern Mississippi, School of
Nursing (Hattiesburg, Mississippi).

� Offers a graduate course in transcultural
nursing.

� Dr. S. Jones.

Nazareth University, Department of Nursing
(Rochester, New York).

� Offers a graduate course in transcultural
nursing.

� Professor Margaret Andrews.

Madonna University (Livonia, Michigan)

� Offers graduate transcultural nursing courses.

� Dr. McFarland; P. Shinkel.

Overseas
University of Sydney, Nursing Faculty, Graduate
Nursing Faculty (Sydney, Australia).

� Graduate seminars in transcultural nursing.

� Instructor: Dr. Akram Omeri.

University of Kuopio, Nursing Faculty (Kuopio,
Finland).

� Offers study in transcultural nursing.

� Faculty instructors.

NOTE: Several schools of nursing offer some cul-
tural or transcultural nursing and research, but no full
courses or programs over academic terms focused in-
depth on transcultural nursing.
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CHAPTER 2
Essential Transcultural
Nursing Care Concepts,
Principles, Examples, and
Policy Statements

Madeleine Leininger

Professional caring for people of diverse cultures, necessitates the use of
transcultural concepts, principles, theoretical ideas and research findings to
reflect upon and guide actions and decisions. LEININGER, 1978

Transcultural nursing is a growing and highly rel-
evant area of study and practice today that has
great relevance for nurses living and function-

ing in a multicultural world. This area of study and
practice often leads to some entirely different ways of
knowing and helping people of diverse cultures. With
a transcultural focus, nurses think about differences
and similarities among people regarding their special
needs and concerns to develop different ways to as-
sist clients. As nurses discover the client’s particular
cultural beliefs and values, they learn ways to provide
sensitive, compassionate, and competent care that is
beneficial and satisfying to the client. Gaining a deep
appreciation for cultures with their commonalties and
differences is one of several goals of transcultural nurs-
ing. At the same time, the nurse discovers many nurs-
ing insights about her own cultural background and
how to use such knowledge appropriately with clients
whether in a particular community, hospital, or other
type of health care service. Transcultural nursing is
an area that opens many new windows of knowledge
and competency that have previously been unknown to
nurses.

In this chapter, several essential transcultural nurs-
ing concepts will be defined and discussed along with
specific examples to guide nursing practices as used in
transcultural nursing. In addition, generic and profes-

sional nursing care are defined and explained as major
concepts, showing the differences and similarities as
they relate to the practice of transcultural nursing. In
the last section several recurrent, clinical, transcultural
nursing incidents with interpretations are presented to
help nurses understand and envision the therapeutic
nature of transcultural nursing. Several questions are
raised so the reader can reflect on ideas regarding tran-
scultural nursing and can thus provide nursing care that
is culturally competent, safe, and congruent. Discover-
ing the whys of each transcultural incident with the con-
cepts helps the nurse to gain in-depth knowledge of a
culture.

In this chapter consider that you are functioning
or living with cultures largely unknown to you. You
might envision yourself in a hospital assigned to care
for a client who spoke a different language, was dressed
differently, and acted in strange ways. You are baffled
by what you see and hear, but eager to know how you
could give good nursing care. How would you feel?
What would you do? This is a transcultural nursing sit-
uation that many nurses face today in most hospitals,
homes, and health services. The situations offered in
this chapter challenge one to realize the critical need
for transcultural nursing knowledge, principles, and
skills to work with cultural strangers in therapeutic
ways.
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Major Concepts and Definitions
in Transcultural Nursing

In the evolution and development of this field of study
and practice, it is essential for nurses to understand
the major concepts, constructs, theories, and principles
of transcultural nursing. The term construct is used
to indicate several concepts embedded in phenomena
such as care or caring. Concept refers to a single idea,
thought, or object. Transcultural nursing leaders have
identified, studied, defined, and explicated a number
of concepts and constructs so nurses can use the ideas
in meaningful and appropriate ways. Such fundamen-
tal knowledge can assist nurses to communicate effec-
tively with others and to avoid unfavorable conflicts or
troublesome interactions. It is, therefore, essential that
nursing students study the concepts and apply the ideas
to real-life situations.

In Chapter 1 the general definition of transcultural
nursing was presented, but let us reflect further on its es-
sential features. Transcultural nursing is a substantive
area of study and practice focused on comparative cul-
tural care (caring) values, beliefs, and practices of indi-
viduals or groups of similar or different cultures. Tran-
scultural nursing’s goal is to provide culture-specific
and universal nursing care practices for the health and
well-being of people or to help them face unfavorable
human conditions, illness, or death in culturally mean-
ingful ways.1,2 This definition of transcultural nursing
has many important ideas such as the focus on dis-
covering culture-care values, beliefs, and practices of
specific cultures or subcultures to assist people with
their daily health care needs. The comparative view-
point is emphasized to identify differences and sim-
ilarities among or between cultures. It is this com-
parative viewpoint that enables the nurse to identify
culture-specific and commonalities of care of clients
or groups. The major goal of transcultural nursing is to
tailor-make nursing care to reasonably fit the client’s
culture-specific expectations and care needs for benefi-
cial health care outcomes and to identify any universal
or common care practices. Culturally congruent care
becomes the desired and ultimate goal of transcultural
nursing.

As one ponders further about transcultural nurs-
ing, the idea of human-care (caring) values, beliefs,
and practices becomes a central focus for nurses to

learn about and practice transcultural nursing. The au-
thor has declared since the late 1940s that care is an
essential human need and the essence of nursing on
which the profession should be focusing.3,4 Nursing is
a caring profession and discipline that directs nurses to
discover and provide knowledgeable and skilled care to
clients. I have defined nursing as a learned, humanis-
tic, and scientific profession and discipline focused on
human care phenomena and caring activities in order
to assist, support, and facilitate or enable individuals
or groups to maintain or regain their health or well-
being in culturally meaningful and beneficial ways, or
to help individuals face handicaps or death.5 This def-
inition reinforces the idea of care as the essence and
fundamental focus of nursing and transcultural nursing.

Human Care as Essence of Nursing
In considering nursing as a caring profession and dis-
cipline, it is important to remember that nursing as a
profession has a societal mandate to serve people. The
professional nurse is challenged to serve others who
need the assistance of a person prepared and qualified
to respond to or who can anticipate the actual or covert
care needs of people. Nurses are professional persons
who are ultimately held responsible for and account-
able to people in a particular society or culture to give
care that will help people to regain and maintain their
health and to prevent illnesses. Nurses, however, func-
tion best as professional persons when they know and
understand different cultures in relation to their experi-
ences, human conditions, and cultural care values and
beliefs. Today all professional nurses need to be cultur-
ally prepared to be effective and beneficial to clients.
Nursing as a culture also has culturally defined modes
of functioning and being which may change over time
with societal changes. However, as a discipline the cul-
ture of nursing expects that nurses will discover and use
knowledge that is distinctive and explains and inter-
prets nursing’s focus and essence.6 Most importantly,
nursing as a discipline implies that there is a substantive
body of knowledge to guide its members’ thinking and
actions. The discipline of nursing needs to focus more
on care/caring to explain health and well-being in dif-
ferent or similar cultures. Care, health, and well-being
are central to what nursing is or should be.7 Transcul-
tural nurses are contributing some new, unique, and
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significant knowledge to nursing with the comparative
care focus and with ways to use this knowledge to serve
people of a specific culture, or a society worldwide.

In a number of publications I have discussed hu-
man care and caring as the central, distinct, and domi-
nant foci to explain, interpret, and predict nursing as a
discipline and profession, and encourage the reader to
study them.8–13 Human care, a noun, refers to a specific
phenomenon that is characterized to assist, support, or
enable another human being or group to achieve one’s
desired goals or to obtain assistance with certain hu-
man needs. In contrast, human caring is focused on the
action aspect or activities to provide service to other hu-
man beings. Differences in the meanings of care (noun)
and caring (an action mode) are extremely important in
understanding and practicing transcultural nursing car-
ing as a professional art. More explicitly, I have defined
care and caring as follows:13

Care (noun) refers to an abstract or concrete
phenomenon related to assisting, supporting, or
enabling experiences or behaviors or for others
with evidence for anticipated needs to
ameliorate or improve a human condition or
lifeway.

Caring (gerund) refers to actions and activities
directed toward assisting, supporting, or
enabling another individual or group with
evident or anticipated needs to ease, heal, or
improve a human condition or lifeway or to face
death or disability.

These definitions of care and caring with culture are
the foundational constructs of transcultural nursing and
characterize the nature and focus of the discipline. They
guide nurses in discovering care knowledge and ways
to provide direct care. Care is embedded in culture as an
integral part of culture that challenges nurses to under-
stand both care and culture together to practice trans-
cultural nursing.

Culture and Nursing
Culture comes from the discipline of anthropology.
Culture has been defined and used by anthropologists
and other social scientists for over 100 years. The
term culture, however, was limitedly used and was not

valued and explicated in nursing until I raised aware-
ness that culture was a crucial and major dimension of
nursing in the mid 1950s. Gradually and by 1990, cul-
ture began to be discussed and used in a variety of ways
with some questionable and imprecise uses. Definitions
are important in any discipline, and thus these defini-
tions were developed early for transcultural nursing:

Culture refers to the learned, shared, and
transmitted knowledge of values, beliefs, and
lifeways of a particular group that are generally
transmitted intergenerationally and influence
thinking, decisions, and actions in patterned or
in certain ways.14,15

Subculture is closely related to culture, but refers
to subgroups who deviate in certain ways from
a dominant culture in values, beliefs, norms,
moral codes, and ways of living with some
distinctive features that characterize their
unique lifeways.15,16

Other Features of Cultures
Both cultures and subcultures are developed by peo-
ples or population aggregates over time with distinct
values, beliefs, and lifeways. They are preserved and
usually transmitted intergenerationally. A subculture
is a smaller population group that establishes certain
rules of conduct, values, and living styles that are dif-
ferent from a dominant or mainstream culture, and yet
it has some features of the dominant culture. Subcul-
tures have distinctive patterns of living with their own
sets of rules, special living ways and practices that de-
viate from the dominant culture. For example, there
are subcultures of the homeless, substance abused, el-
derly, abused women and children, chronically dis-
abled, mentally ill, the retarded, deaf, AIDS victims,
and often some religious sects and cults. There are
also special political and social groups that do not fol-
low the dominant culture. These subcultures closely
identify with their own group’s beliefs and values and
hold themselves as different from dominant cultures
such as Anglo-Americans, African-Americans, British,
Hispanic, Brazilians, and other major cultures. Trans-
cultural nurses are expected to study both cultures
and subcultures as they have different care and health
needs.
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Culture is a major construct to understanding in
transcultural nursing, and it is also a key construct in
anthropology. However, it is bringing culture and care
together that is providing new perspectives to under-
stand and serve people of different lifeways. Culture
has been studied and used in anthropology since the
19th century, and it continues to be central to anthropol-
ogy as the learned and shared values, beliefs, and prac-
tices usually passed on intergenerationally. In trans-
cultural nursing, culture and care are conceptualized
as bound together to provide special insights valuable
to nursing. Culture care is a synthesized construct that
is the foundational basis to understanding and help-
ing people of different cultures in transcultural nursing
practices. Anthropologically speaking, culture is the
broadest and most holistic and comprehensive view of
people; yet one can focus on specific ideas and practices
to understand people. It was this culturally based care
that was woefully missing in nursing until transcultural
nursing came into focus. Today, culturally grounded
care/caring are now becoming valued and being stud-
ied in nursing.

There are other features of a culture that need to
be understood and will be highlighted. First, culture
reflects shared values, ideals, and meanings that are
learned and that guide human thoughts, decisions, and
actions. With shared cultural values and norms, indi-
viduals and groups tend to uphold the rules for living in
a culture because it brings security, order, and expected
behavior. Cultural values usually transcend individual
values and are influenced by groups and symbols. Cul-
tural beliefs, values, and norms (or rules of behavior)
are learned from others and are not considered to be ge-
netically or biologically transmitted. It is the cultural
values and practices that have a powerful influence on
others and become like ethical and moral standards
with expected obligations and responsibilities.

Second, cultures have manifest (readily recog-
nized) and implicit (covert and ideal) rules of behav-
ior and expectations. Manifest cultural norms or rules
of behavior are the obvious and readily known beliefs
and expressions such as greeting another person by a
handshake. Implicit and ideal values are usually covert
rules that are difficult to see or understand. They have,
however, important influences on decisions and actions
such as nodding one’s head as “yes” or “no” to accept
or reject medications. Care is often implicit.

Third, human cultures have material items or sym-
bols such as artifacts, objects, dress, and actions that
have special meaning in a culture. In the United States,
drinking Coke (or Pepsi) and music both are associated
symbols of teenagers, whereas in New Guinea, carrying
bows and arrows are teenage symbols of hunters. Cul-
tures also have nonmaterial expressions, beliefs, and
ideas such as having “good and bad spirits” to guide
oneself in unknown lands. Nonmaterial cultural sym-
bols such as certain hand gestures or words when want-
ing to be cared for are important. Material symbols as
crosses and special relics may be used for healing and
protection from illnesses. Human beings are unique
for symbolic thinking and reasoning and use of mate-
rial objects for various reasons. Nurses are expected to
learn about material and nonmaterial forms and their
functions in different cultures and how they can influ-
ence caring, healing, and well-being or sickness.

Fourth, cultures have traditional ceremonial prac-
tices such as religious rituals, food feasts, and other
activities that are transmitted intergenerationally and
reaffirm family or group ties and caring ways (Color
Insert 2). Cultural rituals are also found in nursing
and medicine and serve certain purposes. For example,
nurses have the morning and evening chart report ritu-
als to keep nurses informed and united on care goals.
Physicians have the ritual of “grand rounds” in a hospi-
tal to share ideas about patients. Cultural groups such as
the Vietnamese have healing rituals and protective care
rituals when a child comes to a hospital. Such rituals
usually have therapeutic value and need to be known
and respected.

Fifth, cultures have their local or emic (insider’s)
views and knowledge about their culture that are ex-
tremely important for nurses to discover and under-
stand for meaningful care practices. Emic ideas and
beliefs are often viewed as “secrets” and may not be
willingly shared with cultural strangers such as nurses
or physicians unless the stranger is trusted. Transcul-
tural nurses are expected to tease out emic data when
trusting relationships have been established. It is emic
(inside cultural) knowledge that nurses try to obtain
from their clients. In contrast, etic (outsider’s) knowl-
edge, such as the nurse’s professional ideas, may
be very different from emic views and experiences.
Both emic and etic knowledge are important to assess
and guide nurses’ thinking and decisions with clients.
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These construct terms of emic and etic, which I in-
troduced into nursing in the early 1960s, have been
extremely valuable to nurses.17

Sixth, all human cultures have some intercultural
variations between and within cultures. Cultural vari-
ation is an important concept to keep in mind when
studying individuals and different cultures. For exam-
ple, African-Americans and Italian-Americans show
cultural variations in their daily lifeways regarding food
choices, communication, dress, and response to illness
and death. There are slight and great variations within
and between cultures (Color Insert 3). However, one
can usually, find some common patterns of expres-
sions, and lifeways within each culture. In transcul-
tural nursing, intercultural and intracultural variations
are important to observe in your response to people
in your care. Amid cultural variations, the nurse re-
mains alert to common patterns of values, beliefs, and
lifeways among and within cultures to guide care prac-
tices. Individual and group variability is always taken
into consideration to prevent stereotyping or treating
individuals in a rigid and fixed way.

Ethnicity is a related term that is often used as the
same as culture, but it has a different meaning. Eth-
nicity refers to racial and often skin-color identity of
particular groups related to specific and obvious fea-
tures based on national origins. This concept tends to
be used more frequently by sociologists and psycholo-
gists than by anthropologists or by transcultural nurses.
Ethnicity also tends to be used by lay people and others
in vague, diverse, and often superficial ways. Culture
is a much more holistic and comprehensive term that
goes beyond ethnicity and selected racial features or
national origins of people. Culture deals with beliefs,
values, and lifeways of human beings in addition to
traditional and current origins. Ethnicity and culture
cannot be used interchangeably as they have different
meanings and uses. We, therefore, use culture as the
holistic and in-depth meaningful term in transcultural
nursing.

It is essential and very important to understand
cultural values in transcultural nursing because values
greatly influence human beliefs, actions, and lifeways
of people. Cultural value refers to the powerful inter-
nal and external directive forces that give meaning and
order to the thinking, decisions, and actions of an indi-
vidual or group.18 Discovering and understanding the

cultural values of a culture are essential in transcul-
tural nursing because they are major indicators that
influence what cultures do, how they act, and what one
can expect of them. Understanding culture-specific val-
ues becomes important “holding” or reflection knowl-
edge to consider in assisting a client. Such holding
knowledge is always held in abeyance until one has
seen, heard, or experienced the values, beliefs, expres-
sions, or interpretations by informants. Cultural val-
ues become guides to nursing actions and decisions.
Unfortunately, cultural values are usually not read-
ily identified nor shared with strangers until a trust-
ing relationship is evident. Some cultures may not
want to share their values as they may fear rejection
if their values are different from the nurse, the hospi-
tal, or clinic. However, some cultures are more open
and ready to talk and share their values. For example,
most Anglo-Americans value their independence, free-
dom of speech, privacy, and physical appearance and
want to talk about or see these values respected. When
these values are not respected or are threatened, An-
glo clients often speak out. One may recall that when
Anglo-American men were held hostage in Iran, these
American hostages were reported to be very depressed
and frustrated, and they became ill. Another example
of cultural values are with Malawi people of Africa
who greatly value their extended family and children
and feel lost when they are not near them whether they
are ill or well. The Old Order Amish also value com-
munity living and praying together to keep well. Other
cultures have their cultural values to guide their lives
in sickness and when well. These cultural values are
the powerful forces to guide nurses’ response in car-
ing for people of diverse or similar cultures. Observing
and actively listening to clients are the critical means
for learning about cultural values in addition to having
holding knowledge about cultures. Cultural values tend
to be stable and do not readily change because they are
well learned and give security to cultures. Accordingly,
the transcultural nurse must remain sensitive to cultural
values and should not try to change them unless desired
by the client.

Western and non-Western cultures and values are
also important for transcultural nurses to understand
and respect. Western refers to those cultures that value
and use modern technologies and that are industrial-
ized. Western cultures are known for their emphasis
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on being efficient and using scientific equipment that
makes them “progressive” or “modern.” Western cul-
tures are younger and also are more current in the de-
velopment of civilization materials and other modern
modes of living that are largely dependent on high
technologies. Western cultures generally include the
United States, Canada, Europe, Russia, South Korea,
and related areas. In contrast, the term non-Western
(sometimes imprecisely called Eastern) cultures refers
to those cultures that have existed for thousands of
years and have a long history of surviving and liv-
ing with different philosophies of life. They have tra-
ditional values and lifeways and rely less on modern
technologies than Western cultures. Non-Western cul-
tures have a rich, traditional philosophy of life that is
supported by symbols, beliefs, and different patterns
of living and dying. Non-Western cultures would in-
clude China, South Africa, Indonesia, Vietnam, Papua,
New Guinea, Egypt, Borneo, and the Caribbean. These
cultures, with their thousands of years of living and
surviving, often look to Western cultures as “inexpe-
rienced cultures moving rapidly with strange ways of
living.” Some non-Western cultures have been slow to
become “Westernized” for many good reasons such
as economic factors and very different cultural beliefs
and values. Transcultural nurses are expected to assess,
know, and work with both Western and non-Western
cultures in effective and knowledge-based ways.

Culture shock is another key concept used in
transcultural nursing that has been derived from an-
thropology. It refers to an individual who is disoriented
or unable to respond appropriately to another person
or situation because the lifeways are so strange and
unfamiliar. It leaves one feeling helpless, hopeless, and
confused. Nurses, clients, families, and researchers
experience cultural shock in a variety of ways when
they are unable to know what to say or how to act in a
given situation that is truly shocking to them. Nurses
may be shocked to relate to cultures so different from
their own or to situations that are drastically different.
For example, the nurse may be surprised to find an
Anglo mother failing to respond to a crying child until
the child does very destructive acts. Or the nurse who
saw a Chinese client eating fish eye soup. Or when I
first went to New Guinea and found no Western living
conveniences such as running water and electricity in

the homes and had to live in a bamboo hut with snakes.
An Old Order Amish client who has never been in a
hospital may experience culture shock when suddenly
in an emergency room with masked nurses, electronic
equipment, and bright lights and with everyone staring
and talking about his injured body. The Amish live
in a non-modern, rural community with virtually no
technologies. Nurses who assist unknown immigrants
and refugees also experience cultural shock when they
find these clients live and act very differently in their
daily lives. Culture shock greatly limits one’s ability
to function with strangers and in strange or unfamiliar
settings. Feelings of helplessness, depression, and
not knowing what to do is often experienced by
nurses with cultural shock. One can overcome and
prevent some cultural shock by studying and knowing
something about the people of a certain culture and
their lifeways in advance of working with them.

Uniculturalism and multiculturalism are two im-
portant but different concepts to be understood by
nurses in transcultural nursing. Uniculturalism (or
monoculturalism) refers to the belief that one’s uni-
verse is largely constituted, centered upon, and func-
tions from a one-culture perspective that reflects
excessive ethnocentrism. Multiculturalism refers to a
perspective and reality that there are many different
cultures and subcultures in the world that need to be
recognized, valued, and understood for their differ-
ences and similarities. Multiculturalism helps people
to appreciate the many cultures in a changing world.
This view is extremely essential in developing respect
for the many cultures in the world.

Ethnocentrism is an important concept in transcul-
tural nursing because it strongly influences one’s think-
ing and action modes. Ethnocentrism refers to the belief
that one’s own ways are the best, most superior, or pre-
ferred ways to act, believe, or behave. Ethnocentrism
is a universal phenomena in that most people tend to
believe that their ways of living, believing, and acting
are right, proper, and morally correct. However, ex-
cessive or strong ethnocentric attitudes can become a
serious problem with others. When one holds too firmly
to one’s own beliefs, values, and standards and is un-
willing to accommodate or consider someone else’s
views, problems occur. Learning to value, appreciate,
and understand why other cultures do and act differently

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



CHAPTER-02 PB095/Leininger December 3, 2001 15:49 Char Count= 0

Chapter 2 / ESSENTIAL TRANSCULTURAL NURSING CARE 51

with their particular viewpoints is essential in transcul-
tural nursing. For it is this knowledge and awareness of
other’s views that leads to creative ways to serve peo-
ple and understand oneself. Beliefs that seem bizarre or
strange may be common and important to one culture,
but differ greatly with other cultures. Strong ethnocen-
tric views that are acted on can be destructive or harmful
to cultures. Modifying or changing one’s own strong
beliefs is often essential for an effective professional re-
lationship with clients, staff, and systems. Rigid ethno-
centrism can limit professional growth and success. It
is often a major concern for nurses who want to practice
effective transcultural nursing, because excessive eth-
nocentrism can lead to a host of cultural problems such
as cultural clashes, stresses, and negative outcomes.

Many examples of rigid ethnocentrism can be
identified in nursing. For example, there is the nurse
who believes that there is only one way to make a
hospital bed, give medicine, or feed a child or adult.
Clients will often challenge such views and show other
cultural ways to be effective. If a bed is made that does
not allow for one’s height or weight such as with a
tall Danish client who wants plenty of room for his
feet, he is uncomfortable. Or take the example of the
nurse who is ethnocentric and is upset to learn that
other cultures eat snakes, bugs, kidneys, and opossum
as delicacies. Some nurses may be so ethnocentric that
they constantly misinterpret what is said or done by
clients. Rigid ethnocentric practices and attitudes by
nurses generally lead to unfavorable client-care prac-
tices. Transcultural faculty mentoring is essential to
assess and prevent strong ethnocentrism. Sometimes
the problem continues because no one wants to deal
with ethnocentric biases and practices. Of course, all
humans have some degree of ethnocentrism, but it is
the narrow, biased, and nonrespectful ones that cause
difficulties.

Cultural bias is closely related to ethnocentrism. It
refers to a firm position or stance that one’s own values
and beliefs must govern the situation or decisions. A
culturally biased person usually fails to recognize their
own biases and persists in making their biases known to
others. They are rigid in their thinking and constantly
get into problems working with diverse cultures. Strong
cultural biases usually lead to open resistance and neg-
ative relationships with clients and staff.

Cultural relativism is well known in anthropology
and is studied in nursing. It refers to the position that
cultures are so unique and must be evaluated, judged,
and helped according to their own particular values
and standards.19 Cultural relativism may be desired by
some cultures for security and political reasons. Cul-
tural relativists who take an extreme position that one
culture should not be judged by the values and lifeways
of another culture or that all cultures are completely
unique will encounter difficulties accepting variabili-
ties and universal truths. Cultural relativists who firmly
uphold a practice of a particular culture will fight to pro-
tect cultural values. For example, a father fought against
deformed-child legislation because he held that deal-
ing with a child’s handicap must be based on the par-
ticular community’s resources and beliefs. This may
be difficult to accept by professional nurses but was
important to the community. Cultural relativism may
have both beneficial and less beneficial outcomes. It
is again how knowledgeable one becomes to interpret
and understand cultures. Generally, strong relativism
upholds that there are no universal norms, beliefs, or
practices and that all is relative to each situation, event,
or happening, which leads to religious problems. Trans-
cultural nursing remains open to discover what is par-
ticularistic and universal as found in the philosophy of
my theory of Culture Care Diversity and Universality.
Transcultural nurses need to be aware of excessive cul-
tural relativistic positions and how to deal with them
in relation to health care, religious beliefs, and use of
professional knowledge. Transcultural nurses need to
understand and find the best ways to help people, but
not relinguish their faith beliefs.

Cultural imposition refers to the tendency of an
individual or group to impose their beliefs, values,
and patterns of behavior on another culture for varied
reasons.20 In the mid 1950s, I coined this concept in
transcultural nursing as I could see in clinical practices
and in teaching that cultural imposition was evident.
Many nurses and health care providers seemed unaware
that they were imposing their own cultural beliefs,
values, and professional ways onto the client’s cul-
ture. Cultural imposition remains a major serious and
largely unrecognized problem in nursing as a result of
cultural ignorance, blindness, ethnocentric tendencies,
biases, racism, and other factors. Cultural imposition
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can be found between professional staff and clients and
especially when staff hold considerably more power,
influence, and authority over clients. Clients of some
cultures, especially non-Western and vulnerable cul-
tures, often perceive that they have virtually no rights,
power, or influence to deal with others such as nurses
and physicians who are in authority or have special
power roles. To get tasks or procedures done quickly,
cultural imposition practices exist. Cultural imposition
practices occur between nurses and clients when the
nurse believes that only his or her ethnocentric views
are right or the best for the client who may seem to have
strange, bizarre, or nondesirable views. For example,
the nurse insists that a Vietnamese client must eat ham-
burger and drink milk without regard to the client’s lac-
tose intolerance condition or dislike for hamburger. Or
consider the nurse showing cultural imposition with a
family’s way of feeding their elderly mother by feeling
it is “impractical” and “a waste of time.” Many exam-
ples can be found in nursing and in nursing educational
institutions. Cultural imposition practices can also be
found with physicians and other staff using their pro-
fessional authority, status and position. Use of power,
authority, and superior attitude are evident with cultural
imposition and leave the client feeling helpless, angry,
and that “one must comply” to get care or service.

Cultural blindness is another term the author
coined in the late 1950s to refer to the inability of an in-
dividual to recognize or see one’s own lifestyle, values,
and modes of acting as those based largely on ethno-
centric and baised tendencies. It may seem strange to
think that some people are so “blind” that they fail to
see and understand their own as well as other ways of
living, believing, doing, or valuing. For example, an
Australian nurse was caring for an Arab-Muslim client
who told the nurse several times that he would be gone
from his room to say his prayers at certain times in the
day and evening. The nurse would still come to give his
medication at noon and failed to see and understand he
was gone and praying at another place in the hospital.
This nurse was “blind” to recognize and accept what
the client did and had told her. She did not accom-
modate the Arab-Muslim’s prayer time. Or consider
the British nurse who believes “every baby should be
bonded with his mother” even though the male baby
is being bonded to his father for cultural reasons. The
nurse with cultural blindness needs mentorship to help

her become sensitive and responsive to other ideas and
ways that are different and beneficial.

Cultural pain is a relatively new concept in health
care that the author coined and discovered while car-
ing for cultures who said they experienced “pain” be-
cause nurses and physicians failed to recognize their
cultural discomforts or offenses.21 Cultural pain refers
to suffering, discomfort, or being greatly offended by
an individual or group who shows a great lack of sensi-
tivity toward another’s cultural experience. Nurses are
taught mainly about psychophysical pain, but seldom
learn that cultural pain exists and may be extremely
hurtful to cultures. Transcultural nurses are in a good
position to identify cultural pain as they listen to and
observe clients of different cultures. For example, if a
client or nurse breaks a family cultural taboo, this may
lead to crying and to feeling pain. Nurses can induce
cultural pain by what is said or done to clients, a situ-
ation in which the comment or action is offensive and
very hurtful. For example, the nurse made demeaning
comments about a family’s Native American healer.
Sometimes comments about body size such as being
so tall, dark-skinned, or overweight may lead to cul-
tural pain. These comments may be deeply felt and
offensive to clients of different cultures. Cultural pain
goes beyond physical and psychological pain to hurtful
cultural offenses.

It is important to also be aware that cultures re-
spond to real physical and emotional pain differently.
Some cultures are very sensitive to physical pain and
may cry loudly such as with some Jewish and Italian
clients. In contrast, Russian, Lithuanian, German, and
Slovenian clients often remain stoic and withhold phys-
ical pain expressions in learned and controlled ways.
Cultures that are stoic or remain silent with physical
pain such as with injections, cuts, or smashed fingers
are noted by transcultural nurses and medical anthro-
pologists. Some cultures learn how to express stoicism
with physical pain, and children are taught early of
ways to ignore or not complain about physical injuries.
Accepting pain may also be linked with religious be-
liefs to gain spiritual graces as redemptive suffering
with Roman Catholics. In contrast, there are cultures
that quickly and loudly respond to even the slightest
pin prick, injury, or bodily discomfort. Transcultural
nurses learn to be aware of how and why cultures vary
with physical and cultural pain with children and adults.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



CHAPTER-02 PB095/Leininger December 3, 2001 15:49 Char Count= 0

Chapter 2 / ESSENTIAL TRANSCULTURAL NURSING CARE 53

Such holding knowledge helps nurses to respond ap-
propriately to cultural pain differences in therapeutic
and sensitive ways and to not assume everyone expe-
riences physical, emotional, and cultural pain in the
same way. It is especially important to go beyond psy-
chophysical pain and include cultural pain as hurtful
suffering resulting from cultural reasons. The impor-
tant principle is that what constitutes pain for one cul-
ture or individual is largely culturally learned and pat-
terned throughout the life cycle. Transcultural nurses
are discovering new insights about pain meanings and
expressions with appropriate care actions.

Bioculturalism refers to biological and physical
expressions in different physical environments or con-
texts related to care, health, illness, and disabilities.
Humans are born and live within biophysical environ-
ments that influence their health and illness factors.
Genetic, biocultural, and physical facts influence each
other in different ecologies and cultural environments.
Glittenberg’s chapter in this book provides current in-
sights on the genome factor that has become an im-
portant new area of study. Her other writings are also
important to study.22 The author’s study in 1960 on
bioecological variability in two Gadsup villages was
an early nursing and anthropology study focused on
health care.23 Nurses work with clients in their bio-
physical and cultural settings and need to give atten-
tion to these factors and how they can influence caring
practices and use of biocultural resources. Remaining
knowledgeable about many new human genetic and
biomedical research findings is very important in trans-
cultural nursing.

The concept of culture-bound illness and human
conditions is another essential concept to understand in
transcultural nursing. Culture-bound refers to specific
care, health, illness, and disease conditions that are
particular, quite unique, and usually specific to a des-
ignated culture or geographical area. For example, in
the Eastern Highlands of Papua New Guinea, kuru was
discovered as a culture-bound illness in the early 1960s
while the author was doing a field study in the area.24 It
was a condition in which adult females died within ap-
proximately 9 months and largely related to biocultural,
viral, and other factors, but unique to the Eastern High-
lands New Guinea region.25 In Malaysia, one finds the
culture-bound phenomenon of running amok in which
males have violent running sprees and attack animals,

people, or objects. Voodoo death is another culture-
bound condition largely found in the Caribbean where
death follows a curse from a powerful sorcerer. Anthro-
pologists have studied these culture-bound conditions
and others for many decades with findings revealing
specifically defined cultural, local, or regional areas.
Until discovered elsewhere in the world, they are re-
ferred to as culture-bound. Transcultural nurses learn to
be alert to culture-bound expressions and conditions to
identify those care needs that are unique to some cul-
tures. Culture-bound phenomena are essentially new
to nurses and many health professionals due to cultural
ignorance.

Cultural Diversity, Universality, Racism,
and Related Concepts
Recently, cultural diversity and universality are of great
popular and professional interest but often with limited
knowledge of the terms. Cultural diversity refers to the
variations and differences among and between cultural
groups resulting from differences in lifeways, language,
values, norms, and other cultural aspects. Cultural di-
versity was one of the first concepts emphasized in
transcultural nursing. This was because nurses seemed
to ignore cultural differences and treated “all clients
alike” as if from the same culture in the pre-1960 era,
and some still do today. By identifying cultural differ-
ences among and between cultures, nurses gradually
began to value such differences and to provide culture-
specific care. However, from the beginning I wanted
nurses to discover and respond appropriately to both
the diverse and universal features of cultural beings.
Both dimensions were common to consider and have
been the major focus of my theory to arrive at cul-
turally congruent care practices.26 By taking account
of cultural differences of individuals and groups, the
transcultural nurse can prevent stereotyping or view-
ing all as alike. Treating and seeing clients in fixed
cultural ways and ignoring cultural differences is not
helpful to most clients. Cultural diversity also helps
nurses to value differences and provide culture-specific
care practices. In this book there are many examples of
cultural diversity to be studied.

Cultural universals refer to the commonalities
among human beings or humanity that reveal the sim-
ilarities or dominant features of humans. Universality
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refers to the nature of a being or an object that is held
as common or universally found in the world as part of
humanity. Cultural universals are the opposite of cul-
tural diversity. With universals one seeks to discover
and understand commonalities but not absolute uni-
versals as this may never be found to exist in statisti-
cal or precise quantitative ways. The theory of Culture
Care Diversity and Universality is focused on what is
universal and diverse about human caring and within
cultural perspectives. The purpose of the theory is to
discover similarities and differences about care and cul-
ture and to explain the relationship and reasons for the
findings.27 Discovering commonalties and differences
in lifeways, values, and rules among cultures is essen-
tial for nurses in our multicultural world. For it is both
the commonalties and differences among cultures that
keep nurses alert to humanistic care practices. With re-
search findings on many cultures this would be of great
significance and help to nurses in caring and healing
practices.

Racism is a major word used in most public and
professional settings. It has become a popular lay term
that is used for various political, legal, and other ways
but one that is very limitedly understood in relation
to common human features. Racism is derived from
the concept of race, and race is generally defined as a
biological factor of a discrete group whose members
share distinctive genetic, biological, and other factors
from a common or claimed ancestor.28 Race has be-
come used and often viewed as discrimination of op-
pressed minorities or people of different skin color. The
outward or phenotype appearance such as skin color is
not adequate as culture and genetic features need to
be included to understand race. Skin colors as “red,”
“black,” and “yellow” are inadequate as there are many
in-between colors (Color Insert 4). For example, Native
Americans are not “red,” “yellow” or “white,” and yet
they are often referred to as the “red race.” Likewise,
black skin has various hues and cannot describe only
Africans as many cultures have dark to lighter hues of
color such as Maori, Fijians, Southeast Indians, Na-
tive Australians, and others. These color references are
only one aspect to understanding people. The biologi-
cal, genetic, and holistic cultural aspects must be con-
sidered for accurate usage. The Fijians in the Pacific
Islands belong to the Polynesian culture with dark skin
color, and they dislike being called “African blacks”

as they know they have different cultural history and
lifeways. Skin colors are, therefore, phenotypes and are
external appearances of people based largely on physi-
cal features. They are generally crude indicators of the
people for one must understand the culture of the peo-
ple and their lifeways. The concept of genotype, which
refers to genetic factors that help establish the biologi-
cal and genetic base of a race, also needs to be consid-
ered. Genetic features such as DNA are being actively
pursued today to predict many exact features about
people.

Kottak discusses the idea that people are often talk-
ing about social races rather than genetic or biological
races in public discourse.29 Social attitudes and per-
ceived differences often preclude prejudices, discrim-
ination, and labels of racism. Racism often denotes
subordination and the oppressive use of authority over
others such as minorities, refugees, women, and reli-
gious groups. The term “ethnic people of color” is still
used in nursing practice and literature. This phrase is
misleading and tends to be used by some “minority”
nurses. It is seldom used in transcultural nursing be-
cause of its ambiguity and impreciseness and because
it leads to misleading ideas and often negative views.
Unfortunately, racism and “racial profiling” can lead
to vicious labeling of people with unsupported accu-
sations and especially between “white” and “black”
groups worldwide. It also leads to overt violence, cul-
tural backlash, and often prolonged alienation and le-
gal suits between groups or individuals. In nursing,
“racist” discrimination practices exist and need to be
addressed to prevent harm to clients and to the persons
involved. Marked interpersonal tensions, isolation, vi-
olence, and other destructive behavior can occur where
racism prevails. All nurses and health professionals
need to address racism and discrimination problems
and to discover the sources, reasons, and various fac-
tors leading to or aggravating racism. Learning about
cultural differences in values, beliefs, patterns, and life-
ways and understanding the why of these differences
is crucial. In addition, one needs to seek information
about the roots of institutional racial beliefs, gender bi-
ases, disruptive behavior, and prolonged animosity be-
tween different cultures. Transcultual nurses prepared
through graduate programs can be very helpful in deal-
ing with these major concerns and problems worldwide
with other health personnel.
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Since the terms prejudice, discrimination, and
stereotyping are closely related, but often not used cor-
rectly, the following definitions have been developed
and used in transcultural nursing. Prejudice refers to
preconceived ideas, beliefs, or opinions about an indi-
vidual, group, or culture that limit a full and accurate
understanding of the individual, culture, gender, event,
or situation. Discrimination refers to overt or covert
ways of limiting opportunities, choices, or life experi-
ences of others based on feelings or on racial biases.
Stereotyping refers to classifying or placing people into
a narrow, fixed view with rigid, or inflexible, “boxlike”
characteristics. Stereotyping is often a “quick fix” to
classify people without understanding individual and
group cultural differences. So when nurses stereotype
clients, they usually fail to recognize the individual or
group cultural variations and cultural understandings.
Stereotyping is not sanctioned in transcultural nurs-
ing, and so the nurse must be mentored and guided
to prevent this practice. Limited knowledge and un-
derstanding of cultures usually leads to stereotyping,
discrimination, prejudices, racism, and biases with an
attitude set.

Cultural backlash is another phenomenon that is
important to understand in transcultural nursing. It
refers to negative feedback or unfavorable outcomes
after nurses have been working or consulting with cul-
tures (often overseas) for brief periods. The host coun-
try being served by a nurse(s) from another country
feels their efforts failed to help the people in mean-
ingful or beneficial ways. As a result, the host country
or agency expresses negative views and feelings to the
consultant, practitioner, or home agency. This phenom-
ena makes one aware of the importance of providing
help that fits the culture, thus avoiding a cultural back-
lash. As a consequence of such a backlash, nurses on
exchange visits or as consultants are not invited to re-
turn to the host culture. Cultural backlash usually oc-
curs with nurses who have not been prepared in tran-
scultural nursing, or it may occur because of political
reasons and conflicts that suddenly occur in the host
country.

Another related phenomenon that can occur in
serving other countries or cultures, I call cultural overi-
dentification. This refers to nurses who become too in-
volved, overly sympathetic, or too compassionate with
the people, situation, or a human condition. As a con-

sequence, the nurse is unable to be helpful to the culture
or individual, and nontherapeutic and inappropriate ac-
tions are evident. Sometimes, this occurs when nurses
have deeply sympathetic, biased, and emotional feel-
ings about a culture or situation such as with poverty
stricken, homeless, abused, oppressed, or battered in-
dividuals. The nurse’s beliefs, attitudes, and actions be-
come ineffective and often labeled by the host culture
as “too compassionate or too emotionally involved with
us.” The nurse needs to be aware of overidentification
tendencies in transcultural services.

The Five Basic Interactional Phenomena
Nurses working in transcultural contexts need to be
clear on five basic concepts, namely, culture encounter,
enculturation, acculturation, socialization, and assimi-
lation. These concepts come largely from anthropology
and are essential in transcultural nursing.

1. Culture encounter or contact refers to a situation
in which a person from one culture meets or briefly
interacts with a person from another culture. With
brief, casual encounters and exchange of ideas, one
rarely adopts the values, beliefs, and lifeways of a
cultural stranger. A nurse having brief encounters
with people from another culture or a client seldom
grasps and understands strangers and their cultural
lifeways. Nor does one then become an “expert” or
an authority about a culture. For example, nurses
giving tours, making brief visits, or having
encounters with people of different cultures seldom
become “transcultural experts” of the cultures. The
lack of in-depth knowledge or preparation prior to
the encounter is usually evident. There are,
however, nurses in the past and today who have
had such brief encounters such as giving tours or
traveling abroad without cultural background
knowledge. Some publish, give lectures, and
declare themselves as “cultural experts” of
designated cultures. This often leads to “cultural
backlash” and ethical problems when local cultures
discover their culture was not presented accurately
or understood following such brief encounters.
This remains a serious problem today in nursing.

2. Enculturation is a very important phenomenon to
understand in transcultural nursing. It refers to the
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process by which one learns to take on or live by a
particular culture with its specific values, beliefs,
and practices. One can speak of a child becoming
“enculturated” in learning how to become an
Italian, Anglo-American, Amish, or whatever the
parents or individual lives by or chooses. The child
becomes enculturated when he or she shows
acceptable behavior of the cultural values, beliefs,
and actions. Nurses are also enculturated within
the nursing profession by learning the norms (rules
of behavior), values, and other expectations of the
nursing culture. It is important that nursing
students become enculturated into nursing values,
norms, and lifeways to survive, function, and
become professional nurses. Nurses become
enculturated into local hospitals, community
agencies, and other health services to accept and
maintain practice expectations. Some clients may
become enculturated to a hospital, especially if
they stay in the institution over a long period of
time such as with chronic illnesses or disabilities.
However, not all children, clients, students, and
nurses become enculturated into fully accepting
the values, norms, and practices desired. One has
to assess if one is enculturated to another lifeway.

3. Acculturation is closely related to enculturation
but has some differences. Acculturation refers to
the process by which an individual or group from
Culture A learns how to take on many (but not all)
values, behaviors, norms, and lifeways of Culture
B. Acculturated individuals generally reflect that
they have taken on or adopted the lifeways and
values of another culture by their actions and other
expressions. It is, however, interesting that an
individual from Culture A may still retain and use
some traditional values and practices from the old
culture, but this does not interfere with taking on
new culture norms. With acculturation, one
generally becomes attracted to another culture for
various reasons and almost unintentionally learns
to take on the lifeways of the new culture in dress,
talk, and daily living. This person or family
becomes acculturated to the new culture. For
example, a Vietnamese family came as refugees to
the United States and initially retained their own
traditional values, but after 10 years had become
acculturated and took on Anglo-American

lifeways. It is interesting that many acculturated
Vietnamese families tend to retain their traditional
religious beliefs and kinship values and seldom
relinquish them for Anglo-American lifeways.
Economics, education, and technologies are more
readily accepted and taken on or adopted. Actually,
few cultures become fully or 100% acculturated to
another lifeway. Instead, cultures are selective in
what they choose to change and retain. When
many values and lifeways of a different culture are
evident, they are usually acculturated. It is
important that transcultural nurses assess
individuals or families to determine if they are
living by traditional or new cultural values for
quality care outcomes.

4. Socialization differs slightly from the above
concepts. It refers to the social process whereby an
individual or group from a particular culture
learns how to function within the larger society (or
country), that is to know how to interact
appropriately with others and how to survive,
work, and live in relative harmony within a
society. For example, when the Chinese and
Japanese people first came to the United States,
they were eager to learn how to become a citizen
of the United States. They learned about becoming
a United States citizen and how to buy goods,
interact, and communicate with Americans and
others in the American society. Other immigrants
in many countries who want to remain in the
society realize they need to be socialized into it.
They often refer to this as “taking on the new
ways” or “living in x society.” Socialization is
different from acculturation because the goal of
socialization is to learn how to adapt to and
function in a large society with its dominant
values, ethos, or national lifeways. It is not
necessarily becoming acculturated to a particular
local culture or another culture. It requires
becoming an acceptable member of the dominant
and larger society.

5. Assimilation refers to the way an individual or
group from one culture very selectively and usually
intentionally selects certain features of another
culture without necessarily taking on many or all
attributes of lifeways that would declare one to be
acculturated. It is fascinating to see how
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individuals and families select or choose what they
want or will accept of another culture. Assimilation
is different from becoming fully acculturated or
enculturated to another culture. With assimilation,
the individual generally may be attracted to certain
features, values, material goods or lifeways of a
culture, but does not adopt the total lifeways of
another culture. For example, a Navaho nurse
liked the specific way that Anglo-American nurses
fed newborn infants so she adopted these particular
attributes to feed Navaho children. The Navaho
nurse did not like the way Anglo-American nurses
handled the Navaho mother’s placenta and the
umbilical cord after delivery, and she did not
assimilate the total Anglo-American infant-care
practices. The Navaho nurse knew what was
acceptable and not acceptable to her people. This
Navaho nurse encouraged American nurses to use
the traditional Navaho infant cradleboard in
maternal care while caring for Navaho women for
several cultural reasons such as the infant feeling
more secure in the cradle and the use of the cradle
naturally fits in the mother’s hogan (home). The
Anglo-American nurse assimilated this practice
into her nursing and found it helpful, but she did
not adopt all the Navaho maternal-child traditional
care practices. The five above concepts are
important to understand to assess, interpret, and
work effectively with different cultures.

Culture Care: A Central
Construct with Related Concepts

It was in the early 1960s when I developed the con-
struct of culture care to be used as central to transcul-
tural nursing knowledge and practices. A construct has
many ideas embedded in it, whereas a concept has a
single idea. Culture care has been defined as the cog-
nitively learned and transmitted professional and in-
digenous folk values, beliefs, and patterned lifeways
that are used to assist, facilitate, or enable another
individual or group to maintain their well-being or
health or to improve a human condition or lifeway.30

This construct is central to transcultural nursing and
to the theory of culture care, which is discussed in
the theory chapter with examples and uses in other
chapters.

Culture care is focused on discovering and learning
about the meanings, patterns, and uses of care within
cultures. Identifying patterns of care and their uses pro-
vides data that are beneficial to clients. Culture and care
are tightly linked together and interdependent. Both are
needed to know and help people of specific or several
cultures. From studying culture care has come sub-
types such as protective care from several cultures. For
example, American Gypsies value and use protective
care for their daily survival to remain well and pre-
vent illness. To this culture protective care refers to be-
ing very watchful of strangers or outsiders who could
harm or be noncaring to Gypsies. It is the Gypsy males
who are active in maintaining protective care. Comfort
care is another major idea discovered in some cultures
that is essential for healing and well-being. Many addi-
tional new discoveries have been made, such as touch-
ing care, reassurance care, filial care, and others, such
as culture-specific holistic constructs. These constructs
have many embedded ideas that can guide nursing de-
cisions and serve as a new way to practice nursing.31,32

(For further use of culture-specific care constructs, see
Chapter 3 and the 1991 Theory book).

The idea of culture-specific care/caring comes
from culture care but refers to very specific or particu-
lar ways to have care fit client’s needs. I coined this term
in the mid 1960s to help nurses focus on and provide
care that fits the client’s specific cultural needs and life-
ways. To be culturally helpful to clients, care needed
to be tailor-made and used in specific ways so that
the client could experience benefits in meaningful and
therapeutic ways, such as protective care being used
and maintained with Gypsies or touching care with
many Anglo-American children. Care could be almost
as specific as a pill to cultures if fully known, valued,
and applied to human beings in nursing care practices.

The construct of generalized culture care was also
coined and developed at the same time as culture-
specific care. It refers to commonly shared professional
nursing care techniques, principles, and practices that
are beneficial to several clients as a general and es-
sential human care need. Generalized culture care can
be used in several cultures, such as the construct of
respectful care discovered in several cultures. General-
ized care tends to be valued by many cultures as a more
common or even a universal care need. The nurse con-
siders both culture specific and generalized culture care
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in practicing nursing. The nursing goal is to provide
culturally congruent nursing care, which is defined as
those assistive, supportive, facilitative or enabling acts
or decisions that include culture care values, beliefs,
and lifeways to provide meaningful, beneficial and sat-
isfying care for the health and well-being of people, or
for those facing death or disabilities. Culturally con-
gruent care remains the central focus and goal of the
theory of culture care and a desired outcome of trans-
cultural nursing practices.

Cultural care conflict is another essential construct
to understand, which occurs when nurses work with
mainly unknown cultures. Culture care conflict refers
to signs of distress, concern, and nonhelpful nursing
care practices that fail to meet a client’s cultural expec-
tations, beliefs, values, and lifeways. It is also closely
related to culture care clashes except that with culture
care clashes obvious and known situations arise that
are tense and cause overt problems. Both client and
nurse are usually fully aware of culture care clashes,
but may be less so with culture care conflicts. In both
situations, the client is usually uncooperative, emo-
tionally upset, and dissatisfied with the care offered.
Cultural clashes can be frequently observed in clini-
cal and community settings between staff and clients
from diverse cultures.33 For example, a Korean client
refused nursing care and became resistant, angry, and
uncooperative because the nurse was taking his blood,
which was strongly against his beliefs. It meant los-
ing his distinct identity when the blood was taken. The
client was very upset because the nurse did not under-
stand the Korean’s culture. Another example is a Viet-
namese mother whose values clashed with the nurse’s
cultural etic professional values regarding the mother
instantly breast-feeding her newborn. The mother re-
fused to breast-feed as she held there was insufficient
time for her “real and natural breast milk” to come into
the breast. The mother knew she could not nurse the
baby on “false milk.” Some clients remain silent and use
a “conspiracy of silence” to show their dislike for nurs-
ing or medical care when it clashes with their cultural
values and beliefs. To prevent such potential cultural
clashes, the nurse needs to know the culture and the
mother’s reasons for being noncompliant, tense, and
resistive.

Still another example of both cultural clashes and
conflicts occurred when the Arab-Muslim mother was

told by the nurse in a large children’s hospital that she
could not remain with her child at night. The Arab
mother’s response clashed with the nurse when she
said, “I must stay with my child while in the hospi-
tal.” The nurse refused the mother’s stay so the Arab-
Muslim mother took her child home and did not return.
In this incident, the child was acutely ill, but it was the
Arab-Muslim mother’s cultural responsibility and obli-
gation to remain with her child day and night while in
the hospital. The Arab mother clashed with the nurse
and found her cultural values were much in conflict
with nursing and hospital rules. Culture care holding
knowledge about the Arab mother was essential but
lacking with the hospital staff.

Two closely related but different concepts to un-
derstand are cultural exports and cultural imports. Cul-
tural exports refers to the sending of ideas, techniques,
material goods, or symbolic referents to another cul-
ture with the intention they will be valued and used
to improve lifeways or to advance practices. Likewise,
cultural imports refers to taking in or receiving ideas,
techniques, material goods, or other items with the po-
sition they can be useful or helpful in this culture. These
two concepts are found in transcultural and in other ar-
eas of nursing as nurses are exporting and importing
many ideas between cultures today such as nursing
ideas, clinical-practice modes, curricula, equipment,
books and journals, and other items and ideas. Some-
times these exports and imports are useful, but some-
times less useful as they fail to fit the values, beliefs, or
care practices of the culture and become troublesome or
dysfunctional to the people. Far more thought is needed
about what is exported and imported between nursing
cultures for beneficial or desired uses and to prevent
unethical practices.

Culture time is another major transcultural nursing
concept to understand. It refers to the dominant orienta-
tion of an individual or group to different past, present,
and the future periods that guides one’s thinking and
actions. Cultures generally have their own concept and
meaning of time that tends to differ among cultures
and often with the time orientation of health profes-
sionals. For example, Anglo-Americans, British, and
Australians tend to focus on the immediate and exact
present or future times; whereas, Africans, Hispanics,
Latin Americans, and Southeast Asians tend to focus
more on past and an extended present time so that
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noon may mean from 11 a.m. to 1 or 2 p.m. In the
United States, African-Americans talk about “BCT”
(black colored time). This means it is their own culture
time, which is usually later than Anglo-American’s pre-
cise clock time. This means African-Americans may
be late for appointments and will gauge their activities
within their time orientation and not the professional
nurses’ time. Since Anglo-Americans tend to live and
function by nearly precise clock time for appointments
made and kept, cultural conflict and stresses occur with
those two cultures that fail to conform to clock time.
Nurses, physicians, and others become quite annoyed
with clients who are late or cancel appointments at the
last minute. Vietnamese, Chinese, and Koreans espe-
cially value past traditional time periods when they talk
to health professionals. However, as these cultures and
other become acculturated, they soon learn how impor-
tant Anglo-American and other Western-oriented time
is to function, make money, and other gains. Business
and employment agencies, as well as professionals, ex-
pect precise clock time to be maintained. Precise West-
ern time functioning is associated with money gains (or
losses), high productivity, product gains or outputs, and
keeping products and people moving through systems.
Hence, clients of a different time concept often become
annoyed, frustrated, and upset with precise Western
time expectations. It is one of the common sources of
great tension and conflicts between nurse and client.

There is another kind of time, called social time, in
several cultures. Social time refers to time for leisurely
interactions and activities in which exact time is of less
importance. Cyclic time may be used to refer to when
certain activities occur each day, night, month, or dur-
ing the year, and cultures regulate their activities as
a cyclic rhythm of life. For example, the Gadsups of
New Guinea live by cyclic times as they regulate their
daily and nightly activities by cycles of doing and liv-
ing. Most villagers have had no watches or clocks, and
so they regulate their concept of time by garden ac-
tivities, picking coffee, eating, and hunting, which are
all regulated by the sun, day-night activities, and se-
quential rhythm of community activities. Transcultural
nurses and other nurses need to learn about different
time orientations to function with different cultures, or
if studying them. Health personnel need to understand
culture time and try to accommodate such time differ-
ences to reduce anger, frustration, and noncompliant

responses. Being aware of culture time orientations
facilitates establishing and maintaining favorable and
trusting relationships with individuals, families, and
others of different cultures.

Cultural space is an important concept to under-
stand in transcultural nursing. It refers to the variation
of cultures in the use of body, visual, territorial, and
interpersonal distance to others. An awareness of how
cultures use space and expect others to recognize their
territory is essential to prevent conflict, feuds, and vi-
olence. To violate the use of another’s space can lead
to interpersonal stress, anger, and a host of problems.
Hall, an anthropologist, found that in Western cultures
there were three primary space dimensions, namely,
1) the intimate zone—zero to eighteen inches; 2) the
personal zone—eighteen inches to three feet; and
3) the social or public zone—three to six feet.34 The
use of personal space was also studied by Watson, who
found that Canadians, Americans, and British require
the most personal space, whereas, Japanese, Arab-
Muslims, Latin Americans, and Africans use less per-
sonal space.35 Africans seemed to tolerate crowding
in public spaces, but Japanese like more open living
spaces. Germans and Scandinavians like lots of per-
sonal and environmental space.36 Other ideas about
time and personal and public space are relevant to un-
derstanding and interacting with cultures in providing
therapuetic care.

Body touching between and among cultures varies
and is often gender and culture related. Arab, South
Vietnamese, and Papua New Guinea men touch each
other in public places more frequently than women.
Non-Western, traditionally oriented women seldom
touch men in public places, but are usually comfortable
to touch appropriately and selectively social friends,
relatives, and familiars in their homes and nonpublic
settings. Westerners often touch friends and relatives
in their own ways when they meet them. In some cul-
tures gender touching may not be acceptable and may
be viewed as homosexual behavior. However, in sev-
eral non-Western cultures such as Indonesia, Africa,
and New Guinea touching and holding hands is usu-
ally not interpreted or viewed as homosexual behavior.
Age grade companionship with touching is found ac-
ceptable in Africa and other cultures. There is much
to be learned about cultural space and personal and
public touching in different cultures and as it relates to
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transcultural nursing. Body touching as human caring
is largely culturally defined and valued as important
modes of communication and human expression and
for healing and well-being.37 The therapeutic value
of touching as healing is known and used by nurses,
but few nurses know about cultures and specific out-
comes that go beyond American and Western nursing
views.

Cultural context refers to the totality of shared
meanings and life experiences in particular social, cul-
tural, and physical environments that influence atti-
tudes, thinking, and patterns of living. Cultural con-
text was first discussed in nursing by the author in a
1970 publication as an important concept for nurses to
understand.38 Today, understanding the meanings and
responses associated with cultural context is extremely
important. Cultural context that includes the cultural
values, social structure, and environmental factors pro-
vides a holistic and totality view of the client within
an environmental setting. It is the cultural context that
gives meaning to understand situations and clients and
as a powerful guide for nursing actions or decisions.

The concepts of high and low cultural contexts are
essential in transcultural nursing. High cultural context
refers to people being deeply involved, knowing each
other and the situation, and sharing and respecting
values and beliefs almost instantly. In contrast, low
context culture refers to people having less commonly
shared meanings of life experiences or values, making
it difficult to quickly understand strangers. With low
context there is a tendency to change or allow meanings
and situations to be altered and to be explicitly stated.
Hall, an anthropologist, introduced the idea of high
and low cultural context.39 In 1991 Wenger used these
concepts with the Old Order Amish. She discovered
the meanings and practices of high and low context
meanings with the theory of Culture Care that gave
valuable insights about the people.40 Nurses need to
understand high or low contexts in nursing for commu-
nication and to discover theory factors as shown in the
Sunrise Model, such as environment, cultural values,
family, education, worldview, politics, and other
holistic factors. Nurses focusing primarily on diseases,
physical symptoms, or individual behavior will miss
valuable information about cultural context and totality
data.

Cultural care therapy refers to qualified, trans-
cultural nurses who offer assistive, supportive, and
facilitative healing reflections and practices to indi-
viduals who have experienced cultural pain, hurts, in-
sults, offenses, and other related concerns. The need
for cultural care therapy has become important be-
cause of our intense and changing transcultural world.
Clients, nursing students, practitioners, and families
often need transcultural nurses who understand these
needs and help clients regain their cultural well-being
or health. The transcultural care therapist is a certified
graduate (master and doctoral) professional nurse who
is well prepared in transcultural nursing to help cultural
clients. The therapist uses a holistic approach to assess
and reflect with the client on the client’s worldview, so-
cial structure, gender, employment, lifestyle patterns,
and related factors influencing or causing cultural hurts,
insults, or other concerns. Active participation of the
client is important to achieve beneficial healing out-
comes. Transcultural care therapy is a relatively new
specialty that is growing in need and importance. It is
not the same as psychiatric or mental health nursing
as the knowledge and action base is holistic (beyond
mind-body) and uses in-depth culture care knowledge
and practices.

In this section, several important constructs and
concepts have been presented as essential and relevant
to transcultural nursing. In the past several decades a
wealth of new and valuable culture care knowledge
has been discovered such as comfort care, nurturant
care, continuity care, and respectful care from specific
cultures.41 The reader is encourage to study these care
constructs in this book and in other publications to ap-
preciate the richness of culture care, which had not been
discovered until transcultural nurse researchers and the
field came into reality.42,43

Generic (Lay and Folk) and
Professional Care/Caring

In developing the transcultural nursing field two very
important ideas were developed to identify different
kinds of care, namely, generic care and professional
nursing care, which were based largely on emic and
etic care discoveries. These terms are crucial to help
nurses realize care with different sources, meanings,
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Table 2.1 Cultural Informants' Views of Comparative Generic and Professional Care/Cure

Generic (Emic) Care/Cure Professional (Etic) Care/Cure

• Humanistically oriented • Scientifically oriented
• People based with practical and familiar referents • Clients to be acted on with unfamiliar techniques and

strangers
• Holistic and integrated approach with focus on social

relationship, language, and lifeways
• Fragmented and nonintegrated services with focusing on

physical body and mind
• Focus is largely on caring • Focus is largely on curing, diagnosis, and treatments
• Largely nontechnological using folk remedies and

personal relationships
• Largely technological with many diagnostic tests and

scientific treatments
• Focuses on prevention of illnesses, disability, &

maintaining lifeways
• Focuses on treating diseases, disabilities, and pathologies

• Uses high-context communication modes • Uses low-context communication modes
• Relies on traditional and familiar folk caring and healing • Relies on biophysical and emotional factors to be assessed

and treated

and expressions to be used in people care. Generic
care (caring) refers to culturally learned and transmit-
ted lay, indigenous (traditional), and largely emic folk
knowledge and skills used by cultures. In contrast, pro-
fessional (nursing) care (caring) refers to formally and
cognitively learned etic knowledge and practice skills
that have been taught and used by faculty and clinical
services to provide professional care. Generic care is
derived originally and still today from emic or within
the culture. Professional care is derived etically from
largely outside specific cultures from professional and
institutional sources. Both have been identified to pro-
vide assistive, supportive, and facilitative care for the
health and well-being of people or to help people face
death or disabilities.44,45 During the past five decades,
these two kinds of care have been studied by transcul-
tural nurse researchers worldwide to discover new in-
sights about human care of diverse cultures. The terms
were coined and developed by the author to discover if
differences and similarities exist among and between
cultures from the viewpoint of the cultures—emic (in-
sider’s view) and etic (outsider’s view). Generic or in-
digenous emic care had not been studied in-depth or
used in nursing until transcultural nurses introduced
the ideas in the 1960s. Professional nursing ideas and
skills were mainly used but not generic care knowl-
edge and practices. Accordingly, I predicted that such

differences in care could lead to different outcomes
in quality of care rendered. With a focus on compar-
ative generic (folk) and professional care, a wealth
of new knowledge has been forthcoming with ma-
jor contrasts with the two kinds of care. Table 2.1
presents some major differences between generic
(emic) folk and professional (etic) data from cultural
informants. These differences and many others pre-
sented in this book and in Chapter 5 are findings
that merit urgent consideration by nurse professionals
to provide culturally congruent, safe, and responsible
care. Both generic (emic) and professional (etic) care
need to be explicitly taught, further researched, and
brought into care practices for the therapeutic healing
and satisfying care of clients of diverse and similar
cultures.

Transcultural Nursing Care
Principles and Study Examples

In this next section some essential transcultural nurs-
ing principles are presented and followed with cul-
tural study examples. It is important to remember that
principles serve as reflective guides for transcultural
nurses’ thinking, decisions, and actions. These princi-
ples of transcultural nursing have become the “holding
knowledge” to guide students, faculty, practictioners,
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administrators, and consultants in their thinking and
deliberations with people of different cultures. So in
studying each principle, think about the meanings and
relevance as one cares for or about human beings who
may be like or different from you or others and need
to be respected and understood. It is these important
principles that serve as a sound basis for guiding one
toward beneficial nursing care practices or interactions.
The following transcultural nursing care principles are
guides to reflective thinking and lead to culturally con-
gruent care.46–49

1. Human caring with a transcultural care focus is
essential for the health, healing, and well-being of
individuals, families, groups, and institutions.

2. Every culture has specific beliefs, values, and
patterns of caring and healing that need to be
discovered, understood, and used in the care of
people of diverse or similar cultures.

3. Transcultural nursing knowledge and
competencies are imperative to provide
meaningful, congruent, safe, and beneficial health
care practices.

4. It is a human right that cultures have their cultural
care values, beliefs, and practices respected and
thoughtfully incorporated into nursing and health
services.

5. Culturally based care and health beliefs and
health practices vary in Western and non-Western
cultures and can change over time.

6. Comparative cultural care experiences, meanings,
values, and patterns of culture care are
fundamental sources of transcultural nursing
knowledge to guide nursing decisions.

7. Generic (emic, folk, lay) and professional (etic)
care knowledge and practices often have different
knowledge and experience bases that need to be
assessed and understood before using the
information in client care.

8. Holistic and comprehensive knowledge in
transcultural nursing necessitates understanding
emic and etic perspectives related to worldview,
language, ethnohistory, kinship, religion
(spirituality), technologies, economic and
political factors, and specific cultural values,
beliefs, and practices bearing upon care, illness,
and well-being.

9. Different modes of learning, living, and
transmitting culture care and health through the
lifecycle are major foci of transcultural nursing
education, research, and practice.

10. Transcultural nursing necessitates an
understanding of one’s self, one’s culture, and
one’s ways of entering a different culture and
helping others.

11. Transcultural nursing theory, research, and
practice is interested in both universals (or
commonalities) and differences to generate new
knowledge and to provide beneficial humanistic
and scientific care practices.

12. Transcultural nursing actions or decisions are
based largely on research care and health
knowledge derived from in-depth study of
cultures and the use of this knowledge in
professional caring.

13. It is the culture care lifecycle patterns, values, and
practices of cultures that are valuable means to
help sustain or maintain the health and well-being
of people, or deal with other human conditions.

14. Transcultural nursing necessitates coparticipation
of client and nurse for effective transcultural
decisions, practices and outcomes.

15. Transcultural nursing uses culture care theories to
generate new knowledge and then to disseminate,
use, and evaluate outcomes in practice.

16. Observations, participation, and reflection are
essential modalities to discover and respond to
clients of diverse and similar cultures with their
care needs and expectations.

17. Verbal and nonverbal language with its meanings
and symbols are important to know, understand,
and arrive at culturally congruent and therapeutic
care outcomes.

18. Transcultural nurses respect human rights and are
alert to unethical practices, cultural taboos, and
illegal cultural actions or decisions.

19. Understanding the cultural context of the client is
essential to assess and respond appropriately to
clients and their holistic health care needs and
concerns.

20. Culture-care therapy may be needed for people
who have been deeply hurt, insulted, or
dehumanized because of cultural ignorance and
noncaring modes.
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Clinical Study Examples
in Transcultural Nursing

In this section some reality nursing incidents between
nurses and clients, or between nurses and other health
personnel, are presented to gain fresh insights and re-
flect on the nature of transcultural nursing. You are
also asked to consider specific concepts, constructs,
and principles that have already been presented as sit-
uations and questions cited. These examples have been
taken from real-life experiences, observations, stories,
and recorded events in different cultures. As you read
these transcultural study situations, you are asked to
reflect on the following questions:

1. What do you think is occurring in this situation?
2. What transcultural nursing concepts, principles,

and research findings would help the nurse respond
to this incident in a culturally sensitive,
responsible, and competent way?

3. What signs are evident that the nurse(s) and other
health personnel failed to respond appropriately to
this transcultural situation?

4. What would explain this situation from a
transcultural nursing perspective?

5. What did you learn from these study examples that
helped you value and understand transcultural
nursing?

Clinical Example: Vietnamese Child
A Vietnamese child was hit by a car on the street and
was brought to a general hospital emergency room. Six
family members rushed into the emergency unit and
hovered over the child’s head. The Vietnamese elders
quickly rushed to their child and placed a white cloth
on his head. The family members cried loudly and were
very upset. The emergency room nurses and physi-
cian were stunned with the extended family’s behavior.
They were baffled why so many family members came
and why they persisted to be with the child and covering
the child’s head immediately. Unfortunately, the child
died and the family members grieved very loudly and
kept their hands on the child. The nurses and physician
felt helpless and uncomfortable with the whole situ-
ation. Later a transcultural nurse specialist discussed
the Vietnamese culture and the parents’ behavior with

the staff. Two major ideas were emphasized: 1) The
extended family were expected to be present as an
obligation and to cover the child’s head with a white
cloth because this is an important cultural belief and
act. Covering the head is a sacred symbol and act with
Vietnamese. 2) The white cloth was used to protect
the spirits in the child’s head, which are powerful and
sacred forces affecting the child’s and his well-being.
Other cultural factors were discussed showing the need
for “holding knowledge” to respond appropriately and
to anticipate care to the Vietnamese child. How could
this situation have been handled in a culturally congru-
ent nursing way?

Clinical Example: African-American
Woman
An African-American woman from a southern United
States rural area was wearing a cord with knots around
her abdomen when admitted for the delivery of her
child. The delivery nurse said, “You need to remove
this string as it is dirty and unnecessary.” The nurse
removed the cord without the client’s consent and was
putting it in a garbage container. The client, however,
grabbed the cord and put it back on her abdomen saying,
“I need this (cord) to have a safe delivery.” After the
mother was given the anesthesia, the nurse removed
the knotted cord and destroyed it. Unfortunately, the
infant died during the delivery, and the grieved woman
attributed the death of her child to the fact that the
nurse “took her cord and killed the child.” When the
woman left the hospital she was very upset and kept
saying, “You killed my baby and destroyed my cord—
I lost them both.” The nursing staff did not understand
why this dirty cord with knots was so important to this
African woman. Staff cultural ignorance and hurtful
actions were evident. How would a transcultural nurse
have handled this situation to meet the mother’s cultural
and health needs?

Clinical Example: Chinese Man
A recent Chinese immigrant had major bladder surgery.
He was told by the nursing staff to “force fluids.” The
client did not understand the “forced fluid” order. He
refused to drink the glasses of cold water from the big
pitcher left on his bedside table. Each time the nursing
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staff entered the client’s room, they reminded him that
he needed to force fluids and drink many glasses of
water. They threatened that his physician would order
intravenous fluids if he did not drink more water. He
still refused to drink the cold water on his bedside.
The staff said he was “uncooperative,” “strange,” and
a “noncompliant” client. When the client’s daughter
came to see him she told the nursing staff that he would
drink hot herbal tea but not cold water. Finally, the
nurses gave him the hot tea and he drank several cups.
The nurses did not understand why the hot tea was
culturally acceptable and why he had refused to drink
tap water. A transcultural nurse came to explain the
clinical “hot and cold” theory of the Chinese and its
importance in nursing care. What other cultural factors
and principles in this nursing situation were evident
that needed to be addressed?

Clinical Example: Navaho Mother
A Navaho mother gave birth to a baby girl in a large
urban hospital. The nurses assisting with the delivery
put the placenta and umbilical cord in a delivery pan
and had the nursing assistant dispose of it. When the
Navaho mother got ready to leave the hospital she asked
for the placenta and umbilical cord. She learned that the
nursing staff had destroyed it. The Navaho mother and
her family were very upset and were shocked that the
nursing staff did not understand the significance of the
umbilical cord and that it should have been saved for
the mother. To the nurses this woman’s request was a
very strange one as, “No other patients would want a
bloody placenta and cord to take home, and no one had
ever requested the placenta to take home.” The Navaho
mother and her kinsmen cried as they left the hospital
and said, “We have no hope for our child. We must not
return again to this hospital.” What happened here and
what concepts and principles were violated by nurses?

Clinical Example: Chinese, Italian,
and Philippine Clients
An evening nurse was caring for traditionally oriented
Chinese, Italian, and Philippine clients who had surgery
that day. She observed that the Italian client frequently
requested pain medication, which she gave to him.
The Philippine and Chinese clients remained silent and
asked for no pain medications. The nurse asked these

clients if they were having pain and wanted the medi-
cation that the physician had ordered “per the request
of the patient.” The Chinese client, who had had ma-
jor surgery, firmly refused the medication. The nurse
“knew he had pain” and again offered him some pain
medication. The Chinese client again refused pain med-
ication and became angry saying, “I don’t need any-
thing.” The nurse acknowledged his wishes. When the
physician came, he noticed the client had received no
pain medications. He ordered that these clients have
a pain medication immediately. The Chinese and
Philippine clients again firmly refused the physician’s
order. The latter said, “I don’t take pain medicines as
I know how to handle pain.” The physician told the
nurse to give a small dose to the client despite the
client’s protest, which she did. Interestingly, the Italian
client who frequently called for pain medication never
seemed relieved of pain. The Philippine client did not
ask the nurse for pain medication, but he said to the
nurse, “It is Bahala na (God’s will) and I can bear
the pain Jesus gives me.” The nurse talked to the
Philippine client and said, “I hear you, but God wants
you to have some medication to ease your pain.” The
Philippine client finally but reluctantly accepted the
nurse’s expectation because nurses are “professionals
with authority.” The nurses did not understand why
there were so many pain differences with the Italian,
Philippine, and Chinese clients. Later, they learned that
“God’s will” and stoicism were some cultural values
that guided the Philippine and Chinese clients’ be-
liefs and decisions. The Italian client who cried for
pain medication got medication immediately from the
nurses. Cultural variabilities among the clients of dif-
ferent cultures were baffling to nurses on this critical
care unit. None of the nurses had preparation in trans-
cultural nursing and failed to provide culturally based
care. What ethical and care principles were violated?
Why did the physicians’ pain orders not work with
these cultures?

Clinical Example: Mexican-American
Woman
A Mexican-American client had an appointment at
2:00 p.m. with a nurse and a physician for a “big lump
in her abdomen and complaints of pain.” At 2:00 p.m.,
the client did not appear at the office. The nurse and
physician were upset and said, “If she comes, she will
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have to make another appointment as we cannot see her
later or whenever she arrives.” At 4:00 p.m., the client
came to the office and was told, “You missed your ap-
pointment. We cannot take you and you will need to
make another appointment.” The client was upset as
she attempted to explain that she could not find a rel-
ative to care for her three small children and she had
to wait for someone to bring her to the clinic. She told
how their car did not run well and was out of gas and
that she had also lost the clinic address. These expla-
nations did not seem to help the staff and she had to
make another appointment. The client became upset
and said, “I am in great pain and I hope I will still
be alive if I return next time. I knew I should have
gone to our local healer—they understand me.” The
physician appeared and gave the client a lecture say-
ing. “Time is money for us, and you need to be on time.”
This Mexican-American client went home very upset
and crying. She never returned to the clinic. What hap-
pened to this client and her concerns and needs? How
might you have handled this situation using transcul-
tural nursing principles and concepts?

Clinical Example: Fijian Man
A client from the Fiji Islands was admitted to an Ameri-
can hospital in Hawaii for diagnostic testing and a CAT
scan. This Fijian man had never been in a large mod-
ern hospital nor in Hawaii. He was apprehensive about
the many new things he and his family saw as they
entered the city and the large public hospital. Never-
theless, he was urged to get the tests and CAT scan
done quickly because of a possible brain tumor. As
his extended family members remained in the waiting
room, the client went into a room for tests without any
family members with him. The family members in the
waiting room were very anxious and requested to be
with him. A hospital nurse told the family members,
“It is against hospital rules for you to be with the client
when the tests are given. We cannot change the rules for
you.” They were told to read the magazines on the table
in the reception room. They were too anxious to read,
and they also found the magazines were in English and
not their language.

In the meantime, this client entered a room to
have a CAT scan with two technologists and a nurse.
They explained the machine to the client in scientific
terms pointing to parts of the huge machine. However,

the client was obviously anxious and his English was
inadequate to share his feelings. He said, “It looks too
big for me.” He was told that the staff would put him
inside the CAT scan and close the lid. Then they told
him that they would “take slicing pictures or sections
of different parts of your brain. The machine does ev-
erything. Just remain quiet and cooperate.” The client
was placed in the chamber, but he was terrified. He re-
mained stoic and tried to show that he was a brave man
with a fighting spirit, but inside he believed the ma-
chine would kill him. He envisioned that they would
“slice” his brain and that it was a “death machine.” Af-
ter a few minutes, he called for his family members,
but they were gone. The nurse kept saying to him, “It
will take only a few more minutes, and you will be fin-
ished.” The words did not satisfy him and he interpreted
this to mean that he would soon be killed. He insisted
on getting out of the machine. The “CAT scan” made
him very worried, and it frightened him for a “cat” to
have such power as it was a negative symbol in his
culture. The whole experience was terrifying for him.
He and the family left the hospital. He went back to
Fiji and returned to his folk healers. Interestingly, he
was apparently healed later by the local folk healers in
his familiar environment and with his family present.
He often tells others about his experience of going to
a “strange country, a strange big city, and being with
strange people who almost killed me.” This is another
example to show that transcultural understanding was
urgently needed and especially with using a power-
ful and large high-tech machine. How would you have
handled this situation?

Clinical Example: Arab Muslim Man
An Anglo-American senior baccalaureate nursing stu-
dent was assigned to care for an acutely ill, dying client
who had recently come from the Middle East. Unfor-
tunately, the student had no courses or preparation in
transcultural nursing, but was told by the head nurse to
“care for a newly admitted client who spoke another
language.” When the student entered the client’s room,
she found eight people around the male client’s bed.
She asked all of the visitors to leave the room as she
was to give “morning care to him.” The visitors refused
to leave the room and continued to talk to the client. The
nursing student returned to the head nurse expressing
her frustration as not being able to “get those visitors
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who speak a strange language to leave the room.” The
head nurse told her to return to the room and “to be
firm.” However, this time when she came into the room,
the visitors had moved the bed so it faced an east win-
dow. The visitors, whom she realized later were close
relatives, were praying loudly and calling for “Allah.”
The student became more upset and felt it was impos-
sible to care for the client. She firmly told the relatives
that, “This bed has to be returned to its proper place
as it is a hospital regulation.” One relative who spoke
some English said, “It must be in this place to pray to
Allah.” The nursing student did not know who Allah
was and tried to clarify this with the male relative, but
she thought the explanation was strange. The student
then returned to the head nurse and emphatically re-
fused to give any care. She said, “It is impossible to
give (him) care.” Later in the day, the student learned
that the client had died and that he was an Arab Muslim.
This incident baffled her because the situation was so
bizarre and the client with all the family was so different
from Anglo-American clients she had cared for in the
past. She felt so incompetent and unsuccessful in her
nursing care. The “why” of the Arab Muslim behavior
was never understood by the nurses and other Anglo-
American health personnel. Later, when this critical in-
cident was discussed in a transcultural nursing course,
the student was so surprised about what had occurred
with her and how she should have handled the situation.
She said, “I did not understand this client and his cul-
ture.” And to the faculty she said, “Why was I cheated
in my nursing program without knowledge of these
different cultures we are expected to care for in nurs-
ing?” The faculty explained they never had transcul-
tural nursing and never thought students would need it
today. This clinical incident makes students very eager
to enroll in courses in transcultural nursing and to learn
a new body of knowledge. Later this student became a
transcultural nurse expert through graduate study, and
nursing had some totally new meanings and goals for
her.

Policy and Standard Statements
to Guide Transcultural
Nursing Practices

With the development of transcultural nursing as an im-
portant and legitimate professional discipline has come

the need for policy statements and standards to guide
transcultural nursing practices. Such statements serve
several important functions.50

1. Serving as an explicit guide with standards to
provide and evaluate quality-based transcultural
nursing by educators, practitioners, consultants,
and researchers

2. Providing some commonly shared policy and
standard statements to maintain culture care
competencies and beneficial transcultural nursing
practices

3. Serving to provide standards to guide transcultural
nursing decisions, actions, and practices

4. Providing some explicit philosophical position of
values, beliefs, and standards held by transcultural
nursing experts

5. Providing a policy document for use by public
officials such as legislators, the public, and others
interested in knowing and understanding
transcultural nursing in relation to consumer care
services.

Policy statements are directive guides for action
and decision making to maintain, protect, and en-
sure quality-based consumer services. Webster’s gen-
eral definition is that policy refers to “a method of ac-
tion selected to guide or determine present and future
decisions.”51 Standards are criteria to guide policies.
Transcultural nurses know that while cultures are rela-
tively stable over time still they can change. Nonethe-
less, it is important to find some general guidelines to
initiate and maintain standards and policies for safe,
meaningful, and effective care practices. The state-
ments offered here are some commonly shared and de-
sired guides to generally support the common good or
welfare of clients from diverse and similar cultures, as
well as subcultures worldwide. They are offered to help
nurses reflect on and arrive at culturally congruent and
appropriate decisions and actions in the best interest
and safety of human beings.

The following policy statements with implicit stan-
dards have been formulated from Leininger’s exten-
sive study and leadership work in transcultural nurs-
ing with many diverse cultures over the past 45 years
and from other transcultural nursing experts with gen-
eral endorsement by the Trustees of the Transcultural
Nursing Society.52 In addition, many participants in our
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preconference seminars at the annual meetings of the
Transcultural Nursing Society have contributed to and
shared their viewpoints as standards to uphold transcul-
tural nursing practices.53 These policies and standards
support the philosophical and epistemics of transcul-
tural nursing along with established concepts, princi-
ples, ethical considerations, and research theory–based
knowledge and practices. It is important that the reader
consider these policies as directive guides to establish,
improve, maintain, protect, and evaluate practices re-
lated to culturally congruent, meaningful, and benefi-
cial care of people of diverse or similar cultures. They
have been formulated by the author with input from the
Trustee document.54

1. Consumers of health care have a right to have
their culture-care values, norms, and practices
respected, understood, and used by nurses and
other health care providers.

2. Immigrants, refugees, oppressed individuals and
groups, the poor, the homeless, the vulnerable
groups, “minorities” (under-represented groups),
and subcultures have a right to have their cultural
and general health care needs understood and
responded to in ways that are meaningful,
helpful, and congruent with their beliefs, values,
and past-present life considerations.

3. Transcultural nursing needs to be grounded in
emic (culture-centered) and etic (professional)
humanistic and scientific research and
theory-based knowledge to ensure culturally
competent, congruent, safe and responsible care
to cultures.

4. Transcultural philosophy and epistemic findings
hold that care, health, illness, and dying are
embedded in culture-care values, beliefs, and
normative lifeways of cultures and subcultures,
which are essential to know and explicitly used to
guide transcultural nursing decisions and actions
for beneficial outcomes.

5. Transcultural care diversities (differences) and
universalities (commonalties) exist within and
among cultures and necessitate that nurses
discover their meanings and uses for culturally
based care to guide nurses’ decisions with clients
and in different institutions, or in different
contexts.

6. Effective and beneficial policies for consumers of
diverse or similar cultures necessitates that policy
makers are aware of their prejudices, biases,
racial stance, and ethnocentric tendencies in
providing respected and ethically sound policies
and practices.

7. Transcultural nursing policies and standards
require comprehensive knowledge of cultural
consumers to prevent narrow and partial
perspectives of culturally based people care.

8. Since transcultural care is culturally constituted
and rooted in the peoples’ generic (emic or, local,
folk, indigenous, or insiders’) knowledge and
appropriate professional (etic) knowledge, it is
imperative that effectively cultural policies reflect
research-based data to attain culturally congruent
care practices.

9. Ethical and moral transcultural knowledge, as
well as human right principles, must be
incorporated or given full consideration for
culturally based health care policies.

10. Transcultural health care policies need to be
supported by theoretical and research-based
knowledge to sustain sound policy decisions and
actions, especially for consultation practices.

11. Transcultural health care policies and standards
need to consider the community and institutional
context in which policies are used and evaluated
over time.

12. The users of transcultural health and nursing care
policies must be considered in light of those who
are knowledgeable and skilled to use them with
cultures.

13. National, regional, and local community
hospitals, clinics, or other types of health care
organizations should be grounded in transcultural
or relevant anthropological insights to ensure
sensitive, appropriate, effective, and culturally
congruent health care practices.

14. Nursing faculty, administrators (academic and
clinical), practitioners, researchers and
consultants who use and evaluate transcultural
policies and standards should be prepared in
transcultural nursing to intelligently and wisely
use them.

15. Transcultural nursing expert leadership and/or
mentors are usually needed to guide government
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officials, practitioners, academic and clinical
administrators, faculty, researchers, consultants,
minorities, and others who are unprepared in
transcultural nursing or transculturalism.

16. Financial support is essential to initiate, maintain,
and evaluate policy and standard outcomes.

Summary
In this chapter a number of very important and fun-
damental transcultural nursing concepts, philosophi-
cal views, definitions, constructs, principles, clinical
examples, standards and policies were presented with
questions. The content in this chapter is essential to
grasp the nature, scope, and important reasons why
transcultural nursing was established and is needed
today. Understanding the comparative nature of trans-
cultural nursing and why nurses need to know and un-
derstand the differences between generic (emic) and
professional (etic) care were discussed. The many real-
life transcultural care examples should help the reader
to identify transcultural situations and phenomena re-
lated to cultural conflicts, ignorance, blindness, cul-
tural imposition, and other concepts and principles. The
fascinating and unique history of transcultural nursing
with the many reasons the discipline needed to come
into nursing are crucial to understand the field. In the
last section, specific transcultural nursing principles,
study examples, and standard policy statements were
presented as guides toward attaining and maintaining
culturally competent and responsible care practices
worldwide. In general, the content presented in this
chapter is extremely important to understand the na-
ture, goals, and purposes of transcultural nursing and
as background for the rich information presented in
subsequent chapters.
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CHAPTER 3
PART I. The Theory
of Culture Care and
the Ethnonursing
Research Method

Madeleine Leininger

Theories with appropriate research methods are the gateway
to new or reaffirmed knowledge and practice. LEININGER, 1998

Theories and the use of appropriate research
methods are creative ways to discover, explain,
and interpret findings of largely unknown or

vaguely known phenomena or human conditions. The
discovery of new insights or the reaffirmation of knowl-
edge about many life situations related to keeping peo-
ple well or to relieving human suffering, illness, or other
unfavorable conditions is highly important to nurses
and other health care professionals. Theories are es-
sential to guide and explain human discoveries, and so
the Culture Care theory with the ethnonursing research
method was developed with this goal in mind. In this
chapter the theory of Culture Care and the ethnonursing
research method will be presented in Part I, followed by
selected research findings from the theory and method
presented in Part II.

Theory of Culture Care: Vision,
Hurdles, and Creative Actions

During the past five decades, the theory of Culture
Care Diversity and Universality has been developed
to establish and advance the discipline of nursing and
improve the quality of health care to cultures. The
theory was one of the earliest nursing theories and
the only theory focused explicitly on human care and
cultural relationships. The theory was conceptualized
as comprehensive, holistic, and different from tradi-
tional orientations of nursing. The identity, meaning,

and expressions of care/caring in diverse cultures and
subcultures needed to be discovered, explained, and
understood for a multicultural world. Initially in the
1960s, the theory was slow to be recognized and val-
ued because it was so “foreign and different” to many
nurses. Gradually, the theory became meaningful and
today is one of the most relevant and important the-
ories to obtain knowledge and help nurses and others
care for people of diverse cultures. Currently, the the-
ory is in great demand and viewed by many nurses and
practitioners as essential for quality health care and
to help specific cultures receive meaningful care. Like-
wise the ethnonursing method is being used to discover
some of the most covert and embedded culture and care
phenomena.

In this first part, an overview with a brief history of
the theory of Culture Care Diversity and Universality
by the theorist is presented, which is followed by the
ethnonursing research method and selected research
findings from the theory. The first book on the the-
ory, entitled Culture Care Diversity and Universality: A
Theory of Nursing, was published in 1991 and remains
the definitive theory.1 However a few refinements, clar-
ifications, and new ideas are presented here to update
and reaffirm the theory. Most significantly, this book
has twenty-four guest transcultural nurse experts who
share their findings with the use of the theory, the eth-
nonursing research method, and ways to provide cultur-
ally based care to Western and non-Western cultures.
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The reader is encouraged to read these chapters and
other publications where the theory has been presented
with the ethnonursing research method and findings.
It is estimated there are over 600 publications today
showing the use of the theory, the Sunrise Model, and
scientific research findings. The Journal of Transcul-
tural Nursing has some excellent refereed examples of
using the theory that were conducted by transcultural
nurse researchers and experts.

A Brief History on Developing the Theory
The initial idea to develop a nursing theory about hu-
man caring with a focus on cultural differences and
similarities began in the late 1940s while caring for
patients (as they were called in those early days) in
a general hospital. This was before high technologies
dominated hospitals and the workday of nurses’ and
physicians’ time and activities. World War II had ended,
but only a few technologies and medicines had entered
the daily life of nurses. Nurses were expected to know
and spend time caring for patients and families. As a
consequence, I frequently heard patients say to nurses,
“It is your nursing care that helped me get well”; “You
took good care of me and now I am well”; “Your care
was more helpful than the physician’s quick drop-in to
see me.” These comments and others made me aware of
the importance of human caring and healing. However,
giving “good care or nursing care” was a cliché limit-
edly understood in terms of the mutual meaning to the
patient and the nurse. Unquestionably, the term “care”
was important in nurse-patient relationships, but care
and caring had not been systematically studied, taught,
or researched in the pre-1950 history of nursing. It was
largely unknown but a linguistic cliché and practice
goal. I found care was of great clinical and intellectual
interest to me, but wondered why nurses used care and
caring and failed to study and explain care with explicit
meanings, uses, and documented evidence to patients
and nurses in both the classroom and clinical areas. It
became an even greater mystery to me while caring
for people of diverse cultures, such as Italians, Jewish,
German, Africans, and many others in the hospital and
in homes. The care responses and needs of clients were
different, but faculty, clinical staff, and nursing litera-
ture were of limited help to me and especially with
cultures. Granted, I held care was important to human

beings, but the cultural care differences had not been
studied nor available in the literature in the 1940s.

In the mid 1950s I experienced a great need to
understand care phenomena and meanings while func-
tioning as a graduate child psychiatric nurse in a child
guidance residence in the midwestern United States.2

As the first, clinical, child psychiatric nurse special-
ist and therapist, I was attempting to help children
from several different cultures, namely, Appalachian,
German, Jewish, and Euro-Americans.3 I was baffled
about caring for these children of different cultures who
openly expressed differences in the way they wanted
to be cared for during the day and night. I had received
no educational preparation in my undergraduate and
graduate programs about cultures. I was seriously hand-
icapped to respond to these children’s needs. This was
a cultural shock as I was not able to help the children
of different cultures. I soon took steps to remedy the
situation by pursuing graduate (Ph.D) study in anthro-
pology and doing field research study in a non-Western
culture for nearly two years. This opened my eyes, ears,
and desire to establish a new field I called transcul-
tural nursing to remedy a critical and major need in
nursing.

While studying culture and social anthropology,
I remained focused on human care and its relevance
to theory and transcultural nursing.4,5 From the pre-
1950 literature I found that the term “nursing care” was
used by nurses, but care phenomena was not defined
and explicated. Likewise, care with cultures was also
not studied by anthropologists. Care was awaiting full
study within nursing and transculturally. Indeed, care
was a linguistic cliché in nursing with the meaning to
nurses and clients with therapeutic practices and out-
comes largely unknown in nursing textbooks and gen-
eral usage. There were virtually no articles, research
studies, or nursing courses explicitly focused on care
or caring phenomena with different cultures.6,7 It ap-
peared to me that two of the most powerful constructs,
namely culture and care, were missing in nursing the-
ory and research and woefully neglected in clinical
practices. I found no nursing research studies or the-
ories focused explicitly on the relationship of culture
to care. It was evident that both care and culture were
taken for granted, were ignored, or were the invisible
and unknown phenomena in nursing in the pre-1950s.
There were nurses, however, who had encountered
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cultures, but had not studied them in systematic or
scholarly ways. Interestingly, there were no graduate
nurses prepared in graduate cultural and social anthro-
pology courses or programs even though the discipline
of anthropology was over 100 years old and had been
available to nurses to study in universities. Nor were an-
thropology courses required or recommended in nurs-
ing curricula. Instead, many medical pathology, phys-
ical, chemistry, and psychology courses were major
requirements in most nursing programs that reflected a
strong medical and pathologic disease focus.

Recognizing these midcentury realities about cul-
ture and care as two potentially major and important
domains to be fully studied and incorporated into nurs-
ing, I began to take steps to remedy the situation. I made
bold proclamations that care was the essence of nursing
and a dominant, central, and unifying focus in nursing
that needed to be fully studied to explain and advance
the discipline and profession of nursing.8−10 Theoreti-
cal hunches were needed to explain and show the thera-
peutic benefits of care phenomena such as compassion,
nurturance, protection, comfort, and other care expres-
sions with their meanings and specific uses with cul-
tures. I believed that humanistic care was essential for
human growth, survival, and health, but varied between
and within cultures.11 The study and use of specific
cultural care knowledge was much needed to prevent
illnesses, promote healing, maintain health, and be of
general help in recovery from illness. I also held that
culture and care were holistic phenomena with pow-
erful meanings within cultures. Culture and care also
had patterns that had to be identified, used, and studied
over time with cultures.

Culture was the learned, adaptive, shared ways of
people with identifiable patterns, symbols, and mate-
rial and nonmaterial data. Anthropologically, all human
beings are born, live, and die within a culture. Cul-
ture had biological, physical, spiritual, and historical
features for nurses to know and understand in health,
illness, or other human conditions.12 Theoretically, cul-
ture and care needed to be closely interfaced, synthe-
sized, and brought into meaningful relationships for
the new field of transcultural nursing. There were se-
lected concepts that needed to bring figuratively two
worlds together for transcultural care to occur. Bond-
ing cultural and care as “culture care” I held that I
could bring some entirely new insights and knowl-

edge into nursing to care for people of diverse cul-
tures. I further predicted that the worldview, social
structure, historical, language uses, and environmental
factors could offer powerful explanatory knowledge to
understand culture care phenomena. In addition, the
arts, humanities, and other knowledge areas could of-
fer meaningful care to cultures.13 These broad, holistic,
and yet specific knowledge areas were important for
the new field of transcultural nursing and nursing in
general.

The idea of discovering what is universal and
diverse about human care worldwide also intrigued
me as a sound basis to establish global, and ultimately
transcultural, nursing practices. I predicted that such
knowledge was imperative by the year 2020 or earlier
for nurses to care for people of different cultures. The
universality of culture care was based on the philosoph-
ical belief that all human beings needed care to survive,
grow, get well, and be human. Care was a commonality
among cultures. The diversity of culture care was based
on the belief that human beings were born, raised, and
showed differences or variabilities from universal or
common care features. Nurses need to discover these
individual and group differences and respond to such
variabilities. Treating all cultures alike in care was of
concern to me and could lead to nontherapeutic or de-
structive outcomes. I speculated that both universal and
diversity laws of culture care could be established for
the scientific and humanistic dimensions of transcul-
tural nursing as the new field of nursing for the future.

Most importantly, I held that nursing theories and
knowledge development must be greatly expanded and
holistic from past and present local and Western views.
Transculturally, there are many different ways of know-
ing that go beyond empirical, personal, aesthetic, or
ethical nursing theories. Cultures influence and shape
ways of knowing and explaining that may be reli-
gious (spiritual), materialistic, technological, experi-
ential, and culture-value based theories. It remains the
challenge for transcultural theorists and researchers to
remain open to different ways of knowing and espe-
cially what is diverse or universal about culture care
and other related knowledge areas. This was an es-
sentially new theoretical, philosophical, and epistemic
perspective to prepare transcultural nurses’ need to
discover Western and non-Western transcultural care
knowledge.
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Hurdles and Challenges Related
to the Theory

Before the theory of Culture Care would be accepted
and take on meaning within nursing and as a new
discipline, however, there were several challenging
hurdles that had to be faced. These hurdles are helpful
to understand in developing this new field, using a
different theory in nursing and different approach to
nursing practice.

The first major hurdle to understand the theory of
Culture Care was to help nurses shift their thinking
and mode of practice from being so wed to the medical
model with physician expectations and medical treat-
ment regimes that was clearly evident in the 1960s and
1970s to an emphasis on a discipline of nursing with
human caring and transcultural caring knowledge and
practices. For in the post World War II period, nurses
were deeply involved with medical ideas and perform-
ing medical tasks to treat and cure diseases. Many new
treatments were brought into hospitals after the War,
and nurses struggled to keep abreast of these new med-
ical symptoms, treatments, procedures, and practices.
Some creative nursing innovations and practices were
evident, but there was limited time, money, and support
to make them fully known and used. The study of car-
ing phenomena of diverse cultures remained limitedly
known, studied, and of interest to most nurses.

A second major hurdle to face was that there were
no formal, explicit, or specific nursing theories in the
pre-1950s except for a few conceptual notions. Peplau’s
philosophy supported her ideas of therapeutic nurse-
patient relationships in psychiatric nursing.14 This ma-
jor contribution was not developed as a theory until the
1990s when I assisted a doctoral student with this effort.
Nursing theories needed to be developed and valued to
guide and advance nursing science and care practices.
In the late 1950s, I encouraged nurses to hold nurs-
ing’s first conferences on nursing science, which was a
new challenge for many nurses as the word theory was
generally viewed as “ivory tower stuff.” Many nurses
and physicians could not see the usefulness of nurs-
ing theories as nurses were “doers and practical” and
were mainly expected to carry out physicians’ orders in
keeping with the old culture of nursing.15 Physicians
greatly feared that if nurses pursued academic study
about theories and did research, they would lose their

“handmaidens.” So, developing and using theories in
nursing was a major hurdle to deal with in developing
and promoting my theory in the 1960s and 1970s.

Third, to establish the theory of Culture Care
Diversity and Universality, another major hurdle was to
encourage nurses to study cultures and care phenom-
ena to understand and use the theory appropriately.
Since there were very few professional nurses prepared
in anthropology to study cultures, there was limited
knowledge about cultures and the potential contribu-
tion of culture to nursing and caring. Courses in soci-
ology and psychology had different focuses and seldom
provided in-depth specific knowledge of cultures with
anthropological theory-research perspectives. As the
first Ph.D. graduate nurse prepared in cultural anthro-
pology, I encourage many nurses to study anthropol-
ogy as an excellent foundation to transcultural nursing.
I wrote the first book, Nursing and Anthropology: Two
Worlds to Blend, to show reciprocal potential contri-
butions of anthropology to nursing and the reverse.16

Gradually, several nurses began to take anthropology
courses in the 1970s; these nurses were intrigued with
culture. They needed to incorporate care into nursing.
Care was missing in anthropology as culture was in
nursing. A few nurses became leaders in education, re-
search and clinical practices in transcultural nursing,
but several remained in anthropology and were lost to
nursing. In 1968 I launched the Committee on Nursing
and Anthropology (CONA) to help nurse anthropolo-
gists bridge, critique, and build transcultural nursing
perspectives as they dialogued with anthropologists.

The fourth major hurdle was to establish under-
graduate and graduate courses to prepare nurses in
transcultural nursing theory. Graduate courses and
programs were much needed to prepare nurses as com-
petent teachers, researchers, and clinicians in transcul-
tural nursing. Still today, it is a major challenge to es-
tablish courses and programs in transcultural nursing
within different university schools of nursing. Almost
single-handedly I established four programs in trans-
cultural nursing and many courses with field experi-
ences so nurses were prepared in the new discipline. By
the mid 1980s, transcultural nursing courses and pro-
grams had been established in several universities with
a research-theory focus. Gradually, the Culture Care
theory began to be meaningful and used as a guide for
transcultural nursing research, teaching, assessments,

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SBA P2: MRM/SBA QC: MRM/SBA T1: MRM

pq163a-03a PB095/Leininger November 8, 2001 8:14 Char Count= 0

Chapter 3 / PART I. THE THEORY OF CULTURE CARE 75

and patient care. Through academic study nurses soon
realized the importance of transcultural nursing in car-
ing for many recent immigrants, refugees, and cultural
strangers who were seeking health care from nurses. In-
deed, community nurses were often working directly
with new immigrants from Vietnam, Southeast Asia,
and other countries. They urgently needed transcultural
concepts, principles, and theoretical ideas to help them.
The need for transcultural nursing education and prac-
tices far exceeded the limited financial and personal
resources for nurse preparation and practice. As a con-
sequence, cultural clashes, conflicts, racism, and other
unfavorable practices became evident in health care
settings where there were no formal educational prepa-
ration and faculty in transcultural nursing. In England,
Africa, Europe, and other places the need was clearly
evident in client care services. In the United States, the
birthplace of transcultural nursing in the 1950s, some
schools of nursing slowly began to value transcultural
nursing so that by the 1990s several graduate and un-
dergraduate courses and programs were established.
A major hurdle, however, remained with the critical
need for prepared faculty and more academic courses
in transcultural nursing to teach and guide students.

A fifth major hurdle was getting nurses to value and
practice human care and caring and from a transcul-
tural focus in educational programs and in practices.
There were many nurses who had difficulty accepting
care and caring as the essence and central focus of nurs-
ing and transcultural nursing.17,18 There were United
States nursing leaders who strongly objected to human
care as the essence of nursing as they held that care
was “too feminine,” “too soft,” and would “never be
acceptable to consumers, nurses, and physicians as it
had limited relevance and could not be studied and mea-
sured.” Instead, these United States nurse leaders began
to promote health, nursing, person, and environment as
the major foci of nursing and the central concepts of the
metaparadigm of nursing.19 Still today, in some schools
these four concepts are used, taught, and written about
with care and culture blatantly absent. Gradually, care
has gained use by nursing students and worldwide nurs-
ing literature. This change was largely brought on by
a small group of nurse scholars that I encouraged and
spearheaded to focus on care phenomena in 1978. This
Conference Care group later became the International
Association of Human Caring. These care scholars

such as Gaut, Ray, Bevis, Watson, Horn, Leininger, and
others studied and demonstrated the importance and
therapeutic values of humanistic and scientific care in
healing and well-being.20−24 Nurses from the Transcul-
tural Nursing Society also became very active studying
care with a transcultural nursing focus.25 Care as the
essence of nursing is gradually changing nurses’ views
to value care within a transcultural perspective.

Transcultural knowledge has shown that some cul-
tures do not focus on the person but focus on family or
groups. For example, Eastern and Latin American cul-
tures value and focus on families, groups and communi-
ties as central to their caring lifeways and beliefs. More-
over, one cannot declare nursing as central to nursing
as it is unacceptable to use the same term to explain
nursing. The concept of care in my theory of Culture
Care showed the power and relevance of care in nursing
when known and studied with a culture care perspec-
tive. Thus the four earlier metaparadigm concepts were
questioned, but some nurses and schools still hold to
them because of lack of transcultural knowledge about
care and cultures. Most encouraging, and through per-
sistent education in transcultural nursing, culture and
care are today being valued more and studied in teach-
ing, research, and in several clinical practices. This ma-
jor change from 1965 until 2001 has occurred with
transcultural nursing care being the major focus that is
now known and used in nursing. It is as if care “has
always been there” by some nurses who were unaware
of the great difficulties to bring care into transcultural
nursing and as a major focus of nursing in early years.

A sixth major hurdle, before the theory of Cul-
ture Care and transcultural nursing could be under-
stood, valued, and studied, was related to the fact
that nurse scholars prior to 1965 were relying heav-
ily on quantitative research methods as the only means
for “scientific knowledge” and methods acceptable to
science, medicine, and nursing as a discipline. Di-
verse qualitative research methods had been limitedly
studied, known, and used in nursing in the pre-1970s
except for few descriptive narratives and surveys.
While in doctoral study, I learned about diverse qualita-
tive methods in anthropology, philosophy, and the hu-
manities. I learned about ethnographic and ethnological
qualitative methods and did the first studies in nursing
with these methods in the early 1960s in a non-Western
culture.26 I also developed and used a new method I

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SBA P2: MRM/SBA QC: MRM/SBA T1: MRM

pq163a-03a PB095/Leininger November 8, 2001 8:14 Char Count= 0

76 Section I / TRANSCULTURAL NURSING: ESSENTIAL KNOWLEDGE DIMENSIONS

called ethnonursing, which was designed to focus ex-
plicitly on transcultural and related nursing phenom-
ena. I used this method with the Culture Care theory in
the 1960s in studying the New Guineans in the Eastern
Highlands. This was the first nursing research method
developed in nursing.27 After teaching and conduct-
ing qualitative research studies with many nursing stu-
dents for 15 years, I published the first nursing research
book in 1985, entitled Qualitative Research Methods
in Nursing.28 These steps were major hurdles to help
nurses discover embedded and complex care and cul-
ture phenomena in different contexts as quantitative
methods were inadequate to tease out enormously rich,
valuable, and largely unknown data for nursing and for
the new body of transcultural nursing knowledge. I en-
couraged nurses, through my teaching and research, to
use and value qualitative research and especially the
research on the ethnonursing method with “enablers”
where the method and the theory systematically fit with
each other to get meaningful and accurate data. Cultural
informants liked this ethnonursing research method,
and nurses saw new hope as they had been borrowing
methods, models, theories, and instruments from non-
nursing fields that often failed to discover full mean-
ings and explain nursing phenomena. Gradually, di-
verse qualitative research methods took hold in schools
of nursing in the United States by the mid 1980s along
with the ethnonursing method. There are some nurse
anthropologists who still remain wed to ethnography
and are not using the ethnonursing and other promis-
ing qualitative methods. Valuing and learning to use
qualitative methods was a major change in nursing
and worldwide. These methods are generating some
entirely new scientific discoveries about nursing, but
especially in transcultural nursing that go beyond em-
piricism. The culture of nursing often is reluctant to use
entirely new methods and different ways to know and
establish a new order of functioning such as using the
ethnonursing method and transcultural nursing. These
historical hurdles are important to realize and appreci-
ate as transcultural nursing was developed, taught, and
shaped into a new world of nursing and people care.

Purpose and Goal of the Theory
The central purpose of the theory of Culture Care was to
discover, document, interpret, explain, and even predict

some of the multiple factors influencing care from an
emic (inside the culture) and an etic (outside the culture)
view as related to culturally based care. With the eth-
nonursing research method and theory, the researcher
was challenged to discover the similarities and diversi-
ties about human care in different cultures. The theory
was predicted to help guide the nurse researcher to dis-
cover new meanings, patterns, expressions, and prac-
tices related to culture care that influenced the health
and well-being of cultures or to assist them to face
death or disabilities. Ultimately, the goal was to es-
tablish a body of transcultural nursing knowledge for
current practices and for future generations of nurses
in a global world.29

The goal of the theory was stated to provide cultur-
ally congruent care that would contribute to the health
or well-being of people or to help them face disabili-
ties, dying, or death using the three proposed modes of
nursing care actions and decisions.30 In the discovery
process, both similarities (commonalities) and diver-
sities (differences) would be identified with specific
modalities to provide culturally congruent care related
to the desired goal of health or well-being. The term
culturally congruent care was first coined by me in the
1960s as the goal of the theory of Culture Care, which
is now used but not always recognized by others as
coming from me.

Philosophical Beliefs,
Assumptions, and Hunches
with the Culture Care Theory

In developing the theory, several philosophical ideas,
assumptions, and beliefs are important to state. Philo-
sophically, I believed that human beings were essen-
tially good with caring attributes as created by God. I
believed that diverse cultures were created for a pur-
pose, but our challenge as nurses is to discover, respect,
understand, and help cultures as needed with a caring
ethos and with other health professionals. Philosophi-
cally, I held that the nursing profession had a moral and
ethical responsibility to discover, know, and use cultur-
ally based caring modalities as one of our unique and
distinct contributions to humanity. Our transcultural
nursing challenge was to ultimately discover world-
wide, comparative, culture care phenomena using the

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SBA P2: MRM/SBA QC: MRM/SBA T1: MRM

pq163a-03a PB095/Leininger November 8, 2001 8:14 Char Count= 0

Chapter 3 / PART I. THE THEORY OF CULTURE CARE 77

theory to develop humanistic and scientific culture care
knowledge for practice.

Research findings from the theory were predicted
to support a body of transcultural nursing research
knowledge for the discipline of transcultural nursing.
The theory findings would provide epistemic data for
providing meaningful and appropriate decisions and
actions for culturally congruent, safe, and responsi-
ble care to people of diverse cultures. Through cur-
rent and future studies of many cultures in the world
over an extended period of years, ultimately, there
would be an identifiable body of universal and di-
versity knowledge that nurses would know and could
be used among nurses worldwide. Such fundamental
scientific and humanistic discipline knowledge would
offer different ways of knowing and practicing nurs-
ing. It would go beyond current empirical and physical
evidence-based knowledge to new kinds of therapeu-
tic practices. Focusing on culturally based care was an
ambitious and futuristic goal for a distinct, unique, and
unifying hallmark of nursing and transcultural nurs-
ing. Traditional nursing needed to shift to global trans-
cultural nursing in the immediate future to serve people
in meaningful ways. Nurses needed to be grounded in
transcultural nursing and not just have a unicultural
focus. This philosophical stance was a very futuristic
and visionary idea in the 1950s for nurses to function
in a global world. More importantly and philosoph-
ically, nurses needed to greatly expand their world-
view and to know how to care for many different cul-
tures worldwide. Nursing was far too local, national,
and parochial in the midcentury and needed a theory
to expand its research, knowledge, and practice focus.
The Culture Care theory was developed to remedy this
concern.

To reach these philosophical ideals and practi-
cal goals, nurses had to expand their worldview to
a multicultural one for studying immigrants, minori-
ties, poor, wealthy, oppressed, homeless, disabled, and
many more cultures and subcultures. To do this, nurse
leaders needed to be prepared in transcultural nursing
through substantive and rigorous graduate programs.
They needed to demonstrate competencies to function
with individuals, extended families, groups, clans, sub-
cultures (elderly, drug abusers, etc.), communities, and
in institutions with diverse cultures. Nurses in the mid
20th century needed a breadth and depth of transcul-

tural nursing knowledge to guide and substantiate their
actions and decisions. However, shifting nurses from
the medical model of mastering medical symptoms,
diagnoses, and treatment of pathological diseases to a
transcultural holistic caring profession focused on care
maintenance, wellness, and prevention of illness was a
major hurdle and challenge. Teaching nurses how cul-
tures have prevented illnesses and maintained holis-
tic healthy lifeways over time and intergenerationally
was difficult and complex. At the same time, nurses
would use relevant and appropriate knowledge from
nursing, medicine, anthropology, the humanities, and
other fields that might be appropriately incorporated
into transcultural nursing caring practices.

Anthropologically, I had learned from my field
studies that Western diseases and illnesses were of-
ten very different from non-Western cultures, and so
a comparative knowledge base was essential in tran-
scultural nursing. From my clinical professional nurs-
ing experiences, I believed that consumers of diverse
cultures needed and expected nurses to be respectful,
compassionate, and humanistic in their caring prac-
tices. How to redirect nurses into a caring ethos with
different cultures in culture-specific ways would be es-
sential in transcultural nursing, and the theory should
guide this discovery. Moreover, I was concerned that
nurses were fast becoming technologists and masters
of sundry tasks with limited caring practices. Discover-
ing and developing culturally based caring knowledge
and competencies related to care phenomena such as re-
spect, comfort, being present, offering protection, reas-
surance, compassion, and many other caring modalities
needed to be rigorously studied in-depth with cultures
under transcultural nurse mentors. Establishing ways to
fit caring with the client’s cultural values, beliefs, and
expectations was needed. Cultural caring constructs
should become valued as linked to cultures and ben-
efits. There was also the continued challenge to change
nurses’ image from “technicians,” “extensions of the
physician,” “mini docs,” “physician’s handmaidens,”
and “shot givers” to sensitive and competent transcul-
tural caring nurses who could make therapeutic caring
decisions for people of diverse and similar cultures. All
of these philosophical beliefs, goals, hunches, and pat-
terns of thinking and planning led me to the theoretical
tenets and assumptions of the theory of Culture Care
Diversity and Universality.
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Theoretical Tenets and Specific Hunches

In conceptualizing the theory, the first major and central
theoretical tenet was that care diversities (differences)
and universalities (commonalties) existed among and
between cultures in the world; however, their mean-
ings and uses had to be discovered to establish a body
of transcultural nursing knowledge.31 It was predicted
that diverse and similar care concepts, forms, mean-
ings, expressions, and patterns existed with cultures,
but were largely unknown to nurses and others. The
discovery of this wealth of potentially rich knowledge
would guide and provide new knowledge for nurses
and better care to cultures.

A second major theoretical tenet was that the
worldview, social structure factors such as religion,
economics, education, technology, politics, kinship (so-
cial), ethnohistory, environment, language, and generic
and professional care factors would greatly influence
cultural care meanings, expressions, and patterns in
different cultures. These factors also needed to be dis-
covered for holistic and meaningful care to people as
these dimensions had been woefully missing in nursing
assessments, theories, and care practices. They were
predicted to be powerful influencers to know and un-
derstand culturally based care for individuals, families,
and groups and to function in health institutions. More-
over, these dimensional factors needed to be discovered
directly with cultural informants from emic data as in-
fluencing (not casual) factors related to the health, well-
being, illness, and death. Discovery of these dimen-
sions with generic (folk, lay and naturalistic) care was
predicted to be different from professional care prac-
tices in which the latter could lead to cultural clashes,
racism, cultural imposition, and other nontherapeutic
outcomes. Generic care was limitedly known in nursing
and, if known, was not used in culture-specific ways.
Cultural conflicts and gaps between professional and
generic care were predicted to be of major concern for
therapeutic culturally congruent care.

The third major theoretical tenet conceptualized
and incorporated within the theory were the three ma-
jor care actions and decisions to arrive at culturally
congruent care for the general health and well-being
of clients or to help them face death or disabilities.
These three theoretical practice modes that had to be
discovered with clients (informants) and used in care

were as follows: 1) culture care preservation and/or
maintenance, 2) culture care accommodation and/
or negotiation, and 3) culture care restructuring and/or
repatterning.32 To arrive at these appropriate modes in
client care, the researcher draws on findings that had
been generated from social structure, generic and pro-
fessional practices, and other influencing factors while
studying culturally based care for individuals, families,
and groups. Then the researcher with cultural infor-
mants (or in assessment care practices) discusses the
best ways to provide culturally congruent and benefi-
cial care modalities. The three modes might all be used,
but maybe only one modality is used. The transcultural
nurse researcher creatively identifies with clients (as
coparticipants in decision making) the most appropri-
ate, beneficial, safe, and meaningful ways that fit the
client’s (family) values, beliefs, and lifeways. These
three theoretical modalities were a highly creative and
new way for nurses to give care and to shift from
symptom, disease, and medical treatment management
modalities to culturally based caring. Thus the Culture
Care theory had both an abstract intellectual discov-
ery focus and a focus on discovering daily and nightly
living ways of cultures. Obtaining grounded culturally
based data was a powerful guide for the three modes.
Already, the research findings from the three modes of
action and decision have been extremely beneficial to
clients of diverse or similar cultures to meet their spe-
cific needs, values, and expectations in professionally
responsible and safe ways. The three transcultural care
actions are viewed by many nurses as “refreshingly dif-
ferent” from present-day nursing practices. They are
a valuable means to incorporate holistic culture-care
findings with specific care needs that fit the client’s
culture and are often not included in symptom manage-
ment practices. The three modes of action and decision,
however, require highly creative thinking and explicit
use of both emic and etic findings derived from the cul-
ture. Dominant culture-care constructs such as “being
present,” “protective care,” “filial care,” and many oth-
ers become major foci to guide care practices using ap-
propriate knowledge sources. Again, carefully selected
medical, nursing, and other knowledge sources as ge-
netics and humanities may be used only if appropriate
and safe. The reader is encouraged to study care con-
structs already discovered and discussed in this book
and others with specific cultures.33

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SBA P2: MRM/SBA QC: MRM/SBA T1: MRM

pq163a-03a PB095/Leininger November 8, 2001 8:14 Char Count= 0

Chapter 3 / PART I. THE THEORY OF CULTURE CARE 79

In conceptualizing the theory, the Sunrise Model
was developed to guide nurses like a visual and cog-
nitive map to remain sensitive to multiple factors in-
fluencing culture care outcomes. The Sunrise Model
is not the theory per se but a guide or enabler to con-
sider multiple factors related to the major theoretical
tenets to be studied and to the theory premises. After
four decades, the Sunrise Model has been heralded by
many nurses as most helpful in discovering holistic and
particularistic aspects bearing on human care in diverse
cultures. The Sunrise Model will be explained shortly.

Assumptive Premises of the Theory
Several assumptive theoretical premises (like givens)
were formulated to support the theorist’s position,
tenets, and hunches. They are the following:34,35

1. Care is the essence of nursing and a distinct,
dominant, central, and unifying focus.

2. Culturally based care (caring) is essential for
well-being, health, growth, and survival and to
face handicaps or death.

3. Culturally based care is the most comprehensive
and holistic means to know, explain, interpret,
and predict nursing care phenomena and to guide
nursing decisions and actions.

4. Transcultural nursing is a humanistic and
scientific care discipline and profession with the
central purpose to serve individuals, groups,
communities, societies, and institutions.

5. Culturally based caring is essential to curing and
healing, for there can be no curing without caring,
but caring can exist without curing.

6. Culture-care concepts, meanings, expressions,
patterns, processes, and structural forms of care
vary transculturally with diversities (differences)
and some universalities (commonalities).

7. Every human culture has generic (lay, folk, or
indigenous) care knowledge and practices and
usually professional care knowledge and
practices, which vary transculturally and
individually.

8. Culture-care values, beliefs, and practices are
influenced by and tend to be embedded in the
worldview, language, philosophy, religion (and
spirituality), kinship, social, political, legal,

educational, economic, technological,
ethnohistorical, and environmental context of
cultures.

9. Beneficial, healthy, and satisfying culturally
based care influences the health and well-being of
individuals, families, groups, and communities
within their environmental context.

10. Culturally congruent and beneficial nursing care
can only occur when care values, expressions, or
patterns are known and used explicitly for
appropriate, safe, and meaningful care.

11. Culture-care differences and similarities exist
between professional and client-generic care in
human cultures worldwide.

12. Cultural conflicts, cultural imposition practices,
cultural stresses, and cultural pain reflect the lack
of culture-care knowledge to provide culturally
congruent, responsible, safe, and sensitive care.

13. The ethnonursing qualitative research method
provides an important means to accurately
discover and interpret emic and etic embedded,
complex, and diverse culture-care data.

The universality of care reveals the common nature of
human beings and humanity, whereas diversity of care
reveals the variability and selected, unique features of
human beings.

Sunrise Model: A Conceptual
Research Enabler

The Sunrise Model (Fig. 3.1) was developed as a con-
ceptual holistic research guide or enabler to tease out
the multiple theoretical factors.36 The Model shows
different factors or components that need to be system-
atically studied with the theory. It serves as a cognitive
guide to tease out culture care phenomena from a holis-
tic perspective of multiple factors that can potentially
influence care and the well-being of people. Again, the
model is not the theory per se, but depicts factors that
need to be studied in relation to the theory tenets and
the specific domain of inquiry under study. The model
is different from Fawcett’s (1989) and other nurse theo-
rists’ concepts of models as it serves different purposes
within the qualitative paradigm and the Culture Care
Theory and the method.37 Misunderstandings and in-
accurate perceptions and analysis statements on this
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CC UULLTTUURREE  CC AA RR EE

Cultural & Social Structure Dimensions

Cultural Values,
Beliefs &
Lifeways

Influences

Care Expressions
Patterns & Practices

Holistic Health / Illness / Death

Focus:  Individuals, Families, Groups, Communities or Institutions
in Diverse Health Contexts of

Generic (Folk)
Care Nursing Care

Practices

Professional
Care–Cure
Practices

Transcultural Care Decisions & Actions

Culture Care Preservation/Maintenance
Culture Care Accommodation/Negotiation
Culture Care Repatterning/Restructuring

Culturally Congruent Care for Health, Well-being or Dying

Code: (Influencers)

Religious &
Philosophical

Factors

Technological
Factors

Economic
Factors

Educational
Factors

© M. Leininger 2001

Environmental Context,
Language & Ethnohistory

Worldview

Kinship &
Social

Factors

Political &
Legal

Factors

Figure 3.1
Leininger's Sunrise Model to depict the Theory of Cultural Care Diversity and Universality.
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theory require critique for accurate use of the theory
as with Bruni, Fawcett, and others.38 It is important
to always use the theorists’ definitive statements and
philosophical focus.

The Sunrise Model had some minor revisions from
1955 to 1985 to refine it in relation to the theory and
the multiple holistic factors that could influence cul-
ture care. The model shows potential influencers (not
causes) that might explain care phenomena related to
historical, cultural, social structure, worldview, envi-
ronmental, and other factors. It is important to under-
stand that gender, age, class, race, historical, and other
features are usually embedded or related to social struc-
ture factors such as religion, kinship, politics, and eco-
nomics; cultural values are found linked to sex, age,
etc. For example, gender, age, and race data are gener-
ally embedded in family ties, politics, and specific cul-
tural norms and practices. In some families caring deci-
sions and certain actions are related to male and female
roles and often over generations. Likewise, biophys-
ical, emotional, genetic, medical, nursing, and other
factors may bear on generic and professional health or
illness care. Hence, gender, class, age, and race factors
are found in their natural cultural places and have to be
discovered by the researcher in their familiar or natural
cultural contexts.

In using the theory of Culture Care, nurses bene-
fit from a broad, liberal-arts university preparation to
identify and understand holistic dimensions such as so-
cial structure factors, ethnohistory, genetics, religion,
spiritually, ethics, language uses, environment, poli-
tics, family structures, arts, and other ideas reflected
in the Sunrise Model, all as influencers or potential
influencers of human care. With the Sunrise Model, a
truly holistic and comprehensive picture can be discov-
ered to reflect the totality of knowing people in their
lifeworld or culture.

As researchers use the Model, they will discover
many hidden, obvious, and unexpected factors influ-
encing care meanings, patterns, symbols, and practices
in different cultures. “Let the sun shine and rise” fig-
uratively means to have nurses open their minds to
informants to discover many different factors influ-
encing care in their culture with their meanings and
the ways they influence the health and well-being of
people. The Sunrise Model greatly expands the world-
view and minds of researchers to look for obvious or

covert embedded knowledge to obtain an accurate and
comprehensive picture of influencers on care, health,
illness, and dying or disabilities in cultures and goes
beyond traditional mind-body-spirit holism views.

How to Use the Sunrise Model
As researchers use the Sunrise Model, they make
choices about whether they will be studying stated indi-
viduals, groups, families, communities, or institutions
in relation to culture care and their domain of inquiry.
For newcomers to the theory, it is wise to begin with in-
dividuals and then gradually master studying families,
groups, communities, and institutions, which are more
complex. The researcher needs to remain focused on
the theory tenets and the domain of inquiry under study
(the latter varies with each researcher). One can begin
the discovery process with the theory in the upper or
lower part of the Sunrise Model according to the re-
searcher’s interests, knowledge, and competencies and
the informant’s interests. Some researchers are more
comfortable focusing first on professional and generic
care; whereas researchers prepared in graduate tran-
scultural nursing programs and in anthropology often
want to focus initially on the worldview, social structure
factors, and other areas in the upper part of the Model.
There is, however, no set or rigid approach where one
begins in using the Model, for flexibility and choice
is offered. However, the researcher is expected to ex-
plore generally all dimensions or components in the
Model with the particular domain being studied to ob-
tain a holistic, comprehensive, and accurate database.
The researcher keeps in mind all aspects depicted in the
Model, including generic and professional care and the
three potential modes of action and decision. For exam-
ple, a researcher may study a domain of inquiry (DOI)
such as Culture Care of Greek Mothers and Infants in
the Hospital and may wish to start with the kinship and
cultural values and then focus later on the professional
and generic care patterns in relation to the Greek history
and environmental context. Cultural informants often
have their interests of what they want to talk about first
and last, and so the researcher tries to move with the
informants’ interests and comfortableness as much as
possible to get in-depth data.

As the researcher probes for care meanings, be-
liefs, values, and practices in relation to social structure,
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environment, and other factors with the informants, one
remains alert to the different areas in the model and
thinks of the commonalties among informants whether
studying individuals, families, or groups. For example,
studying the religious and care beliefs of Arab Mus-
lims generally requires a focus on their religious be-
liefs and cultural value lifeways of the family or group
to discover their culture care. The researcher gently
teases out religious data and remains cognizant to age,
gender, and change factors influencing care. Physical,
emotional, and other related knowledge that the infor-
mants share are important with their specific meanings
and expressions, and suggested action care patterns are
important. Generally, a full picture of the life of indi-
viduals (or family) becomes apparent if one remains
genuinely interested and patient with informants while
using the Sunrise Enabler.

At all times the researcher is careful to with-
hold any judgments and one’s professional nursing etic
knowledge, but instead focuses on discovering emic
knowledge from informants. Teasing out embedded or
concealed care practices with the client’s meanings re-
quires active listening, patience, and confirming what
one hears and sees. Listening to how care is linked
with and explained with kinship, religion, economics,
politics, cultural values and beliefs, and other general
factors in the Sunrise Model are essential to discover.
Clients like to tell their story and are often pleased
the nurse remains interested in their world of telling
and knowing. Discovered meanings and practices about
care are usually embedded or tucked into the social
structure factors, cultural beliefs, language, and envi-
ronment. This is why care phenomena has been limit-
edly known from clients, as it requires an in-depth and
broad discovery of the client’s world and experiences,
including generic home care and what has influenced
their care practices. Care practice discoveries such as
protective care, supportive care, care as presence, care
as respect, and care as family love have been identified
using the theory and Sunrise Model.39 Obtaining in-
formants’ emic knowledge first is important before re-
flecting on etic professional knowledge. Carefully and
sensitive teasing out care meanings, expressions, and
practices from informants with the Sunrise Model is
generally most informative and rewarding to the re-
searcher and informants.

As one continues with the use of the Sunrise
Model, the researcher or assessor focuses on the three
theoretical modes of culture-care actions and decisions
that might be appropriate, congruent, satisfying, safe,
and beneficial to people being studied or assessed.
Since the theory has both abstract and practical fea-
tures, the nurse needs to consider professional nurs-
ing knowledge with generic data. There is, however, a
purposeful built-in action means to identify and con-
firm data with informants related to the three modes
in order that congruent and meaningful nursing ac-
tions and decisions are identified. The three nursing
modes of action or decision that the nurse researcher
examines in the Model with informants are as follows:
1) culture care preservation/maintenance; 2) culture
care accomodation/negotiations; and 3) culture care
repatterning/restructuring.40 The researcher and the
informant can decide together appropriate care actions
and decisions, which often leads to accepting the care
offered. These modes, whether one or all, need to rea-
sonably fit with informants’ cultural lifeways and may
need to include some beneficial professional sugges-
tions that may be of benefit to the client(s). Again, the
care action and decision data come from data obtained
from the upper and lower parts of the Sunrise Model,
all providing a wealth of rich and meaningful data to
guide certain care actions and decisions. A copartici-
pant involvement approach is used with informants so
that the client and professional use their knowledge and
desires for culturally congruent care with the specific
three action modes.

In general, the Sunrise Model is an invaluable
guide to discover new knowledge or to confirm knowl-
edge of cultural informants. Often nurses say, “The
Sunrise Model became imprinted on my mind to alert
me to many factors that had never explored been
in nursing”; “The Model really helped me to get a
holistic view of cultures and not just nursing diag-
noses, symptoms, diseases, and medical views”; “The
Model greatly expanded my view of what needs to be
considered in nursing to reach out and help people of
diverse cultures”; “After using this Model, I can see
that fragmented, partial, and narrow views of clients
often are used in nursing and medicine rather than the
whole picture to arrive at a health care plan. I keep in
mind to value clients’ abilities to tell their story and to
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share their care knowledge and practices with my use
of the Sunrise Model.” Another nurse said, “I always
use the Sunrise Model to do my culturological health
care assessment to arrive at the comprehensive picture
or holistic and effective care practices.” These state-
ments attest to the many users of the Model, which
continues to reflect daily uses. Nursing students are
very adept and skilled in using the Sunrise Model as it
makes them understand the “whole person or family.”

During the past four decades the theory with the
Sunrise Model has led to a wealth of largely unknown
care and health knowledge to provide culturally con-
gruent care to individuals, families, and groups and
for health institutions, which is the goal of the the-
ory. The three modes of action and decision are spe-
cific ways to practice transcultural nursing and cre-
ative care and to back the decisions with hard data.
Such findings have been major breakthroughs to expli-
cate culturally based holistic care phenomena for the
first time in nursing’s history and to use this knowl-
edge for new care practices. It is important to state that
the nursing intervention concept (commonly used in
nursing) is generally not used in transcultural nursing
as it is often viewed by clients as “only profession-
als know best,” when they often do not know clients’
cultural care views and needs. The coparticipation
concept is valued by most cultures. “Patient problems”
is another phrase often used in nursing, but seldom
used in transcultural nursing as the problem may not
be that of the client but often the nurse’s problem. Such
traditional linguistic nursing sayings are often trouble-
some to clients of different cultures and can lead to
cultural resistance and noncompliant responses when
used with the theory and enablers. The reader will see
how authors in this book have used the theory with the
Sunrise Model with many cultures and different do-
mains of inquiry areas. It is also used to do culture-care
assessments, which are discussed later.

Orientational Theory Definitions
With the qualitative paradigm, orientational definitions
are generally used rather than operational ones as found
in quantitative-oriented theories and methods. The fol-
lowing definitions are used with the Culture Care theory
as a guide to discover culture care phenomena:41

1. Human Care/Caring refers to the abstract and
manifest phenomena with expressions of
assistive, supportive, enabling, and facilitating
ways to help self or others with evident or
anticipated needs to improve health, a human
condition, or a lifeway or to face disabilities or
dying.

2. Culture refers to patterned lifeways, values,
beliefs, norms, symbols, and practices of
individuals, groups, or institutions that are
learned, shared, and usually transmitted
intergenerationally over time.

3. Culture Care refers to the synthesized and
culturally constituted assistive, supportive, and
facilitative caring acts toward self or others
focused on evident or anticipated needs for the
client’s health or well-being or to face
disabilities, death, or other human conditions.

4. Culture Care Diversity refers to cultural
variabilities or differences in care beliefs,
meanings, patterns, values, symbols, and lifeways
within and between cultures and human beings.

5. Culture Care Universality refers to
commonalties or similar culturally based care
meanings (“truths”), patterns, values, symbols,
and lifeways reflecting care as a universal
humanity.

6. Worldview refers to the way an individual or
group looks out on and understands their world
about them as a value, stance, picture, or
perspective about life or the world.

7. Cultural and Social Structure Dimensions
refers to the dynamic, holistic, and interrelated
patterns of structured features of a culture (or
subculture), including religion (or spirituality),
kinship (social), political (legal), economic,
education, technology, cultural values,
philosophy, history, and language.

8. Environmental Context refers to the totality of
an environment (physical, geographic, and
sociocultural), situation, or event with related
experiences that give interpretative meanings to
guide human expressions and decisions with
reference to a particular environment or situation.

9. Ethnohistory refers to the sequence of facts,
events, or developments over time as known,
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witnessed, or documented about a designated
people of a culture.

10. Emic refers to the local, indigenous, or insider’s
views and values about a phenomenon.

11. Etic refers to the outsider’s or more universal
views and values about a phenomenon.

12. Health refers to a state of well-being or
restorative state that is culturally constituted,
defined, valued, and practiced by individuals or
groups that enables them to function in their daily
lives.

13. Transcultural Nursing refers to a formal area of
humanistic and scientific knowledge and
practices focused on holistic culture care (caring)
phenomena and competencies to assist
individuals or groups to maintain or regain their
health (or well-being) and to deal with
disabilities, dying, or other human conditions in
culturally congruent and beneficial ways.

14. Culture Care Preservation and/or
Maintenance refers to those assistive, supportive,
facilitative, or enabling professional actions and
decisions that help people of a particular culture
to retain and/or maintain meaningful care values
and lifeways for their well-being, to recover
from illness, or to deal with handicaps or
dying.

15. Culture Care Accommodation and/or
Negotiation refers to those assistive, supportive,
facilitative, or enabling creative professional
actions and decisions that help people of a
designated culture (or subculture) to adapt to or to
negotiate with others for meaningful, beneficial,
and congruent health outcomes.

16. Culture Care Repatterning and/or
Restructuring refers to the assistive, supportive,
facilitative, or enabling professional actions and
decisions that help clients reorder, change, or
modify their lifeways for new, different, and
beneficial health care outcomes.

17. Culturally Competent Nursing Care refers to
the explicit use of culturally based care and health
knowledge in sensitive, creative, and meaningful
ways to fit the general lifeways and needs of
individuals or groups for beneficial and
meaningful health and well-being or to face
illness, disabilities, or death.

These orientational definitions allow informants
and practitioners to discover care, health, and illness
conditions within a cultural perspective. The above def-
initions facilitate emic and etic data discoveries from
informants in naturalistic ways and in accord with the
theory of Culture Care. Some social-structure defini-
tions are found in the primary theory book, which the
reader may wish to review.42

From the above philosophy, purpose, goal, major
tenets, assumptions, and definitions of the theory of
Culture Care, the nurse moves forward to systemati-
cally discover care and health outcomes. It is impor-
tant to state here that other health and educational
disciplines are using the theory and the method, but
with slight modifications to fit their discipline focus.
In fact some physicians, dentists, social workers, hos-
pital and university administrators, and those of other
disciplines are using the theory with the Sunrise
Model and Enablers to obtain holistic, comprehen-
sive, and specific areas of understanding of human be-
ings, groups, and institutions in diverse cultures and
contexts.

Some Unique Theory Features
The theory of Culture Care Diversity and Universal-
ity has several distinct features different from other
nursing theories of which a few will be briefly high-
lighted. First, it is the only theory that is explicitly fo-
cused on discovering holistic and comprehensive cul-
ture care. Second, it is a theory that can be used in
Western and non-Western cultures because of the in-
clusion of multiple holistic factors universally found
in cultures. Third, it is the only theory focused on
examining comprehensive factors influencing human
care such as the worldview, social structure factors,
language, generic and professional care, ethnohistory,
and environmental context. Fourth, the theory has both
abstract and practice dimensions that can be systemat-
ically examined to arrive at culturally congruent care
outcomes. Fifth, the ethnonursing research method was
the first nursing research method designed to fit a the-
ory. Sixth, the theory is one of the oldest theories in
nursing explicitly focused on culture and care of di-
verse cultures. Seventh, the theory is unique as it has
three theoretical practice modalities to arrive at cultur-
ally congruent care decisions and actions to support
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well-being, health, and other specific care patterns.
Eighth, the theory is designed to ultimately discover
care—what is diverse and what is universal related to
care and health with emic and etic multiple factors.
Ninth, the theory has a comparative focus to identify
different or contrastive transcultural nursing care prac-
tices, but with specific care constructs and their mean-
ings to tailor-make care practices. Tenth, the theory with
the ethnonursing method has Enablers designed to tease
out in-depth informant emic data, and these Enablers
can also be used for cultural health care assessments.
Eleventh, the theory can generate new knowledge in
nursing and health care to arrive at culturally congru-
ent, safe, and responsible care. The term, culturally
congruent care, coined by the theorist as the goal of
the theory in the 1960s, is now being used worldwide
by health and social science disciplines. Twelfth, the
ethnonursing research method with Enablers is unique
to obtain in-depth naturalistic qualitative data and to
focus less on the use of scales and instruments that are
often impersonal, offensive, and ambiguous to cultural
informants.

It is also important to state that the Culture Care
theorist does not endorse or value classifications of
nursing theories as low, middle range, or grand the-
ories as these often are reductionistic modes of analy-
sis that fail to preserve holistic and natural qualitative
data of cultures. Reducing data to numbers or statistical
outcomes fails to meet qualitative criteria. Nor is this
theory a grand theory as there may be small domains
studied and discovered. Instead, the theorist has devel-
oped the four Phases of Quantitative Analysis, which
have been tested and used in many cultures the past
five decades. The analysis leads to grounded limited
findings from cultural informants who provide emic
data, but it can provide major “truths” or large data
outcomes. The criteria for qualitative studies is used to
arrive at credible informant truths and does not need
to use quantitative criteria for a qualitative research
study. It is also important to note that the theory and
method are not relativistic as universal attributes and
explanations are sought that transcend relativism. Most
importantly, the goal of the theory is not for relativity,
but seeks universal “truths” about many cultures. Let
us turn to the ethnonursing research method to see how
it fits with the theory as it is an original and unique
research method in nursing and health care.

Overview of the Ethnonursing
Research Method: Major Features
and the Enablers

The ethnonursing research method was specifically de-
signed by the theorist to facilitate the discovery of
data focused on the theory of Culture Care Diversity
and Universality. The term ethnonursing was coined
and developed by the theorist in the mid 1960s.43−45

Ethnonursing refers to a qualitative nursing research
method focused on naturalistic, open discovery and
largely inductive (emic) modes to document, describe,
explain, and interpret informants’ worldview, mean-
ings, symbols, and life experiences as they bear on
actual or potential nursing care phenomena.46 The
ethnonursing method is a naturalistic (largely emic fo-
cused) and open inquiry mode to discover the infor-
mant’s world of knowing and experiencing life. The
research method is designed to focus on emic and etic
knowledge and practices related to care, health, well-
being, illness, lifecycle experiences, dying, disabilities,
prevention modes, and other actual or potential areas of
interest to nurses and transcultural nursing phenomena.
The method facilitates the discovery of care and health
knowledge related to areas such as worldview, social
structure factors, ethnohistory, environmental factors,
and other additional areas of the informant’s cultural
lifeworld.

There are several major features and reasons why
the ethnonursing research method was developed with
the theory of Culture Care. It was evident in the 1960s
that nurses were heavily borrowing from other disci-
plines for research tools, scales, and instruments to
quantify or reduce nursing phenomena to almost mean-
ingless findings that limited nurses to discover caring
and other data related to nursing insights and prac-
tices. Nurses were not developing methods or aids ap-
propriate to studying nursing phenomena, but instead
were using research methods, tools, scales, and statis-
tical formulas from other disciplines. This was of deep
concern to me as we were missing meaningful and in-
depth nursing knowledge. Moreover, some quantita-
tive methods and findings seemed highly questionable
to discover meanings and to get accurate culture-care
interpretations. Often, quantitative researchers were
“lumping and dumping” findings together and even
“population groups” so that specific cultures were
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omitted or obscured in the findings. Indeed, it was diffi-
cult to obtain findings of specific cultures and espe-
cially any full, in-depth, meaningful data with quanti-
tative reductionistic and empirical research methods. A
priori hypotheses with limited discovery of the cultural
lifeways of people, the scientific method, and the ma-
nipulation and control of specific variables reigned, but
unknown “whole” cultures in context were limited ex-
cept for a few brief descriptions. Truths about a culture
were questionable, vague, and partial knowledge with
the quantitative borrowed methods and instruments as
they were not designed to discover in-depth human
care, health, ethnohistory, and values of cultures and
lifeways.

Realizing these major shortcomings in the early
1960s about quantitative research methods, I took a
bold and different step in nursing by developing the
ethnonursing research method within the qualitative
paradigm to fit my theory. This was a major new
approach in nursing and different from the other bor-
rowing practices of nurse researchers. After 20 years
of studying nearly 25 different qualitative methods,
I wrote the first qualitative nursing research book to
guide nurses to use a different paradigm and a different
method to discover nursing phenomena.47 My philos-
ophy and intent was for nurses to develop research
methods that fit or were meaningful to their theories
to get credible and full data and to not rely totally
on reductionistic modes of testing and data outcomes
for nursing phenomena. The idea of having nursing
research methods fit or be congruent with nursing to
discover complex, hidden, and covert nursing phenom-
ena was important as related to care and health and in
diverse cultures. It was essentially a new breakthrough
approach. Still today, many nurse researchers continue
to use borrowed research methods from nonnursing
disciplines and quantitative instruments to test their
theories.

The purposes of the ethnonursing research method
were as follows:

1. To discover largely unknown or vaguely known
complex nursing phenomena bearing on care,
well-being, health, and related cultural knowledge

2. To facilitate the researcher to enter the people’s
emic (insider’s) cultural world and learn from them
first-hand of their beliefs, values, experiences, and
lifeworld about human care and health

3. To gain in-depth knowledge about the care
meanings, expressions, symbols, metaphors, and
daily night-and-day factors influencing health and
well-being as depicted in the Sunrise Model

4. To use standard and new Enablers to tease out
covert or embedded care and nursing knowledge
related to the Culture Care theory with both emic
and etic data

5. To use a rigorous, detailed, and systematic method
of qualitative data analysis that would preserve
naturalistic cultural and contextual data related to
the theory

6. To use qualitative criteria (not quantitative) for
accurate, meaningful, and credible analysis of
findings

7. To identify the strengths and limitations of the
ethnonursing method in advancing transcultural
nursing science knowledge and outcomes.48

The ethnonursing purposes seemed urgently needed in
nursing but especially to establish a body of transcul-
tural nursing knowledge to guide culture care practices.
The ethnonursing research method was different from
ethnographies as the latter was focused on broad cul-
tural areas, which often failed to tap in-depth nursing
care phenomena and perspectives.49 Over the past sev-
eral decades I have found that the ethnonursing research
method is fully adequate to replace ethnographies and
to get to the heart of nurses’ research interests.

Qualitative and Quantitative
Paradigms and Methods
To understand the ethnonursing qualitative research
method, it is important to define and highlight below
the major differences between the qualitative and quan-
titative research paradigms and their purposes:50−53

The purpose of qualitative paradigmatic research
is to discover the essences, patterns, symbols, at-
tributes, and meanings of human and related phenom-
ena under study with informants in their natural or
familiar environments.54 Subjective, objective, philo-
sophical cultural, historical, spiritual, gender, ethical
values, life experiences, and other perspectives are
studied with appropriate qualitative methods. These
methods are used to obtain accurate meanings and
holistic and related informant data within familiar
and naturalistic environments, lifeworlds, cultures, or

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SBA P2: MRM/SBA QC: MRM/SBA T1: MRM

pq163a-03a PB095/Leininger November 8, 2001 8:14 Char Count= 0

Chapter 3 / PART I. THE THEORY OF CULTURE CARE 87

community contexts. With qualitative research, there
is no controlling of informant ideas or manipulating
variables by the researcher. Instead, informants are en-
couraged to share their ideas in their naturalistic ways
with stories, life histories, and what they know and
have experienced in their lifeworld. The emic or in-
sider’s world of information is the focus, but attention
to etic or outsider’s views are of interest. The researcher
tries to hold her/his views in abeyance and without
prejudgement of ideas expressed. The goal is to obtain
qualitative in-depth findings of the domain under study.

In contrast, quantitative paradigmatic research
uses a priori discrete variables and specific research
hypotheses with statistical tools and methods to ob-
tain measurable statistical data from preselected sub-
jects in accord with reduced, statistical and measurable
outcomes. The researcher is expected to carefully con-
trol, manipulate, and test selected a priori variables
with the scientific method of specific hypotheses.55 The
purpose of the quantitative research paradigm is to ob-
tain very precise measurements and to establish specific
causal relationships among the variables. With this re-
search approach, it is almost impossible to obtain and
measure covert cultural care data and other largely un-
known phenomena of importance to nursing, includ-
ing cultural health, healing modes, meanings, expres-
sions, and other related areas. Quantitative methods
and goals are the opposite of qualitative methods as
the purposes and views about ways of knowing are
very different. Discovering in-depth and natural caring
and healing practices, beliefs, and values of diverse and
similar cultures is essential with the ethnonursing qual-
itative method to obtain credible transcultural nursing
knowledge. From the author’s many research studies
in non-Western and Western cultures along with other
research studies mentored over the past five decades it
has been found that qualitative research is imperative
to grasp the people’s beliefs and lifeways.56 Moreover,
many immigrants and other cultures dislike being stud-
ied as “subjects,” “cases,” and “objects” in controlled or
manipulated ways. Cultures like to tell their story, life
histories, and experiences naturally from their ways of
knowing, which are often counter to experimental and
controlled ways of sharing by cultural informants.57

In general, qualitative and quantitative paradigms
have different philosophies, purposes, goals, methods,
and desired outcomes, and so they should not be viewed
as the same and used in the same ways. Recognizing

this reality, the two research paradigms and methods
should not be mixed as it violates the philosophy, pur-
poses, and integrity of each paradigm and leads to
questionable outcomes.58 Still today, some nurse re-
searchers and others are mixing and using both quali-
tative and quantitative methods “to be sure” or “to get
better findings.” Such practices seriously violate the
integrity and philosophical purpose of each paradigm.
This is an important principle that needs to be under-
stood and valued by researchers to obtain accurate and
credible data in studying human beings. It is also impor-
tant to realize that one does not have to add or mix many
methods within the qualitative paradigm unless the re-
searcher has good reasons and can justify using mul-
tiple methods. Most importantly, the researcher must
know each qualitative method being used and analyze
them fully with stated purposes. Qualitative research
methods and findings can stand alone to study and ex-
plain findings, and quantitative methods with statistical
treatments are not necessary or appropriate to justify
qualitative studies. The ethnonursing qualitative re-
search method was thoughtfully developed after study-
ing the purposes and uses of both research paradigms.59

Although there are a number of different kinds of
qualitative research methods, one chooses the method
that fits the research area (domain) and theory, such
as using ethnonursing research to fit the Culture Care
theory. However, it is important that nurse researchers
become aware of many different and distinct qualitative
research methods to choose from, such as these (listed
from the oldest to the most recent):60

1. Philosophical inquiry (oldest)
2. Ethnography (mini and maxi types)
3. Ethnology and ethnohistory
4. Phenomenology (German and French methods)
5. Hermeneutics
6. Life histories (autobiographic and biographic)
7. Ethnoscience
8. Daily diaries, narratives, and story telling
9. Historical (synchronic and diachronic types)

10. Audiovisual
11. Metaphoric inquiry
12. Ethnonursing
13. Symbolic interaction
14. Grounded theory
15. Action research
16. Critical social theory
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17. Feminist theory
18. Constructionist
19. Deconstructionist
20. Focused groups (several different approaches)
21. A few others such as holographic and virtual

reality methods

Each of these qualitative methods are different, but
have some common philosophical attributes and char-
acteristics that fit within the general purposes and goals
of the qualitative research paradigm. Philosophical in-
quiry is largely based on reasoning and argumentative
stances; however, the other methods are different and
need to be throughly studied by the researcher before
selecting and using the method and mode of analysis
so they can be used properly to obtain credible findings
based on the particular method used. It should be noted
that some “grounded” methods use statistical or mea-
surable techniques, and so they do not fit with the true
philosophical purposes and attributes of the qualita-
tive paradigm. Most qualitative studies use “grounded”
or emic raw data; hence, it may not be unique to the
grounded theory method. In the United States and a
few other countries, nurses are using phenomenolog-
ical (German and French) methods. More and more
nurses knowledgeable about ethnonursing are using it
with both “mini and maxi” studies (the terms I identi-
fied in the 1970s) for undergraduate and graduate nurs-
ing students which relates to the scope and domain
under study. Again, it is important to state that with
the ethnonursing method, one does not need ethnog-
raphy and other borrowed nonnursing methods to tap
nursing phenomena as ethnonursing is comprehensive
and complete to study specific and diverse domains. To
date, approximately 300 ethnonursing research studies
have been done with mini or maxi methods.61

Criteria for the Qualitative
Paradigmatic Studies
It has been interesting that in the past there has been a
strong tendency for nurse researchers to use quantita-
tive criteria for qualitative investigations. This is a ques-
tionable practice as it violates the philosophical basis
and purpose of each paradigm leading to errors, inaccu-
rate interpretations, and spurious qualitative findings.62

Realizing this problem and that too few nurses were ed-
ucated in qualitative methods in the 1960s and 1970s
(and even today), I did an intensive and extensive lit-

erature study in the 1960s and identified specific qual-
itative criteria for qualitative studies over the past four
decades. This was a critical and long overdue need in
nursing and with other disciplines. Many researchers
had believed that only quantitative criteria such as va-
lidity, reliability, and statistical criteria for any investi-
gation were essential to have their research accepted by
other colleagues. Qualitative criteria were much needed
to substantiate and accurately interpret qualitative find-
ings among nearly 25 different qualitative methods,
including the ethnonursing research method. I, there-
fore, identified six major criteria that have since been
defined and used for several decades and generally sup-
ported by Lincoln and Guba (educational researchers)
and others today.63 They are as follows:64,65

1. Credibility refers to direct sources of evidence or
information from the people within their
environmental contexts of their “truths” held
firmly as believable to them.

2. Confirmability refers to documented verbatim
statements and direct observational evidence from
informants, situations, and other people who firmly
and knowingly confirm and substantiate the data or
findings.

3. Meaning In-Context refers to understandable and
meaningful findings that are known and held
relevant to the people within their familiar and
natural living environmental contexts and the
culture. (Note: This was not an explicit criteria of
Lincoln and Guba, but deemed important for all
qualitative studies by Leininger.)

4. Recurrent Patterning refers to documented
evidence of repeated patterns, themes, and acts
over time reflecting consistency in lifeways or
patterned behaviors.

5. Saturation refers to in-depth information of all
that is or can be known by the informants about
phenomena related to a domain of inquiry under
study.

6. Transferability refers to whether the findings from
a completed study have similar (not necessarily
identical) meanings and relevance to be transferred
to another similar situation, context, or culture.

These criteria are studied before beginning a qua-
litative investigation such as an ethnonursing study.
They are specifically, thoughtfully, and discerning-
ly used with qualitative data to arrive at accurate
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interpretations and credible findings. These criteria are
documented during the study and rechecked in the final
analysis as one uses the Leininger Phases of Quantita-
tive Data Analysis.66 Some descriptive numbers (non-
statistical) can be used to document patterns of use,
directional foci, or patterned frequencies. The criteria
are identified and documented while collecting data.
The reader is encouraged to read other studies to under-
stand the uses of qualitative criteria for accuracy from
the beginning to the end of the research. The qualita-
tive researcher needs to remain cognizant that the goal
of qualitative studies is not to produce generalizations,
but rather to document, understand, and substantiate
the meanings, attributes, patterns, symbols, metaphors,
and other data features related to the domain of inquiry
under study drawing heavily on informant data. The
researcher will find it is most rewarding to use these
qualitative criteria as they confirm and reaffirm find-
ings in process from the informants and in the final
analysis and interpretation of findings. They are the
scientific evidence with documentation.

Enablers to Facilitate
In-depth Discoveries

To tap the peoples’ (or informants’) world of knowing,
the author developed several enablers (term coined by
the author beginning in the 1960s) to tease out data
bearing on culture care, health, and related nursing phe-
nomena. Different enablers were developed to discover
specific data related to the theory tenets and for in-depth
data of overt, covert, unknown, or ambiguous nursing
phenomena. Enablers sharply contrast with mechanis-
tic devices such as tools, scales, measurement instru-
ments, and other impersonal objective distancing tools
generally used in quantitative studies. These tools are
often viewed as unnatural and frightening to cultural
informants, especially to minorities, refugees, immi-
grants, homeless, poor, elderly, oppressed, and other
vulnerable groups, as well as to cultures in general.
Accordingly, several Enablers were developed by the
author as part of the ethnonursing method. They are as
follows:

1. Leininger’s Observation-Participation-Reflection
Enabler (Fig. 3.2)

2. Leininger’s Stranger to Trusted Friend Enabler
(Fig. 3.3)

3. Sunrise Model Enabler (see Fig. 3.1) presented
earlier as a cognitive visualization aid to see the
totality of phenomena or dimensions under study

4. Specific Domain of Inquiry Enabler (this is always
developed by the researcher doing the study)

5. Leininger’s Acculturation Enabler67

Examples of using these Enablers and their uses can
be found in this book and many publications where the
ethnonursing method has been used. (See references at
end of the chapter.) Each will be explained below.

The ethnonursing researcher often uses most (if
not all) of the Enablers except for perhaps the Accul-
turation Enabler depending on the focus of the study.
Enablers are used as a guide to gently tease out in-depth
informant ideas and obvious facts related to a specific
domain of inquiry under studied. With Enablers, infor-
mants are encouraged to talk out their ideas; tell stories;
describe life experiences; share pictures, tapes, and any
materials they feel comfortable sharing related to the
areas being discussed. The researcher remains alert to
the informant’s accounts and is an active and genuine
listener with informants. One always moves with the
informant’s line of thinking or flow of ideas so that one
enters and learns from the informant. The researcher
unobtrusively uses each Enabler as a guide to uncover
specific knowledge areas related to the domain of in-
quiry, but does not give the Enabler to the informant
to use. Throughout the use of the Enablers, the eth-
nonursing researcher pays attention to one’s own re-
sponses, feelings, actions, and reactions reflecting on
actual or possible influences of the researcher on the in-
formant(s). Remaining in a nonintrusive role is desired,
always sitting with the informant in a visiting style of
relating to them and others. Let us briefly highlight
these Enablers next.

The Observation-Participation-Reflection
Enabler
This Enabler (see Fig. 3.2) is regularly used as a most
helpful and essential guide to enable the researcher to
enter and remain with informants in the familiar or
natural cultural context while one is observing and do-
ing the study. With this Enabler, the researcher moves
from an observer and listener role to gradually a par-
ticipant and reflector role with the informant(s) or
with phenomena under study. The researcher moves in
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slowly and politely after seeking permission to be with
the informant. The gradual entry helps the researcher
to first observe what is occurring naturally in the envi-
ronment and with the people. It helps to maintain the
idea to enter naturally and with less emphasis on the re-
searcher. Observing before, during, and after contacts
is important with this Enabler. Observing the whole or
total situation and remaining an active listener is im-
portant. Identifying symbols, documenting facts and
historical events, and reflecting on reactions and in-
teractions with one another are all essential to obtain
comprehensive ethnonursing data. Gradually, the re-
searcher moves into center visibility but maintains a
more passive than active doing role. When this occurs,
one begins to feel and experience the actual shared
lifeways of the people and become part of the on-going
situation and interaction. At all times the researcher
encourages informants to explain and interpret what is
being observed, done, or experienced.

With this Enabler, the researcher studies day and
night experiences or events. They are clarified with the
informants and with the researcher respecting and valu-
ing what is shared or explained. The researcher remains
an active observer, listener, and reflector as crucial to
the ethnonursing research method while focusing on
the domain of inquiry. The researcher learns how to use
long silence-listening periods with cultural informants
and how to respect and document gender status, espe-
cially with the elderly and children. Remaining patient
and keeping focused on what is being said or not
discussed is essential to get full data with meaningful,
sequential, and authentic data. Documenting specific
and unusual events, cultural care offenses, taboos,
and activities that are acceptable and nonacceptable

Leininger’s Ethnonursing Observation—Participation—Reflection Enabler

Primarily Observation
and Active Listening

(no active participation)

Focus Primarily Observation with
Limited Participation

Primarily Participation
with Continued
Observations

Primarily Reflection and
Reconfirmation of Findings with

Informants

1Phases 2 3 4

Figure 3.2
Leininger's ethnonursing Observation--Participation--Reflection Enabler.

is important. Past and present stories, incidents, and
historical events about care giving and receiving are
important sources of information. Throughout the use
of this Enabler, the researcher remains alert to the Cul-
ture Care theory tenets and especially to what are the
data diversities (variabilities) and commonalties. The
ethnonurse researcher also reflects on transcultural
nursing concepts, principles, definitions, and reflective
holding knowledge about the culture to grasp what one
observes and hears. One avoids labeling, social pro-
filing, or stereotyping as unacceptable in transcultural
nursing. Transcultural nursing research mentors will
watch for these tendencies and discuss such behavioral
tendencies with the researcher. A daily journal or field
log is used to record what one observes, hears, and
experiences with the Enabler. This Enabler is also
most valuable to doing cultural assessments related
to care and health practices. It should be noted that
the OPR Enabler is quite different from the traditional
participant-observation method used in anthropology
in that the process is reversed and a new reflection
phase has been added. In addition, the OPR Enabler
has explicit expectations to guide the researcher in each
phase of this Enabler, which is different from the PO in
anthropology.

Leininger’s Stranger to Trusted
Friend Enabler
This Enabler (see Fig. 3.3) has been enormously helpful
as the researcher enters and remains with informants as
strangers in unfamiliar environments. If the researcher
has been functioning in the culture earlier or is from the
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culture, it still is very helpful. Looking anew at infor-
mants’ ideas and responses, and not assuming “one
knows all about them and their culture,” remains ex-
tremely important in ethnonursing. With this Enabler,
the nurse can learn much about oneself and the people
under study with this guide. The goal with this guide
is to become a trusted friend as one moves from the
left side of the Enabler (distrusted friend) to the right
side of the Enabler to become a trusted friend. Differ-
ent attitudes, behaviors, and expectations can be iden-
tified with this Enabler as the researcher moves from
a stranger to a trusted friend. (See Fig. 3.3.) The nurse

Figure 3.3
Leininger's Stranger--to--Trusted--Friend Enabler.

researcher can become a trusted friend as it is essen-
tial to be trusted for honest, credible, and in-depth
data from informants. The author has found from sev-
eral of her studies and from others using this Enabler
that when informants considered the researcher to be a
trusted friend, the findings have markedly increased the
credibility and accuracy of the informant data. When
one is a trusted friend, informants will generally share
more openly their secrets and other insights than when
one is a distrusted researcher. This is different phi-
losophy from the quantitative researcher who tries to
keep “subjects” at a distance and avoids being a friend.
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The process of moving from becoming a stranger to
a trusted friend takes time and keen sensitivity while
showing a genuine interest in the informants and re-
specting their ideas, beliefs, responses, and cultural
ideas. This Enabler is used early and throughout the
research period to assess one’s relationship with the in-
formant to get accurate data.68 It is also valuable for cul-
turalogical assessments. By focusing on studying the
attributes in the right and left parts of the Enabler, one
can gauge and assess progress moving from distrusted
to trusted researcher (or nurse clinician). This Enabler
has been essential and a standard, required guide with
the ethnonursing method. The author first developed
this Enabler in the 1960s with the first transcultural
nursing research study in the Eastern Highlands of
New Guinea. It has proven to be enormously helpful
to nurses working in any culture, but especially non-
Western and unknown cultures. It also helps to obtain
a wealth of emic and etic cultural data, including other
cultural detailed information about the informants and
their beliefs, values, and lifeways while learning about
oneself as a researcher and stranger.

Domain of Inquiry Enabler (DOI)
The ethnonurse researcher develops a special Domain
of Inquiry Enabler (DOI) that is specific to the re-
searcher’s interests and focused on the domain of study.
For example, a Domain of Inquiry (DOI) might be
stated as: “Haitian Families and Care Meanings and
Practices.” Or another DOI would be “Political Care
Meanings of Czech Immigrants.” This is a succinct
tailor-made statement focused directly and specifically
on culture care and health phenomenon. Questions or
ideas can be stated as related to the domain to cover
ideas with DOI. Several excellent examples of these
special DOI Enablers are found in several research
studies by transcultural nurses in this book and in the
references listed at the end of Part II of this chapter.

Leininger’s Acculturation Health Care
Assessment Enabler
Another important enabler that is often used is the
Acculturation Health Care Assessment Enabler. In
studying any culture it is important to assess the extent
of acculturation of the informants whether more tradi-
tionally or non-traditionally oriented in their values,

beliefs, and general lifeways. This enabler is presented
in Chapter 4, Appendix B. It is most frequently used in
doing culturalogical assessments, but is also used with
ethnonursing research studies.

Sunrise Model Enabler
The Sunrise Model Enabler (see Fig. 3.1) has already
been discussed earlier in this chapter. This Enabler re-
mains one of the most valuable comprehensive guides
for researchers to tease out data related to multiple fac-
tors influencing care and health outcomes and to remain
cognizant of holistic lifeways to examine with the Cul-
ture Care theory.

Guide to Using the Ethnonursing
Research Method

In studying any theory it is important to understand
and use an appropriate research method to collect and
analyze data. The author’s ethnonursing method is a
very systematic and rigorous method to ensure a sound
study. In this section an overview of the ethnonursing
research method is presented, but the reader is encour-
aged to study further the method by reading completed
research studies in this book and in other publications
such as O’Neil’s.69 The first step in using the ethnonurs-
ing research method is to clearly and succinctly state
the domain of inquiry (DOI) being studied by the re-
searcher. The DOI is the major focus of the research,
which is focused on culture care phenomena with the
major theory tenets fully in mind. All key words stated
in the DOI are thoughtfully selected as they are studied
in-depth and comprehensively with the informants. For
example, some stated domains of inquiry (DOI) might
be: 1) Culture care meanings, expressions, and patterns
of elderly Old Order Amish; 2) Culture care meanings
and practices of Chinese children living in a rural com-
munity; or 3) Afro-British teenagers and their cultural
needs in an urban context. You will note that they are
brief DOIs, but every word is fully the responsibility of
the researcher to discover all aspects of the DOI such
as meanings, expressions, and patterns of X culture.
Superficial knowledge is inadequate and would fail to
be a sound ethnonursing research investigation.

Research problems are seldom stated as found
in quantitative studies as the researcher’s interest or
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concern may not be a problem to the people, but rather
the researcher’s problem or interest. Usually, a few
research questions can be stated after the DOI to be
sure that every idea in the domain is broken down and
fully studied. These questions would be guides and
do not have to be analyzed separately at the end of
the study. Instead, the DOI data are fully analyzed.
Additional questions may be raised while conducting
the study. Some suggested examples of questions that
might follow the domain of inquiry statement are: “Cul-
ture care meanings, expressions, and patterns of caring
with Japanese families” followed by 1) What is the
meaning of care (caring) to Japanese families? 2) What
are the caring expressions or overt action modes with
Japanese families? 3) What specific care patterns can
be identified with Japanese families? 4) Which modes
of action or decisions with the Culture Care Theory
seem most appropriate to provide culturally congru-
ent care to Japanese families? These questions are ex-
amples to help the researcher focus on the domain of
inquiry in specific ways.

After clearly stating the domain of inquiry and
identifying a few research questions, the researcher
then develops her/his Enabler (DOI) related to the
specific domain of inquiry under study. This may be
developed further after preliminary visits with the peo-
ple being studied. The theoretical hunches by the re-
searcher and those bearing on the Culture Care the-
ory are the focus throughout the study. In addition,
the researcher should use other enablers such as the
Observation-Participation-Reflection Enabler and the
Stranger-Friend Enabler as an integral part of the eth-
nonursing research method. The Acculturation Enabler
is often used to assess the extent of cultural changes
with immigrants, refugees, and other groups.

The sequential steps for the ethnonursing method
are summarized below to guide the researcher:70

1. Fully review literature related to the domain of
inquiry under study and other close studies to the
DOI. Identify how these studies are similar to or
different from your investigation (including
qualitative and quantitative studies relate to the
DOI).

2. State the researcher’s theoretical interests and
assumptive premises about studying the domain of
inquiry in relation to Culture Care theory. The

theory always serves as the overall focus with the
DOI to refute or substantiate the theory.

3. State the orientational definitions (not operational
ones) to clarify your terms being used. Some of the
theorist’s stated Culture Care definitions above may
be used or modified to fit the researcher’s DOI.

4. Clearly state the purpose(s) and goal(s) of the
study and identify the potential relevance or
significance of this study to advance transcultural
nursing or related nursing knowledge and practice
areas. It is well to discuss your research ideas and
DOI with a transcultural nursing research mentor
to ensure a clear domain, theoretical ideas, scope
of the study, and research plans.

5. The researcher then selects informants usually
after a preliminary visit where the study is to
occur. Key and general informants are thoughtfully
and purposefully selected after identifying
potential ones for the study. Keep in mind that the
key informants are studied in-depth, while the
general informants are studied for reflection and
for representations in the wider community. After
selecting key and general informants with
selection criteria and explaining the study, obtain
informed consent of the key and general
informants at the beginning of the study and also
while the study is in process. The informants’
willingness to participate with potential benefits
are discussed, as well as the fact that the
informants are free to withdraw anytime from the
study. Consent from institutions or community
agencies is usually necessary in most places to
protect informants and institutional rights.

6. Use Stranger-Friend Enabler (Fig. 3.3), the
Observation-Participation-Reflection Enabler
(Fig. 3.2), and the Sunrise Model (Fig. 3.1) from
the beginning to the end of the study. Frequently
assess your own attitude, communication
(including nonverbal) modes, gender, and any
other factors that may influence informant
responses. An experienced transcultural nursing
mentor is highly encouraged to confer with the
researcher or provide insights especially with
nurses new to the method.

Throughout the study, the ethnonurse researcher
keeps in mind that the key informants are to provide
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in-depth knowledge about the DOI focused on culture
care phenomena. Generally, three to four 1- to 2-hour
sessions are held with key informants as one focuses on
the DOI and the six qualitative criteria. In contrast, the
researcher spends approximately 1- or 2-hour sessions
(30 minutes) with the general informants because they
provide only general ideas about the DOI.71 For a maxi
ethnonursing study, usually 12 to 15 key informants are
selected and approximately 20 to 25 general informants
are needed. For a mini study (often done before a maxi
study) about one-half the number of key and general
informants is used, that is, 6 to 8 key and 10 general
informants. The mini or smaller study helps consider-
ably to gain skills and confidence in doing a large or
maxi study. Often, baccalaureate and master nursing
students do mini studies, whereas doctoral students are
expected to do maxi investigations. These numbers for
informants of maxi and mini studies have been found
reliable to reach saturation and to meet other qualitative
criteria based on nearly five decades of many studies
with many nursing students and transcultural nurse re-
search experts.

It is the responsibility of the principal investiga-
tor to regularly and systematically document all ob-
servations and work throughout the study. The re-
searcher maintains a field journal log or may use an
electronic mini hand computer to process data imme-
diately after each session. Small note pads are used
while talking with and observing informants or situa-
tions. Nonverbal and verbal observations and partici-
patory experiences along with the researcher’s reflec-
tions are documented. It is important for the researcher
to record one’s feelings, views, and responses, which
are usually on a dated and separate log. Codes are
used to protect identification of the informants and in-
stitutions, which are kept confidential and in locked
files. Periodically, the researcher may need to clarify
with informants the purposes or intent of the study
so that no misunderstandings occur and to respond
to their questions. Again, informants may withdraw
without retribution or pressure at any time and must
be thanked for their participation. Interestingly, very
few withdrawals have occurred with ethnonursing stud-
ies as informants usually like the method and are ea-
ger to share their (emic) cultural stories and views, as
well as past experiences with professional staff care
practices.

During the study, the researcher tries to maintain
a nonobtrusive or nondominating position when ob-
serving, talking to, or participating with people. Main-
taining a genuine interest and becoming immersed in
the culture are important. Learning with “new ears and
eyes” about the people and their culture care bring
many knowledge rewards. Time is needed to maintain
a daily log, to reflect on what has occurred, and to plan
ahead. Historical documents, pictures, and other doc-
uments from informants are important and part of the
ethnonursing collected data to be studied. Descriptions
of environmental context and special language state-
ments need to be dated and recorded. Today, many types
of hand computers and other voice aids are available
to process data, which should be done immediately af-
ter each visit to get an accurate account and to prevent
memory lapses. If a tape recorder is used and pictures
taken, permissions are necessary from the informants.
Permission for taking pictures or doing videotapes is
with cultures and countries, but generally informant’s
rights are protected. Some cultures say their word is bet-
ter than a written document and refuse written forms,
such as the Old Order Amish. Computer field and re-
search data need to be respected and protected by the
researcher.

How long one spends doing an ethnonursing study
depends on the domain of inquiry and if the study is
a maxi (big) or mini (small) study. The research cri-
teria need to support and substantiate the domain of
inquiry throughout the ethnonursing study. Evidence
from the six criteria are used to guide the researcher
and to substantiate the qualitative study. Evidence for
the six criteria are imperative, namely, 1) credibility, 2)
confirmability, 3) recurrent patterning, 4) meaning in-
context, 5) saturation, and 6) transferability as defined
earlier. The transferability criterion is considered at the
end of the study and requires very thoughtful consid-
eration by the researcher to determine if the results are
transferable to a similar context. The six criteria should
be used to document different contexts and findings
while collecting and analyzing data daily, rather than
waiting until the end of the study. Informants with emic
and etic views are also studied for comparative tran-
scultural findings and in relation to particular environ-
mental contexts, ethnohistorical data, gender, age, and
language uses. During the study it is especially impor-
tant for key informants to confirm, refute, or reconfirm
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findings with the researcher so that an accurate and
truthful account is forthcoming. The researcher’s per-
sonal and professional etic views should always be
documented and studied for biases and racism and for
differences, similarities, conflicts, and other factors re-
lated to interpretation of what one sees or hears. Re-
member the key informants are interviewed and studied
first, and then the general informants near the end of
the study to check out cultural representation of the
findings. To reduce transcultural nurse biases and prej-
udices, considerable time is spent in transcultural nurs-
ing courses to deal with such realistic concerns under
experienced transcultural nurse mentors.

Phases of Ethnonursing
Data Analysis

To facilitate a systematic data analysis, the author has
developed the Phases of Ethnonursing Qualitative Data
Analysis (see Fig. 3.4) and confirmed its importance

Figure 3.4
Leininger's phases of ethnonursing qualitative data analysis.

with approximately 100 studies over four decades.72−74

The four phases provide a systematic data analy-
sis when thoughtfully used. The Leininger Templin
Thompson (LTT) Qualitative Software Data Program
(or a similar one today) can be used to process a
large amount of grounded raw qualitative ethnonurs-
ing data.75 Data from key and general informants with
all interviews, observations, ethnohistory data, social
structure factors, generic and professional data, and
other data are computer processed, coded, and classi-
fied for final analysis at each phase of analysis with
final themes. All qualitative data are preserved in the
researcher’s data bank. Thus a large amount of data
are analyzed and preserved for different uses by the
researcher.

The first two phases of data analysis (see Fig. 3.4)
include recording of all grounded data along with spe-
cific code indicators. The third and fourth phases of
data analysis require that the researcher identify recur-
rent patterns (third phase) and themes (fourth phase).
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In the fourth phase, the researcher not only thought-
fully analyzes the themes, but arrives at synthesized
formulations of the findings derived from the previ-
ous data from the other three phases. The fourth phase
requires the researcher to do creative reflections and
abstract thinking to synthesize the findings into domi-
nant care themes related to the DOI and theory tenets.
It is this phase that requires the highest level of abstrac-
tion and critical thinking by the researcher to arrive at
succinct, accurate, and usually powerful explanatory
themes from the mass of rich data processed. The re-
searcher rechecks and does audits trails of all analysis
themes to be sure they are substantiated with grounded
evidence and credibility from the raw data of the infor-
mants. These themes are clearly stated as major domi-
nant ones to guide nurses in providing culturally con-
gruent and relevant care for cultures as the ultimate
goal of the theory is to lead to health and well-being or
assist in dying.

Transcultural nursing research mentors who are
experienced with the ethnonursing method can be of
great help to facilitate the researcher’s thinking on the
major themes for high or powerful levels of formula-
tions for meaningful analysis themes. The ethnonurs-
ing researcher who has collected the data from infor-
mants (and not technicians or unprepared researchers)
becomes the key person to analyze the findings for
credibility and accuracy. The unique feature of the
ethnonursing research method is that the findings are
firmly grounded with the cultural informants, having
both emic and etic findings. The researcher may share
her/his own responses, special views, and immersion
experiences that reflect her/his immersion in a special
section or that are used as honest experiences with the
culture and informants. The researcher’s narratives and
on-going extensive experiences over time are always
of interest to readers to grasp the nature of interactive
transcultural research process. Comparative perspec-
tives of diversities and similarities with emic and etic
findings among informants are important to document.
Special experiences of the researcher, informants, and
community participants are important to reveal human-
istic findings as shown in several chapters by different
authors in this book and elsewhere.76

In the final check of the Phases of Ethnonursing
Analysis for Qualitative Data, the researcher rechecks
the final themes to be sure the data supports them from
the raw data (Phase 1) to the final step (Phase 4). Such a

rigorous and systematic analysis shows the reader how
the data were substantiated and how the themes and the
conclusions were reached. The term substantiation of
findings is used for reporting ethnonursing and other
qualitative results rather than verification or general-
ization as the latter are used with quantitative research
studies.

After completing the study, a summary of ma-
jor findings are shared first with interested informants
and then prepared for presentations and for publica-
tion. These are essential for ethnonursing research as in
formants are usually interested in findings and should
be aware of them before they are publicly presented
or published. It also provides time to thank the infor-
mants for their contribution to professional knowledge
and practices. The informant summary can be a brief
report and given near the research site.

The final step is writing and publishing the study
as soon as feasible so nurses and others can benefit
from the findings and recommendations. The final re-
port should state whether the theory and the domain
of inquiry have been substantiated or refuted with sub-
stantive evidence. In addition, the researchers discuss in
published works how the study findings with the three
modes of action or decision are used to provide cul-
turally congruent nursing care in practical ways.77,78

Both culturally diverse and universal findings are re-
ported with the theory and ethnonursing research find-
ings. Reflections, suggestions, and recommendations
are offered rather than limitations. Reflections are pre-
sented on ways to strengthen ethnonursing research and
to share satisfactions or challenges in the conduct of the
investigation.

Summary
This chapter has presented an overview of the theory of
Culture Care Diversity and Universality with the eth-
nonursing research method. In addition, general fea-
tures of qualitative research methods contrasted with
quantitative and with the use of qualitative criteria were
used to support the use of the ethnonursing method.
The general features of the theory and method were
discussed to show the close and important relationship
of theory and method for meaningful and congruent
outcomes. This first part will help the reader to grasp
the use of the theory and method as used by several au-
thors in this book with 25 specific culture care studies
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by transcultural nurse experts. This chapter provides
a bridge to Part II of this chapter to understand the
many active researchers pursuing transcultural nursing
research over the past five decades.

It is most encouraging to see so many nurses using
the theory and method today worldwide to discover
crucial and long overdue knowledge to help nurses
function in our transcultural world. The researchers’
enthusiasm with many positive feedback reports are
most encouraging to receive, especially those of di-
verse cultures. Many users repeatedly say, “This theory
is the most holistic, comprehensive, and reality-based
one in nursing and the health disciplines”; “The theory
and method are extremely important to help us practice
nursing”; “The theory fits our desired way of function-
ing as nurses for we work with clients in many different
settings”; “I am so pleased with the broad, holistic, and
comprehensive theoretical features to expand my nurs-
ing perspective and yet tap highly particularistic data
to guide my care with specific cultures. My practice of
nursing is greatly changing, and it has been the theory
research findings that has helped me the most in nurs-
ing”; and “This theory is timely and has come of age
and is so relevant to nursing; we have long needed it
to prevent racism and ethnocentrism.” In general the
theory of Culture Care with the ethnonursing research
method has been probably the most significant break-
through in nursing and will have even greater impact
in this 21st century to improve culture care practices.
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CHAPTER 3
PART II. Selected Research
Findings from the Culture
Care Theory

Marilyn R. McFarland

Over the past four decades approximately 300
known substantive transcultural nursing re-
search studies have been done in Western and

non-Western cultures. Many of these studies have been
published in the Journal of Transcultural Nursing, the
official publication of the Transcultural Nursing So-
ciety, but others have appeared in book chapters, spe-
cial monographs, and related sources. Because of space
limitations, only a few selected transcultural nursing
studies and findings will be cited beginning in the early
1960s with others following until the year 2001. The
reader is encouraged to read these studies to discover
the use of the Culture Care Theory and the ethnonurs-
ing research method, along with the valuable findings
to advance and substantiate transcultural nursing and
to improve care in other health areas. Most of these
studies are maxi-ethnonursing research studies with
specific Western and non-Western cultures with ap-
proximately 12 to 15 key and 30 to 45 general infor-
mants. Only highlights are presented, and Appendixes
3-A and 3-B provide a partial list of additional research
studies.

Early General Transcultural
Nursing Studies

The first transcultural nursing study was with the
Gadsup people of the Eastern Highlands of New
Guinea in the early 1960s by Leininger which was ap-
proximately a 2-year in-depth study using ethnonursing
and ethnographic research methods.1−3 While many
culture findings, beliefs, and values were discovered,
the major care meanings and action modes of the
Gadsup were explicated. Care meanings and actions

were as follows:

1. Nurturance (ways to help people grow) and survive
2. Surveillance nearby and at a distance

(watchfulness)
3. Male protective modes
4. Ways to prevent illness and death
5. Use of touch as a caring modality.4−6

Kinship, politics, gender roles, cultural values, and
other sociocultural factors were major influencers on
care patterns, expressions, and lifeways. There were
many other insightful findings discovered in this old
non-Western, nontechnological culture that have been
reaffirmed by Leininger with her return visits each
decade since 1960. These findings affirm the tenacity of
Culture Care values, beliefs, and lifeways as guides to
transcultural nursing practices.7 Most importantly, this
first transcultural nursing study has inspired nurses to
study cultures in-depth and over time for culture care
patterns with the theory.

Another important transcultural nursing study
conducted in an American urban hospital context with
Philippine and Anglo-American nurses was done by
Spangler in the late 1980s and reported in 1992. Find-
ings from this early 8-month study revealed several
diverse and two universal care themes and patterns
that substantiated the theory of Culture Care. One
of the many dominant care patterns demonstrated by
Philippine American nurses in the hospital context
was care as providing respect and physical comfort
with therapeutic benefits and highly positive responses
from clients. Philippine nurses showed competencies
in using their generic traditional caregiving modes to
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provide smooth interpersonal relationships (or pakik-
isama) with clients, which prevented hurting patients’
feelings and saved face as a dominant care value.
Philippine nurses would avoid confrontational inci-
dents and used lambing (playful coaxing or cajoling)
when asking about or for an action or decision to be
made with staff and clients.8

In contrast, Anglo-American staff nurses demon-
strated a high regard for giving autonomous care or
care that they controlled and gave independently to
clients. These nurses were comfortable being assertive
and confrontational in giving care that they valued,
along with efforts to educate or teach clients. Anglo-
American nurses showed signs of frustration when
clients were noncompliant and when patients did not
focus on initiating and maintaining self-care practices.
Anglo-American nurses wanted patients to make deci-
sions and choices that fit with professional (etic) nurse
expectations and with what Anglo-American nurses
believed “made sense to them.” Being in control of
the situation and “to be on top of things” was their
way of caring and was very important to these Anglo-
American hospital nurses. They drew on their profes-
sional (etic) knowledge “of what was taught to them”
and were active in doing physical assessments. Anglo-
American nurses demonstrated skills in mastery of
situations, tasks (many technologies), and the use of
“rational knowledge” as their action modalities of nurs-
ing care, but had limited knowledge about cultures and
generic (emic) care knowledge. There were many cul-
ture care indicators of themes, patterns, and raw data
from this study reflecting more diversities than uni-
versalities between Philippine and Anglo-American
nurses. The only universal or common care theme for
Philippine and Anglo-Americans was to work hard and
to express frustration in different cultural ways about
nursing situations or conditions. This remains an im-
portant comparative nursing staff institutional study
of professional care meanings and practices between
two nursing cultures within an urban United States
hospital. Showing major differences, Philippine nurses
used both generic and professional care practices,
whereas Anglo-American nurses relied on only etic
practices.9

Wenger’s ethnonursing study of the Old Order
Amish was the first transcultural nursing investiga-
tion to examine in-depth care meanings and action

modes using the Culture Care theory.10,11 Her in-
depth emic findings of the Amish revealed that generic
care had several dominant care meanings such as giv-
ing and accepting help generously and with humil-
ity from others. Care was very tightly embedded in
the worldview and with social structure factors, es-
pecially religion, kinship, cultural values, and beliefs,
and within their community-based daily modes of liv-
ing. The use of technologies was counter to Old Or-
der Amish cultural lifeways and was not seen nor
generally desired as a care modality. The dominant
core care meanings and action modes for the Old
Order Amish were 1) providing anticipatory care (es-
pecially knowing about one another’s cultural care
needs); 2) practicing principled pragmatism (do what
needs to be done with family and friends in traditional
practical ways); and 3) being an active participant in
daily community life activities that promote individ-
uals, family, and community well-being. Care for the
Old Order Amish was within high-context meaning,
which meant care was readily known and understood
by the Amish in their strongly oriented community life-
ways. Culture care universals among the people were
far more evident than diversities with signs of some in-
tergenerational differences. Grandparents were highly
respected and cared for by others in the Old Order
Amish culture. This transcultural study was the first
to discover the relevance and importance of cultur-
ally based care within the Amish community living
context. It is the first study in nursing to show the
meaning and practices of specific community caring
modalities.12

Rosenbaum’s transcultural nursing study of wid-
ows with the Culture Care theory was another first
of its kind in that it was focused on care meanings
and actions with Greek Canadians. The dominant care
meanings and action modes were that care meant 1)
being responsible for one’s husband after death with
the newly discovered construct by the researcher of
“continuity care” for one’s husband at the grave site; 2)
showing active family protection for and concern about
other Greek Canadians; and 3) demonstrating that car-
ing means helping others in need and in daily life ac-
tivities. The widow’s spiritual belief in presence after
her husband’s death required comfort care, which was
expected to be provided by nurses. The researcher dis-
covered anew the construct of cultural care continuity
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with the use of the Culture Care theory, which meant
that widows were expected to promote and maintain
Greek Canadian health and well-being for both the liv-
ing and the dead in special ways. Several additional,
generic (emic), culturally based findings were discov-
ered by Rosenbaum that can be studied with the three
care action modes of the theory to maintain culture-
specific health and prevent illness.13

In the late 1960s Leininger studied Mexican and
Spanish American community care needs in a midwest-
ern suburban community in the United States.14 The
Culture Care theory was used, which disclosed differ-
ences between the two cultures but also some similari-
ties in religion, language, and kinship. In 1991 Stasiak
and several graduate nursing students studied Mexican
Americans with the Culture Care Theory in a large ur-
ban mid-Atlantic area of the United States. From these
studies, several dominant cultural care (emic) mean-
ings and action modes were discovered such as the
following:

1. Filial love and respect for those in authority
2. Offering direct involvement as filial care with

extended family members
3. Providing protective care by observing cultural

taboos and using generic (folk) care by
professional nurses and others

4. Being involved with other kin as “other care”
rather than focusing on self-care

5. Accepting religious values and belief of God’s will
in caring, healing, and in death

See Table 3.2 for other care meanings and action find-
ings. Religion, spiritual values, and extended kinship
practices and knowing generic (folk) beliefs and caring
actions were all held to be dominant and essential to
provide culturally congruent care to Mexican Ameri-
cans. Being attentive to different environmental con-
texts was also viewed as an important caring expec-
tation for professional nurses who care for Mexican
Americans.15−17

Stasiak was the first nurse researcher to dis-
cover confidenza or confidence as an important generic
(emic) care construct for Mexican Americans. In his
study he described confidence as trusting others and
God as an essential goal for nurses in providing cul-
ture care accommodation practices. Stasiak’s study re-
vealed four major universal (emic) themes: 1) car-

ing is expressed through love of family and neighbor
(filial love) and spiritual ties, including compadrazgo
(fictive kin), and through invoking the power of God
to heal by the use of prayer; 2) care means todo
o casi todo or everything or almost everything, be-
ing with family, eating certain foods, and bienestar
or well-being; 3) folk practices and rituals promote
caring and healing among Mexican Americans; and
4) professional health care providers were seen by in-
formants as an extension of God. The culture-specific
and dominant care constructs were filial love, well-
being, respect, confidence, and succorance—attention
to direct assistance. These care constructs with cul-
tural themes were held to be essential to provide cul-
turally congruent nursing care using Leininger’s three
action modes. Nursing actions included: 1) culture care
preservation of generic folk practices, use of Spanish,
and use of religious signs, symbols, and maternal cul-
tural goods with nursing care; 2) culture care accom-
modation actions, including earning confidence and re-
spect that requires deference to family and community
values; and 3) culture care accommodation and preser-
vation of caring actions of folk and spiritual healers. A
minimal restructuring of emic care practices was found,
but professional nurses needed to incorporate generic
care into professional practices for culturally congruent
care.18

In 1998 Zoucha conducted an ethnonursing study
to discover the experiences of Mexican Americans re-
ceiving professional nursing care.19 The researcher,
guided by the Culture Care Theory with the Sun-
rise Model, observed and interviewed Mexican Amer-
icans who were receiving nursing care from regis-
tered professional nurses in an outpatient surgical clinic
context.20,21 The researcher discovered that Mexican
Americans preferred nurses who communicated with
them in Spanish and that they expected and valued care
expressions and practices that were personal, friendly,
and respectful of family. Zoucha found that Mexican
Americans preferred generic care and professional care
to be combined for nursing care to be culturally con-
gruent and appropriate. Nurses were also expected to
earn the confidence of Mexican American clients when
providing professional nursing care. The dominant cul-
ture care values of Mexican Americans discovered in
this study were: confidence, attention, respect for client
and family, concern, spending time, communicating
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in Spanish, and filial love.22 This study substantiated
the Culture Care theory and confirmed earlier Mex-
ican American culture care findings of Stasiak and
Leininger.23−25

Luna’s study of Lebanese-Muslim immigrants was
conceptualized with the Culture Care Theory and con-
ducted during the early 1980s in a large metropolitan
area of the midwestern United States. Her study cov-
ered a 3-year in-depth investigation of the culture in
hospitals, clinics, and homes of the largest Islamic mi-
grant group outside the Middle East.26,27 Her interest in
studying the Arab Muslim culture began before she en-
tered her doctoral program in the 1980s and continued
for several years. From her extensive in-depth study
using the ethnonursing research method, she discov-
ered several important findings: 1) gender role practices
within the family and in religious and political activities
were extremely important and could not be overlooked
in Lebanese Muslim care; 2) generic care practices in
the home and community contrasted sharply with hos-
pital care in the United States and was limitedly known
by hospital nurses and other staff; 3) professional hospi-
tal practices of Anglo-Americans with food uses, bond-
ing of infants, and other professional practices reflected
cultural imposition, stresses, conflict areas, and other
noncaring practices for Lebanese Muslims. Luna’s
findings showed the critical need for transcultural nurs-
ing knowledge and skills to understand and work with
Arab American Muslims in providing culturally con-
gruent care. The three modes to provide culturally con-
gruent care were clearly presented as guides to nursing
practices. Findings from Luna’s study identified spe-
cific gender role responsibilities for Lebanese Muslim
males and females that should be maintained and pre-
served in both the home and hospital contexts. The
positive culture care practices for men that should be
preserved included surveillance, protection, and main-
tenance of the family. For Muslim women, educating
the children and maintaining a family caring environ-
ment according to the precepts of Islam preserved cul-
ture care practices and values according to gender roles.
Culture care accommodation and negotiation related to
religious rituals needed to be provided as the nurse ar-
ranged for a place for the Muslim client to perform
ritual purification before prayer. Providing a place for
prayer and by making arrangements with the dietary de-
partment to provide nighttime meals for Muslim clients

who were fasting during Ramadan also needed cul-
ture care preservation practices. She recommended that
if a cultural practice is potentially harmful to health,
it is a legitimate area for cultural repatterning. She
found that Ko’hl, a charcoal-like substance contain-
ing lead used in the Middle East as an eye cosmetic,
was used by several informants on umbilical cords so
that they would dry up quickly. Recent research has
shown that the lead in Ko’hl is damaging to the growth
and development of children, and so Luna recom-
mended that cultural care repatterning for child eye care
be established. The theory of Culture Care proved to
be very essential to explicate highly covert Muslim cul-
ture care and health factors. The three care modali-
ties were used for development of culturally congruent
professional care practices and especially to incorpo-
rate several beneficial (emic) care practices into profes-
sional nursing. This early research has provided valu-
able cultural care findings that are used by many nurses
today. Luna is currently practicing as a certified trans-
cultural nurse specialist, teacher, researcher, and ex-
emplar practitioner in an Arab Muslim hospital in the
Middle East.28,29

Recently, in 1999, Wehbeh-Alamah conducted a
2-year ethnonursing study using the Culture Care The-
ory on the generic health care beliefs, expressions,
and practices of Lebanese Muslim immigrants in two
midwestern United States cities. Her findings (con-
firming many of Luna’s findings from 1989) included
the discovery of specific generic (emic) folk care di-
agnostic, preventative, and treatment beliefs, expres-
sions, and practices used by Lebanese informants in
a home context. Like Luna, Wehbeh-Alamah found
that many generic care practices required culture care
preservation/maintenance and culture care accommo-
dation/negotiation in the home, as well as in the hospi-
tal. These generic care practices included providing for
praying facing the east five times a day, having large
numbers of visitors when ill in the hospital or at home,
and eating only Halal meat (meat that has been pro-
cessed in accordance with special Muslim guidelines).
Gender care findings were similar to Luna’s findings
showing the persistence of many care patterns over time
as predicted in Leininger’s theory. However, the women
in Wehbeh-Alamah’s study believed the absence of ex-
tended family members in the United States had in-
fluenced men to assist them (wives, mothers, sisters)
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in the direct provision of care for family members.
The researcher reported that acculturation had changed
men’s view of the act of providing care from the more
traditional belief that the hands-on caring for the chil-
dren, the elderly, and the sick belonged to women to
the more contemporary belief in cooperation and par-
ticipation on the part of Muslim men in direct care
activities.30

Another important and timely transcultural nurs-
ing study was conducted by MacNeil in the early 1990s
with Baganda people with AIDS in Uganda, Africa.
The domain of inquiry was focused on the mean-
ings, patterns, and expressions of Baganda women
as AIDS caregivers. This in-depth ethnonursing field
study guided by the Culture Care Theory covered ap-
proximately 2 years of observing and working directly
with Baganda women. Several universal themes were
identified and repeatedly documented with direct ob-
servations, participation with the women, and reflection
analysis with the people. Some of the major universal
theme discoveries were 1) culture care meant respon-
sibility, love, and comfort measures derived from the
Baganda kinship, religious, and cultural beliefs and
values and from generic folk health care beliefs; 2)
culture care meant survival to help secure a cultural
future for the next generation through education and
land claims; 3) culture care also meant to preserve and
to continue being caring to others (especially kin), de-
spite adversity and the tremendous burden of caring
for AIDS victims over time; and 4) gender role dif-
ferences were important, and caring for others after the
death of a loved one were important. The universal care
concepts of “being fully involved with” and offering
presence and persistence in caregiving to others was
evident. A few culturally diverse themes were identi-
fied among Baganda women such as the belief of mak-
ing “the most out of life for the HIV-positive women.”
MacNeil’s in-depth breakthrough research was the first
non-Western (African) transcultural AIDS study to dis-
cover specific culture care (emic) knowledge to pro-
vide practical AIDS care for Bagandans. The com-
plex ethnohistorical and social structure factors about
the African culture with the Culture Care Theory and
the Sunrise Model were extremely important to ob-
tain comprehensive, convert, and accurate data for the
domain of inquiry focused on AIDS care needs and
values.31

Another in-depth and breakthrough transcultural
doctoral study by Miller focused on the domain of in-
quiry regarding the American political context of pro-
fessional (etic) and generic (emic) care patterns, ex-
pressions, and meanings of Czechoslovakian American
immigrants living in one large urban midwestern
United States city. Miller’s findings not only substan-
tiated the theory of Culture Care, but revealed the sig-
nificant effect of politics for immigrants on the access
and maintenance of culturally congruent health care
in the American system, especially in hospitals. The
United States health services’ delivery system was dis-
covered to have many differences for getting care for
Czechoslovakian immigrants. Learning to be responsi-
ble for oneself was a dominant theme for Czechoslo-
vakians in the United States, in addition to relying
heavily on their generic (folk) care to survive for eco-
nomic, political, and health reasons. Many cultural
conflict situations arose for Czechoslovakian immi-
grants in getting health care in the United States, espe-
cially for young working parents. Care for children was
highly valued by Czechoslovakian immigrants with ac-
tion modes to actively seek and preserve and main-
tain child health care. Language, economics, politics,
and technologies in United States hospitals were ma-
jor influencers in accessing and receiving professional
hospital care. Acculturation and generic care factors in-
fluenced the immigrants’ recovery and the maintenance
of care with professional nurses and physicians because
of major intercultural care value differences. Learn-
ing about differences in cost, access to health services,
and meanings and practices of health care were chal-
lenges for Czechoslovakian immigrants. There were
many signs of “noncare” with nurses who did not un-
derstand the Czechoslovakian culture and generic care
values. In general, Czechoslovakian immigrants found
it was difficult to access the United States health care
system. Hence, many Czechoslovakians spoke about
“noncaring” when care and health services failed to
fit the client’s generic culture care values and political
orientation.32

Life-Cycle Transcultural
Nursing Studies

Transcultural nurses since the beginning have been in-
terested in life-cycle, enculturation, and acculturation
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processes. This section presents brief summaries of se-
lected studies focused on these processes.

In the area of parent and child nursing studies,
several transcultural nursing studies have been con-
ducted over the past four decades. Kendall, a nurse
anthropologist and midwife, did an early life-cycle
study in the late 1970s on maternal child care in an
Iranian village with many important findings.33 Horn
did an in-depth research study of the Muckleshoot
Native Americans using ethnography and ethnonursing
research methods and found many important generic
(emic) care findings for nurses to use in prenatal and
postnatal care.34 Bohay, using the Culture Care Theory,
found that pregnancy and birth caring phenomena of the
Ukrainians in the United States are deeply embedded
in worldview, religion, and kinship expectations. Fam-
ily care meanings for Ukrainians were care as obliga-
tions, care as presence with closeness, and care as help-
ing others.35,36 Finn did a phenomenological study of
Euro-American birthing mothers in an American hos-
pital context and discovered intracultural differences in
the ways birthing women wanted personalized nursing
care.37

Morgan conducted a study of pregnancy and child-
birth practices with Hare Krishna devotees in the south-
ern United States with a transcultural nursing focus.
Her study showed that generic (folk) care beliefs and
practices of the Hare Krishna were clearly evident and
viewed as essential care that fit their religious, world-
view, and cultural values and beliefs. More recently,
Morgan, a certified transcultural nurse and an experi-
enced nurse midwife, studied prenatal care of African
American women in United States urban and rural con-
texts. From this ethnonursing study, four major themes
were identified: 1) caring meant sharing; 2) caring was
greatly influenced by social structure factors of kin-
ship ties, spirituality, and economic factors to attain and
maintain one’s health and well-being; 3) professional
prenatal care was seen by women as necessary and es-
sential, but there were signs of distrust and noncaring
by some professionals, especially physicians; and 4)
generic traditional folk and life-cycle health beliefs and
practices with indigenous health care providers were
widely used by the women in both African American
communities where available.38,39

Berry conducted an ethnonursing study on the ex-
pressions of the meanings of culturally congruent pre-

natal care of Mexican American women in a large city
in the western United States.40 The study was conceptu-
alized within the Culture Care Theory with the Sunrise
Model.41 The latter served as an important cognitive
map to discover complex cultural components influ-
encing prenatal care and caring. Berry discovered six
universal prenatal care themes:

1. Generic (emic) prenatal care was identified as the
protection of the mother and fetus, as transmitted
(enculturated) intergenerationally over time by
older Mexican American women, which was
greatly influenced by generic (emic) life-cycle
religion and family beliefs and practices.

2. Care was a family obligation for the provision of
filial (family) succorance, sharing of self, and
being with the childbearing mother.

3. Culturally sensitive care was viewed as respect for
familial caring roles in relation to age and gender.

4. Childbearing Mexican American women described
culturally competent care by professional nurses as
concern for, professional knowledge, protection,
being attentive to, and explaining.

5. Culturally congruent care was defined as the use of
the Spanish language in caring interactions in
diverse environmental contexts.

6. Professional prenatal care was valued by Mexican
American women, but was influenced by legal,
economic, and technological factors of the social
structure.

The Culture Care Theory was essential to tease out
complex and varied cultural values, beliefs, and prac-
tices of Mexican American women. It was extremely
important to explicate the highly covert and largely un-
known worldview, environmental context, social struc-
ture, language, life-cycle learning, and ethnohistory
factors leading to the discovery of culturally congruent
care for prenatal mothers. The informants affirmed that
the intergenerationally learned life-cycle cultural val-
ues and practices were essential for delivery and care of
healthy full-term infants. A follow-up study revealed
that all key informants delivered healthy babies as their
culture care values were upheld with the three modali-
ties being respected and maintained. This supported the
second assumptive premise of the Culture Care Theory
that caring is essential for well-being and health—in
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this study caring was discovered to be essential for fe-
tal development and a healthy birth.42

Ehrmin conducted an ethnonursing research study
in the United States to discover expressions of violence
with African and Euro-Americans intergenerationally,
as well as cultural differences or commonalities with
African and Euro-Americans life-cycle patterns. The
focus was on violence intergenerationally and cul-
ture care practices that African and Euro-Americans
used to reduce intergenerational conflicts to maintain
peaceful and healthy lifeways. The broad, open, com-
prehensive, yet particularistic, in-depth Culture Care
Theory was held as essential to identify complex and
multiple factors such as the worldview, social struc-
ture, environmental context, and cultural care values
and beliefs influencing intergenerational family vio-
lence. This study revealed the importance of nurses
caring for clients experiencing difficulties with inter-
generational life-cycle family violence within cultur-
ally congruent, meaningful, and safe ways. The Culture
Care Theory was imperative to discover the compre-
hensive social structure factors regarding intergener-
ational family life-cycle violence within the African
American and Euro-American cultures. This study fur-
ther demonstrated the importance of transcultural nurs-
ing knowledge to reduce intergenerational violence
and provide culturally congruent care. Ehrmin recom-
mended a set of “Care Repatterning Guidelines” based
largely on Leininger’s major transcultural nursing con-
cepts and principles and three modes of care to pro-
vide culturally congruent care. These guidelines are as
follows:43−45

1. Take the time to learn specific cultural values,
beliefs, and practices about care.

2. Communicate and maintain care modes to clients
within culturally congruent, safe, and meaningful
ways.

3. Negotiate, accommodate, and maintain cultural
care values, beliefs, and practices that facilitate
therapeutic caring.

4. Coordinate family and community referrals for
clients to facilitate intergenerational caring values,
beliefs, practices, and expressions of care.

5. Accommodate, preserve, and maintain healthy
generic emic cultural care values, beliefs, and
practices of clients.

6. Restructure lifeways that are noncaring or violent
intergenerationally.

7. Empathize with clients and avoid judgmental
nursing decisions and actions by providing
culturally congruent care that leads to health and
well-being.

A major transcultural ethnonursing study cover-
ing 2 years was conducted by McFarland starting in
the late 1980s comparing Anglo- and African Ameri-
can groups living in a residence home for the elderly
in one large midwestern United States city. The au-
thor’s research was another in-depth emic and etic cul-
ture care investigation that revealed several significant
findings and the importance of using Leininger’s three
caring modes for the elderly. The culturally congruent
care findings were as follows: 1) Anglo- and African
American elderly expect culture care preservation and
maintenance of their preadmission generic (folk) care
patterns; 2) doing for other residents (rather than a self-
care focus) was a major care maintenance value for
both cultures and was a dominant finding; 3) protec-
tive care was more important to African American than
Anglo-American elders, but the nursing staff provided
protective care and practiced culture care accommo-
dation for both groups of elders such as accompanying
them when they desired to go for walks in the surround-
ing inner-city neighborhood; and 4) African American
nurses practiced culture care accommodation when
they linked their etic care with generic emic care values
and practices. Culture care maintenance/preservation
and culture care accommodation/negotiation were new
ways for nurses to provide culturally congruent and
safe lifeway care practices for the elderly of both cul-
tures. Based on the findings of this study, several insti-
tutional culture care policies were developed to guide
professional elderly care.46 This study substantiated
many life-cycle care patterns that Leininger discovered
in an early comparative study of African Americans
and Anglo-Americans in two villages in the southern
United States47,48 and some African American life-
cycle care patterns that Morgan discovered in her study
related to childbirth practices in rural and urban areas
of the United States.49 The importance of obtaining
life-cycle ethnohistories from informants and using
them for generic care patterns was crucial for nurses
to know.
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Chiang’s domain of inquiry was focused on care
meanings and expressions of Taiwanese Americans in
a large midwestern city in the United States.50 The the-
ory of Culture Care Diversity and Universality provided
valuable guidance to discover the culture care values
and beliefs of the Taiwanese with several Sunrise En-
ablers of the ethnonursing research method to tease out
holistic, life-cycle, and acculturation data and specific
culture care practice dimensions.51 Five major univer-
sal themes were discovered from the analysis of this
data:

1. Cultural care was reflected in the development of
national and cultural identity.

2. Cultural care was reflected in the value of harmony
and balance in daily life based on Taiwanese
generic (emic) ethnohistory, social structure, and
worldview to prevent illness and maintain
well-being.

3. Culture care meant preserving generic (emic)
traditional folk health care beliefs and practices
and selectively using some Western health care
practices for healthy outcomes.

4. Caring was an obligation for family members with
different gender role responsibilities.

5. Caring was expressed as unconditional emotional,
physical, and cultural life-cycle support for loved
ones.

The tenets of the Culture Care Theory were sub-
stantiated showing both cultural universalities and di-
versities within Taiwanese culture largely based on ac-
culturation factors. There were more universal patterns
(similarities) than diversity findings from data. The eth-
nonursing research method was extremely important to
uncover subtle and detailed differences between pro-
fessional nursing and Taiwanese generic care and thus
to provide culturally congruent care to acculturated Tai-
wanese Americans.52

Other Important Transcultural
Nursing Investigations

George studied the culture care meanings, expressions,
and experiences of the chronically mentally ill as a sub-
culture living in alternative community settings in a
midwestern United States city. The goal of the study

was to discover knowledge to guide nurses in providing
culturally congruent care for the chronically mentally
ill in the community so that they could maintain or
regain their health and well-being. This study clearly
reaffirmed the importance of the theory of Culture Care
Diversity and University to obtain subtle, complex,
and covert data with the Enablers of the ethnonursing
method. The findings suggested new approaches are
needed in psychiatric/mental health nursing by incor-
porating transcultural care factors into nursing, which
have been limitedly identified, valued, and understood.
The care meanings and expressions related to mental
health were embedded in the total fabric and patterns of
living with the subculture of the chronically mentally
ill. The findings of the study clearly showed that the
worldview, cultural and social structure factors, and
environmental context of the chronically mentally ill
markedly influenced their care meanings, expressions,
and experiences related to mental illness. There were
three creative and recurrent care constructs discovered
in the subculture as follows: 1) Survival care refers
to the essential features of care that are needed to as-
sist a chronically mentally ill person to live or make it
through a period of time outside the mental institution
in a given community and culture; 2) Constructive care
refers to the recognition and use of clients’ strengths
and assets to maximize their health and well-being over
time and to identify their strengths that are beneficial
to chronically mentally ill individuals within the sub-
culture and in the dominant culture; and 3) Inclusive
care refers to assistive, supportive, and enabling ac-
tions that promote the participation of members of the
subculture of the chronically mentally ill in the domi-
nant culture. These new care constructs of knowledge
need to be used by nurses with Leininger’s three modes
of action and decision to practice therapeutic transcul-
tural mental health care with the chronically mentally
ill living in an urban community.53 This is another
exemplar Culture Care study to discover new ways
to understand and help the mentally ill in the United
States.

Discovering the nature of moral caring of nurses as
culturally constituted was Stitzlein’s domain of inquiry
with the Culture Care Theory. The goal of the study
was the discovery of moral caring knowledge for use in
nursing education, practice, and administration settings
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in the United States to promote morally congruent nurs-
ing care and professional satisfaction by documenting
shared narratives of moral caring and nonmoral car-
ing practice situations. Twelve nurse clinicians practic-
ing in the United States, including African Americans,
European Americans, and both males and females, par-
ticipated in the open-ended, in-depth interview study
from 1996 to 1998. The five dominant moral caring
themes were discovered as follows:

1. Moral caring as nursing action emanating from
personal and professional characteristics of the
nurse and focused on a meaningful nurse-patient
relationship

2. Family, religious, and philosophical (generic) and
professional role modeling influences on the
development of a definition and commitment to
moral caring

3. Professional experiences of notable personal
satisfaction, as well as intense moral distress and
moral conflict

4. Economic, technological, political/legal, and
human environmental influences on nurses’ ability
to give moral caring

5. Professional role satisfaction influence on the
employment patterns

Three new care constructs were identified and are use-
ful to nurses from this research, namely: 1) a need
for a unified ethic of nurse caring; 2) the pursuit of
professional care satisfaction; and 3) unresolved moral
care distress.54 The findings were congruent with the
tenets of virtue ethics and confirmed Leininger’s theo-
retical assumption that care is the essence of nursing,
and they were supported by the researcher’s specu-
lation that moral caring is a virtue.55 The comple-
mentarity of virtue ethics, obligation-based ethics,
principle-based ethics, and a relational ethic of care
were demonstrated. Social structure dimensions, es-
pecially generic and professional values and experi-
ences, were powerful influencers on the moral caring
practices of participants and showed the importance of
Leininger’s theory to tap these dimensions and the the-
oretical tenets and predictions from the Culture Care
Theory.56

A number of other Culture Care Theory studies are
in progress worldwide such as the study of youthful

gang caring behaviors in juvenile detention centers57

and others focused on Aborigines in Australia and na-
tive groups in the United States, Africa, Asia, and the
Caribbean. The versatility, relevance, and meaning of
the theory used worldwide is critical and imperative to
advance transcultural nursing knowledge and practices
in all areas of nursing. The reader is encouraged to read
the full text of the studies summarized here to guide
nursing actions and decisions.

Examples of Dominant Universal
Culture Care Values, Meanings,
and Actions of Selected Cultures
(Emic Data)

During the past five decades approximately 100 West-
ern and non-Western cultures have been studied by
transcultural nurse experts. From these studies sev-
eral recurrent and dominant universal culture care con-
structs have been identified and should be used to teach
and guide practices and research to arrive at culturally
congruent, meaningful, and responsible care. They are
presented in priority of dominant rankings in meanings
and actions of care transculturally and are as follows:58

1. Respect for/about
2. Concern for/about
3. Attention to (details)/in anticipation of
4. Helping/assisting or facilitative acts
5. Active listening
6. Presence (being physically there)
7. Understanding (beliefs, values, lifeways, and

environmental context)
8. Connectedness
9. Protection (gender related)

10. Touching
11. Comfort measures

Examples from 22 studies reported in the Culture
Care Theory book are shown in Tables 3.1 to 3.8, and
are offered to show the specific cultural values and
cultural meanings and actions of specific cultures.59

The findings come from many culture care scholars,
students, clinicians, and faculty and Leininger’s work
over five decades. They show the benefits of persistent
studies to identify culture care phenomenon to be used
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Table 3.1 Gadsup (Akuna) Eastern Highlands of New Guinea (non-Western Culture)∗

Cultural Values

1. Egalitarianism
2. Marked sex role differences
3. Patriarchal descent recognized
4. Communal unity (“one vine/line”)
5. Prevent social accusations (sorcery)
6. Maintain ancestor “life-essence” and obligations
7. Have “good women, children, pigs, and gardens”

Culture Care Meaning and Action Modes

1. Surveillance (to prevent sorcery)
–nearby surveillance
–watch at a distance

2. Protection (protective male caring)
–of Gadsups through life-cycle
–obeying cultural taboos and rules

3. Nurturance
–ways to help people grow and survive
–know what they need (anticipate needs) through life-cycle
–eat safe foods

4. Prevention (avoid breaking cultural taboos) to:
–prevent illness and death
–prevent intervillage fights and conflicts

5. Touching

∗ This was the first transcultural care study by Leininger in two villages in the early 1960s with subsequent visits until 1992 (see chapter
in this book). Emic data.

Table 3.2 North American (Indian) Culture∗

Cultural Values

1. Harmony between land, people, and
environment

2. Reciprocity with “Mother Earth”
3. Spiritual inspiration (spirit guidance)
4. Folk healers (Shamans) (The Circle and Four

Directions)
5. Practice culture rituals and taboos
6. Rhythmicity of life with nature
7. Authority of tribal elders
8. Pride in cultural heritage and “Nations”
9. Respect and value for children

Culture Care Meaning and Action Modes

1. Establishing harmony between people and environment
with reciprocity

2. Actively listening
3. Using periods of silence (“Great Spirit” guidance)
4. Rhythmic timing (nature, land, and people) in harmony
5. Respect for native folk healers, carers, and curers

(Use of Circle)
6. Maintaining reciprocity (replenish what is taken from

Mother Earth)
7. Preserving cultural rituals and taboos
8. Respect for elders and children

∗These findings were collected by Leininger and other contributors in the United States and Canada during the past four decades.
Cultural variations among all nations exist, but commonalities are evident as above emic data shows.
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Table 3.3 Mexican American Culture∗

Cultural Values

1. Extended family valued
2. Interdependence with kin and social activities
3. Patriarchal (machismo)
4. Exact time less valued
5. High respect for authority and the elderly
6. Religion valued (many Roman Catholics)
7. Native foods for well being
8. Traditional folk-care healers for folk illnesses
9. Belief in hot-cold theory

Culture Care Meaning and Action Modes

1. Succorance (direct family aid)
2. Involvement with extended family (“other care”)
3. Filial love / loving
4. Respect for authority
5. Mother home care decision maker
6. Protective (external) care (male)
7. Acceptance of God’s will
8. Use of folk-care practices
9. Healing with foods

10. Touching

∗These findings are from transcultural nurse studies (1970, 1990) and other studies in diverse regions in the United States.
Middle and lower economic status. Emic data.

Table 3.4 Anglo-American Culture (mainly USA Middle and Upper Class)∗

Cultural Values

1. Individualism—focus on a self-reliant person
2. Independence and freedom
3. Competition and achievement
4. Materialism (things and money)
5. Technology dependent
6. Instant time and actions
7. Youth and beauty
8. Equal sex rights
9. Leisure time highly valued possible

10. Reliance on scientific facts and numbers
11. Less respect for authority and the elderly
12. Generosity in time of crisis

Culture Care Meaning and Action Modes

1. Stress alleviation by:
–physical means
–emotional means

2. Personalized acts
–doing special things
–giving individual attention

3. Self-reliance (individualism) by
–reliance on self
–self-care
–independent
–reliance on technologies

4. Health instruction
–teach us how ‘to do’ this self-care
–give us the ‘medical’ facts

∗ Emic data from several transcultural nursing studies 1970–1995.

in transcultural nursing science and practices, which
are much needed today. Granted, there was some vari-
ability within cultures and intergenerationally between
individuals; however, the dominant care values and pat-
terns became evident and were documented. Many can
be identified in the research presented in this section

and in this book. They are needed to serve as ma-
jor guides for nurses to provide culturally competent
care.

The reader is encouraged to read, study, and use
the other 14 cited in the Culture Care Theory book such
as the Vietnamese, Haitians, etc.60
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Table 3.5 Philippine American Culture∗

Cultural Values

1. Family unity and closeness
2. Respect for elder / authority
3. “Leave oneself to God” (Bahala na)
4. Obligations to sociocultural ties
5. Hot-cold beliefs
6. Use of folk foods and practices
7. Religion values (mainly Roman Catholic)

Culture Care Meaning and Action Modes

1. Maintain smooth relationships (Pakisisama)
2. Save face and self-esteem (Amor propio); (Hiya –

avoid shame)
3. Respect for and deference to authority
4. Being quiet, privacy
5. Mutual reciprocity (Utang Na Loob) “the give and

take” in relationships
6. Giving comfort to others
7. Tenderness
8. Being pleasant as possible

∗ These findings are from Philippines living in the United States for at least two decades and were collected by Leininger,
Spangler, and other transcultural nurse researchers. Emic data.

Table 3.6 German American Culture∗

Cultural Values

1. Industriousness and being hard workers
2. Maintain order and organization
3. Maintain religious beliefs
4. Stoicism
5. Keep environment and self clean
6. Cautiousness
7. Knowledge is power
8. Controlling self and others
9. Maintain rules and norms

10. Scientism with logic valued

Culture Care Meaning and Action Modes

1. Being orderly (orderliness)
–things in “proper places”
–right performance
–being well organized

2. Being clean and neat
3. Direct helping to others

–give explicit assistance
–get into action

4. Watch details
–follow rules
–be punctual

5. Protecting others against harm and outsiders
6. Controlling self and others
7. Eating proper foods and getting rest and fresh air
8. Do not complain, “grin and bear it”

∗ Findings from urban and rural United States over the past four (4) decades by transcultural nurses. Similar values and
care patterns also were observed and confirmed in Western Germany in past decades (1970–1990). Emic data.
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Table 3.7 African American Culture∗

Cultural Values

1. Family networks valued
2. Religion valued (many are Baptists)
3. Interdependence with “Blacks”
4. Daily survival of poor
5. Technology valued, e.g., radio, car, musical instruments
6. Folk (soul) foods
7. Folk healing modes
8. Music and physical activities

Culture Care Meanings and Action Modes

1. Concern for my “brothers and sisters”
2. Being involved with
3. Giving presence (physical)
4. Family support and “get togethers”
5. Touching appropriately
6. Reliance of folk home remedies
7. Rely on “Jesus to save us” with prayers

∗ These findings were from Leininger’s study of two southern USA villages (1980–1981) and from a study in two large northern
urban cities (1982–1994) along with other studies by transcultural nurses. Middle and lower economic status. Emic data.

Table 3.8 Polish American Culture∗

Cultural Values

1. Upholding Christian religious beliefs and practices (‘pray’)
2. Family and cultural solidarity (other-care)
3. Frugality as way of life
4. Political activity for justice
5. Hard work: ‘Don’t complain’
6. Persistence: ‘Don’t give up’
7. Maintain religious and special days
8. Value folk practices

Culture Care Meaning and Action Modes

1. Giving to others in need
2. Self-sacrificing for others and God
3. Being actively concerned about
4. Working hard whatever one does
5. Christian love of others
6. Family concern for others
7. Eating Polish foods and folk care to stay

well or recover from illness (including home
remedies)

∗ These findings are from transcultural nursing studies with Midwest Polish Americans (primarily in Detroit and Chicago—two of
the largest Polish settlements in the United States) by several transcultural nurses over the past decade. Emic data.

The Internet and the Culture Care
Theory Group

A Culture Care Theory Group has been formed to
advance transcultural nursing and general nursing
through the use of Leininger’s Culture Care Diversity
and Universality Theory in nursing practice, research,
education, and consultation. This discussion group is

open to all nurses worldwide who wish to have access
to current news and developments related to the Culture
Care Theory, methods, and research findings. An inte-
gral part of the Culture Care Theory Group is the use of
the Internet. If you wish to join, send an e-mail to web-
master@tcns.org and request to be an online member
of the Culture Care Theory Group (CCTG).
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Appendix 3-A
Partial List of Users of the Culture Care Theory (Worldwide)

Author Title

Anita Berry, PhD, RN Mexican American Women’s Expressions of the Meaning of Culturally Congruent Prenatal Care
[Journal of Transcultural Nursing. 11(3) 2000]

Cynthia Cameron, PhD, RN An Ethnonursing Study of the Influence of Extended Caregiving on the Health of Elderly Anglo-
Canadian Wives Caring for Physically Disabled Husbands (PhD Dissertation, Wayne State
University, Detroit, MI, USA – 1990)

Elizabeth Cameron-Traub, PhD, RN Conceptualizing Ethical, Moral, and Legal Dimensions of Transcultural Nursing within the Culture
Care Theory (In M. Leininger and M. McFarland (Eds.) Transcultural Nursing (3rd Edition) – in
press 2001)

Lenny Chiang, PhD, RN Taiwanese Americans Culture Care Meanings and Expressions (In M. Leininger & M. McFarland
(Eds.) Transcultural Nursing (3rd Edition) – in press 2001)

Marguerite R. Curtis, PhD, RN Cultural Care by Private Practice APRNS in Community Contexts (PhD Dissertation, Wayne State
University, Detroit, MI, USA – 1997)

Joanne T. Ehrmin, PhD, RN Culture Care: Meanings and Expressions of African American Women Residing in an Inner City
Transitional Home for Substance Abuse (In M. Leininger & M. McFarland (Eds.) Transcultural
Nursing (3rd Edition) – in press 2001)

Julianna Finn, PhD, RN Culture Care of Euro-American Women during Childbirth: Applying Leininger’s Theory for Trans-
cultural Nursing Discoveries [Journal of Transcultural Nursing, 5(2) 1994]

Marie Gates, PhD, RN Transcultural Comparison of Hospital and Hospice as Caring Environments for Dying Patients [Jour-
nal of Transcultural Nursing, 2(2) 1991]

Rauda Gelazis, PhD, RN Lithuanian Americans and Culture Care (In M. Leininger & M. McFarland (Eds.) Transcultural
Nursing (3rd Edition) – in press 2001)

Tamara George, PhD, RN Defining Care in the Culture of the Chronically Mentally Ill Living in the Community [Journal of
Transcultural Nursing, 11(2), 2000]

Barbara Higgins, PhD, RN Puerto Rican Cultural Beliefs: Influence on Infant Feeding Practices in Western New York [Journal
of Transcultural Nursing, 11(1) 2000]

Beverly Horn, PhD, RN Transcultural Nursing and Child-Rearing of the Muckleshoots [In M. Leininger (Ed.) Transcultural
Nursing (2nd Edition)]

Betty Horton, DNSc, RN Nurse Anesthetists’ Perspectives on Improving the Anesthesia Care of Culturally Diverse Patients
[Journal of Transcultural Nursing, 9(2) 1998]

Judith Lamp, PhD, RN Finnish Women in Birth: Culture Care Meanings and Practices (In M. Leininger & M. McFarland
(Eds.) Transcultural Nursing (3rd Edition) – in press 2001)

Cheryl Leuning, PhD, RN (et. al.) Elder Care in Urban Namibian Families: An Ethnonursing Study (In M. Leininger & M. McFarland
(Eds.) Transcultural Nursing (3rd Edition) – in press 2001)

Linda Luna, PhD, RN Care and Cultural Context of Lebanese Muslim Immigrants with Leininger’s Theory. [Journal of
Transcultural Nursing, 5(1), 1993]

Marilyn McFarland, PhD, RN Use of Culture Care Theory with Anglo- and African American Elders in a Long-term Care Setting
[Nursing Science Quarterly, fall issue 1997]

June Miller, PhD, RN Politics and Care: A Study of Czech Americans within Leininger’s Theory of Culture Care Diversity
and Universality [Journal of Transcultural Nursing, 9(1) 1997]

Edith Morris, PhD, RN Culture Care Values, Meanings, Experiences of African American Adolescent Gang Members (PhD
Dissertation, Wayne State University, Detroit, MI, USA – 2001)

Akram Omeri, PhD, RN Culture Care of Iranian Immigrants in New South Wales, Australia: Sharing Transcultural Nursing
[Journal of Transcultural Nursing, 8(2) 1997]

Janet Rosenbaum, PhD, RN Cultural Care of Older Greek Canadian Widows within Leininger’s Theory of Culture Care [Journal
of Transcultural Nursing, 2(1) 1990]

Zenaida Spangler, PhD, RN Transcultural Nursing Care Values and Caregiving Practices of Philippine-American Nurses [Journal
of Transcultural Nursing, 3(2) 1992]

(Cont.)
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Appendix 3-A (Cont.)

Author Title

Dorothy Stitzlein, PhD, RN The Phenomenon of Moral Care / Caring Conceptualized within Leininger’s Theory of Culture Care
Diversity and Universality (PhD Dissertation, Wayne State University, Detroit, MI, USA – 1999)

Teresa Thompson, PhD, RN A Qualitative Investigation of Rehabilitation Nursing Care in an Inpatient Rehabilitation Unit Using
Leininger’s Theory (PhD Dissertation, Wayne State University, Detroit, MI, USA – 1990)

VanderBrink, Yolande Transcultural Family Care at Home (study using Leininger’s Culture Care Theory to study family
care of the Turkish/Dutch elderly from a care perspective, 2000, in Dutch).

Hiba Wehbeh-Alamah, MSN Generic Health Care Beliefs, Expressions, and Practices of Lebanese Muslims in two Urban US
Communities: A Mini Ethnonursing Study Conceptualized within Leininger’s Theory (Master’s
Thesis, Saginaw Valley State University, University Center, MI, USA – 1999)

Anna Frances Wenger, PhD, RN The Culture Care Theory and the Old Order Amish [In M. Leininger (Ed.) Culture Care Diversity and
Universality: A Theory of Nursing. National League for Nursing Press, 1991]

Rick Zoucha, RN, DNSc, CS The Experiences of Mexican Americans Receiving Professional Nursing Care: An Ethnonursing Study
[Journal of Transcultural Nursing, 9(2) 1998]

(Prepared by M. Leininger, 2001)

Appendix 3-B
Dissertations on Transcultural Nursing Care Mentored

by Professor Leininger (1988–2001)

Author Title

Edith Morris, PhD, RN (2001) Culture Care Values, Meanings, Experiences of African American Adolescent Gang Members
Dorothy Stitzlein, PhD, RN (1999) The Phenomenon of Moral Care / Caring Conceptualized within Leininger’s Theory of Culture

Care Diversity and Universality
Betty Horton, DNSc, RN (1998) Culture Care by Private Practice APRNS in Community Contexts
Joanne T. Ehrmin, PhD, RN (1998) Culture Care: Meanings and Expressions of African American Women Residing in an Inner City

Transitional Home for Substance Abuse
Tamara George, PhD, RN (1998) Meanings, Expressions, and Experiences of Care of Chronically Mentally Ill in a Day Treatment

Center using Leininger’s Culture Care Theory
Judith Lamp, PhD, RN (1998) Generic and Professional Culture Care Meanings and Practices of Finnish Women in Birth within

Leininger’s Theory of Culture Care Diversity and Universality
Rick Zoucha, RN, DNSc, CS The Experiences of Mexican Americans Receiving Professional Nursing Care: An Ethnonursing

Study
Curtis, Marguerite R. (1997) PhD, RN Cultural Care by Private Practice APRNS in Community Contexts
June Miller, PhD, RN (1996) Politics and Care: A Study of Czech Americans within Leininger’s Theory of Culture Care Diversity

and Universality
Akram Omeri, PhD, RN (1996) Transcultural Nursing Values, Beliefs, and Practices of Iranian Immigrants in New South Wales
Anita Berry, PhD, RN (1995) Culture Care Expression, Meanings, and Experiences of Pregnant Mexican-American Women

Within Leininger’s Culture Care Theory
Marilyn McFarland, PhD, RN (1995) Cultural Care of Anglo- and African American Elderly Residents within the Environmental Context

of a Long-Term Care Institution
Rauda Gelazis, PhD, RN (1994) Human, Care, and Well-Being of Lithuanian Americans: An Ethnonursing Study Using Leininger’s

Theory of Culture Care Diversity and Universality
(Cont.)
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Appendix 3-B (Cont.)

Author Title

Joan MacNeil, PhD, RN (1994) Culture Care: Meanings, Patterns, and Expressions for Baganda Women as AIDS Caregivers within
Leininger’s Theory

Marjorie Morgan, PhD, RN (1994) Prenatal Care of African American Women in Selected USA Urban and Rural Cultural Contexts
Conceptualized within Leininger’s Cultural Care

Julianna Finn, PhD, RN (1993) Professional Nurse and Generic Care of Childbirthing Women Conceptualized within Leininger’s
Culture Care Theory and Using Colaizzi’s Phenomenological Method

Zenaida Spangler, PhD, RN (1991) Nursing Care Values and Caregiving Practices of Anglo-American and Philippine-American Nurses
Conceptualized within Leininger’s Theory

Teresa Thompson, PhD, RN (1990) A Qualitative Investigation of Rehabilitation Nursing Care in an Inpatient Rehabilitation Unit
Using Leininger’s Theory

Cynthia Cameron, PhD, RN (1990) An Ethnonursing Study of the Influence of Extended Caregiving on the Health of Elderly Anglo-
Canadian Wives Caring for Physically Disabled Husbands

Janet Rosenbaum, PhD, RN (1990) Cultural Care, Cultural Health, and Grief Phenomena Related to Older Greek Canadian Widows
within Leininger’s Theory of Culture Care

Linda Luna, PhD, RN (1989) Care and Cultural Context of Lebanese Muslims in an Urban US Community: An Ethnographic
and Ethnonursing Study Conceptualized within Leininger’s Theory

Marie Gates, PhD, RN (1988) Care and Cure Meanings, Experiences, and Orientations of Persons who are Dying in Hospital and
Hospice Settings

Anna Frances Wenger, PhD, RN (1988) The Phenomenon of Care in a High Context Culture: The Old Order Amish

This list has been prepared because of many requests for specific transcultural nursing doctoral studies mainly from Wayne State University
(Michigan) as a major center producing transcultural nursing PhD investigations the past decade under Professor Madeleine Leininger.
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CHAPTER 4
Culture Care Assessments
for Congruent Competency
Practices

Madeleine Leininger

To be culturally competent means to assess and understand culture, care, and
health factors and use this knowledge in creative ways with people of diverse or
similar lifeways. LEININGER, 1978

One of the greatest challenges for nurses is to
discover how culturally based care factors can
make a difference in providing meaningful, ap-

propriate, and satisfying health care to those served. To
achieve this goal, nurses need knowledge and skill to
do culturalogical health care assessments. This means
learning from people about their cultural care values,
beliefs, and lifeways to understand their world, their
needs, and the ways to provide professional practices.
From accurate culturalogical care assessments nurses
can greatly expand their understanding of people and
discover ways to provide culturally competent, congru-
ent, and responsible care practices.

The purpose of this chapter is to identify and dis-
cuss culturally based health care assessments with the
goal to provide culture-specific meaningful care to peo-
ple of different cultures. The author draws on transcul-
tural nursing concepts and principles presented earlier
and the theory of Culture Care Diversity and Univer-
sality with the Sunrise Model (Figure 3.1 in Chapter 3)
and another circular version of the Model (Fig. 4.1 in
this chapter) to guide nurses for culture care assess-
ments. Either Sunrise Model has been used to discover
holistic influencing factors related to arriving at qual-
ity care. The nurse keeps in mind the central goal of
assessments to provide culturally congruent, specific,
and meaningful care to individuals, families, special
groups, or subcultures being served. To achieve this
goal one enters the client’s world to discover cultural
knowledge that is often embedded within individual

and family values and lifeways. The Sunrise Model en-
ables the nurse to discover what is valued, known, and
practiced, as well as needs desired but not always at-
tained. Both emic (client) and etic (outside) factors are
discovered and used in culturally based assessments.

Environmental context factors and the use of prin-
ciples presented in Chapter 2 are extremely important
in doing any cultural care assessment with individu-
als families, groups, and institutions. Theoretical per-
spectives such as the Culture Care theory are kept in
mind while using the Sunrise Model along with hold-
ing knowledge about the culture(s). Let us turn to the
definitions, purposes, and characteristics of culturally
based care assessments.

Definition, Purposes, and
Characteristics of Effective
Cultural Assessments

Cultural care assessments refer to the systematic iden-
tification and documentation of culture care beliefs,
meanings, values, symbols, and practices of individuals
or groups within a holistic perspective, which includes
the worldview, life experiences, environmental context,
ethnohistory, language, and diverse social structure
influences.1 Culturally based care assessments are di-
rected toward obtaining a holistic or comprehensive
picture of informants with their particular factors that
are meaningful and important to them. The goal of the
assessment is to obtain a full and accurate account of

117

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095-04 PB095/Leininger December 3, 2001 15:54 Char Count= 0

118 Section I / TRANSCULTURAL NURSING: ESSENTIAL KNOWLEDGE DIMENSIONS

Code: Influencers

Figure 4.1
Another view of Leininger's Sunrise Model to generate
culture competent/congruent care.

the client so that appropriate nursing care decisions can
be made with the client for beneficial client health out-
comes. The major focus of the assessment is to identify
culture care beliefs, values, patterns, expressions, and
meanings related to the client’s needs for obtaining or
maintaining health or to face acute or chronic illness,
disabilities, or death.

Culturalogical assessments go beyond the tradi-
tional nursing assessments that focus on partial views
as psychomotor, physiological, or mental conditions
to that of holistic, cultural, environmental, ethnohis-
torical, and social structure factors, but still consider
medical and nursing phenomena. While the traditional
nursing areas are given attention, the nurse goes beyond
these areas to tap holistic or totality living and function-
ing dimensions. Nurses are taught in transcultural nurs-
ing to use liberal arts and other broad areas of knowl-
edge to get a realistic and accurate picture of people
and their health needs or concerns.

The idea of culturally based care and health as-
sessments began with my work in the early 1960s as

I drew on anthropological, cultural, and caring ideas
from nursing.1 It was not, however, until a core of
nurses were prepared in transcultural nursing and in
anthropology that these assessments were valued, un-
derstood, and used.2 Today, culturalogical health care
assessments are viewed as essential in nursing practice
to provide accurate, meaningful, and congruent care to
cultures. There are, however, some nursing schools and
practice settings in which traditional psychomedical as-
pects are only emphasized in assessments or histories,
and the cultural and care dimensions are clearly ne-
glected or not recognized. Nurses prepared in transcul-
tural nursing who use Culture Care theory with the Sun-
rise Model are especially skilled in doing culturalogical
care assessments. These nurses know the great impor-
tance of a holistic assessment and can demonstrate the
many benefits to clients, other nurses, and consumers.3

Today, 40 years later, there are now several models,
views, and strategies for culturalogical assessments.
Some definitions and models are very limited to small
or partial areas of assessment. Other models focus
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primarily on psychophysiological and medical symp-
toms and diseases. Some use a few cultural factors and
client behaviors or expressions and often use pieces
of my assessment models and guidelines. For exam-
ple, there are models such as Orque et al.,4 Spector,5

Parnell,6 Campinha-Bacote,7 Giger and Davidhizer,8

and others. Most of these authors have drawn on my
early writings and some from my theory of Culture
Care, the Sunrise Model components, and related ideas
with partial views. Several are not holistic and fall short
to support a full cultural and care assessment. Several
focus mostly on culture and not the cultural care as-
pects. Hence students, clinicians, and faculty always
need to assess publications for their limitations and
strengths before adopting them. Currently, my full or
modified assessment remains the broadest and most
holistic one with a specific theoretical perspective to
assess outcomes for culturally congruent care. Dobson
in 1991 provided a good summary of the different mod-
els and their particular focus.9 Several models are now
appearing in the literature, due to the demand for cul-
turally competent care. They need to be thoughtfully
assessed to ensure that comprehensive care and culture
are fully considered, as well as a theoretical perspec-
tive, to guide the process and outcomes.

During the past four decades the author has iden-
tified several purposes of a culture care assessment.
They are as follows:

1. To discover the client’s culture care and health
patterns and meanings in relation to the client’s
worldview, lifeways, cultural values, beliefs,
practices, context, and social structure factors.

2. To obtain holistic culture care information as a
sound basis for nursing care decisions and actions.

3. To discover specific culture care patterns,
meanings, and values that can be used to make
differential nursing decisions that fit the client’s
values and lifeways and to discover what
professional knowledge can be helpful to the client.

4. To identify potential areas of cultural conflicts,
clashes, and neglected areas resulting from emic
and etic value differences between clients and
professional health personnel.

5. To identify general and specific dominant themes
and patterns that need to be known in context for
culturally congruent care practices.

6. To identify comparative cultural care information
among clients of different or similar cultures,
which can be shared and used in clinical, teaching,
and research practices.

7. To identify both similarities and differences among
clients in providing quality care.

8. To use theoretical ideas and research approaches to
interpret and explain practices for congruent care
and new areas of transcultural nursing knowledge
for discipline users.

Some nurses believe that the major purpose of a
cultural assessment is to serve as a culture broker, but
this is a limited view and may be a problematic goal.
The concept of culture broker is derived from anthro-
pology and refers to how one serves as a “mediator” or
“broker” between two or more persons with different
interests. In nursing one would be mediating between
the client’s cultural beliefs and values and the nurse’s
professional goals. While this concept has merit, how-
ever, the assessment goes beyond this role. Moreover,
the nurse cannot be an effective culture broker or cul-
tural mediator unless the nurse is very knowledgeable
about the client’s culture and diverse factors influenc-
ing the client’s needs and lifeways. Health personnel
with superficial, biased, or inaccurate views of a client’s
culture cannot function as effective culture brokers as
limited knowledge often leads to many difficulties. For
example, a Mexican nurse tried to serve as a culture bro-
ker for an Arab Muslim. She failed because she was un-
aware of the client’s cultural background, values, and
practices. She also had many biases and misconcep-
tions about Arab Muslim people. To be an effective
culture broker requires that the nurse knows general
historical factors, as well as political, religious, kin-
ship, and other social structure factors as depicted in
the Sunrise Model. The culture broker who is prepared
in transcultural nursing will use appropriate skills and
holding knowledge to assess and be helpful to clients.
Thus, it is very difficult to be a culture broker unless
one understands the culture and if the client wants you
to be a mediator. Instead, the nurse can serve as a care
provider in different ways as discussed in the theory
and in general mutually agreed on ways between client
and nurse to avoid ethical problems and cultural im-
position practices by nurses as cultural brokers. Few
health personnel are effective cultural brokers today.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095-04 PB095/Leininger December 3, 2001 15:54 Char Count= 0

120 Section I / TRANSCULTURAL NURSING: ESSENTIAL KNOWLEDGE DIMENSIONS

Culture care assessments are much needed today
with the current trend that nurses are expected to make
nursing diagnoses of clients’ conditions such as those
proposed by the North American Nursing Diagnoses
Association (NANDA) and others, but most recently
by the Iowa Classification System.10,11 Through cul-
turalogical assessment one frequently finds that nurs-
ing diagnostic labels and assessments are inadequate.
Many diagnoses are derived from Western cultures and
fail to fit non-Western cultures, minorities, or under-
represented cultures and subcultures. Diagnosing or
labeling clients’ behavior and needs in ways that are
culturally inaccurate creates a host of ethical problems
and often destructive outcomes. Most nursing diagnos-
tic taxonomies or classificatory systems are heavily
biomedically focused and fail to accurately include
cultural and care knowledge. Diagnoses also fail to
include accurate cultural language terms and specific
emic cultural data. Gross cultural knowledge deficits
exist with many classificatory schemes showing a lack
of culture care knowledge and accurate assessments of
clients from a specific culture.12 For an accurate as-
sessment, specific cultural terms and conditions need
to be identified, understood, and correctly used to pre-
vent serious misunderstandings and destructive prac-
tices. Moreover, some cultures do not have some West-
ern medical diseases, symptoms, or explanations. In-
stead, these cultures may have unique kinds of hu-
man conditions that need to be assessed in their cul-
tural context such as susto (magical fright), evil eye,
and many other conditions. Many of these transcul-
tural nursing problems and ethical issues have been
discussed by the author in other sources.13 In general,
nurses must be grounded in transcultural nursing and
other culture knowledge of Western and non-Western
cultures before using global diagnostic labels to pre-
vent grave problems with diagnostic labeling and a
host of ethical, legal, moral, and other issues related
to misdiagnosis and inappropriate treatment and care
of clients of specific cultures. For example, a nursing
diagnosis of “Alterations Needed in Parenting” with
a Russian, Sioux, or Mexican child was a most ques-
tionable diagnosis and care plan as the nurse was igno-
rant of child-parenting practices, values, and lifeways
of these cultures. Western nurses have exported such
diagnostic systems to non-Western cultures, and tran-

scultural nurses are dealing today with these inappro-
priate exports. Thus, as the author has recommended
since the early 1970s, such diagnostic and many cul-
turally medical-bound labels should not be used un-
til nurses are knowledgeable about cultures and tran-
scultural nursing because of their potential destructive
outcomes.

Use of the Sunrise Model
and Principles for a Culture
Care Assessment

Instead of the focus on using the above diagnosis ap-
proach, let us turn to using the Sunrise Model as an ex-
tremely helpful and comprehensive guide for culture
care assessments. In looking at Figure 4.1, the nurse
can envision a total or holistic picture of many factors
to be understood and assessed. Pharmacists, dental as-
sistants, physicians, social workers, health anthropolo-
gists, and others in the health field have found that the
Sunrise Model offers an excellent assessment guide to
grasp the totality of the client’s needs and lifeways. The
Sunrise Model and Culture Care theory can be used
with slight modifications by other disciplines accord-
ing to their particular discipline interests and therapeu-
tic goals. However, the nurse uses the Sunrise Model
to assess the cultural care needs of individuals, fami-
lies, groups, cultures, communities, and/or institutions
in their naturalistic settings. The nurse keeps in mind
the central focus of nursing regarding human care as
the essence of nursing, but examines cultural factors
to get full data and accurate meanings.14 One can be-
gin anywhere in the Sunrise Model according to one’s
focus, interest, or domain(s) of inquiry. For example,
the nurse may see an urgent need to assess the kinship
and technology uses along with generic folk practices
seen as of concern to African mothers and their care
needs during pregnancy. The nurse would start with
these areas of the model, but ultimately needs to assess
all factors in the model to get a comprehensive and
accurate assessment.

The Sunrise Model serves as a guide to assess dif-
ferent holistic factors that tend to influence the clients’
care and health. The major areas as seen in the model
for assessment are worldview, environmental context,
and social structure factors. The latter area includes the
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following:

1. Cultural values, beliefs, and practices.
2. Religious, philosophical, or spiritual beliefs.
3. Economic factors.
4. Educational beliefs.
5. Technology views.
6. Kinship and social ties.
7. Political and legal factors.

In addition, the nurse assesses generic (emic) folk
and professional (etic) beliefs, practices, and experi-
ences related to the client’s cultural interpretations, ex-
periences, and explanations with a caring focus. Ethno-
historical and environmental context factors also need
to be assessed in general ways as they bear on care and
health. The environmental context includes physical
and social features, food resources, home conditions,
and related factors.15 Material cultural factors such as
housing, land, water supplies, technologies used, and
other factors are assessed to get a comprehensive pic-
ture of the client in his daily living environment. The
nurse assesses these with a health care focus and draws
on appropriate medical, nursing, liberal arts, and other
knowledge relevant for professional care.

In using the Sunrise Enabler Model to obtain a
holistic picture of the client(s), one should understand
the different dimensions related to worldview, social
structure, and all other domains of inquiry as offered in
Appendix 4-A. Holding knowledge of these areas helps
one to reflect on what one sees and hears. These areas
such as ethnohistory and social structure factors are
explored with the client. I have offered some commu-
nication “lead-ins” to tap gently the domains of inquiry
to help nurses follow or enter the client’s world. It is
difficult for some clients to talk about these areas with-
out nurses’ understanding of them and some indirect
suggestions, aids or examples. Thus the nurse is encour-
aged to study Appendix 4-A before using the Sunrise
Model as background preparation for the assessment.
The principles of doing the assessment (which follow
soon) should also be studied in advance.

While doing the assessment, the nurse remains
open to the client’s ideas and leads. Granted, sizable
amounts of data can be discovered with the Sunrise
Model assessment. The nurse makes nonobtrusive brief

notations which are later processed in full by diverse
methods often using modern electronic data process-
ing. The nurse seeks general knowledge of different
dimensions such as folk and professional practices but
also other areas. One remains a very active listener and
observer of the client and context where the assessment
occurs and constantly reflects on what one sees, hears,
and discovers with very little interference in the flow of
the client’s ideas. The nurse reflects on the ideas with
different dimensions on the model such as religion,
kinship, and technologies and how they help to know
care, health, or illness aspects. One must remain alert
to special words or phrases used by the client as many
may be special cultural terms and meanings. Nonverbal
communication and use of space and language patterns
(tone, style, body gestures) are also identified. Keeping
an open mind and learning attitude is crucial to discover
the client’s ideas and not impose one’s own views and
interpretations. It is important to note subtle differences
and commonalities about the client’s ideas and views
in relation to others in the culture for a later compara-
tive view. With each assessment one can increase and
perfect assessment skills and grasp comparative and
highly individualistic needs.

Principles for Culturalogical
Assessment

Since the nurse relies on general principles to guide the
assessment for a comprehensive and holistic database,
several principles will now be identified.16,17 The first
principle is to show a genuine and sincere interest in
the client as one listens to and learns from the client.
Respecting the client and being sincere and honest is
crucial. The nurse tells the client of an interest to learn
about cultural values, beliefs, and lifeways to provide
good care. Showing genuine interest and respect are
most important throughout the entire assessment.

The second principle is to give attention to gen-
der or class differences, communication modes (with
special language terms), and interpersonal space. The
nurse gives attention to the gender or class roles and
to styles of communicating and use of space. Physical
appearance, gender, and class of the client are also ob-
served and noted with this principle on culture and care
aspects.
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The third principle is to study the Sunrise Model
dimensions and Culture Care theory before doing the
assessment to draw on and use different components of
the Sunrise Model and their interrelationships. A visual
image and knowledge of the model serves as a road map
and ascertains that all areas are considered for a holis-
tic assessment. The nurse keeps alert to whatever the
client wishes to share and explores ideas with focus on
culture, care values, religion, kinship relationships, and
other factors depicted in the model (Figs. 3.1 or 4.1).

A fourth principle for an effective culture care as-
sessment is that the nurse needs to remain fully aware
of one’s own cultural biases and prejudices. As dis-
cussed earlier, nurse misconceptions, biases, prejudg-
ments, and narrow views can greatly limit an accu-
rate assessment. Some nurses have strong lifetime and
negative views or prejudices about a culture that influ-
ence and distort what they see, hear, and interpret from
clients.18 Nurses from strikingly different cultures than
the client may hold predetermined views about the cul-
ture that become evident in talking with the client and
during the final assessment. Family and community bi-
ases are often related to cultural ignorance and blind-
ness that limit reliable and accurate client data. The
nurse’s attitudes and viewpoints need to be assessed
by oneself or a mentor often during client assessments.
Currently, there is a belief in the culture of nursing that
nurses from the client’s culture are the best nurses to as-
sess them. This may not be accurate because of nurses’
own cultural blindness, strong ethnocentric tendencies,
and sometimes being acculturated to an entirely differ-
ent culture than the client’s. Indeed, cultural blindness
and cultural ignorance are two serious factors limit-
ing effective nursing assessments and care practices.
Cultural blindness refers to the inability to know an-
other culture because of cultural biases, attitudes, and
prejudices. Cultural blindness is generally related to
strong ethnocentrism, cultural ignorance, and a lack of
transcultural knowledge about a culture. Nurses may
be acculturated to another culture and unable to see
and know their own traditional and current culture. Or,
if the person dislikes one’s culture, they may not want
to be identified with the culture and remain blind to it
or deny it. Accordingly, health personnel need to as-
sess their own cultural biases, prejudices, and other
factors that limit accurate assessments. Transcultural

nursing mentors can be most helpful to deal with cul-
tural blindness, biases, and myths about cultures and
their own tendencies. Students in transcultural nursing
are required to know and deal with their own cultural
biases under a mentor’s supervision. “Know thyself”
remains critical and essential in transcultural nursing.

The fifth principle to guide the nurse in doing a
culturalogical assessment is to be aware that clients
may belong to subcultures or special groups such as the
homeless, AIDS and HIV infected, drug users, lesbians,
gays, the deaf, and the mentally retarded, a knowledge
of which is required to assess accurately. These groups
are often subcultures with particular cultural patterns,
values, norms, and practices that fit with the criteria of
a subculture. Subcultures are small or large groups liv-
ing in a dominate culture that retain certain values and
beliefs that are different from the dominant culture.19

Subcultures show differences in their special ways of
living that make them different in certain areas from
the dominant culture and require attention to such sub-
tleties as dress, actions, lifestyles, beliefs, and other
areas. Often, these groups are labeled strange, odd, un-
acceptable, or questionable by the dominant culture.
Gays, lesbians, the homeless, the retarded, the elderly,
and others show patterns of living that are different yet
unique. Nurses need to be aware of such subcultures
in any society with their special features and health
care needs. They must also be respected for their rights
to be understood, heard, and assessed and to receive
culturally congruent care that fits their lifeways.

While doing assessments, stereotyping of cultures
is a transcultural nursing taboo and of concern. Stereo-
typing refers to seeing people in rigid, fixed, or “cook-
book” ways with prejudged views about them and their
lifeways. Nurses need to avoid stereotyping and profil-
ing of people as it leads to the analogy of putting people
“in a box and nailing it closed.” Stereotyping and profil-
ing people and cultures into tight molds limits individ-
ual variations and can be inaccurate and demeaning.
There are many different role-playing exercises and
games used in transcultural nursing to prevent stereo-
typing and prejudgements about cultures. Transcultural
nurse mentors can help to deal with such long-standing
prejudices. Practicing cultural care assessments in the
classroom before working with clients is important to
change attitudes and develop new skills and insights. In
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clinical settings transcultural nurse specialists are also
helpful to staff nurses and interdisciplinary colleagues
in identifying and dealing with stereotyping and other
cultural discrimination and injustice practices.

The sixth principle is that nurses need to know their
own culture and areas of competencies along with their
deficits to become culturally competent practitioners.
Nurses need to know their own cultural heritage, val-
ues, and lifeways as this influences assessment out-
comes. This principle became especially evident to me
when I first went to New Guinea. While I had some
general ideas about my mother’s Irish and my father’s
German American cultural values and roots, I discov-
ered them more clearly as I studied the Gadsup and
compared their lifeways with mine. Assessing a strange
culture can make one keenly aware of one’s own cul-
tural differences and lifeway tendencies. Sometimes,
nurses want to be like another culture and take on such
lifeways and practices. Some may strongly deny one’s
own culture. Assessing a culture that is markedly differ-
ent from one’s own forces one to think anew, whereas
a culture that is similar tends to make the nurse assume
they “know all about the culture.” Major differences
between cultures can lead nurses to experience cul-
ture shock or to avoid learning about the people. The
idea of knowing about a very different or strange cul-
ture I first learned from Margaret Mead in the 1950s;
she always held that one learned and remembered more
about a “new” or different culture than a familiar one.
Accordingly, the shockingly different lifeways of the
non-Western Gadsup in the 1960s with my Ameri-
can culture stimulated me to discover how they lived
without technologies and Western comforts. Assessing
sharp cultural differences and discovering why cul-
tures are different or similar then leads to many new
breakthroughs in knowledge and practices. Similari-
ties within and between cultures is also important, but
requires astute observations that are often subtle or not
clearly overt.

The seventh principle to guide the nurse in doing
a cultural care assessment is to clarify and explain at
the outset to the individual, family, or group the fo-
cus and purpose of the assessment, including times
to visit with them about their health care beliefs and
practices. Since cultural assessments are quite differ-
ent from “hands on” medical or physical assessments or

psychosomatic exams, clients may wonder about them.
The nurse should realize that assessments take more
time and patience with clients and a broad knowledge
base. Assessments in hospital settings often have to fit
the busy hospital schedule. So the nurse has shorter
times with the client, but arranges for several sessions.
The nurse and the client need a reasonably quiet place
so that disruptions will be minimal and that the client
and nurse can talk about different areas in the Sunrise
Model. Since a cultural care assessment may be a new
experience for some clients, the nurse will often need
to repeatedly clarify to the client and to others on the
unit about the importance of the assessment to pro-
vide culturally competent care. Clients generally like
the assessments as they value sharing ideas about their
culture, family folk care, and practices, and hope that
nurses will incorporate their ideas into their care.

The eighth principle is to seek a holistic view of the
client’s world within his or her environmental context
by focusing on familiar and multiple factors depicted in
the Sunrise Model that influence care, illness, or well-
being. The Culture Care theory helps to explain and get
a holistic or total client picture in their natural and fa-
miliar home or work environment. The nurse remains
alert to use nursing, medical, and humanistic knowl-
edge sources to understand the client in his or her en-
vironment. Traditional medical and nursing views that
fail to include environmental, cultural, and other factors
limit a holistic view. It may take time for some clients to
focus on holistic culture care factors because they may
be oriented to the medical diseases, symptoms, medi-
cations, and treatment modes. Encouraging clients to
reflect on their cultural beliefs, values, and lifeways of-
ten stimulates them to renew their values with hopes
that medicine, nursing, and others will incorporate their
values into their health care. For example, an Arab Mus-
lim woman from Saudi Arabia experienced severe cul-
tural pain because she was very upset in the labor and
delivery room with an American male physician deliv-
ering her baby. The female Arab client’s values were
counter to the Anglo-American male physician treat-
ment modes especially touching and putting lights on
her vagina and trying to deliver her baby. She became
very upset and demanded a female physician who came
to deliver the child. Today, many clients want culturally
congruent care that is not offensive or counter to their
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cultural values and practices. Cultural assessments and
education help to avoid these critical incidents. Many
cultures, minorities, immigrants, and subcultures are
becoming aware that their cultural practices should be
respected such as the Armenian woman who said to
the author, “I have long waited for this day, as I have
been in this country for 20 years and never felt com-
fortable to talk about my cultural background, values,
interests, and care expectations and now I can.” Such
statements and others reaffirm the need and benefits of
culturalogically-based care and assessments and prac-
tices to fit people’s needs.

The ninth principle is to remain an active listener
and to discover the clients’ emic lifeways, beliefs, and
values as well as etic professional ways, to fit client
expectations and create a climate that is trusting so
that the client feels it is safe and beneficial to share
one’s beliefs and lifeways. Of course, some clients are
more eager than others to share their beliefs and ex-
periences such as Italians, Jews, Eastern Europeans,
and Anglo-Americans. The way the client wants to be
cared for or about is important, as well as preventing
illnesses. Western clients are usually conditioned to
recite medical symptoms, diseases, and medical treat-
ments to health personnel which often makes it difficult
to focus on their cultural lifeways, history, values, and
beliefs. In contrast non-Western clients, I found from
my research, view their family lifeways and folk caring
practices of first importance.20 Storytelling has long
been valuable to non-Western and minority cultures,
and only recently is this method or approach being em-
phasized by Western health care practitioners. Helping
clients to be active sharers and participants in the as-
sessment and to learn together about care and health
patterns is a transcultural art and skill.

The tenth principle is to reflect on learned “trans-
cultural holding knowledge” about the client’s culture
and research-based care and health knowledge avail-
able today. Using such culturally based knowledge and
reflecting on what is being shared such as the evil eye,
good and bad spirits, susto (fright), and many other cul-
tural conditions with the care practices gives meaning
and credibility to what is shared. Holding knowledge
of such cultural conditions in advance helps the nurse
to reflect upon and clarify the ideas directly with the
client. Statements such as, “Tell me about susto or your
condition,” or “I would like to learn about your expe-

rience with your illness,” or “Tell me about ways you
care for your family.” These are gateways for in-depth
knowledge to understand what is being said and the
meanings. Key cultural linguistic terms should be jot-
ted down to be accurate and used in the assessment.
Very few direct questions are used, but rather indirect
and inquiry comments such as, “Could you tell me more
about your experiences at home?” or “I would like to
learn about your daily lifeways, your work, and your
family.” Reflections without cultural holding knowl-
edge often leads to errors.

During the assessment the nurse remains alert to
intergenerational differences and similarities within or
between generations to discover changes in cultural
values and practices influencing care practices over
time. Intergenerational male and female role-taking
differences are noted, especially in relation to human
caring and health, along with social structure and his-
torical factors influencing these changes. So, through-
out the assessment, the nurse maintains a flexible and
open attitude with a willingness to listen and move with
the client’s ideas and interpretations. Actually, there
are no rigidly prescribed steps or prescribed technique
for a culture assessment as it is a dynamic discovery
and sensitive process to grasp the client’s world about
cultural meanings of care, health, sickness, and life-
ways. Moving with the client’s thinking and interests
and clarifying what is shared is an important princi-
ple. If the above principles are understood, valued, and
maintained, the nurse will obtain valuable insights and
new data to make sound care decisions and actions ap-
propriate for congruent care practices.

It is important to keep in mind that the nurse is not
expected to cover fully and in detail all domains de-
picted in the Sunrise Model, but rather captures domi-
nant themes and patterns from current and subsequent
sessions with the client. It is wise to begin the assess-
ment with comments such as, “I would like to learn
about some of your ideas, experiences, and beliefs and
about how you would like to be cared for or about while
here.” Or “I would like to learn about your cultural her-
itage or family roots to understand you and your care
needs.” Or “What would you like to share with me today
about your lifeways.” The first session is often in the
hospital or clinic and is about 20 minutes in length but
subsequent visits are usually longer, especially in the
home. Allowing time between sessions for the client
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to think about ideas related to cultural beliefs, care, or
health values with the nurse is important. During the
early sessions, some clients may wonder if the nurse
can be trusted and if the nurse is truly genuinely inter-
ested in the client’s culture and may “test” the nurse
on these areas. Distrust indicators usually reflect ten-
sion, caution, and sparse and inaccurate information.
The nurse needs to use the Stranger to Trusted Friend
Enabler (Fig. 3.3 in Chapter 3) to assess how to be-
come a trusted friend with the client, group or family
by using the indicators in the model.

Special Author Insights
From the author’s 40 years of doing cultural care as-
sessments, clients from non-Western cultures like to
talk first about their family and their caring values and
health beliefs, whereas those from Western cultures
(particularly Anglo-Americans) like to talk initially
about medical treatments, tests, medications, technolo-
gies, and their highly personal life and illness experi-
ences. Transculturally, considerable variability exists
among males and females worldwide in what they wish
to share. The nurse holds in abeyance her experiences
and views as this can lead to cultural imposition of
ideas to please the nurse’s interests. After each session
the nurse always thanks the client or family in a sin-
cere way and leaves the door open to bring forth new
or reinforced ideas. If the client refuses a culturalogical
assessment, the nurse respects such wishes. However,
most clients find many benefits with the assessment and
are eager to share their stories, beliefs, and lifeways as
new modes of health care.

The real secret for an effective culturalogical care
assessment is to remain an active learner and reflector
of what the client has shared and what the client deems
important. If the assessment is done in the client’s
home, the nurse has a wonderful opportunity to see
firsthand the client’s naturalistic environment and ma-
terial culture items and often to meet family members or
guests. Seeing the client’s cultural context is extremely
helpful, as well as talking with them about how they
care for one another with their generic (emic) care prac-
tices and with local healers and curers. For example,
a Mexican American woman wanted me to visit with
her at the kitchen table and later to walk outside to see
her many herbal plants (the generic folk herbs) that she

and her family used daily to “keep them well.” She also
introduced me to traditional healers and their roles and
practices. Her home and garden were filled with folk
herbs that have been used over time and intergener-
ationally for many different health conditions. They
were taught healing ways from family elders, which
reduced costs, and they seldom used professional hos-
pital services. Other Mexicans in nearby homes came
and told how they live and help one another and es-
pecially how children, elderly, and the dying are cared
for. Within four visits much was learned about emic
and etic care patterns with Mexican American fami-
lies. Culture care preservation and maintenance were
clearly and repeatedly noted and used.

It has also been interesting to note that negative
experiences or stories are usually told at the end of the
sessions along with valuable and “sacred cultural se-
crets,” including those regarding generic local healers
and cultural spiritualists and their practices. The rea-
sons for this are to be sure one is trusted and will respect
their cultural secrets and to be sure the nurse is a “gen-
uinely trusted friend.” If the assessment is done in the
clinic or hospital, the sessions usually take more time
as there are always many interruptions by other health
personnel with medical regimes to be done. In addition,
cultural secrets are often not revealed in the hospital as
the clients fear that they will be recorded in the chart or
that they will be demeaned by staff. Cultural minorities
are often cautious to talk in hospitals and clinics about
folk practices.

In general, culturalogical assessments are ex-
tremely valuable and essential for health care. I have
found over the past five decades that culturalogical care
assessments have not only been informative to get ac-
curate and full data, but to grasp in-depth and accurate
meanings of care, health, and life experiences of clients.
One must however, be patient, persistent, and open to
learn from others. Rich and meaningful data have been
generated about care, health, well-being, illness conse-
quences, and other areas with the Sunrise Model, the
theory of Culture Care, and the Trusted-Friend Enabler.
Such rich scientific data are often embedded in so-
cial structure factors such as family relationships, reli-
gion, politics, economics, and philosophy of life, which
takes time to tease out gently and sensitively. These are
scientific and credible data to be used with the three
modes of the theory to arrive at culturally congruent and
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therapeutic health outcomes or for facing disabilities or
death.21 Indeed, cultural assessments must be congru-
ent with the client’s lifeways to be useable, beneficial,
and acceptable to client’s emic knowing world. Generic
(emic) and professional (etic) knowledge should be in-
tegrated or blended together to provide culturally con-
gruent care as discussed and shown in Chapter 5, Fig-
ure 5.1. The reader is encouraged to visit this synthe-
sized Figure 5.1 to understand how cultural assessment
emic data can or should be integrated with professional
etic knowledge and practices to attain and maintain
congruent care. Effective culturalogical assessments
are the reality means to get into the clients’ world and
let them experience a sense of control and power with
their ideas of what will be caring and beneficial to them
within their cultural orientation and lifeways. There is
nothing more valuable in health care than having good
skills to do a holistic care assessment, and transcultural
nurses have led the way to show how and why care as-
sessments are beneficial to clients and rewarding to care
providers.

Transcultural Communication
Modes

The challenge in doing culturalogical assessments to-
day is understanding the many verbal and nonverbal
modes of many diverse cultures. Transcultural com-
munication has become extremely important for any
assessment or to provide care to immigrants, refugees,
and many indigenous people residing in a given country
for short or long periods of time. Unfortunately, with
some exceptions most USA nurses can speak only one
language, and yet the nurse works more directly and
often more continuously with clients than other health
personnel. Understanding clients’ verbal and nonverbal
communication is imperative today in this multicultural
world. Nurses should speak at least two languages to-
day and in the future even more, and language learning
should begin in grade schools and continue throughout
the lifecycle. Nurse educators need to require language
skills to care for clients of diverse cultures and to meet
a critical need today for education, research, and con-
sultation.

Nurses and health professions also need to learn
about transcultural nonverbal communication for their
meanings and especially when one cannot speak the

client’s language. Body language expressions are forms
of communication and are culturally patterned. Fa-
cial expressions vary transculturally and need to be
accurately interpreted. For example, most Anglo-
Americans tend to maintain direct eye contact, whereas
several Native Americans avoid direct eye contact as
do Asians. Direct eye focus may be viewed as rude and
a cultural taboo with some cultures. Moreover to “save
face” in communicating with many non-Western cul-
tures, direct eye contact by Westerners is often viewed
as aggressive and threatening. Slapping Arab Muslims
on the back is generally offensive and disrespectful. In
Japan and in China one makes a deep bow of the head
and body to greet and respect a guest or stranger from
another culture. Shaking hands and showing broad
smiles may be offensive in some cultures, yet often used
by Anglo-Americans and Europeans. Crossing one’s
arms over one’s chest is often viewed as a hostile act
to non-Westerners, as well as crossing one’s legs when
talking to a stranger. These body languages are only a
few important nonverbal communication expressions
to learn and respect of cultures. Anthropologists such
as Birdwhistell Hall and other linguistic scientists have
studied different patterns of nonverbal communication
and gesture language in many cultures over time.22

Nurses need to use literature from scientists who have
thoroughly studied and documented such findings and
their meanings. Currently, some nurses are publishing
books and articles on cross-cultural communications
that lack accuracy or credibility because of the absence
of in-depth language knowledge of cultures. Miscom-
munication of verbal and nonverbal expressions can
lead to serious problems and destructive outcomes in
client and family care.

In communicating with different cultures, there are
many styles or patterned ways that people share their
ideas. Figure 4.2 shows some common transcultural
communication modes that nurses need to consider.
These modes with the cultures are very helpful to il-
lustrate different patterns of communication that one
can anticipate in assessments and in caring processes.
If aware of these differences, the nurse needs to be
patient for a reply, especially with those cultures that
communicate through extended families as with Mex-
icans and Southeast Asians or through several persons
as with Europeans and Arabs. An awareness of these
patterns is very useful in assessment and in daily care.
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Figure 4.2
Transcultural communication modes.

However, there are other patterns of communica-
tion such as African Americans who like direct eye
contact (often prolonged), speak with feeling and emo-
tional gestures, and watch for times to speak. In con-
trast, Native Americans in the United States and Canada
use an indirect look when speaking or listening, speak
softly and slowly, use limited emotional gestures, like
silent periods, and are seldom aggressive or interrupt
others. As one reflects on Anglo-Americans, one finds
(with individual variabilities) that they are very quick
and direct to respond to whatever is being said; maintain
eye contact while talking and listening; usually speak
fast and loud; try to control the conversation; and use
their hands, head, and body language as they state their
“facts” or objective “scientific” evidence. This pat-
tern of communication contrasts with traditional Viet-
namese families that avoid eye contact when talking
or listening to others (especially those viewed in high-
status roles), speak softly and cautiously, and often de-
lay giving any verbal answer or quick response using
limited affective gestures. Since transcultural commu-
nication is focused on sending and receiving ideas or
messages, these cultural differences are important to
understand; however, one should always realize that
cultural differences will exist in any cultures. Hence,
this is why patterns are emphasized as they are more
constant and consistent.

Much could be written about nonverbal commu-
nication and body expressions in different cultures.

Kinesics is the term that refers to body movements’
communication modes, which include posture, facial
expressions (smile or anger), gestures, eye contact,
and other body features. Body expressions have dif-
ferent meanings transculturally as noted above with
Asians and Anglo-Americans. Head, face, and hand
movements are particularly important as nurses care
for the culturally different. In New Guinea and with
several other cultures nodding one’s head up and down
means “no” rather that yes. Shaking hands to greet oth-
ers varies, but is a taboo in some cultures. Latin Amer-
icans shake hands firmly and actively for a period of
time. With Asians and some Arab Muslims hand touch-
ing is a taboo. For Arab Moslems, shaking with the left
hand is an obscenity as it is the unclean hand, while the
right is “clean” and is used for food preparation and
consumption. Hence, medicines should not be given to
Arab Muslims in the left hand, but rather in the right
hand. Japanese, Thai, Chinese, and other Asians gen-
erally bow their heads rather than shake hands as this
has long been a cultural practice with deep respect and
status significance.

Proxemics is another essential concept to under-
stand in transcultural communication. It refers to the
use and perception of interpersonal or personal space
in sociocultural interactions.23 In 1966 Hall identi-
fied and discussed the importance of proxemics and
how cultures use space. For example, he found there
were interpersonal distances or zones that were impor-
tant. Americans liked personal space of 1/2 to 4 feet,
social space of 4 to 13 feet, and public space (lec-
tures and speeches) greater than 12 feet. In contrast,
other cultures as Africans, Latin American, Indone-
sians, and French like closeness to relate to others.
Personal space has major implications in doing an as-
sessment and of where one stands or sits to talk to a
client. Proxemics is very important in client care in
the home, hospital, and other settings. Sitting behind a
desk to interview or assess a client is often unaccept-
able for many non-Western immigrants, minorities, and
strangers.

Finally, within the many areas of transcultural
communication, a few pointers need to be given about
the use of interpreters to get accurate assessments. To-
day, there are many articles and books about working
with interpreters. It is important to study interpreter
uses with researchers who have had direct working
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experiences in seeking health care information. From
my experiences and other transcultural nurse experts,
these interpreter points should be kept in mind:

1. Be sure the interpreter knows the client’s cultural
language and knows the culture.

2. Discuss in advance what you are doing in the
assessment and its purposes to the client.

3. Insist on an exact interpretation from the client, not
the interpreter’s views of a desired response.

4. Write out terms in both languages to check when
you are in doubt about the terms spoken or the
interpreter’s interpretation.

5. Try to get an interpreter of the relatively same age
as younger clients, as children and teenagers may
often communicate different intergenerational
knowledge leading to errors in the data and
different information.

6. Try to know a few words or phrases in the
language being interpreted to occasionally check if
the interpreter is sharing ideas accurately and
completely (sometimes an interpreter may shorten
or omit informant ideas for her or his personal
reasons or comfortableness).

7. Always thank the interpreter afterward, and
recheck ideas or observations that are unclear to
you.

Central Goal and Steps to Provide
Culturally Competent and
Congruent Care

Goal
To provide respectful, meaningful, and competent care
to people of diverse cultures that leads to health and
well-being or to face death or disabilities of individuals
or groups.

Ten Guideline Steps for Culturally
Competent Congruent Care

1. Have holding knowledge of the individual or
family culture being assessed from reliable
literature and through transcultural nursing
courses taught by qualified faculty.

2. Know your own cultural heritage, patterns, and
biases and factors that may interfere with effective
assessments and understanding the client.

3. Use a theory or theoretical perspective to guide
your assessment such as the holistic Culture Care
theory with use of the Sunrise Model and
Enablers.

4. Know some common language phrases of the
client to obtain accurate information and to work
with qualified interpreters.

5. Show respect and a genuine interest in the
informant and the culture while remaining an
active learner, letting the informant tell his or her
story, experiences, and ideas to you.

6. Be observant of the environmental context in
which you are doing the assessment and
document it.

7. As the client shares emic or etic data, reflect on
and check the meanings with the client. (Be sure
you get a holistic perspective as depicted in the
Sunrise Model for a total and accurate picture of
client/family needs and expectations.)

8. The client needs to be an active co-participant in
the assessment to obtain credible and accurate
data, especially with the Culture Care theory and
the three modes of action and decision, and to
provide culturally specific and congruent
care.

9. Identify and then recheck specific and general
cultural care values, beliefs, and needs related to
generic (emic) and professional (etic) data for
possibly integrated culturally congruent care.

10. Use the assessment findings in sensitive,
knowing, creative, and meaningful ways with the
client so that beneficial and satisfying outcomes
are forthcoming. Do a follow-up with the client
or family to document goal outcome(s).

From the outset, keep in mind the author’s defini-
tion of culturally competent and congruent care, that
is, the use of culturally based care knowledge that is
used in assistive, facilitative, sensitive, creative, safe,
and meaningful ways to individuals or groups for ben-
eficial and satisfying health and well-being or to face
death, disabilities, or difficult human life conditions.24

Color Insert 5 helps to envision the assessment
process to arrive at culturally congruent actions and
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decisions. This figure should be kept in mind as one
works with individuals and families or in community
or institutional agencies.

Differences in individual and intergenerational
assessments, as depicted in the four-generation assess-
ment in Color Insert 6, make one realize that intergen-
erational assessments take more time, but can be very
valuable to trace culture care, health, and illness pat-
terns. The informants are encouraged to be active shar-
ers for comparative generational perspectives. Families
often say how much they learn from intergenerational
family assessments.

Color Insert 7 shows a transcultural nurse visit-
ing with a Southern Christian Sudanese client as a
refugee living in the midwestern United States. The
client wanted to wear her native attire to tell sad sto-
ries about her African country, family deaths, and how
she became a refugee, leaving many of her extended
kinsfolk in Sudan under terrible war conditions. The
assessment took 20 hours (5 sessions) over 1 month at
a refugee house. She always wore this same attire to
make her feel “back home” as she talked about caring
and noncaring, illnesses, family member killings, and

Phase  V

Phase IV

Phase III

Phase II

Phase I

Start Here

Develop a culturally-based client-nurse care plan as co-participants for
decisions and actions for culturally congruent care.

Sythesize themes and patterns of care derived from the information
obtained in phases I, II, and III.

Identify and document recurrent client patterns and narratives (stories)
with client meanings of what has been seen, heard or experienced.

Listen to and learn from the client about cultural values, beliefs, and
daily (nightly) practices related to care and health in the client’s
environmental context. Give attention to generic (home or folk) practices
and professional nursing practices.

Record observations of what you see, hear or experience with clients
(includes dress and appearance, body condition features, language,
mannerisms and general behavior, attitudes, and cultural features).

Figure 4.3
Leininger's short culturalogical assessment guide (Model B).

the destruction of her home village. She looked for-
ward to each visit and said they were most helpful to
heal her sad experiences and memories.

An Alternative Short
Assessment Guide

Another alternative assessment guide, which has been
used with undergraduate and graduate students since
1985 and with nursing staff in short-term emergency
and acute care centers, has been my Short Culturalogi-
cal Assessment Guide (Fig. 4.3).25 This guide provides
a brief and general assessment of the client, but does not
usually provide in-depth holistic features as found with
the Sunrise Model. It has, however, been very helpful
to nurses functioning in an acute care or emergency
setting where time and space constraints are very lim-
iting. The assessment data offer general information to
develop a quick nursing care plan or to make decisions
about a client from a particular culture. The author often
refers to this assessment guide as Model B to contrast
it with the Sunrise Model (Model A). The nurse begins
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with Phase I and proceeds to Phase V to get an overall
assessment of the client. Each phase has a clear focus
and can be readily followed. One should indicate at the
outset whether assessing an individual, small group, or
family.

Caring Rituals Important
to Assess

In doing culture care assessments there are special ar-
eas bearing on caring patterns and healing that provide
valuable information. Practically all cultures have car-
ing rituals that are sequenced activities people use to
maintain wellness, prevent illness, ease dying, or re-
gain health. Generic (folk) caring rituals are learned
and used in the home, but they may be in demand in
hospitals or clinics because they are held to be therapeu-
tic and essential to clients. Generic folk caring rituals
generally serve specific functions when used thought-
fully in the home or hospital. Nurses need to discover
these particular rituals for their healing or other benefits
with different cultures. Cultures have rituals in caring
for one’s skin, hair, and body and for gaining or losing
weight. For example, Africans have very special ritu-
als for their hair and to keep their skin healthy. Such
rituals have cultural functions such as reassurance, se-
curity, protection, and feeling good. Rituals provide a
sense of well-being through activities that need to be
regularly performed each day or night. Professionals
can learn these cultural rituals and develop ways that
care rituals can be creatively used in transcultural prac-
tices with the client or family. Most rituals have healing
attributes if one studies their benefits as learned from
clients and from professional insights. Let us consider
some types of caring rituals that nurses ought to know
or be ready to learn:

1. Eating Rituals: All human beings have regular
times and patterns of eating that are generally
ritualized and expected to be respected. For example,
in some cultures the people always wash their hands
and put on clean clothes before eating, but the rituals
and materials vary. Some traditional cultures still eat
only in special attire because “our family has always
done this” as the Japanese and some Southeast Asian
cultures. Then there is the way the food is eaten,
whether by fingers or tools. For example, the British

use their forks with prongs down, whereas Americans
use forks with prongs upward. Chinese use chop
sticks and other cultures use their fingers. Certain
foods are ritually prepared and only eaten on special
occasions. Arab Muslims eat no pork and drink no
alcohol. Polish and Germans enjoy special sausage
cooked in special ritualized ways for festive
occasions. The nurse needs to know these rituals,
culturally taboo foods, class or gender preferences,
and especially ritually prepared cold and hot foods for
clients when ill or well. The environmental setting
and who eats and may pray together are important in
several cultures. In several non-Western cultures
women only eat after men have eaten the choicest
foods. Children and teenagers have many rituals such
as ways of eating an egg, fruit, or meat and drinking
beverages. These rituals should be respected and
facilitated in the hospital and can make a big
difference in maintaining one’s health. Poor and
oppressed people eat food in many ways to survive.
2. Daily and Nightly Ritual Care Activities: It is
always fascinating to observe the client’s patterns of
daily and nightly care rituals. What daily personal
exercises are done each morning or evening are
helpful to know. For example, traditional and many
present-day Japanese maintain their early morning Tai
Chi exercises for health and spiritual well-being.
Americans now have many morning, noon, and
evening running, walking, and other physical rituals
to keep them well, to prevent heart illnesses, and to
keep in good physical condition. Some cultures have
praying rituals such as Arab-Muslims who pray five
times a day using prayer rugs and beads and wash
their hands and bodies before praying. Such ritual
activities need to be respected, assessed, and
understood for their meaning and contribution to
cultural health or well-being. Nurses can often
accommodate these expected ritual activities in the
daily care plan and facilitate them if beneficial.
Roman Catholics and other faith groups have prayer
rituals for the sick and dying, which need to be
respected and supported as priests, ministers, and
family members carry out the religious rites with
clients of diverse faiths. Assessing their effect on the
clients’ health is important.
3. Sleep and Rest Ritual Patterns: Cultures have
patterns of sleep and rest that have usually been
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established early in life and maintained throughout the
lifecycle for their health maintenance. Children and
elderly especially like and expect rituals of eating and
sleeping. What are these rituals in different cultures,
and how are they incorporated in nursing care
practices? Nursing faculty and textbooks often fail to
recognized cultural differences in eating, sleeping,
and praying. If rituals are not known and used, how
do they affect the well-being or lead to unfavorable
client outcomes? Sleep and rest cultural patterns are
especially important today in this busy and pressured
world of tasks and activities. Such rituals are usually
important to provide culturally congruent care for
client health maintenance and preservation.

There are additional cultural rituals related to folk
healing and caring that need to be learned from clients
and studied for their uses in professional caring. Inte-
grated generic and professional rituals are an important
part of transcultural nursing care. Knowing and respect-
ing generic emic healing rituals are being reestablished
with many cultures, and nurses are expected to know
these rituals and help the client use them. If rituals are
nonbeneficial to the client, they need to be assessed
and discussed with the client, family, and health care
providers.

Lifecycle Rituals
Transcultural nurses and anthropologists have been
studying lifecycle rituals in diverse cultures for many
years to discover commonalties and differences related
to healing and health. Lifecycle rituals are especially
crucial because they demonstrate patterns of caring for
health, as well as illnesses and generic folk lifeways.
Life span rituals can help nurses know and value care
from birth to old age if identified and respected. Hence,
lifecycle rituals should be assessed and studied from
birth and at special times as with marriage, death and
specific illness, and wellness in cultures for their ther-
apeutic or nontherapeutic outcomes. (See Chapter 10
for full lifecycle rituals.)

Some lifecycle cultural rituals are stressful, but
most fit the culture and are held as essential and ben-
eficial. One of the oldest theories about rituals comes
from van Gennep in his classic study, The Rites of Pas-
sage, which was originally published in 1908.26 Van

Gennep hypothesized that there were major phases of
human rites of passage, which he identified as follows:
1) a phase of separation, 2) a phase of transition, and
3) a phase of incorporation. Persons experienced these
phases in the lifecycle and when changing positions or
statuses such as being separated from their past role
and taking on a new role. One moves into the second
phase as a transitional phase, but with uncertain role
expectations. In the last phase, people learn to take on
and incorporate a new role or position in the culture that
gives them recognition or status such as being married,
becoming a nurse, or becoming an elder or a prisoner.
Rites of passage and rituals are extremely important
to study in every culture as they are often unique and
yet have some commonalities when used with the the-
ory of Culture Care and with van Gennep’s cultural
perspectives.

Nurse and Hospital Rituals
Nurses and even the “tribes of nursing” have many rit-
uals that are often not recognized nor assessed, and
yet they exist in hospitals and other settings wher-
ever nurses function or live.27 There are nursing rituals
of administering medications, giving baths, checking
clients, and caring for acute and chronically ill clients.
Some rituals appear more beneficial to nurses than to
clients. Clients assess nursing “task rituals” and “good”
caregivers. Nursing rituals such as morning reports and
rounds with physicians tend to regulate the time when
clients can expect to receive nursing care. New immi-
grants and cultural strangers may not know these ritu-
als and receive less care. Some clients get very upset
if nursing rituals related to food, medicine, and basic
care needs are not explained or offered.

Periodically, nurses need to assess their own rituals
for their caring benefits and values to clients of diverse
cultures. Rituals can have favorable or less favorable
caring and therapeutic features for clients. For several
decades transcultural nurses have studied some nursing
rituals and how congruent they are with client needs.
Some nursing rituals may have limited benefits to
clients, but may be more helpful to nurses as efficiency
tasks and ritualized routines. Wolf’s and Leininger’s
studies are a systematic discovery of hospital rituals
to awaken nurses to their rituals and effects.28−30 In
addition, folk rituals and professional rituals need to
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be compared to prevent illnesses such as the folk evil
eye (mal ojo) with nurses praising or envying a child,
which can lead to cultural illness of the child. Nurs-
ing administration (academic and clinical) rituals also
need assessment with students and consumers of dif-
ferent cultures for their beneficial and nonbeneficial
features. Assessment of these rituals can often pro-
vide some entirely new insights about nursing prac-
tices and outcomes. For example, a Native American
Sioux viewed hospital admission rituals as punishing,
demeaning, and noncaring when the nurses failed to
get the client’s story and what actually happened on
the Reservation. Nursing students often view adminis-
tration and faculty rituals as having questionable value
and mainly serving administrators more than students’
and clients’ needs.

Cultural factors related to rituals have meaning for
clients in different cultural contexts such as the hos-
pital. For example, in some cultures when individuals
are separated from their extended family, they may feel
abandoned at the hospital. In several cultures the ritual
of admission often communicates to children and el-
derly clients that it is a place where they will die or
be abandoned, and so they are very reluctant to go to
the hospital except as a last resort. If the client dies in
the hospital, the family usually goes into their immedi-
ate mourning or dying rituals at the hospital. Since the
early 1970s transcultural nurses have been instrumental
in establishing “mourning rooms” in hospitals for dying
clients with their grieving rituals, especially for some
Oceania, southeast Asians, and Native Americans.
These mourning rooms have been most therapeutic and
are now becoming part of the new hospital cultural con-
text as another transcultural nursing contribution.

In general, cultural caring rituals of clients and
nurses are powerful forces to know, understand, assess,
and respectfully use. More and more nurses will be ex-
pected to incorporate generic rituals into client care for
congruent and beneficial care. Comparative caring ritu-
als of different cultures have greatly expanded transcul-
tural nurses’ knowledge for several decades. They are
providing valuable new and specific care data to other
nurses attentive to diversities and universalities using
the Culture Care findings.31,32 These transcultural care
findings are used with the three modes of professional
care, namely, culture care maintenance/preservation,
culture care accommodation/negotiation, and cul-

ture care repatterning and restructuring.33,34 These
modalities are well demonstrated by several authors in
subsequent chapters in this book to provide culturally
competent and congruent care to clients in specific and
therapeutic ways.35 Staff nurses in other specialties
need to study care rituals for their positive or less
positive outcomes by using available scientific and
humanistic transcultural nursing research findings.
Chrisman has assessed and analyzed operating room
rituals, which provides new insights and practice
implications.36 One must also remember that rituals
can change over time, but usually slowly and partially
because of their cultural security and consistency
functions.

Standards for Culturally
Competent and Congruent Care

The standards below have been derived and modi-
fied from the 1998 Policy Statement to Guide Trans-
cultural Nursing Standards and Practices37 and from
the Committee on Certification and Recertification of
Transcultural Nursing Society 2001.38 They reflect the
work of transcultural nurse experts in academic and
clinical practice arenas. They began with Leininger’s
work in 1960 while establishing and leading the profes-
sional transcultural practices in education and service.
It should be noted that other standards are rapidly com-
ing on the market, but many of these fail to be trans-
cultural nursing standards. They are often created by
nurses not prepared in the transcultural field or by gov-
ernment officials pushing to proclaim their own stan-
dards. For example, a recent U.S. Federal document,
with questionable statements and standards, was pre-
pared for only a few minorities. The following transcul-
tural nursing standards should be established, main-
tained, and upheld, as they have been developed by
transcultural nurses knowledgeable and experienced in
the field:

1. Consumers of diverse cultures have a right to have
transcultural care standards used to protect and
respect their generic (folk) values, beliefs, and
practices and to have health personnel incorporate
appropriate ways into professional practices.

2. Nurses assessing and providing care to diverse
cultures or subcultures have a moral obligation to
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be prepared in transcultural nursing to provide
knowledgeable, sensitive, and research-based
care to the culturally different.

3. Cultural assessments and practices need to
demonstrate the use of transcultural nursing
concepts, principles, theories, and research
findings and competencies to ensure safe,
congruent, and competent practices.

4. Nurses need to show sensitivity and ways to use
cultural and care knowledge with competence for
clients of diverse cultures.

5. Nurses as caregivers have an ethical, moral,
professional obligation and responsibility to
study, understand, and use relevant
research-based transcultural care for safe,
beneficial, and satisfying client or family
outcomes.

6. Providing culturally competent and congruent
care should reflect the caregiver’s ability to assess
and use culture-specific data without biases,
prejudices, discrimination, or related negative
outcomes.

7. Nurses caring for clients of diverse cultures
should seek to provide holistic care that is
comprehensive and takes into account the client’s
worldview and includes ethnohistory, religion (or
spiritual), moral/ethical values, specific cultural
care beliefs and values, kinship ties
(sociocultural), economic, and political (legal)
factors with references to their environmental
living or working context.

8. Nurses practicing transcultural nursing give
evidence in their actions and decisions of being
able to deal with intercultural prejudices, biases,
racism, and other expressions that are destructive
or nonbeneficial to clients of diverse cultures.

9. Nurses demonstrating cultural competence and
congruent care maintain an open, learning,
flexible attitude and desire to expand their
knowledge of diverse cultures and caring
lifeways.

10. Nurses with transcultural competencies show
evidence of being able to use local, regional, and
national resources for beneficial care outcomes.

11. Nurses with transcultural competencies
demonstrate leadership skills to work with other
nurses and interdisciplinary colleagues who need

help to provide culturally safe and congruent
client practices, thus preventing cultural
imposition, cultural pain offenses, cultural
conflicts, and many other negative and destructive
outcomes.

12. Nurses with transcultural competencies are active
to defend, uphold, and improve care to clients of
diverse cultures and to share their research
findings and competency experiences in public
and professional arenas.

Other Enablers for Culturalogical
Assessments

During the past several decades, two additional guides
have been enormously helpful to nurses and other
health practitioners in assessing clients’ cultural care
needs and behavior. They are the Stranger-Friend
Enabler40 and the Acculturation Health Care Assess-
ment Guide.41 These will be briefly highlighted.

The Stranger-Friend Enabler
This Enabler has been presented in Chapter 3 (Fig.
3.3) and is an integral part of obtaining accurate data
for the Culture Care theory. The reader is directed to
review this Enabler in Chapter 3. Now this same En-
abler can be used with a different but related purpose to
enter and effectively remain in the client’s world when
doing an assessment. It is a sensitive guide and barom-
eter to indicate how nurses move from a stranger to
a trusted friend to get accurate, in-depth, reliable, and
trusted-friend data. If not a trusted friend, clients often
give false and/or distorted data and are not always will-
ing to share intimate and meaningful cultural knowl-
edge and secrets. When signs of distrust exist, fear,
doubt, and suspiciousness often prevail between asses-
sor and assessee, and the data becomes questionable
and sparse and may often be inaccurate. This Enabler
helps the nurse move gradually and with criteria on
becoming a trusted professional friend with the client.
The nurse, therefore, needs to thoughtfully study this
enabler before using it and then document what oc-
curred as moved from stranger to friend. Cultural as-
sessment labs for nurses are used today to increase
competency skills and check interpretations with tran-
scultural nurse specialists. As the nurse studies and uses
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the Stranger-Friend Enabler, self-awareness and inter-
personal and intercultural factors can become known
to the nurse. Considerable personal and professional
growth has occurred with nurses and other health pro-
fessionals who use this Enabler consistently and regu-
larly. Indeed, one can also assess one’s own progress
of becoming a friend with other strangers with the En-
abler that has been used for five decades in transcultural
nursing with many reliable and scientific truths and
benefits.

Acculturation Health Care
Assessment Guide
This guide was developed and tested in several cul-
tures since the early 1960s. It is shown in Appendix
4-B (at the end of this chapter). It has been one of
the oldest and most continuous guides for assessing
whether cultural clients are more traditionally or non-
traditionally oriented to their cultures in diverse areas.
Acculturation is a critical factor in assessments to de-
termine whether a client takes on or adopts the life-
ways of another culture. This dimension of assessment
is important to obtain the dominant patterns of car-
ing and health practices, whether one is dealing with
a traditional or new lifeway. This influences nursing
decisions and plans. This Acculturation Enabler was
developed to obtain data with the ethnonursing method
and the theory of Culture Care and has been used by
several disciplines and health care providers to get cred-
ible, reliable, and meaningful assessment data about
informants.42,43

The strength of this enabler is that one can ob-
tain holistic assessments, especially when using it with
the Culture Care theory and Sunrise Model. It offers
a systematic assessment of the client (or family) of
a particular culture with respect to worldview, social
structure factors, language use, environmental context,
appearance, generic and professional care practices,
and other areas. The nurse assessor makes notations
directly on Part I and uses this information in Part II
to make a qualitative summary profile of the client re-
garding whether the person (or family) is more tradi-
tionally or nontraditionally oriented in cultural values,
beliefs, and lifeways. These data are then used to de-
velop guidelines or plans for nursing actions and deci-

sions with clients using the three modes of the theory,
namely: 1) culture care maintenance/preservation; 2)
culture care accommodation negotiation; and 3) culture
care repatterning/restructuring. It is very important to
document and describe the place where the assessment
was done such as the home, hospital, or another setting
because the context can greatly influence the responses
and meanings. The enabler is not intended to be used
by the client, but rather by the nurse who is responsible
for the assessment and who uses the Culture Care the-
ory with the Sunrise Model. This enabler is also used
as a research guide for information to substantiate or
refute theories related to the extent of acculturation,
showing documentation of past or present lifeways. It
provides more qualitative data indicators than quantita-
tive data, but has been used with both data goals. Again,
this enabler provides a holistic picture or profile of a
cultural informant(s) as related to care, health, and spe-
cial needs of clients of designated cultures. The nurse
jots down general observations of the home, setting,
person, and environment, as well as narrative informa-
tion shared by the client. A more detailed summary
account is generally prepared after the profile (B) is
obtained.

Important Summary Points for
Effective Culture Care
Assessments

In this chapter several principles, guidelines, models,
and enablers have been presented to achieve culturally
competent care assessments for quality care outcomes.
The following summary points are important to keep
in mind:

1. The Culture Care theory with the Sunrise Model
serves as one of the best and most reliable guides to
obtain a holistic view of an individual, family, or
group and for institutional assessments of cultures.
The worldview, social structure factors, ethnohistory,
language uses, and environmental context are all
essential areas to obtain a holistic and comprehensive
picture with culture-specific information. Some areas
will be of more interest than others in specific cultures
and with the assessor. For example, Mexicans,
Africans, Italians, and Arabs generally emphasize the
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importance of extended family care. In contrast,
Anglo-Americans emphasize individuals and their
specific needs with a focus on costs, technologies, and
legal and political factors of health care. The nurse
actively listens to and observes the informants to enter
their world and learn from them. Rather than a narrow
mind-body pathophysiological or emotional symptom
or disease focus, a broad and open view is
maintained.
2. Throughout the assessment the nurse remains an
active listener, learner, and reflector rather than a
teacher or as a “know it all” medical specialist. The
nurse refrains from using a lot of professional jargon
or medical terms as this tends to suppress cultural data
and prevents informants from sharing their ideas. If
the informant inquires about professional knowledge,
the nurse is obligated to share ideas but is careful not
to practice cultural imposition or rigid ethnocentrism.
3. The nurse always keeps the assessment focused on
the client’s world of knowing (the emic focus) rather
than on the nurse’s views or professional (the etic
focus) ideas about care, health, and lifeways. If the
nurse is prone and eager to sell ideas or products to the
client, this often leads to cultural conflicts and clashes
and thwarts the client’s participation and shared
ideas.
4. The nurse always encourages the client or family
to share their cultural care practices, including health
values, beliefs, and lifeways and how they use them in
daily life. Clients usually like to share their values and
lifeways through stories, special life experiences,
photographs, letters, or material cultural symbols
such as talking about a “blue stone” or the “medicine
bag” (of Native Americans) that promote or hinder
healing and well-being in their culture. Clients like to
share material items and nonmaterial ideas that have
the most meaning for them in their life. Focusing on
the meaning of clients’ ideas to themselves during the
assessment is extremely important. Some family
members have diaries and videotapes to share their
special life experiences, especially during a home
assessment with the nurse. In the hospital such video
and home artifacts are seldom used.
5. Throughout the assessment, the nurse asks very
few direct questions, but instead uses indirect probing
that focuses on areas of inquiry. Open-ended frames

are used such as “Tell me about ” or “I would
like to have you to talk about yourself and your
family” or “I need to learn more about the ways you
care for children and elders.” Encouraging the client
to talk about their experiences is a good strategy. Also,
it is important to clarify terms used as “comfort care.”
Eliciting ideas to help the nurses give “good care” is
always welcome. The nurse tries to always use the
client’s words and frame of reference rather that those
of the nurse. This preserves the client’s world of
knowing and understanding. This is a major approach
today in developing culturally competent skills.
6. The nurse explores not only present-life
experiences and values but also past historical events
and future views related to the general assessment.
These are discovered in relation to culture,
care/caring, health, well-being, environmental
context, and social structure domain factors
influencing health or illness patterns.
7. The nurse identifies and appreciates that most
clients are capable of explaining and interpreting their
experiences related to care, health, illness, and
maintaining wellness in their culture. Narratives,
poems, cultural taboos, songs, pictures, and symbols
have cultural meanings that the clients often may use
to explain their ideas. The nurse should assume that
she or he is not the expert interpreter and analyzer, but
that the client is the knower. The nurse’s etic
(outsider’s) views usually differ from the client’s emic
interpretations, so it is the responsibility of the nurse
to hold back her or his ideas and interpretations.
Knowledge of the language and being able to speak
certain phrases or questions is critical to accurate
assessments and interpretations. At the end of each
assessment period (and there may be several), the
nurse rechecks for accurate client interpretations and
explanations.
8. Tapping the client’s cultural secrets is done gently
and sensitively. They are generally not shared unless
the client believes that the nurse can be trusted, is
genuinely interested in him or her and the culture, and
can protect cultural secrets and viewpoints from being
misinterpreted or used inappropriately. Some clients
fear that their cultural ideas and experiences might be
demeaned or devalued by outsiders. Respect as caring
is practiced when doing assessments. Spiritual,
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political, and legal ideas are usually guarded by
clients and shared when trust is evident.
9. The client may want to wear traditional dress,
adornments, or symbols for the assessment or bring
items to tell “their story.” The nurse respects and
encourages this practice. Seeing the client in familiar
dress and using certain material cultural items is
valuable to learn the culture, health, caring, and
healing modes as good talking cues.
10. Making the client or family comfortable and able
to enjoy sharing ideas with the nurse is an important
principle in assessments, so select settings that will
help the client share ideas, including confidential and
special secrets.
11. Throughout the assessment process, one seeks to
assess if the information one hears, sees, or observes
is accurate or credible to the client’s lifeways. The
family and other representatives of the culture may
also confirm such knowledge with the informants.
Individual and group variations always exist, and one
must not generalize findings to other cultures.
12. The nurse remains appreciative of the client’s
willingness to share ideas by always thanking them
after each session. Giving money or gifts for
assessments is not generally practiced unless it is a
research study. However, benefits (actual or potential)
need to be discussed at the outset and at the
end.

In general, a culturalogical care assessment is a
very creative and dynamic discovery and learning pro-
cess that brings forth valuable knowledge. It is often
packed with surprises of information that are gener-
ally limitedly known to most nurses and health care
providers about cultures. The Culture Care theory with
the Sunrise Enabler and with other enablers presented
in this chapter can make the journey an exciting and
meaningful process with benefits to the client and re-
warding experiences to the nurse or other health pro-
fessionals.

Today, the phrase I coined in the 1960s, “cultur-
ally competent congruent care,” has become popular
and in demand worldwide with many researchers and
other disciplines seeking it. Some are looking for “mea-
surement tools,” “instruments,” and statistical data to
be “scientific.” However, it is the in-depth qualitative,

verbatim, and holistic data that will be most helpful
to clients and nurses. Cultural care competencies are
very difficult and imprecise to measure. Qualitative en-
ablers are the most meaningful and rich data to obtain
today and in the future. Moreover, the myth of what
constitutes “science” is being challenged and slowly
changing to value qualitative findings as one impor-
tant type of science.44 Very meaningful data has been
forthcoming over the past four decades with this cul-
tural care assessment process and with the theory and
enablers. Today, many ideas, terms, models, and meth-
ods used by the author since the early 1960s are just
beginning to be used, “diffused,” and proclaimed by
others, sometimes without full documentation of au-
thor source. Such unethical practices need to be abated
and “to render honestly to authors their original work.”
Transcultural nurses have and continue to lead the way
in making culturally competent and congruent care a
reality with diverse cultures.

In sum, the reader has been presented with a theory
and several principles, guidelines, models, and strate-
gies to do a quality-based culturalogical care assess-
ment. The purpose of this assessment was stated to
obtain information to guide the nurse in providing cul-
turally congruent and competent care to blend with the
client’s values, beliefs, and lifeways. Such emic and etic
assessments are imperative to ensure quality care and to
promote the health and well-being of diverse cultures.
The Sunrise Model (derived from the theory of Culture
Care) and other Culturalogical Assessment Guides and
other Enablers were discussed. The Acculturation En-
abler was presented to determine whether clients are
more traditionally or nontraditionally oriented. Nurses
prepared in transcultural nursing will find these aids
meaningful and easy to use. Other disciplines will also
find them helpful in making assessments. Assessment
data are not only used for client care, but also for educa-
tional, consultation, and for research purposes. Nurses
using the assessment data can greatly increase their
ways of knowing clients, and it can become a most
rewarding experience as they get a holistic view of cul-
tures, as well as very specific and practical data.45 Most
importantly, nurses learn much about themselves that
greatly expands their worldviews and gives them a deep
appreciation for cultures and caring phenomena trans-
culturally.
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Appendix 4–A
Leininger’s Suggested Inquiry Guide for Use with the Sunrise Model to Assess

Culture Care and Health
Instructions: The purpose of this ethnonursing guide is to enter the world of the client and discover information
to provide holistic, culture-specific care. Use broad and open inquiry modes rather than direct confrontational
questions. Move with the client (or informant) to make the inquiry natural and familiar. These inquiry areas
are examples for the inquiry and not exhaustive. Identify at the outset if assessing an individual, family, group,
institution or community. (This inquiry guide focuses on the individual). Identify yourself and the purpose of the
inquiry to the client, i.e., to learn from the client about his/her lifeway to provide nursing care that will be helpful
or meaningful.

Domains of Inquiry: Suggested Inquiry Modes
1. Worldview I would like to know how you see the world around you. Could you share with me

your views of how you see things are for you?
2. Ethnohistory In nursing we can benefit from learning about the client’s cultural heritage, e.g.,

Korean, Philippine, etc. Could you tell me something about your cultural back-
ground? Where were you born and where have you been living in the recent
past? Tell me about your parents and their origins. Have you and your parents
lived in different geographic or environmental places? If so, tell me about your
relocations and any special life events or experiences you recall that could be
helpful to understand you and your needs. What languages do you speak? How
would you like to be referred to by friends or strangers?

3. Kinship and Social
Factors

I would like to hear about your family and/or close social friends and what they
mean to you. How have your kin (relatives) or social friends influenced your life
and especially your caring or healthy lifeways? Who are the caring or non-caring
persons in your life? How has your family (or group) helped you to stay well
or become ill? Do you view your family as a caring family? If not, what would
make them more caring? Are there key family responsibilities to care for you or
others when ill or well? (Explain.) In what ways would you like family members
(or social friends) to care for you? How would you like nurses to care for you?

4. Cultural Values,
Beliefs and
Lifeways

In providing nursing care, your cultural values, beliefs, and lifeways are important
for nurses to understand. Could you share with me what values and beliefs you
would like nurses to know to help you regain or maintain your health? What
specific beliefs or practices do you find most important for others to know to
care for you? Give me some examples of “good caring” ways based on your care
values and beliefs.

5. Religious/Spiritual/
Philosophical
Factors

When people become ill or anticipate problems, they often pray or use their religion
or spiritual beliefs. In nursing we like to learn about how your religion has helped
you in the past and can help you today. How do you think your beliefs and
practices have helped you to care for yourself or others in keeping well or to
regain health? How does religion help you heal or to face crisis, disabilities or
even death? In what ways can religious healers and nurses care for you, your
family or friends? What spiritual factors do we need to incorporate into your
care?

6. Technological
Factors

In your daily life are you greatly dependent upon “high-tech” modern appliances
or equipment? What about in the hospital to examine or care for you? (Explain.)
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In what ways do you think technological factors help or hinder keeping you
well? Do you consider yourself dependent upon modern technologies to remain
healthy or get access to care? (Give some examples.)

7. Economic Factors Today, one often hears “money means health or survival.” What do you think of
that statement? In what ways do you believe money influences your health and
access to care or to obtain professional services? Do you find money is necessary
to keep you well? If not, explain. How do you see the cost of hospital care versus
home care cost practices? Optional: Who are the wage earners in your family?
Do they earn enough to keep you well or help you if sick?

8. Political and Legal
Factors

Our world seems full of ideas about politics and political actions that can influence
your health. What are some of your views about politics and how you and others
maintain your well-being? In your community or home what political or legal
problems tend to influence your well-being or handicap your lifeways in being
cared for by yourself or others? (Explain.)

9. Educational Factors I would like to hear in what ways you believe education contributes to your staying
well or becoming ill. What educational information, values or practices do you
believe are important for nurses or others to care for you? Give examples. How
has your education influenced you to stay well or become ill? How far did you go
with formal education? Do you value education and health instruction? (Explain.)

10. Language and
Communication
Factors

Communicating with and understanding clients is important to meet care needs.
How would you like to communicate your needs to nurses? What language(s) do
you speak or understand? What barriers in language or communication influence
receiving care or help from others. What verbal or nonverbal problems have you
seen or experienced that influences caring patterns between you and the nursing
staff? In what ways would you like people to communicate with you and why?
Have you experienced any prejudice or racial problems through communication
that nurses need to understand? What else would you like to tell me that would
lead to good or effective communication practices with you?

11. Professional and
Generic (folk or
lay) Care Beliefs
and Practices

What professional nursing care practices or attitudes do you believe have been
or would be most helpful to your well-being within the hospital or at home?
What home remedies, care practices or treatments do you value or expect from
a cultural viewpoint? I would like to learn about your home healers or special
healers in your community and how they help you. What does health, illness or
wellness mean to you and your family or culture? What professional and/or folk
practices make sense to you or are most helpful? Could you give some examples
of healing or caring practices that come from your cultural group? What folk or
professional practices and food preferences have contributed to your wellness?
What foods are taboo or prohibited in your life or in your culture? In what ways
have your past or current experiences in the hospital influenced your recovery
or health? What other ideas should I know about what makes you well through
good caring practices?

12. General and
Specific Nursing
Care Factors

In what ways would you like to be cared for in the hospital or home by nurses?
What is the meaning of care to you or your culture? What do you see as the
link between good nursing care and regaining or maintaining your health? Tell
me about some of the barriers or facilitators to good nursing care. What values,
beliefs or practices influence the ways you want nursing care? What stresses in
the hospital or home need to be considered in your recovery or in staying well?
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What else would you like to tell me about ways to care for you? What community
resources have helped you get well and stay well? Give some examples of non-
helpful care nursing practices. What environmental or home community factors
should nurses be especially aware of to give care to you and your family? What
cultural illnesses tend to occur in your culture? How do you manage pain and
stress?(Clarify.) What else would you like to tell me so that you can receive what
you believe is good nursing care? Give specific and general examples.

Appendix 4–B
Leininger’s Acculturation Health Care Assessment Guide for Cultural Patterns

Traditional and Non-Traditional Lifeways∗

Name of Assessor Date
Informants or Code No. Sex Age
Place or Context of Assessment

Directions: This guide provides a general qualitative profile or assessment of the traditional or non-traditional
orientation of informants and their patterned lifeways. Health care influencers are assessed with respect to world-
view, language, cultural values, kinship, religion, politics, technology, education, environment and related areas.
This profile is primarily focused on emic (local) information to assess and guide health personnel in working with
individuals and groups. The etic (or more universal view) may also be evident. In Part I, the user observes, records
and assesses findings on the scale below from 1 to 5 with respect to traditionally or non-traditionally oriented
lifeways. Numbers are plotted on the summary Part II to obtain a qualitative profile to guide decisions and actions.
The user’s brief guide is not designed to be a quantitative measurement guide, but rather a qualitative guide of
information with respect to the above areas of informant knowledge as lifeway indicators.

.....................................................................................................................................................................................
Part I: Rating Criteria to Assess Traditionally and Non-Traditionally Patterned Cultural Lifeways or
Orientations

Mainly Mainly Rater
Traditional Moderate Average Moderate Non-Traditional Value

Rating Indicators: 1 2 3 4 5 No.

Culture Dimensions to Access Traditional on Non-Traditional Orientations
1. Language, communications and gestures (native or nonnative). Notations:

2. General environmental living context (symbols, material and nonmaterial signs). Specify:

3. Wearing apparel and physical appearance. Notations:

4. Technology being used in living environment. Notations:
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5. Worldview (how person looks out upon the world). Notations:

6. Family lifeways (values, beliefs and norms). Notations:

7. General social interactions and kinship ties. Notations:

8. Patterned daily activities. Notations:

9. Religious and spiritual beliefs and values. Notations:

10. Economic factors (rough cost of living estimates and income). Notations:

11. Educational values or belief factors. Notations:

12. Political or legal influencers. Notations:

13. Food uses and nutritional values, beliefs, and taboos, Specify:

14. Folk (generic, lay or indigenous) health care-cure values, beliefs and practices. Specify:

15. Professional health care-cure values, beliefs and practices. Specify:

16. Care concepts or patterns that guide actions, i.e., concern for, support, presence, etc.:

17. Caring patterns and expressions:

18. Informants ways to:
a) prevent illnesses:
b) preserve or maintain wellness or health:
c) care for self or others:
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19. Other indicators to support more traditional or non-traditional lifeways including ethnohistorical and other
factors.

20. Other notations below

....................................................................................................................................................................................
Part II: Acculturation Profile from Assessment Factors

Directions: Plot an X with the value numbers placed on this profile to discover the orientation or acculturation
lifeways of the informant. The clustering of numbers will give information of traditional or non-traditional patterns
with respect to the criteria.

Mainly Mainly
Traditional Moderate Average Moderate Non-Traditional

Assessment: 1 2 3 4 5

Criteria:
1. Language and communication modes
2. Physical-social environment (and ecology)
3. Physical apparel appearance
4. Technologic factors
5. Worldview
6. Family lifeways
7. Social ties/kinship
8. Daily/nightly lifeways
9. Religious/spiritual orientation
10. Economic factors
11. Educational factors
12. Political and legal factors
13. Food uses/abuses
14. Folk (generic) care-cure
15. Professional care-cure expressions
16. Caring patterns
17. Curing patterns
18. Prevention/maintenance factors
19. Other indicators, i.e. ethnohistorical

Note: The assessor may total numbers to get a summary orientation profile. Use of these ratings with written notations provide a holistic qualitative
profile. Detailed notations are important to substantiate the ratings in these areas.

∗Note: This guide has been developed, refined, and used for four decades (since early 1960s) by Dr. Madeleine Leininger. It has been frequently in demand
by anthropologists, transcultural nurses and others. It has been useful to obtain an informant’s orientation to traditional or non-traditional lifeways.
It provides qualitative indicators to meet credibility, confirmability, recurrency and reliability criteria for qualitative studies. This copyright guide
may be used if the full title of the guide, recognition of source (M. Leininger), and publication outlet (Journal of Transcultural Nursing) are
cited.22 The author would also appreciate a letter to know who has used the guide, the focus and summary outcomes. Permission originally
granted from Leininger, M., “Leininger’s Acculturation Health Care Assessment Guide for Cultural Patterns in Traditional and Non-Traditional
Lifeways, Journal of Transcultural Nursing, v. 2, no. 2, Winter, 1991, pp. 40–42.
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CHAPTER 5
PART I. Toward Integrative
Generic and Professional
Health Care

Madeleine Leininger

There remains extremely rich healing, caring and curing generic
traditions of human beings from the distant past that are still
limitedly known and await discovery for integration into today’s
modern professional health services. M. LEININGER

This chapter has two parts. Part I is written by the
author, a nurse anthropologist, and Part II by
a physician providing an ethical medical per-

spective of the major theme toward integrative generic
and professional health care. This chapter is not in-
tended to provide a comprehensive view of diverse
kinds, uses, and techniques of generic healing modes
and therapeutic outcomes. Instead, the purpose is to
offer an overview about the rapid growing interest in
generic traditional health and healing practices with
reflections and comparisons with professional histori-
cal viewpoints, trends, and issues. Controversial issues
related to the qualifications and efficacy of traditional
roles of healers, carers, shamans, or medicine men in
diverse cultures will not be discussed because of space
limitations. Some of these areas can best be studied in
the anthropological and other related science literature.
The intent of this chapter is to provide some fresh in-
sights of the nature, development, and importance of
generic and professional care from a transcultural nurs-
ing perspective with the goal of facilitating integrative,
culturally congruent care for people of diverse cultures.
In Part II the author will provide some present-day per-
spectives of alternative medicine from a physician’s
viewpoint with ethical, professional, and research con-
siderations. Hopefully, the reader will realize that trans-
cultural nurses have a special interest in integrative hu-
manistic, scientific, and generic-professional care and a
unique role as direct care providers with special prepa-

ration to work with clients of diverse cultures in the
world. However, before considering this reality, let us
first consider why there is such a rapidly growing in-
terest in generic (folk) or traditional health practices,
especially in the Western world.

Fast Growing Western Interest in
“Alternative” Health Practices

One of the fastest growing areas of interest and prac-
tice of Western health professionals is on traditional
folk or indigenous medicines, healers, and naturalistic
practices that have survived over thousands of years
in non-Western cultures. While physicians have be-
come interested in recent years, professional nurses
who have worked closely with people in homes, hos-
pitals, and community services have been interested to
learn what cultures were using and why.1,2 Transcul-
tural nurses have stimulated nurses through education,
practice, and research to learn about specific folk prac-
tices and how to incorporate them therapeutically into
professional practices. Some nurses who work with im-
migrants such as the Vietnamese, Philippine, Chinese,
Russian, and Cuban people have observed how fami-
lies use folk practices in daily lives to maintain their
well-being or to treat common ills. Some nurses trav-
eling or working overseas have also become aware
of folk or traditional health care practices in recent
years.
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Despite modern Western technologies and treat-
ments, nurses, physicians, and pharmacists have been
curious about how non-Western, traditionally oriented
cultures heal and even “cure” clients with different
herbs, rituals, and practices often at less cost and with
some effective outcomes. When physicians saw or
heard that transcultural nurses were using folk practices
in the 1970s and 1980s, they often would demean the
practices as superstitions and quackery.3 Some physi-
cians felt a loss of control and serious interference with
scientific medicine largely because of a lack of knowl-
edge about specific folk practices. Through graduate
anthropological studies of non-Western and Western
health and illness practices in the 1960s, I learned of
their importance for transcultural nursing and general
health care.

In the 1970s specific culture folk care practices
were selectively and carefully used as part of transcul-
tural nursing care. Physicians were not too interested
except for a few who questioned such practices. At that
time, physicians were greatly immersed in mind and
body relationships and the use of new technologies.
There was almost no interest in culturally and holis-
tically based care related to healing and well-being.
Nonetheless, transcultural nurses continued to explore
the uses and caring practices with selected folk caring
modalities. We were attentive to some potential dangers
when folk modes were used with Western medicines
and treatments, but remained interested in how cul-
tures used familiar, inexpensive herbs and other folk
healing and caring practices. Considerable folk caring
and healing knowledge began to come into transcul-
tural nursing in the 1970s, 1980s, and 1990s.4,5

As medical costs began to increase markedly in the
1990s, economically poor cultures had limited money
for modern Western medical care and treatments. Fur-
thermore, some traditional non-Western cultures feared
surgical and medical Western interventions because of
their beliefs in soul loss and the use of powerful Western
medicines and treatments. Transcultural nurses contin-
ued to document these traditional cultural responses
and were keenly aware of what clients preferred to use
with their folk medicines and treatments. Protecting
cultural practices was important while still discerning
what would fit best with their cultural beliefs and be
beneficial.

With the use of Culture Care theory, transcultural
nurses became keenly aware of values and the impor-
tance of “holistic caring” and went beyond the medi-
cal focus on mind-body and partial care and cure. The
holistic and totality view of cultures threw into relief
the dynamic role of folk care healing practices as in-
fluenced by kinship, religion, specific culture values,
and multiple other factors. Emic folk practices and
their functions “made sense” as we took folk histo-
ries and studied the intergenerational use of these prac-
tices over time. Gradually, the holistic care and folk
practices penetrated the thinking and practices of other
nurses by the 1980s. Holistic care became a powerful
means to shift some nursing dependence on medical
diseases and symptoms to a broad transcultural profes-
sional and generic care focus. However, as managed
care came into existence, holistic transcultural nursing
care with a comprehensive focus became threatened.
It was very difficult to maintain a client-centered emic
folk and professional focus with a dominant emphasis
on managed and limited care for cost reduction and
early dismissal. Considerable efforts remain today to
maintain the transcultural and holistic emic and etic
nursing perspective in mainstream nursing and to reap-
praise managed care ideology and effects.

It is of interest that in the past two decades folk
healing practices are being studied and recognized by
more physicians and by other health disciplines and
practitioners. The recent establishment of the National
Center for Complementary and Alternative Medicine
at the federal level in the United States is evidence of
this rapidly growing movement. There remain, how-
ever, both doubters and supporters of the movement
by physicians. The literature and practice evidence has
dramatically increased in the last two decades on alter-
native medicine and naturalistic healing as presented
in the works by Weil,6,7 Pelletier,8,9 and Chopra.10

Currently, medical schools in the United States are
now educating students in “alternative or complemen-
tary medicine” and some research is being conducted
to document beneficial or less favorable outcomes. At
the same time, many Americans are being attracted to
naturalistic medicines such as herbs; vitamins; and di-
verse, traditional, cultural healing and curing practices.
Large amounts of advertising money are being given
today in the United States for “prescriptions for healthy
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living” by promoting dietary pills and foods as well as
body-builders and exercise equipment. Books on alter-
native medicine of what is held to “work or not work”
are available to the general public. Hopefully, in the
21st century, research and experiential data will clarify
the beneficial or less beneficial outcomes.11 Surveys
continue showing the United States population relying
quite heavily on alternative medicines or therapies and
fewer patient visits to physicians.12

In this evolutionary development of folk practices,
it should be clearly stated that anthropology, since
its beginnings in the 19th century has led the way
in the discovering, documenting, and interpreting of
folk or traditional cultural healing and curing practices.
Accordingly, health professionals prepared in anthro-
pology, transcultural nursing, and medical anthropol-
ogy have studied some of these past and present folk
contributions to health care.13 Anthropological litera-
ture has provided several research studies on traditional
folk and professional health practices. There are some
health professionals who have not discovered such re-
search studies until very recently.

Amid these rapidly growing trends in the past
decade have come many critical issues in the United
States related to definitions of acceptable terms, ethical
concerns, treatments, consumer and professional us-
age, and outcome indicators of beneficial and less ben-
eficial uses of folk practices with professional regimes.
Let us turn to definitions of concepts and uses of such
terms from a transcultural nursing perspective.

Definitions of Generic (Folk)
and Professional Care

It was in the early 1960s when I began to realize the
need for two major concepts in the development of the
new field of transcultural nursing. There was evidence
that the nursing profession was failing to study, teach,
and integrate culture and human caring into nursing
education and practice regarding folk or indigenous
beliefs, values, and practices. Learning about and inte-
grating cultural folk practices into nursing was meager,
with doubts of its value or appreciation of folk heal-
ing, caring, and curing modalities. I, therefore, con-
ceptualized and defined the terms generic care and
professional care drawing from some anthropological

viewpoints for generic care and humanistic caring from
nursing.14 The need to explicate these two major per-
spectives was important to discover new knowledge
and integrate findings into a new body of evolving
transcultural nursing knowledge and practices.

I define generic care as referring to the oldest or
first folk, lay, naturalistic, and traditional cultural ways
of assisting, helping, or facilitating the healing and
caring process of human beings.15 The word generic
refers to the original, root sources, the first or earliest
knowledge sources. Anthropologically, humans lived
and many survived in the world long before profes-
sions such as nursing, medicine, and other related fields
came into existence. Human beings relied on what was
natural biologically, but also on what was familiar to
them interpersonally and spiritually within their total
cultural ways of knowing and living in different en-
vironments. These early cultures had healers, carers,
curers, medicines, rituals, and indigenous ways of deal-
ing with daily common and recurrent life situations re-
lated to birth, living, and dying. Hence, the term generic
seemed most appropriate to conceptualize and discover
traditional ways of caring, healing, and curing in trans-
cultural nursing, keeping the dominant focus on caring,
health, illness, and well-being.

In the 1950s, Pike’s linguistic terms emic and etic
were of great interest to me to discover culture’s inside
(emic) knowledge and contrast it with outsider (etic)
knowledge in transcultural nursing.16 After conferring
with Pike and getting his enthusiastic response, I intro-
duced emic and etic into nursing in the 1960s with my
teaching, research, and theory. Today, these concepts
have now become part of professional discourse and
use to discover embedded and overt phenomena.

The second major concept that was different from
generic care was professional care. Professional care
was defined as the formally or informally taught,
learned, and transmitted culturally based professional
knowledge focused on human caring, healing, and
wellness practices that are used to assist or facilitate
well-being.17 Professional care and cure is often viewed
as “scientific” knowledge about diagnosing, treating,
caring for, or curing people. However, what constitutes
scientific and humanistic professional, philosophic,
and epistemic knowledge tends to vary in Western
and non-Western cultures. Moreover, professional or
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modern nursing caring or curing is not as old as
generic care, and yet the latter is important to many
cultures, especially non-Western cultures. Professional
care knowledge that is culturally constituted, learned,
and practiced is a relatively new perspective and con-
trasts with generic care as defined above. I took the
position that both generic and professional care were
crucial for professional nursing and needed to be rig-
orously studied and used appropriately. These two
constructs became an integral part of my theory of
Culture Care in the early 1960s.18 Today, transcultural
nurses are using these definitions in research to dis-
cover major contrasts between these two types of care.
(See Chapter 3.) From an epistemic viewpoint these
two types of care are guiding many nurses to be aware
of such expressions with people of diverse cultures in
caring and curing processes. Generic and professional
care must continue to be studied worldwide with focus
on the dual relationships and their therapeutic values for
human caring and well-being. In a way generic care is
essentially new knowledge in nursing being promoted
and taught by transcultural nurses and others knowl-
edgeable of the phenomena.

The construct of integrative care was chosen as
a desired outcome of generic and professional care
when appropriately and meaningfully used in thera-
peutic practices. I have defined integrative care to re-
fer to safe, congruent, and creative ways of blending
together holistic, generic, and professional care knowl-
edge and practices so that the client experiences benefi-
cial outcomes for well-being or to ameliorate a human
condition or lifeway. Integrative care is often the de-
sired means to provide culturally congruent care and
often the desired outcome generated through the the-
ory of Culture Care. It is important to state, however,
that sometimes in helping clients, there needs to be
more emphasis on generic care than professional care
modes. However, at other times, there may be more em-
phasis on professional care and very little on generic
care. Such decisions require knowledge of both generic
and professional practices along with consumer input.
Most importantly, professional nurses have a societal
and legal mandate to always inform and share relevant
professional knowledge with clients and not neglect
generic care knowledge to arrive at sound decisions.
Currently, transcultural nursing promotes and practices

integrative care so that the client gets the better of the
two worlds of knowing and therapies.

Presently, there are a number of different terms
being used by different disciplines for lay, folk, or
traditional healing practices. Terms such as “alterna-
tive,” “complementary,” “traditional,” “non-Western,”
“lay,” “folk remedies,” “indigenous,” “integrative,” and
“holistic” are being used, especially by health profes-
sionals and some consumers. Debate over the scien-
tific and popular merit of these terms continues with
confusion in usage and outcomes. Physicians tend to
dominate in proclaiming and declaring what terms
should prevail, but sometimes they may not be very
knowledgeable about generic folk practices of different
cultures and especially non-Western cultures. Trans-
cultural nurses and anthropologists can serve as consul-
tants with generic care based on their experiences with
different cultures over time. Medical anthropologists
can also be helpful, but sometimes they focus mainly
on medicine and curing rituals. Transcultural nurses fo-
cus more on human caring, health, and well-being from
an integrative and holistic perspective for reasons al-
ready stated.19 Physicians and pharmacists tend to use
“alternative medicine,” and some use “complementary
medicine.” In general, there is a lack of consensual lan-
guage usage and definitions, with the terms becoming
politically and financially laden with some disciplines.

In studying and working with many cultures
over the past five decades, I have discussed some of
the linguistic terms with cultural informants. Most
non-Western cultures disliked the use of the term
“alternative” by professionals. They are quick to ask:
“Alternative to what?” and say, “Our folk healing ways
are not alternatives as they are basic and are the first
and oldest ways to heal. They have been important
to us for hundreds or even thousands of years.”20

Some traditional cultures reported that when the word
“alternative” is used by physicians and nurses, it is in-
sulting and demeaning to them, revealing a lack of
appreciation and knowledge of their traditional prac-
tices. The majority of informants preferred the term
“generic” as it conveyed the idea of the first healers with
native (insider) views, which are often very different
from professional views and practices. They also hoped
that the idea of integrative care and cure would occur in
the future. Traditional healers, carers, and curers were
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all concerned about demeaning or not respecting their
practices, healers, rituals, and practices and the history
of using native remedies over a long period. For these
reasons and others transcultural nurses use the terms
“generic,” “integrative,” or “holistic” care and encour-
age usage in others.

Reflecting further on the topic, I believe that the
greatest potential benefit to consumers will be blend-
ing generic and professional knowledge and practices
together when grounded in research-based knowledge
of cultural data and caring. As B. Leininger empha-
sizes in Part II, rigorous and vigorous research must be
forthcoming for alternative medicine. Most assuredly,
biomedical and genetic factors will be important and
need to be integrated. However, they may never ade-
quately explain humanistic caring and healing related
to social-structure, historical, language, and cultural
values. These factors and others play an important part
in providing truly integrative and culturally congru-
ent care. It is also reasonable to predict that in the
future dominant and specific culturally based caring
and healing values and practices will be the powerful
forces to explain and predict health maintenance and
prevention for culturally diverse and similar cultures
worldwide. The nature of human beings with generic
(emic) and professional (etic) knowledge and practices
are essential guides for wellness and especially to pre-
vent illnesses, disabilities, chronic conditions, and de-
structive health acts. Integrative care that incorporates
Western professional (etic) provider’s knowledge with
non-Western (emic) provider’s remains an important
goal for transcultural nursing practices in providing and
maintaining culturally congruent care.

In Figure 5.1, the author shows a summary of the
major differences between Western etic (column 1) and
non-Western emic providers (column 2). These data are
from cultural informants’ viewpoints and assessments
shared with the author over several decades. Under-
standing generic and professional care providers’ view-
points are extremely important in working toward the
desired goal of integrative care that is culturally con-
gruent care (column 3). The theory of Culture Care can
be very helpful to health professionals in arriving at in-
tegrative and congruent care. Thus it is helpful to reflect
on Figure 5.1 as one seeks to provide integrative care,
keeping in mind both emic and etic perspectives. There

are additional chapters in this book and others from the
past four decades that provide substantial information
and findings with many cultures on generic and pro-
fessional care outcomes. The reader is encouraged to
study these sources.21−26

Transcultural Generic (Folk)
Beliefs and Practices

With the growing interest in generic or traditional val-
ues, beliefs, rituals, and practices, nurses are challenged
to study in depth such phenomena. There are many
chapters in this book that will be helpful, as well as
excellent books, articles, videos, and magazines on
generic folk beliefs, foods, practices, and care-cure rit-
uals. There are also sections in several transcultural
nursing books and research articles about traditional
generic or folk practices such as those in Andrews
and Boyle’s book with excellent clinical examples.27

In contrast, Spector identifies many folk material items
in different cultures, but, unfortunately, fails to dis-
cuss them within a transcultural nursing perspective or
practices.28 Some nurses unprepared in transcultural
nursing or anthropology are now writing about folk
practices with questionable interpretations and find-
ings that need to be cautiously assessed and used.
In this book are several chapters with excellent ex-
amples of generic folk healing and caring practices
studied within the Culture Care theory. In addition,
transcultural nurses have published several articles in
the Journal of Transcultural Nursing. Higgins’ article
on Puerto Ricans is one of these research articles that
show the influence of generic folk beliefs on infant
feeding practices within the Culture Care theory along
with some integrative practices.29

As transcultural nursing specialists or generalists,
it is important to keep in mind that there are many dif-
ferent kinds of generic folk healers (including medicine
women and men), care-takers (women and men), rit-
uals, caring–curing strategies, beliefs, and symbolic
material and nonmaterial ways of healing, along with
different ways to integrate generic beliefs into profes-
sional practices. Keeping an open (discovering) mind
along with active listening and documenting of what is
seen, heard, and done helps the nurse to obtain accu-
rate data. The transcultural principle of learning from
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Figure 5.1
Comparative Western (etic) and non-Western (emic) cultural provider practices with desired
integrative congruent care attributes.

others by listening to cultural informants and remain-
ing nonauthoritative is strongly advised. Cultural heal-
ing and caring studies and obtaining life histories from
carers and healers are valuable data sources. Families
often like to share “their” foods, herbs, medicines, and
practices if genuine interest and respect by nurses is
evident. The use of Culture Care theory with the Sun-
rise Model of generic caring and healing is an excellent
means to discover generic and professional care to pro-
vide culturally congruent care practices. (Color Inserts

8 and 9 show generic foods and transcultural healers
sharing their knowledge with nurses.)

It is important to know there are many differ-
ent types of ancient and current therapies, especially
in non-Western cultures. Some of these generic pro-
cedures or therapies are diet, herbal, moxibustion,
cupping, acupuncture, coining, massage and manip-
ulation, dance, imagery, aerobic exercises, relaxation,
breathing modes, energy, music, Reiki, spiritual med-
itation, sauna, and many others. Internal and external
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substances and amulets are used with these therapies
in specific ways. There are also some generic folk
therapies or practices that are already combined with
medicines and nursing practices because the cultural
uses were found to be beneficial. Indigenous cultures,
however, may integrate several folk practices. For ex-
ample, Oi Gong is an ancient exercise that integrates
breathing, movement, and meditation. Hence, different
cultures have different histories of their “favorites” or
what they believe and have found through experiences
to be the most efficacious to obtain certain results.

Transcultural nurses and others can learn about
these different philosophies, schools of thought, and
specific practices to understand and appreciate their us-
age over time. Many non-Western schools of thought
and practice are very ancient such as Ayurvedic, which
is India’s ancient mode of naturalistic medicine and
healing dating back to 3500 B.C. Hindu texts known
as Vedas (meaning “science of life” from the Sanskrit
Ayur) are very old traditions.30 Ayurveda is claimed to
be the oldest system of natural healing and the source
for many other healing traditions. Some of these non-
Western philosophies are being studied anew in West-
ern contemporary health systems for their holistic and
integrative practices in preserving and promoting opti-
mal health or to help heal selected physical illnesses
and chronic cultural conditions. Integrating generic
spiritual aspects with exercises and with nutrition, so-
ciocultural, and environmental factors are important in
traditional and natural healing practices.

There are also Chinese and Tibetan philosophies
with medicines and healing modes, naturopathy, home-
opathy, chiropractic, reflexology and meditation, yoga,
aroma, Rolfing, shiatsu, and many other therapies de-
rived mainly from very ancient schools of thought. Re-
cently, in Western professional institutions the focus
has been to examine these therapies, medicines, and all
natural food supplements for hard “scientific proofs”
and repeated evidences. In the meantime, many lay
people and professionals are using Eastern herbs, ex-
ercises, nutritional foods, and several traditional ther-
apies from ancient schools of thought. Some are using
them to regulate body weight, to prevent illnesses and
diseases such as cancer and hypertension, and to pro-
mote and regulate healthy lifestyles. Nurses are using
generic folk practices, and as they travel to many coun-
tries, they discover different and new uses of generic

care. All health professionals need to assess the costs,
strengths, and limitations (or problems) with traditional
medicines and treatments, as well as the effectiveness
of these practices.

A groundswell of new ideas, practices, and dis-
coveries from the traditional non-Western cultures
has steadily increased in the professional world with
nurses, physicians, social workers, pharmacists, and
other disciplines. Some generic practices are enter-
ing professional health systems faster than anticipated,
and nurses are often expected to know how to use
them properly with professional medicines and care
practices. Family members often bring some heal-
ing materials into health institutions and use them in
their homes for healing or to “protect them” from
perceived “dangerous” professional medicines, treat-
ments, and practitioners.31 Transcultural nurses, with
knowledge of and experience in using both generic
(folk) and professional practice care modes, should be
called on to assess and help other nurses, physicians,
and health providers in making decisions with con-
sumers about the use of both of these modes. This
can be an awesome professional responsibility with
legal implications. However, as more health profes-
sionals are educated to use traditional generic practices
with professional knowledge, the problems should de-
crease. The transcultural nurse is often asked to protect
clients of non-Western cultures who are unfamiliar with
Western medicines and treatments from being de-
meaned or shunned when using their folk remedies.
Establishing mutual and genuine relationships between
the health provider and the client or family is critical
to promote and practice beneficial integrative care. A
few examples of generic and professional situations
with different cultures may help the reader to grasp the
meaning and importance of ideas discussed above.

Examples of Generic (Folk) Care
Practices and Professional
Responses

There are many examples to show differences between
traditional generic and professional care practices. The
following clinical examples are offered with different
cultures from data and real-life situations or observa-
tions by the author.
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Vietnamese Child and Nurse
Response Example
A community health nurse was asked to make a home
visit to a traditionally oriented Vietnamese family, but
especially to see a sick two-year-old child. When the
nurse examined the child, she noted reddened welt
areas by the spine and neck and some round reddened
areas on the shoulders. She was very alarmed and im-
mediately called the clinic physician to arrange for
an x-ray of the child’s spine. Since none of the fam-
ily could speak English, the nurse assumed from her
professional studies that it was a case of child abuse.
The mother’s nonverbal communication showed that
she was upset that the nurse had called a physician.
The mother kept shaking her head as if disapproving
the nurse’s actions. Unfortunately, this nurse had not
been prepared in transcultural nursing and failed to
recognize that Vietnamese family members use their
traditional practice of cupping with warm glasses to
promote healing of the child’s cold or whatever was
making her ill. The coin rubbing (Cao gio) was used
near the spine and neck for similar reasons. The nurse
was very concerned, but noted that the mother was af-
fectionate to her sick child. The nurse felt helpless and
left after she took the child’s temperature and docu-
mented her observations. The Vietnamese believe that
illness (or cold) needs to be drawn out of the body for
healing to occur, hence, the generic practice of coining,
rubbing, and cupping.

Chinese Immigrant and Nurse Example
A Chinese immigrant who had had major surgery was
told by the nursing staff to “force fluids.” The client
refused to drink from the pitcher of water left on his
bedside stand. The nurses and physicians threatened
the client with intravenous fluids if he did not drink
more fluids. The staff concluded that the client was
uncooperative and noncompliant. When the client’s
daughter came to visit her father, she told the nursing
staff that he would drink hot herbal tea, but not cold wa-
ter. Herbal tea was culturally congruent based on the
Chinese belief in the use of hot beverages for healing
and well-being. The theory of hot and cold is major to
understand along with the yin and yang beliefs. Many
generic herbal teas are used daily by Chinese people

and are viewed as healing. They expect teas to be used
in caring for them while in the hospital.

Navajo Folk Birth Expectations Example
A Navajo woman gave birth to a child in a large ur-
ban hospital. After the birth, the nurses immediately
disposed of the placenta and the child’s umbilical cord.
When the mother was ready to be discharged, she asked
for her placenta and umbilical cord. She learned that
the staff had destroyed these important human parts.
The mother became very upset because she assumed
the staff knew of the importance of the placenta and
umbilical cord to the Navajo and to save them accord-
ing to their tradition. The mother and her family left
the hospital in great distress. Since the nurses were not
educated about the Navajo culture and the importance
of folk caring practice, they were ineffective to help the
mother to preserve the child’s future well-being. The
mother performed some ritual ceremonies after she re-
turned home to ease what happened to her and the child
in the hospital. She also wanted to bury the placenta
near the hogan and place a piece of the umbilical cord
outside the hogan for the male infant. Cultural negli-
gence by the nurses prevented the Navajo mother from
completing the birth process and receiving culturally
congruent generic care. Professional birthing practices
failed to meet the client’s needs and expectations.

Saudi Arabia Uses of Generic
Substances Example
A transcultural nurse came into a hospital room in Saudi
Arabia and found the mother placing a dark substance
into the eye of her sick ten-month old child. The nurse
was knowledgeable about kohl, which is used for
cosmetic and eye conditions based on statements in
the Koran (the holy book of Islam). This transcultural
nurse discussed with the mother her reasons for using
kohl. The mother said, “To make my child beautiful
and to prevent diseases.” The nurse helped the mother
to understand that the kohl she was using contained
lead sulfate as noted on the container. She advised the
mother not to use the eye substance as it could lead to
serious eye problems. The mother did not realize what
was in the new medicine. She thanked the nurse for
her caring advice and concerns. This is an example of
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professional care knowledge to a client and child to
prevent an unfavorable potential consequence from a
folk practice. It is an obligation of the nurse to inform
clients when these situations arise and not to use a
generic, traditional, and potentially harmful substance.
However, the client ultimately has a right to make his
(her) decision in many societies.

Southern African American
and Pregnancy Example
When the author was working and studying in the
southern United States with African American fami-
lies, she found that several pregnant women craved clay
dirt or ate laundry starch (Argo). The mothers said this
tradition was “comforting” and that it helped “settle my
stomach” and “build up my blood.” The nurse recog-
nized these cultural beliefs about generic cultural prac-
tices of consuming small amounts of clay. The pregnant
mothers, however, feared there could be negative sanc-
tions by the community health nurses after they saw
mothers using clay dirt or Argo. One pregnant mother
who ate the clay also had a string tied around their
abdomen when she came to the hospital. The client
quickly told the nurse that “it (the string) is for protect-
ing my new baby.” She also had a small scissors under
her pillow “to cut the labor pains.” The nurses practiced
culture-care accommodation with the mothers and pro-
vided respectful caring and comfort. The mothers were
willing to use modern professional nursing practices as
long as their generic substances and practices were pre-
served. The mothers became trustful of nurses when
they saw their beliefs and practices could be used as
integrative generic and professional care practices.

Mexican Nurse and Abortion Example
Mary, a Mexican professional nurse midwife, was told
by her supervisor to participate in a therapeutic abor-
tion. Mary, a devout Roman Catholic, refused to partic-
ipate in the abortion as this was against her religious be-
liefs. Her supervisor was most disturbed with Mary. She
told her, “Other nurses accepted such assignments and
that she had no other nurses available.” The supervisor
then said, “Well, you can set up the equipment, sup-
plies, and the operating table for the abortion.” Again,
Mary refused this assignment and told the supervisor

“I will be aiding or helping in taking an innocent child’s
life and this is participating in murder.” The supervisor
was very angry, and later she threatened that she proba-
bly could not continue to employ her. Mary responded
that she had a right to have her beliefs upheld and to
practice professional nursing. In this situation great cul-
tural conflict occurred between the supervisor and the
nurse with caring for a client receiving an abortion.
Mary also knew that the client was a Mexican American
who did not want the abortion as promoted by a non-
Catholic physician. Such religious conflicts and situa-
tions lead to noncongruent and unethical professional
care practices. The nurse’s generic (emic) values were
in conflict with professional values of the supervisor.

Summary Reflections
and Challenges

In this section the doors have been open to encour-
age nurses to study in-depth and systemically generic
care with diverse cultures and to reflect on their uses in
professional care practices. Whether generic care and
professional care can be appropriately used alone or
integrated is a professional transcultural issue and re-
sponsibility to assess. During the past four decades,
transcultural nurse researchers and practitioners have
given leadership to the new doors of generic and
professional care. They have also provided meanings
and creative ways to apply the knowledge to care for
people of diverse and similar cultures. The goal to in-
tegrate and appropriately blend or synthesize generic
with professional care to provide congruent and safe
care is important today and in the future. The study
and identification of differences between generic and
professional care remain essential to be an effective
transcultural nurse practitioner. Generic care needs to
be valued and nurtured for helpful relationships with
clients of different cultures. Nurses prepared in trans-
cultural nursing are expected to master knowledge of
generic care comparable to nurses mastering cardiovas-
cular knowledge. Cultures and generic care are com-
plex phenomena requiring intensive study. Learning
how to provide integrative holistic care requires a syn-
thesis of both generic and professional care values
and practices. Therefore, as transcultural nurses and
other nurses move into the twenty-first century, they
are challenged to practice integrative care or to justify
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generic (emic) or professional (etic) care when used
alone. It is the philosophy of transcultural nursing to
provide culturally competent caring practices that are
safe, meaningful, and beneficial to people of diverse
and similar cultures worldwide.
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CHAPTER 5
PART II. Ethics of Alternative
Medicine: Primum Non Nocere

Bernard J. Leininger

Alternative medicine (AM) has enjoyed im-
mense popularity in the past several decades
as shown by the billions of dollars spent annu-

ally for herbal extracts, patent medicines, large doses
of vitamins, special food supplements and forms of
spiritual/mystical healing.

I will not attempt to define exactly what falls un-
der the term AM, but for purposes here will arbitrarily
designate AM as those therapies outside the pale of
conventional medicine (CM). I fully realize the unfair-
ness of such a sweeping generalization, particularly to
conscientious practitioners of AM who have devoted a
lifetime to study of natural remedies and some of the
ancient healing arts of other cultures.

In modern society’s quest for autonomy, people
are eager to challenge what is perceived as the hege-
mony of medicine in matters of their personal health.
Patients’ ability to access instant, bona fide medical in-
formation backed with the latest scientific data through
the electronic media endows them with a power previ-
ously reserved for the medical profession.

The incredible medical advances, fueled by scien-
tific discoveries in technology, genomology, biotech-
nology and pharmaceuticals, resulting in costly,
procedural-oriented care, have perhaps blurred the art
of medicine—leaving, at least as perceived, a spiritual
void in the healing process.

Morris’ recent book, Illness and Culture in the Post
Modern Age, describes society’s current fascination
with cultural and spiritual aspects of health, and rejec-
tion, in part, of the purely scientific (modern) approach.

Recently there has been an increasing number of
medical conferences on the spiritual aspects of heal-
ing with sell-out audiences. In short, we are witness-
ing a groundswell of interest in things labeled natural,

organic, herbal, spiritual, mystical, non-invasive, and
non-chemical.

Needless to say, this movement has multiple facets.
Many individuals with degrees related to AM have de-
voted years of study and research to advance the knowl-
edge and practice of AM; health/nutritional gurus with
varying degrees of training and information espouse
beliefs with almost a messianic zeal. A rather large
group might be said to fall into a modern day fad cat-
egory that embraces natural and organic products as
something good and safe for you.

Then we have the entrepreneurs who see gold in
them thar herbs, aided and abetted by marketing on
the Internet. Patent medicines, non-prescription drugs,
vitamins, minerals, nutritional supplements and health
aids have always contributed enormously to the bottom
line of reputable pharmaceutical companies. Certainly
a lot of money is being made by less-reputable purvey-
ors with compelling advertisements of half-truths.

Suffice it to say, most of these items are being
merchandised by incorporating the description herbal,
organic or natural whenever feasible.

The 1994 Dietary Supplement Health and Edu-
cation Act allows the sale of herbal remedies without
manufacturers’ having to prove their safety and effec-
tiveness to the FDA. This Act was recently upheld by
a federal judge in Utah who required the FDA to lift
its ban on an imported cholesterol-reducing substance
containing a natural form of lovastatin, a key chemical
in Merck’s Mevacor.

Even as the media reports cases of individuals
suffering severe untoward toxic effects from the use
of natural herbs and unregulated dietary supplements,
this large industry netted over $5 billion last year in
revenues on dietary supplements alone.
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Prominent health-care institutions, responding to
this growing popularity, and perhaps with an eye to the
bottom line, are establishing departments of AM which
would seem to open a Pandora’s box of administrative
conundrums. For example, by what criteria does one
credential practitioners of AM? Will the Joint Com-
mission on Accreditation of Healthcare Organizations
(JCAHO) allow special concession for AM as in the
legislation of the control of dietary supplements? And
who will do the research and education on AM? Clearly,
this is a quandary for CM with its lack of formal train-
ing in AM—vis a vis practitioners of AM with varying
degrees of training in this medium of care. Who will be
responsible for the quality of AM care in health-care
institutions?

Physicians have been indirectly dealing with AM
for the past decade through patients who, for the most
part, have been reluctant to divulge their AM activities;
and yet many of the compounds they have been taking
are pharmaceutically active and difficult to quantify.
This situation poses a moral and perhaps legal respon-
sibility on physicians to be able to assess the effects of
AM on patients’ health, as well as its interaction with
the treatments they may be prescribing.

Having posed this dilemma, it is perhaps fair to say
that, much like hospice with its care of the dying and
emphasis on pain management, AM is also coming to
CM via the back door. Historically, CM, in its attempt
to distance itself from origins steeped in witchcraft and
therapeutic misventures (bloodletting, etc.) has scrupu-
lously aligned itself on the side of science, even though
much in the art of medicine has been, and still is, less
than scientific. Hence the phobia of CM for anything
that smacks of unorthodoxy by CM standards.

In a recent medical educational exchange trip to
Cuba, we saw a rather large building that the Cuban
government had designated as a natural healing cen-
ter. It served both as a clinical facility for the commu-
nity and as a required teaching rotation for the medi-

cal students. Members of our group, particularly from
the social sciences, were quite impressed. Witnessing
“mud packs from a special pond” to treat osteoarthritis
of the ankle, I remained very skeptical of the effica-
cies of such ministrations; but knowing how long it
takes to effect changes in our medical school curricula,
I was impressed by how quickly a totalitarian state re-
sponded to the perceived wants of its citizenry, as well
how pervasive the interest is in AM.

In assessing the moral implications of AM, we
might do well to go back to the Oath of Hippocrates
and its tenet: Primum non nocere (first, do no harm).
And while modern high-tech medicine renders this an-
cient dictum more or less an oxymoron and has been
supplanted by “risk/benefit ratio,” its historical context
is important.

In the time of Hippocrates (circa 400 BC), the nat-
ural healing powers of the body were well appreciated,
and honest practitioners realized that most of their min-
istrations were apt to interfere with that process; ergo,
the hallowed dictum endured until modern medicine
changed the balance of the risk/benefit ratio.

If much of AM allegedly is predicated on natu-
ral healing, then the excessive intake of vitamins and
herbs with pharmacological activity, the reliance on
faith healing, and use of unproven invasive or ma-
nipulative procedures—all these would interfere with
the natural healing processes of the body and violate
the concept that if we don’t know the efficacy of the
treatment—do no harm.

Morally, this is perhaps imposing a double stan-
dard and it’s unfair to paint all forms of AM with a
single broad brush; but medicine, it would seem, has
an obligation to incorporate a discipline of research
and education of AM into its educational institutions,
and to evaluate with open minds the benefits and risks
of these popular therapies—especially if carried out
within its health-care institutions. But until we know
more—primum non nocere.
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CHAPTER 6
The Biocultural Basis
of Transcultural Nursing

Jody Glittenberg

Entering the 21st century, transcultural nurs-
ing has been active to solve health problems
from local and global perspectives. Leininger’s

holistic Theory of Culture Care Diversity and Uni-
versality has provided one of the broadest and most
promising theoretical frameworks for nursing and
health-related disciplines and professions.1−3 Nursing
has been changed dramatically over the past three
decades largely as the result of the creative and pio-
neering work by Leininger. This American Academy of
Nursing living legend has been a leader to help nurses
become more aware of the importance of transcultural
nursing and nurses’ responsibility in our culturally di-
verse world. How to practice culturally competent nurs-
ing care is as essential as giving good physical nursing
care. In this chapter the author’s ideas will build on the
Leininger theory and model but with a focus on biocul-
turalism as discussed in work defining bioculturalism
as referring to how biological, physical, and different
physical environments of diverse and similar cultures
relate to care, health, illness, and disabilities.4 This
definition is based on the work in The Biocultural Basis
of Health authored by Moore, Van Arsdale, Glittenberg,
and Aldrich.5

For transcultural nurses the interaction between
biology (human bodies) and culture (human values,
beliefs, and practices) is of great interest. How they
interact for healthy and/or unhealthy outcomes is of
professional interest. An example an of an unhealthy
outcome in some societies can be cited with present-
day United States views that a “thin” female body is
culturally highly valued as heard in the often-quoted
statement, “You can never be too rich or too thin” —
attributed to Wally Simpson, the Duchess of Windsor,
in the 1940s. Practicing nurses know the negative

outcomes of being “unhealthily” thin, especially for
female teenagers, many of whom are anorexic or bu-
limic. In spite of news media constantly communicat-
ing how obese Americans are in the United States and
that they are getting fatter, they continue to go to the
nearest fast-food window and order burgers and fries,
leaving the healthy vegetables and fruits untouched.
Why such incongruent behaviors? This chapter will de-
scribe human behavior such as eating patterns within
Leininger’s broad theoretical framework that includes
discovering transcultural health care by focusing on the
worldview, social-structure factors (e.g., kinship, reli-
gion, and other factors), as well as historical, environ-
mental, and language meanings to discover phenomena
to arrive at culturally competent health care.6

Several important transcultural nursing textbooks
such as Andrew and Boyle’s book7 describe giving
competent biocultural nursing care by focusing on
individual biological factors such as assessing skin
color, hair texture, and other physical features. These
approaches to care are very important; yet they lack an
integrating framework that builds a synthesis of biology
with culture. Transcultural nurses think more broadly
about influencers of health problems and how to give
culturally competent care within a biocultural ecosys-
tem. Perhaps new research directions will emerge by
using this approach in transcultural nursing, and more
integrated solutions may be found for some perplexing
nursing and health care problems.

The author’s framework builds on how an individ-
ual’s biology, culture, and caring modes are part of a
whole human ecosystem. A human ecosystem is sim-
ilar in concept to Leininger’s holistic Sunrise Model
as it incorporates multiple environmental factors in
which humans are born, live, and die.8,9 This ecological
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approach is understanding health at the societal level
that affects large groups of people rather than just
one individual or family. For instance, why do certain
groups of people have a higher prevalence for some
diseases — such as the Pima American Indians for
non–insulin-dependent diabetes mellitus (NIDDM)?
Historically, the pattern of increasing incidence of
NIDDM throughout the Pima tribe, as well as other
American Indian tribes, began to accelerate dramati-
cally following the introduction of government com-
modity foods in the 1950s. Prior to this event the Pima
had been accustomed to their high-protein diet based on
food grown on their arid lands that required heavy phys-
ical labor to harvest these crops. However, when gov-
ernment high-carbohydrate-and-fat commodity foods
became available as inexpensive or free food sources,
the natives ate abundantly and did not do heavy physi-
cal labor to acquire such foods, then the Pima began to
exhibit NIDDM. This is an example of the interaction
of biology (diabetes) with culture (deficiency changes
in diet).10

There are many other examples, such as why are
some groups — such as poor women on welfare — kept
from reproducing? Could eugenics still be a “policy”
in the United States? Or, why are organ transplants an
“ordinary” practice in the United States, while in some
countries such as Germany there is an aversion to such
practices?11 Another example is that genetically altered
sterile seeds are being sold to impoverished farmers
throughout the world by large international agricultural
corporations, thus keeping such farmers forever en-
slaved — needing to buy “new” seed for each planting.
Does not this enslavement to technology affect health?
Recently, anthropologists have become interested in
researching such biocultural problems.12−14 In nursing
there is an increasing interest in environmental caring
factors that influence health.14,15 These environmen-
tal studies, with a transcultural nursing caring focus,
point nurses into new areas of study. What biocultural
knowledge do transcultural nurses need to study and
use in their caring practices? It is important to under-
stand the close relationship between biology/culture,
caring modes, and health outcomes.

To aid in this discussion the human ecosystem
model, as developed in The Biocultural Basis of
Health16, will be described. The human ecosystem op-
erates within two subsystems: subsystem I, the macro-

level, and subsystem II, the individual or microlevel.
Subsystem I, the macrolevel, is comprised of three en-
vironmental factors: 1) physical (e.g., climate, altitude,
solar fields, earth movements, water, soil, etc.); 2) all
living matter (e.g., fauna and flora, fertility of the land
and people, etc.); and, 3) human-made environment
(e.g., cultural rules, norms, meanings, practices, and
social institutions such as family, education, religion,
power and politics, economics, health, etc.). Two en-
vironmental factors at the macrolevel, physical and all
living matter, are studied as factors that directly af-
fect individuals. Transcultural nurses usually do not
assess the specific effect atmospheric pressures have on
clients, nor do they study the effects of climate changes
on the health of people. However, dietary patterns of
different cultural groups are assessed, and knowing
what physiologic and caring adjustments may be neces-
sary in accommodating new foods is important. Such
interacting macrolevel physical factors and care pat-
terns do affect the health or well-being of people.

Macrolevel Example: Physical
Factor (an Earthquake)
Interacting with Cultural Norms

The recent earthquakes in Turkey and Taiwan (June
and September 1999) are an example of the interac-
tion of macrolevel physical factors and cultural norms
of people in those disasters. The media reported that
in Turkey and Taiwan substantially more people died
in poorly constructed buildings than in better con-
structed buildings — perhaps among the dead were
people who lived in poverty. However, in the 1976
Guatemala earthquake Glittenberg discovered that the
poor lived in thatched-roofed cane huts (a cultural pat-
tern of housing) that simply collapsed during the earth-
quake, and very little loss of life occurred. Just a lot of
dust fell as the light-weight cane roofs caved in, and the
residents escaped with a few bumps and bruises. These
huts were easily and quickly replaced and were very
different from houses of wealthier people that were
built with heavy brick and tiled roofs. In brick houses,
Glittenberg discovered a pattern of differential loss of
life among young mothers who huddled themselves
(a cultural pattern) over their infants to save them, while
their toddlers — the two year olds — remained un-
protected. Unfortunately, many mothers and toddlers
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died from falling bricks, while the protected infants
survived. Some fathers were crushed as they ran into
the streets (a cultural pattern) to assess the damage.17

This example illustrates a macrolevel biologic factor
of small and frail bodies interacting with proscribed
culture-care patterns of living that shaped mothers’ and
fathers’ behaviors during a crisis. An earthquake is a
macrolevel factor that illustrates the health outcome
(a biologic survival of people) as the result of variation
in the human-made environment (culture).

Macrolevel Example: Living
Factor (Food Supply, ABO Blood
Type, and Immune Systems)

Another example of a macrolevel “living” factor is the
complex interaction between three factors: food sup-
ply, cultural dietary habits, and ABO blood type. It is
hypothesized that when the immune system is in bal-
ance, it is considered to be healthy, but when the sys-
tem is stressed and becomes imbalanced, it is said to
be dis-eased. It is important for transcultural nurses to
understand the potential effect of stressful macrolevel
factors that can affect individual health by leading to an
imbalanced immune system and subsequently to dis-
ease. An example of balance and imbalance in dietary
habits resulting in potential dis-ease will be described.

Some diseases may be linked with blood type.
Blood phenotype A, B, O, or AB is usually not con-
sidered an important factor affecting health — except
when compatible blood type for transfusions is needed
or during pregnancy for the mother and infant, then
it is advantageous to have compatible Rh blood fac-
tors. In general, health care practitioners seldom ask,
“What blood type are you?” Many people also do not
know what type they are. From informal polls taken by
the author, when people are asked about blood type,
nearly 90% did not know their blood type. Anthropol-
ogists have long been interested in the ABO phenotype
(the visible property of blood types) as a critical factor
in human evolution, but patterns of distribution (i.e.,
patterns of clustering geographically) have been puz-
zling as they do not seem to follow any racial or ethnic
lines.18,19 For example, not “all” Norwegian Americans
in one area will have the same ABO blood type nor
will “all” Mexican Americans in that same area have
the same type. Rather blood types are quite “mixed”

as a result of migrations from original birthplaces and
intermarriages with people with other blood types.
Certainly, diversity is not negative as human beings
are biologically very diverse, and this biodiversity has
contributed to the survival of the species.20

Snyder, an anthropologist, in the 1920s tried to
classify people by blood type.21 He found some pat-
terns were associated with geographical distributions
that could be associated with ethnic groups, but Snyder
also found may strange groupings that were not aligned
with ethnicity. For instance, he found that the majority
of people in Korea, as well as the majority of peo-
ple in parts of the Middle East, had the same blood
type, yet they were from widely separated geographi-
cal areas.22 Why did this occur? Another mystery that
has intrigued some researchers is a possible association
between blood type and disease. They have studied pat-
terns of disease as linked with blood type (but surely
not proven). For example, syphilis has been associated
with type B or AB, gastric ulcer with type O, and cancer
of the prostate with type A blood group.23 D’Adamo
has found suggestive patterns that type B people seem
to have a higher incidence of bladder and kidney in-
fections, as well as bladder cancer, and types A and O
seem to be more predisposed to lymphoma, leukemia,
and Hodgkin’s Disease.24 Questions have been raised
about why these suggestive patterns exist, as there is no
known theory to explain the pattern.

To explain some of these associations, D’Adamo25

claims the ABO blood type is a genetic fingerprint
that is more powerful in affecting individual health
than other classifications of human populations. The
D’Adamo hypothesis relates ABO blood types to an
adaptive dietary process taking place over the past
10,000 to 15,000 years as human beings living in vari-
ous geographical areas met their nutritional needs from
the local fauna and flora. D’Adamo believes that the
specific ABO phenotype of the people living in an
ecological niche was compatible with the food supply
available to them. Also he believes that negative effects
on health can be noticed when people (like families and
extended families) have migrated to different ecologi-
cal niches where their familiar foods (nutrients) were
not available, and they then had to survive on new and
different fauna and flora to meet their nutritional needs.
Although their blood types remained the same, the mi-
grants’ immune systems were/are under constant stress,
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and over time their bodies began/begin to show a va-
riety of immune system–related disorders.26 Through
clinical studies D’Adamo has developed a framework
of dietary needs for each blood type (recommending a
return to the earlier, appropriate fauna and flora food
supply). When these patterns of living are followed,
D’Adamo claims, people become healthier individuals.

D’Adamo has written a best-selling book entitled,
Eat Right for Your Type,27 which is popular with lay
people. To my knowledge the D’Adamo hypothesis has
not been scientifically tested, but there are researchers
from the Center for Integrated Medicine, College of
Medicine, The University of Arizona, who are testing
the D’Adamo hypothesis. In a graduate transcultural
nursing course at the College of Nursing, The Univer-
sity of Arizona, in 1999, students investigated some of
the D’Adamo ideas and found some suggestive support
for his hypothesis. An evaluation of his work is not part
of this chapter; however, the D’Adamo framework is
an example of how to examine interacting factors in a
macrosystem (fauna and flora and dietary needs) that
may influence individuals’ immune systems.

While the above example is suggestive, it presents
many interesting questions for future research. Trans-
cultural nurses using the theory of Culture Care with the
Sunrise Model study social-structure, environmental,
historical, and multiple factors related to food mean-
ings and caring patterns. These broad, holistic, theo-
retical perspectives are crucial, especially when dietary
changes are made during the acculturation process. The
meanings of dietary norms and food uses need to be
studied closely with physiologic adaptation to the food
supply and the caring environment.28

By studying these two examples of environmen-
tal factors — physical and living — we can see how
important it is to view macrolevel variables such as
earthquakes and flora and fauna as important elements
when unlocking the mysteries of adaptation. By using
such principles we look not only at the individual hu-
man being or groups of people, but we also look for
patterns of influence such as dietary patterns, change
in climate, and change in water supply. Furthermore,
we need to look at clusters of “trouble” in groups of
people who have such disorders as arthritis, diabetes,
chronic fatigue syndrome, and heart disease and ask
questions: Why these people? Why at this time? Why
not women? Why only some children? By asking such

questions transcultural nurses are synthesizing biologic
and cultural factors in their search for answers. Such
factors are important for transcultural nurses to con-
sider in research, as well as in practice. In addition
to looking at physical and living environmental fac-
tors, we shall now discuss the third macrolevel factor
in the human ecosystem — the human-made environ-
ment (culture) — as important in shaping individual,
as well as group, biocultural health.

Some Important Human-Made
Factors Within the Ecosystem

Within the ecosystem there are many examples of
human-made factors (culture) that shape human health.
In this chapter, only three categories of cultural factors
will be discussed: mating, genetics, and biotechnology.
How the ecosystem relates to transcultural nursing will
be briefly summarized.

Mating as a Biocultural Adaptation
Mating is a complex adaptation of an individual’s bi-
ologic need to procreate as is the cultural shaping that
takes place within a common mating pool.29 A mating
pool is the group of individuals who usually associate
together and who reproduce during the fertile time in
their lives. Although a mating pool is not restricted to
an ethnic group, closed ethnic groups can be viewed as
a type of pool; for instance, cultural rules may prohibit
inter-ethnic or interreligious marriages (i.e., mating), so
that over many generations the mating group becomes
more homogeneous in relationship to biologic diver-
sity. For example, migration patterns of people looking
for work or resource opportunities or, in contrast, the
decimation of some groups such as in war or from nat-
ural disasters may result in loss of “ideal” mates for
marriage. When this happens, new cultural rules must
be developed and used regarding ideal marriages and
mating. Thus we see that cultural rules (human-made
environment) are dynamic and subject to change or
adaptation.30

The Adaptive Link: Socialization of the Indi-
vidual Within the Group The adaptive link be-
tween biology and culture is the individual within a
group. For the infant, the individual, to survive and
thrive (culturally and physically) he or she must be
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socialized into the group. Adequate socialization of an
individual — the child — permits the group to survive
both biologically and culturally. This assumption is im-
portant to remember for the sheer number of different
cultures, about 5000 to 8000, in the world, into which
an infant may be born.31 Such immense diversity under-
scores how adaptive the human species really is, and it
also points out how critical it is for infants/children to
be socialized into their culture or group as shown with
the Gadsup of the Eastern Highlands of New Guinea.32

Norms and values that are taught prepare that child for
survival and possible reproduction of their own chil-
dren at an appropriate time in adult life. The adaptive
link between biology and culture is the individual, and
the shaping of the group is usually done within the
family setting and often through care meanings and
process. One of the best examples of biocultural shap-
ing is that of choosing mates for passing on the cul-
ture and physical attributes of the family to the next
generation.

Biocultural Shaping of the Family Through Trans-
cultural Caring Process Using Leininger’s Culture
Care theory, the kinship meanings become important
as they link with physical, psychological, and cultural
ideals that are usually shared by the family. Ideals are
drawn from the larger culture of which the family is
one part. In each culture, the physical and psycholog-
ical image of an ideal male and female is transmitted
and learned through the media, story, and myth. For
example, having such characteristics as being “tall,”
“agile,” “beautiful,” “brave,” “honest,” “good mother,”
“good father” are reinforced as being ideal. The cul-
tural norm takes shape also within the rules of re-
ligion, law, and economic and political structures of
the dominant culture, although minority norms sur-
vive. These factors influence culture care norms, be-
liefs, values, and practices. Moreover, in kinship sys-
tems there exists a “preferred marriage” (i.e., mating),
meaning that certain relationships within the extended
family are maintained or avoided by means of cultural
rules and norms. An example is that in some cultures
“first cousin” marriages are prohibited by law, yet in
other cultures this would be a preferred marriage. In
most cultures there are extended family relationships
that build alliances to protect the “in-group” through
marrying within the group, known as endogamous

preferred marriages. Yet in other cultures to marry
outside the group is preferred to establish, extend, or
protect limited resources. Such preferred marriages
are called exogamous. In anthropology, analysis of
kinship systems is a starting point for understanding a
cultural group, and a great deal has been written about
the rules specific to marriage and mating.33−36 Trans-
cultural nurses also gain a fuller understanding of the
biocultural structure of cultural groups by mapping
kinship systems,37 and then by linking the system to
transcultural nursing phenomena related to care health,
wellness, or illness.

For most of human history, the survival of off-
spring and ultimately the family unit has been very
risky. In hunting-and-gathering and agricultural cul-
tures, and even today in post-industrial times, women
are able (without biotechnological intervention) to con-
ceive and bring to full term only about six children dur-
ing a lifetime of procreation.38 In earlier times and in
some environments fewer children survived. To sustain
human populations, many rules for marriage or mating
were shaped not only by cultural rules, but also by
rules that would maximize physical reproduction ca-
pabilities. For example, a strong, healthy male would
be able to provide physically for the family unit, and a
female with sufficiently broad hips for a safe birthing
and breasts for production of milk would likely provide
the family with offspring for group survival. Choosing
ideal mates was shaped by family guidance for pro-
ductive mating. Even today, with biotechnological ad-
vances and in postindustrial economic systems, selec-
tion of ideal mates still is shaped through parents’ or
elders’ advice. Advice can be given by parents to their
soon-to-be mating offspring with statements such as
“That girl (boy) would make a fine mother (or father),
look at her or his parents.” Or, “Would you really want
your children to look like her or him?” “Marry him
or her and you’ll really have smart (or dumb) kids.”
Or, “It’s better if you marry within your own religion,
your own kind, etc.” The shaping of preferred mat-
ings has a profound effect on the genetic pool of your
ancestry and is greatly influenced by worldviews and
social structures in different communities. It is the cul-
tural norm for families to shape their kinship systems
through pressing offspring to select future mates that
complement the family system rather than a mate that
would be detrimental to the family.
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In today’s world many changes are being made in
family systems. For instance, in the past five decades
in the United States (and in many other parts of the
world) populations migrate rapidly, and family rules for
shaping procreation of offspring change. Much more
freedom is extended in making mating choices. Interre-
ligion, interethnic marriages are far more common than
in the past century, but they tend to occur in populations
that have recently migrated rather than in populations
that have remained stable.38 Mating involves male and
female individuals responding to a cultural pattern, as
well as a biologic drive. There are few exceptions to
this statement except for same-sex mating. Such cou-
ples are very rare, but with biotechnology, children can
be conceived by a female couple or donor males and
surrogate mothers in a male couple, but such offspring
are not genetic duplicates of both parents, although
cultural shaping may come from both parents. Trans-
cultural nurses can influence others to act on selected
processes involved in family shaping.39−41

Transcultural nurses need to continue studying the
changing cultural norms and values related to mating
as these norms influence biologic aspects as well as
cultural care patterns to provide culturally competent
and responsible care.42−44

Genetics Within a Biocultural Framework
Genetic factors influence biocultural caring and are
especially critical in reproducing a family. Transcul-
tural nursing focuses on cultural beliefs and practices
of what is observed — the phenotype — such as the
physical characteristics of the ideal male or ideal fe-
male. Yet within this framework are also the cultural
beliefs important to birthing a child. Transcultural nurs-
ing research tends to focus on culture caring mean-
ings and practices of birth, but more attention needs
to be directed toward the inheritable characteristics be-
ing carried forward from one generation to another. In
fact, within the human gene pool today remains the in-
heritable characteristics of all our ancestors since the
begining of the human species.45 Transcultural nurs-
ing has a great interest in the inheritance and the car-
ing patterns passing from one generation to another.
The genetic structure of the culture remains important
to study and learn more with current genetic research
findings.

Current genetic research findings are topics of
daily newspapers, but interest in inheritance has been
longstanding. Prior to the establishment of Mendelian
Law of Inheritance in the late 1880s there was an
interest in ancestry, but understanding of inheritance
was unclear and often guided by myths and folktales.
Understanding genetics has become more urgent as re-
search about genetics and disease and diversity in hu-
man population has increased dramatically following
World War II.46

Part of the increased interest in diversity relates to
the rapid increase in migration of people throughout the
world. Humans have always been migratory creatures,
but once they found ways to grow their food supplies,
humans were largely tied to the land so they could
plant, harvest, and practice animal husbandry. This
transition from hunting and gathering migrations meant
the family had to stay physically in one place. Marriage
patterns were shaped to keep the working group — the
family — within close physical contact, and everyone
had clearly defined roles for all the work to get done.47

However, following World War II the numbers of peo-
ple migrating worldwide have been astonishing. One
reason was that agricultural work became industrial-
ized, and fewer people were needed on the farm, so
they left the land to find work in the city. Another rea-
son for migration was globalization of democracy that
meant continents such as Africa and Asia were decol-
onized, resulting in large populations moving, some-
times as a result of war or tribal conflicts. An example
in the United States was the civil rights movement in the
1960s, which promoted large numbers of farm workers
in the south moving to industrial cities in the north. Now
globally, groups are migrating not just within countries
but between continents. Such cultural movements have
challenged many of the former rigidly held rules about
preferred marriages, raising many issues about ances-
try. An intellectual movement concerned with ancestry
was called eugenics.

Eugenics began in late 19th century England as
social thought, linking the study of human biology
and evolution for the betterment of humankind. Sev-
eral scientists of that era such as Galton, Coon, and
Davenport had presumably humanitarian goals for im-
proving humans by proposing selective breeding or
mating.48 The first eugenics movement died out around
1910. Today, some are hesitant to study genetics in the
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United States and Europe because of the visible abuse
of genetics during the eugenics movement in the total-
itarian Aryan aims of Nazi Germany in the 1930s and
1940s. Lashley,49 a nurse and a molecular geneticist,
has written a stellar second edition textbook, Clinical
Genetics in Nursing Practice, in which she notes there
are two types of eugenics: the negative and positive.
The negative type seeks to reduce the number of un-
desirable persons who possess “unfit” traits, and the
positive type tries to improve the genetics of a species
by encouraging selective mating. In the United States a
Eugenics Record Office was established in New York in
1910 with the goal of preserving the “racial welfare”
of the United States; those people who were consid-
ered “fit” were of Anglo-Saxon or Nordic extraction
and of high moral character. The procreation of these
“fit” people was encouraged through all types of so-
cial programs and support; however, on the other hand,
“unfit” persons were discouraged from even coming to
the United States. One way to control “unfit” persons
from immigrating occurred through an Act in 1924 that
restricted immigration to only 2% of the number of each
nationality listed in the 1890 census. For instance, if
there was a meager number of immigrants coming from
Togo, Africa in 1890, that number would continue to
be very restricted with only 2% of the original number
being allowed as immigrants to enter the United States
after 1924. In contrast to this prejudicial restriction,
“fit” Anglo-Saxon and Nordic folks were able to con-
tinue to immigrate up to 2% of their “generous” 1890
census, while other groups “unfit” were controlled to
their minimal number. It may be surprising that this un-
balanced immigration pattern existed until the passage
of the Celler Act in 1965 — the beginning of the civil
rights movement.50

Compulsory Sterilization Laws Affecting the
Reproduction Pool Compulsory sterilization has
been another way of preventing the reproduction of
the “unfit” such as paupers, the insane, alcoholics, or-
phans, epileptics, and even chicken thieves.51 The first
state to pass sterilization laws was Indiana in 1907,
and by 1935 thirty states had passed such laws. By
then about 20,000 sterilizations had been performed.
Abuses to involuntary sterilization are well known,
and, unfortunately, nurses have been active participants
in some of these sterilization movements. However,

nurses also have been responsible for the cessation of
many others.52 Entering the 21st century, nurses hope-
fully have become “enlightened” to assess moral and
ethical issues through transcultural values.53 Such is-
sues as discriminatory practices toward some cultures
still remain. In some parts of the United States, indi-
gent welfare mothers (and some who are working poor)
who are uninsured are given no choice — either have
a Norplant birth-control devise implanted or are taken
off of any type of state financial support. Is this a type
of modern-day eugenics to control the reproduction of
poor and indigent people? What are the moral and eth-
ical implications? Transcultural nurses continue to in-
vestigate some of these culture care ideals that influence
or control procreation. Cultural control of populations
to protect the rights of some over others is a crucial
transcultural nursing issue.

Mapping the Human Genome: a Cultural Change
Influencing Biology A growing and important di-
mension influencing families is the genome factor re-
lated to family procreation. It is a relevant domain of
inquiry for nurses working in transcultural areas to pur-
sue. Probably no cultural change involving genetics has
been so great as the international program to map the
human genome. The genome consists of all the genetic
material of the genes that make up the 46 chromo-
somes of human beings (23 from each parent). This
mapping has great potential for transcultural nurses
to understand and consider in work situations. The
genome idea and major project began in 1953 when
the double helix structure of the DNA was proposed
by Watson and Crick, and in 1965 the genetic code
was cracked. The first successful DNA cloning exper-
iments began in 1972, in 1975 the first monoclonal
antibodies were produced, and by 1977 the first human
gene was cloned. By the mid 1980s there was interna-
tional talk about mapping the entire human genome,
and in 1990, with the financial assistance of Wellcome
Trust of England and United Nations Education, So-
cial and Cultural Organization (UNESCO), the 15 bil-
lion dollar collaborative international project was be-
gun. The Human Genome Project is housed at the
National Center for Human Genetic Research, later re-
named the National Human Genome Research Institute
of the National Institutes of Health (NIH) with James
Watson and Francis S. Collins as the first and second
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directors.54 Fogarty International Center of NIH re-
mains a key player for maximizing international collab-
oration. Twenty-two centers across the United States
have been established to help map the genome, and
there are collaborative centers throughout the world.
The goal to have the entire human genome mapped by
2005 seems to be realistic as early reports have been
optimistic. Many commercial organizations are trying
to maximize the benefits of being the first to discover
some aspect of the genome for their commercial advan-
tage — such as developing new drugs and vaccines.55

As of December 1999 one chromosome has been en-
tirely mapped.56 Others are currently being mapped.

Genome research and projects related to it are a vi-
tal part of the biocultural basis of transcultural nursing.
In a national survey only a few schools of nursing of-
fered complete courses in genetics. The consequences
of gene therapy can have great impact on health with
the potential elimination of some disorders plaguing
humankind.56 Knowledge about the chemical parts of
over 100,000 genes that make up the human genome
are known, but far less is known about the actual
process functioning between these parts.57 Much is to
be learned and many questions need answers such as
the following: How do errors in DNA replication that
become known as mutations go unnoticed unless a ge-
netically related disease actually occurs? Can we carry
mutations from one generation to another without con-
sequence yet with potential harm to our offspring?

Generally, humans do not suffer any harmful ef-
fects from such inherited genes as humans carry two
copies of almost all of our genes — one set from each
parent. Genetic disease, however, actually occurs only
if a set of defective recessive genes are received from
both parents such as occurs in hemophilia. However,
receiving a single dominant defective gene from one
parent may also result in disease.58 Since transcultural
nurses focus on cultural diversity and similarities with
the theory of Culture Care, they should have a ma-
jor interest and leadership role in the Human Genome
Project.59

Gene Therapy Human-Made Environment Gene
therapy is a human-made environment of importance.
It is the technological method by which a missing
or defective gene is actually replaced with a correct
gene. For instance, people with hemophilia can now re-

ceive genetically engineered clotting factors that allow
them to avoid the risk of exposure to transfused blood
products.60 Also, the locus for schizophrenia has been
located that will be studied more definitively as it pos-
sibly explains a different clinical pattern in males than
females.61 Cystic fibrosis, muscular dystrophy, poly-
cystic kidney disease, diabetes mellitus, Alzheimer’s
disease, and some cancers are other diseases and disor-
ders that are targets for gene therapy. The potential for
helping people seems great; however, the strengths and
weaknesses need to be continually studied as there are
many adverse views about gene therapy. In the Fifth
Annual Report of Genetic Diseases it is estimated that
12% of adults and 30% of children admitted to hospitals
have a genetic component to their illnesses. Fifty per-
cent of all spontaneous abortions appear to be caused
by chromosomal disorders. Thus, genetic factors play
a critical role in morbidity and mortality.62 What role
will transcultural nurses have in gene therapy as they
work directly with different cultures in providing direct
and intimate care? What are the ethical aspects?

Ethics of the Genome Project Nursing has a leader-
ship role in the Human Genome Project. The Nursing
Institute for Nursing Research (NINR) and the Human
Genome Institute (HGI) are the two institutes of the
National Institutes of Health (NIH) sharing in the over-
all research plan for the Human Genome Project. The
role of NINR is to provide leadership in the area of eth-
ical concerns. When the Genome Project was first es-
tablished, a counterpart institute, the Ethical, Legal and
Social Institute (ELSI) was also established.63 Leading
scientists and scholars developed the agenda for pro-
tecting human rights related to the international map-
ping of the human genome. Nursing’s leadership in
client and family counseling was recognized early and
promoted with the Project.

The National Coalition for Health Professional
Education was formed in 1997 under the leader-
ship of the American Nurses Association (ANA) and
the American Medical Association (AMA) and the
National Genome Research Institute;64 the Coalition’s
goals are to ensure that health care professionals are
prepared with knowledge and resources to integrate the
new genetic findings into their practices. The National
Institute for Nursing Research (NINR) has been des-
ignated as the institute of NIH in which research
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studies related to the use of genetics, genetic counsel-
ing, and social issues will be reviewed and processed.65

In 1998 a State of the Science of Genetics for Nursing
was a Symposium offered with the School of Nursing,
Johns Hopkins Center. There is an international nurses’
organization: The International Society of Nurses in
Genetics at http//www.147.134.150/isong that has an
important function in building the knowledge base for
genetic nursing.66 Transcultural nursing needs to be-
come actively involved for care phenomena with the
beliefs, values, and meanings of specific cultures to be
included and to ensure that ethical standards are held
as primary concerns.

Biotechnology and Transcultural Nursing
Another human-made environment that is currently in-
fluencing transcultural nursing is biotechnology. This
cultural technology has been greatly changing the face
of health care in the United States in prevention, in
treatment and care modalities, and in changing the
courses of wellness and illness.67−71 Indeed, the whole
field of biopharmaceuticals has expanded in many
ways through vaccines that prevent disease transmis-
sion. The use of biotechnological products at home, for
pregnancy testing, and cholesterol screening; the glu-
cose sensor for monitoring blood sugar; and all other
uses are evident. Biotechnical products are increasing
daily and influencing the interaction between biology
and culture. In addition, health care is moving toward
replacement of diseased organs with genetically engi-
neered organs such as a pancreas in the treatment of
diabetic patients or genetically engineered neuromus-
cular devices to aid those paralyzed or immobile with
diseases such as Parkinson’s or from accident injuries.
What is the cultural care meaning and response to these
products? In what ways is biotechnology influencing
illness, health, and well-being? How has it changed
caring practices? And are these meanings different in
diverse cultural groups? How do transcultural nurses
broker between the wishes of a dying patient and the
technology used to extend life? Transcultural nurses
are at the central focus dealing with biotechnologies
that may be greatly feared, greatly welcomed, or even
viewed as cultural taboos. There are many conflicts that
transcultural nurses daily encounter, including moral-
ethical and religious concerns.

One example of a conflict can be noted as debates
are raised about the biotechnology of genetically al-
tered food supplies. In the area of food production there
are great differences in the acceptance of such technol-
ogy. For instance, with the promise of expanding the
world’s food supply there is also a down side — that
of making poor, developing nations more and more
dependent on large, international, agricultural corpo-
rations that sell farmers in these countries genetically
altered grains. Some of these grains are altered to make
them sterile so that the farmers must buy new seeds
for each planting rather than saving some seeds from
the harvest for planting the next crop. Such a practice
creates an increased dependency of the farmers on the
genetically altered seeds and keeps them unable to gain
economically and raise their natural and familiar geo-
graphic and cultural products.

Another area of concern is that the use of some
altered grains appears to have long-term effects on the
ecology. For example, when honeybees were fed on a
concentrated solution of protein expressed by a genet-
ically engineered grapeseed, those bees could not dis-
tinguish between the smell of flowers, and, alas, these
bees died sooner than unexposed bees. As a response
to the early death of bees, plants were not pollinated
and could no longer reproduce, thus eventually dimin-
ishing the food supply in that area. As a result of some
of these alterations and fears of disasters to their food
supplies, the European Union (EU) has mandated that
genetically modified foods must be labeled, whereas
the United States government still opposes mandatory
labeling. The EU goes farther as it prohibits imports of
unapproved varieties of genetically engineered foods.72

Transcultural nurses remain concerned and need to be
continually alert to unethical practices that link the
biologic and cultural practices of all people.

Transcultural Nursing Biocultural
Contributions in the 21st Century

During the 20th century transcultural nursing has
contributed greatly toward competent health care
of culturally diverse people, bringing knowledge,
understanding, and meaningful caring to many cultural
groups. It is through understanding the essential tenets
of Leininger’s Culture Care Theory that transcultural
nurses will continue to discover new dimensions of
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cultural lifeways.73,74 This chapter has focused on the
synthesis of biology and culture within theoretical
frameworks supporting the biocultural basis of trans-
cultural nursing. This broad, holistic synthesis can lead
to the best possible choices for all of humankind.75,76

Emerging challenges of biotechnology and gene ther-
apy need transcultural nurses’ rigorous research into
the negatives and positives of changing norms, values,
meanings, and practices. Globalization brings cultural
conflicts and change into sharp focus that need theo-
ries like Culture Care to discover knowledge to provide
culturally congruent care practices.

In summary, by using a broad biocultural frame-
work for assessing needs and implementing care, we
acknowledge the importance of understanding this syn-
thesis as part of Leininger’s quest for substantive and
relevant transcultural nursing knowledge. Biocultural
interactions may be beneficial or, on the contrary, detri-
mental to health. Examples of mating, genetics, and
biotechnology were used in this chapter to stress the
importance of using a holistic framework in transcul-
tural nursing research and practice. Transcultural nurs-
ing remains the intellectual and transformative link in
nursing to know, understand, and respond to diverse hu-
man behavior, as well as to search for ethical solutions
to health problems.
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CHAPTER 7
Western Ethical, Moral,
and Legal Dimensions
Within the Culture
Care Theory

Elizabeth Cameron-Traub

Cultural beliefs, values, and meanings often
guide the thought and behavior of people in di-
verse cultures and underpin their moral, ethical,

and legal codes. Nurses and other health profession-
als need to have culture-specific and universal ethical,
moral, and legal cultural knowledge to guide their care
decisions and actions in ways that are justifiable and
defensible. Leininger’s Theory of Culture Care Diver-
sity and Universality challenges nurses to explore the
domain of inquiry concerning the ethical, moral, and
legal dimensions of culture care in relation to culture-
specific or universal codes of moral behavior.1,2 Cul-
tural diversity underscores the importance of nurses
gaining culturally ethical and moral care knowledge
to provide culturally congruent care within varied care
contexts.3–6 The origins of the words “moral” (i.e., Ro-
man) and “ethical” (i.e., Greek) indicate that they relate
to “habits, customs, and ways of life, especially when
these are assessed as good or bad, right or wrong.”7

The word legal relates to rules or laws, and sanctions
made by a governing body. Moral or ethical values
and norms, together with legal systems, provide frame-
works to guide and make moral judgments about peo-
ple’s behavior in various situations, including health
care. In this chapter the domain of inquiry is explored
using a philosophical approach to identify areas of con-
gruence between Western ethical, moral, and legal ori-
entations and features of professional caring within
Leininger’s8,9 Theory of Culture Care Diversity and
Universality. Selected orientations, themes, and princi-
ples in Western moral philosophy, ethics, and bioethics
relevant to contemporary health care provide a frame-

work for a thematic analysis of ethical, moral, and legal
aspects of culture care within Leininger’s theory.

Cultural Aspects of Morality,
Ethics, and Caring

All societies, large or small-scale, tend to have eth-
ical systems based on values and principles that can
be used to interpret people’s behavior that has implica-
tions for others and affects their moral judgments about
this behavior.10 When people’s duties or obligations in
a social or cultural context conflict, general principles
can assist them to resolve or arbitrate matters,11 serving
as moral or ethical codes, or reference points to guide
moral decisions and actions, and setting standards of
behavior.

Cultural systems or codes may provide rules and
conditions that guide societal caring and maintain the
social fabric, for example, by limiting injustices that
are inconsistent with sociability and social well-being.
Although moral codes or laws in a given society may
change over time, they are generally binding on mem-
bers and can be of great importance to people in their
activities and life experiences, including health care.
Leininger12–14 encourages nurses to identify differ-
ences and similarities, or universals, in moral and eth-
ical aspects of care and caring. These phenomena may
be found in the cultural worldview — social structures
and lifeways of cultures — to provide culture care that
is morally, ethically, and legally congruent for people
from diverse cultures.
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Culture, Ethics, Relativism,
and Universality
The cultural relevance of moral, ethical, and legal codes
or systems may suggest that morality and ethics are
whatever different cultures or societies depict. How-
ever, while there may be differences, there are also
similarities or universals between cultures. It is an es-
sential task for philosophers and others who have con-
cern for morality and ethical behavior in human inter-
action to identify standards or rules of morality that
would apply across cultures. It is argued that ethical
relativism (i.e., that which is good or right depends
on the group) is not a defensible philosophical po-
sition and that a universal viewpoint is required in
ethics.15 Condemnations of some societal actions with
moral implications of universal significance (e.g., per-
secution, torture, victimisation, war crimes, and eth-
nic cleansing) in many ways transcend culture-specific
views of morality and judgments about right or wrong,
good or bad actions and indicate the need for univer-
sally accepted moral standards. Issues related to human
rights and international codes of practice, for example,
in health care16–19 or biomedical research20 concern
identification and application of universal principles
to guide critical moral actions and decisions. Efforts
to introduce or enforce universal principles to protect
human rights, however, do not suggest that for all eth-
ical views, actions, or decisions to be right or good
they have to be universal, regardless of historical or
social contexts. On the contrary, the idea of ethics be-
ing universal refers to the logical defense of a moral
judgment, whereby, if a principle is accepted in one
case or situation, then it applies to all similar circum-
stances.21

Principles that guide moral action, or resolve moral
problems, tend to have certain characteristics.22–24

First, the principles or rules consider more than the
interests of the individual; that is, they go beyond self-
interest and determine a moral decision or action in a
given situation. Second, they are expected to be appli-
cable across all such cases or situations (i.e., universal).
Third, they provide culturally shared reasons to support
or defend the decision or action. Indeed, cultural beliefs
and values provide “moral presuppositions,” whereas
ethics generally refers to a “formal normative frame-
work” for moral decisions and actions.25

Ethics and Moral Philosophy:
Western Approaches

Moral philosophy and the field of ethics, as known in
Western cultures, have been affected by various social,
cultural, historical, economic, and political influences
on Western thought and reasoning and the outcomes
of diverse and intensive philosophical discussion and
debate extending over many centuries. As a systematic
study of morality and moral behavior, ethics is char-
acterised by moral reasoning and rational argument to
provide support for, or to defend, moral choices made
between a number of alternatives. There are two fields
of study in ethics. First, the area of prescriptive (or
normative) ethics seeks to determine what “ought” or
“should” be done, and second, the field of descriptive
ethics describes what “is” done.26 It is generally ac-
cepted within pluralist societies that ethical viewpoints
and arguments are diverse and reflect many different
values. In contrast, in a society characterised by cul-
turally shared values, beliefs, and practices, descriptive
ethics can reflect moral expectations that are essentially
normative for that society.

Approaches to Western Moral
Argument and Ethics
Philosophical or normative (Western) ethics tends to
address two main questions. One question relates to
how people ought (or should) behave and thus the du-
ties they have, whereas the second question asks what
is the value and desirability of actions, and what rel-
ative good arises from them.27 These questions corre-
spond to two main approaches or viewpoints in philo-
sophical debate. One approach is called deontological
and focuses on the importance of duty and the inherent
rightness (or wrongness) of a moral action. The other
approach is identified as teleological (i.e., purposive)
or consequentialist and focuses on the value (good or
bad) of anticipated consequences of moral action.28

Debates in moral philosophy also address whether
ethical or moral reasoning can be based on rules, laws,
or principles that would apply to all moral acts of a
certain kind regardless of context, or alternatively, on
the nature of a particular act in a given situation. This
distinction between moral argument based on rule or
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act may seem to be important in health care since health
professionals typically make clinical decisions that per-
tain to clients, generally on a one-to-one basis. How-
ever, as noted above, it is generally accepted that rea-
sons supporting a moral decision are based on at least
one ethical principle that would apply to all similar
cases or situations.29–31

Ethics in Professional Health Care
The diversity of moral or ethical codes and viewpoints
in Western normative ethics (e.g., bioethics) is consis-
tent with a tolerance of pluralist societal beliefs and val-
ues. Multiple philosophical viewpoints in ethics may
suggest that the area is rather academic and abstract and
of dubious relevance to ethical or moral issues or con-
cerns that are encountered by nurses and other health
professionals in their practice. However, the two main
approaches do provide focal points for discussion and
ethical debate in health care. A teleological (or con-
sequences) approach to ethical health care decision
making is characterised by primary consideration of
the purpose of the action and the anticipated outcomes
(or good). In contrast, health care decisions made from
a deontological (or duty) viewpoint focus on the nature
of the action itself, whether it is right or desirable, in
addition to, or more so than, the expected effects or out-
comes. For example, the nurse who argues against abor-
tion or euthanasia may do so on the grounds that these
are acts of killing, and so they are wrong, and that moral
action is to preserve not to take life (deontological ar-
gument). Alternatively, the nurse may argue that the
outcomes or consequences of the abortion or euthana-
sia will be inevitably bad and outweigh any supposed
good, and that therefore the procedure should not be
done (teleological and primarily utilitarian argument).

Principles in Bioethics
Beauchamp and Childress32 identify four principles to
guide ethical or moral decision making in contempo-
rary health care. These principles are respect for au-
tonomy (to act in respect of another as an autonomous
person); nonmaleficence (to act so as not to inflict
harm); beneficence (to act to benefit another); and jus-
tice (to act fairly). It will be noted again that these prin-
ciples have been determined within a Western moral

philosophical framework. Later in this chapter I will
consider how these principles may relate to profes-
sional practice and culture care.

Cultural Diversity and Ethical, Moral,
and Legal Considerations in Health Care
Practice by health professionals generally takes place
within a Western biomedical cultural framework.33–35

It is argued that nursing should shift from a predomi-
nantly unicultural orientation to transcultural practice
to meet the special needs of people, for example,
in Australia.36–44 The ways nurses and other health
professionals tend to think about ethical issues or
dilemmas may correspond to dominant cultural values
underpinning professional health care and practice
orientations.45–49

Western ethical and moral values, meanings, and
practices may not be congruent with those in non-
Western cultures.50–53 There may also be marked dif-
ferences in meanings or interpretations of ethical,
moral, or legal phenomena between countries within
the Western tradition.54 Thus, views and arguments in
ethics may require careful consideration of cultural dif-
ferences to avoid or prevent cultural conflict, imperi-
alism, or imposition. First, the decision itself and the
underlying ethical reasoning supporting it need to be
examined for congruence with reasoning and ethical
or moral expectations, values, and meanings within the
client’s culture. Second, the manner in which the client,
or family, is informed of the decision must be addressed
within the context of the client’s culture for values,
meanings, patterns, and practices of professional care
to be culturally congruent for the client. Third, ethical,
moral, or legal aspects of the client’s culture may need
to be considered and incorporated into decision mak-
ing if the decision or act itself, or expected effects or
outcomes, are to be morally acceptable to the client or
family. Indeed, the application of any ethical or moral
principles from a professional viewpoint may require a
great deal of cultural knowledge and sensitivity for the
decisions and actions to be rendered as culturally con-
gruent in meaning and significance and as acceptable
within another culture.55–57

The legal frameworks of importance to the client
may extend beyond the formal legislation prevailing in
a society, or dominant culture, in which the person or
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family lives. Cultural rules or laws that determine the
acceptability of behavior, and punishment or retribu-
tion for morally unacceptable behavior, may be very
important to the client. For example, tribal law in some
societies can be critically binding on members of the
group and can be considered more important, or more
fearful, than legal matters determined by a dominant
culture. Cultural care would address legal matters that
are culturally significant for the client.

Ethical and Moral Care Themes in
Culture Care Theory

Ethical, moral, or legal aspects of culture care can
be explored within Leininger’s58,59 Theory of Culture
Care Diversity and Universality. The following discus-
sion identifies some theoretical themes and predictions
that illuminate aspects of ethical, moral, and legal cul-
ture care to guide and inform professional nursing and
health care practice. This analysis involves selected ori-
entations, concepts, and principles in Western moral
philosophy and ethics.

Philosophical Orientations in
Culture Care
Leininger60 states that the purpose of the theory is “to
discover human care diversities and universalities in
relation to worldview, social structure, and other di-
mensions cited, and then to discover ways to provide
culturally congruent care to people of different or sim-
ilar cultures in order to maintain or regain their well-
being, health, or face death in a culturally appropriate
way.” Furthermore, “the goal of the theory is to improve
and to provide culturally congruent care to people that
is beneficial, will fit with, and be useful to the client,
family, or culture group healthy lifeways.”61 Finally, in
terms of outcomes, Leininger62 states that “the findings
from the theory would be used toward providing care
that blends with culture values, beliefs, and lifeways of
people, and is assessed to be beneficial, satisfying, and
meaningful to people of designated cultures.”

These definitions of purpose, goal, expected out-
comes, and value are consistent with a teleological ori-
entation to moral and ethical determinations in regard
to culture care. The statement of purpose explicates the
intention, focusing on the importance of theoretically

guided inquiry and discovery pertaining to culture care.
The goal, again a purposive (or teleological) statement,
identifies the expected value or good related to cultur-
ally congruent care. The purposive approach is further
reinforced in the statement of expected outcomes. A
teleological ethical orientation in the Theory of Cul-
ture Care Diversity and Universality is not surprising,
since professional health care is expected to have ben-
eficial outcomes, and the theory explicates how these
may be affected and what they should be.

A deontological orientation can also be found
with- in Leininger’s Culture Care Theory, although it
is implicit rather than explicitly stated. The theory pre-
dicts that culture care combines or synthesizes profes-
sional (or etic ) care with generic (or emic) care for
a given client. If professional care fails to incorporate
cultural care information, then the care would not be
morally or ethically defensible; that is, the professional
duty would not have been fulfilled. Nurses have a duty
of care, and thus a duty or obligation to seek and obtain
all relevant information (including cultural) pertaining
to their clients and to develop relevant competencies
and skills, again guided by the theory, to meet require-
ments for professional practice. Thus, deontological
aspects of ethical, moral, and legal culture care can
be identified within Culture Care Theory and highlight
its importance as a guide to professional nursing and
health care.

Using Leininger’s Sunrise Model
and Bioethics

Leininger’s Sunrise Model63 provides a framework to
explore ethical, moral, and legal dimensions of culture
care. Cultural phenomena revealed through the world-
view, language, ethnohistory, and various social and
cultural factors may indicate moral, ethical, or legal
codes, values, meanings, patterns, and practices that
should be addressed in determining provision of health
care for people from a given culture. For example, a re-
quirement in professional practice is that a client con-
senting to a biomedical or nursing procedure is fully
informed of the purpose, possible risks, actions to be
taken, and expected outcomes. The nature and valid-
ity of informed consent may be affected by a num-
ber of cultural phenomena, including worldview, lan-
guage, ethnohistory, and the environmental context, as
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well as educational, technological, religious, social and
kinship, political and legal, or economic factors. The
cultural adequacy of the client’s consent needs to be
ensured in the professional care context. Cultural im-
plications of the client’s potential choices may relate
significantly to specific care values and meanings that
would be addressed in the process of the client’s de-
cision making if informed consent is to be valid and
professional care defensible from moral, ethical, and
legal viewpoints.

Principles in Bioethics and Culture Care
Ethical and moral aspects of culture care, using
Leininger’s Theory of Culture Care, will now be con-
sidered against the four principles for bioethics referred
to above. If these principles define orientations that as-
sist health professionals to approach care decisions and
actions, then one would expect them to be congruent
with care themes and dimensions within the Theory
of Culture Care, a theory of professional nursing and
health care.

Respect for Autonomy
Culture Care Theory reflects a deep respect for people
from diverse cultures and the need for care decisions
to respect the client’s choices, guided by and consis-
tent with their cultural care values, expressions, and
meanings. Although autonomy and the related concept
of self-determination are Western values and not nec-
essarily universal,64,65 the significance of this ethical
principle is reflected in the prediction that culturally
congruent care would be provided when the client’s cul-
tural care is incorporated into nursing care decisions.
Thus, professional care would involve respect for the
client’s autonomy, including care values, expressions
and meanings, and their choices.

Respect for autonomy of the client means that the
health professional would actively include the client’s
cultural viewpoints and that culture care would be co-
established between the nurse and client, as indicated
in the theory. A conflict between professional (etic) and
client (emic) moral codes would be resolved through
culture care. Finally, respect for autonomy in health
care would include the nurse or other health profes-
sional acting to prevent decisions and actions that are

culturally incongruent. Acting in accordance with the
principle of respect for autonomy in regard to all clients
would assist professional decision making in transcul-
tural health care situations.

Beneficence and Nonmaleficence
There are several indications that Culture Care The-
ory is focused on guiding professional practice that
would produce beneficial outcomes and that any non-
beneficial actions or those of maleficent intent would
be avoided, minimized, or eliminated. Philosophical
discussion about the theory in relation to beneficence
and nonmaleficence would go well beyond the scope
of this paper. To encapsulate the main ideas, the reader
is referred to the Leininger’s66 theoretical statements,
especially those relating to the purpose, goal, and ex-
pected outcomes of culture care. There are three areas
of importance in relation to professional intentions that
would be characterized as beneficent and nonmalef-
icent in transcultural nursing and health care. First,
the nurse who does not have cultural care knowledge
should obtain it before making care decisions or taking
actions in the care of clients. Second, cultural knowl-
edge alone is not enough; the nurse should use this
knowledge during processes of caring and should seek
information from the client to guide, confirm, or re-
fute actions and care decisions that the nurse considers
from a professional viewpoint. Third, the nurse who
practices only from a professional (or etic) viewpoint
would not be fulfilling the ethical principle of benef-
icence, since Leininger’s theory predicts that culture
care is required to provide beneficial and satisfying
care. Fourth, the nurse, or other, who denies the im-
portance of cultural knowledge in professional caring,
or fails to use it, may not satisfy the principle of non-
maleficence, since the theory predicts, and substantial
research has shown, that culturally incongruent care
is detrimental to the health or well-being of clients.
Cultural conflict and imposition may result in cultural
pain when professional decisions and actions are in-
consistent with client’s cultural values, patterns, and
practices.67 Therefore, the principles of beneficence
and nonmaleficence as guides to ethical professional
practice are highly consistent with themes and profes-
sional intentions within Leiningers’ Theory of Culture
Care Diversity and Universality.68,69
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Justice
As for most moral, ethical, or legal principles the con-
cept and practice of justice may be socially and cul-
turally constructed and expressed in culture-specific
and universal ways. In general, it is a principle pertain-
ing to fairness, and it may be considered in regard to
rights, retribution, and the distribution of good, harm,
or resources, including in health care.70–73 The main
theories in contemporary philosophy focus on justifi-
cation by entitlement or need, and each raises concerns
in terms of adequacy.74 Alternatively, justice in rela-
tion to good can be explored within the framework of
natural law theory.75 Although there may be no conclu-
sive philosophical approach to justice, nevertheless, it
is a concept that often underpins contemporary think-
ing in terms of what is right, good, proper, or fair. For
example, judgments of fairness are made every day in
regard to the allocation of resources for people seek-
ing professional health care in hospitals or clinics or
community care services.

Themes related to justice such as entitlement and
need may be found in Culture Care Theory. Culture
care would be entitlements for people from different
cultures; it may also be required to meet client’s health
needs effectively and in satisfying ways. Thus, fairness
to people from cultural backgrounds different from the
care context may require a culture care approach. In
other words, from the client’s viewpoint culture care
would be a necessary condition for professional care
to be morally, ethically, or legally defensible in regard
to the principle of justice. If the societal expectation of
health professionals is to consider care for each client as
an individual human being, then justice in professional
practice includes attention to cultural phenomena per-
taining to the client. Holistic caring is justice oriented.

Ethical, Moral, and Legal
Decisions and Actions Using
Culture Care Theory

Leininger’s76 theory postulates three modes for nurs-
ing decisions and actions to “assist, support, facili-
tate, or enhance” culturally congruent care for people
from diverse cultures. These three modes are 1) cul-
ture care preservation and/or maintenance, 2) culture
care accommodation and/or negotiation, and 3) culture

care repatterning and/or restructuring. Using cultural
knowledge, competencies, and skills, the nurse will ar-
rive at appropriate uses of the action modes. Multiple
and varied cultural phenomena and factors, as indi-
cated by Leininger’s theory and reflected in the Sunrise
Model, may influence the use of the action modes.

Where there is evidence of similarity or congru-
ence between ethical, moral, and legal aspects of care
from the professional viewpoint, and from the cultural
viewpoint of the client, the action mode of culture care
preservation and/or maintenance would be appropri-
ate. Moreover, decisions or actions that are consistent
with universal moral or ethical views, principles, or
codes of conduct would be taken in relation to this ac-
tion mode.

When there are different or conflicting cultural
view- points, the nurse may use the action mode of
culture care accommodation and or negotiation to help
the client to “adapt to, or to negotiate with, others for
a beneficial or satisfying health outcome with profes-
sional care providers.”77 For example, the nurse may
use this action mode to obtain a required consent for
treatment for a female client from a culture in which
the husband’s consent would be required within the
cultural framework of ethical and legal responsibil-
ity. Transcultural approaches to professional practice
may need to be taken, for example, when informing
a client of “bad news” such as malignancy or termi-
nal illness.78–81 The nurse or other health professional
would need to seek culturally congruent ways to meet
the client’s care needs.

In situations where cultural differences would have
ethical, moral, or legal implications that may impact
in nonbeneficial ways on the health or well-being of
the client, the nurse would use the action mode of
culture care repatterning and/or restructuring. The
nurses would coestablish with the client how to “re-
order, change, or greatly modify their lifeways for new,
different, and beneficial health care pattern while re-
specting the client(s) cultural values and beliefs.”82 For
example, the nurse may need to use cultural care knowl-
edge to ensure that a client is informed of possible
consequences of accepting or refusing treatment (e.g.,
blood transfusion, chemotherapy, surgery, diagnostic
tests, or immunization) in culturally congruent ways.
Through extensive and consistent examination of cul-
ture care phenomena for the client, and others affected
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by decisions and actions, the nurse would seek to pro-
vide ethical, moral, and legal culture care. There are
many challenges in contemporary health care that raise
ethical, moral, or legal concerns, for example, issues re-
lated to withdrawal of treatment (not for resuscitation
orders), organ donation, organ transplantation, repro-
ductive technology, surrogacy, genetics, reproductive
rights, abortion, euthanasia, female circumcision, clin-
ical trials, and any issue pertaining to human life or
death, health, or well-being.

Conclusion
Moral codes of thought and behavior are inextrica-
bly linked with culture. All health professionals are
challenged to be open and responsive to culturally dif-
ferent viewpoints, values, expressions, and meanings
that have significance and meanings in different cul-
tural contexts. Moral, ethical, and legal dimensions
of culture care can be readily identified as themes in
Leininger’s Theory of Culture Care Diversity and Uni-
versality. Western ethical orientations and principles
are highly congruent with moral and ethical themes
in the theory, highlighting its relevance as a guide to
professional health care practice for nurses and others
who are concerned with human care and caring. Cul-
ture care that addresses moral, ethical, and legal orien-
tations within varied care contexts is critical for health
professionals to practice from defensible moral, ethi-
cal, and legal viewpoints and for their care decisions
and actions to be consistent with culturally specific or
universal moral codes.
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CHAPTER 8
Cultures and Tribes of
Nursing, Hospitals, and the
Medical Culture

Madeleine Leininger

If health professionals are to function effectively and humanistically with
people of diverse cultures, then one must understand one’s own culture, the
culture of one’s profession, the culture of the workplace and community
and other cultures. Such insights are imperative to respond appropriately
to others. LEININGER, 1975

With the advent of transcultural nursing in the
mid 20th century, there were new challenges
and insights for nurses and the nursing pro-

fession. It was at this time that the author as a nurse
anthropologist realized that there were cultural differ-
ences among health professional cultures as nursing,
medicine, and others, which needed to be studied to
understand the major features of each profession. Such
insight could help nurses with comparative reviews
of their particular values and norms. This challenge
seemed long overdue as nurses, physicians, and other
health professional groups had functioned together for
more than 100 years. Moreover, this knowledge could
help in understanding the tendencies and expectations
of each profession, as well as the conflicts, tensions, and
concerns of diverse professionals. Most importantly,
nursing was often caught in the middle of medicine,
social work, and other disciplines as the direct care
provider. This led me to begin studying nursing’s cul-
ture and medicine, and I wrote about the culture of
nursing and other health cultures, which were the first
writings on this subject for nurses.1

In this chapter, the culture and tribes of United
States nursing will be discussed along with the hospi-
tal culture and a few perspectives about the culture of
medicine. In addition, some glimpses of other nursing
cultures such as Australia, Great Britain, and others
will be presented to obtain a comparative nursing per-

spective. Much could be written about the early and
current culture of each, but hopefully these ideas and
others will stimulate additional studies in all health pro-
fessions. In the past decade, the cultures of nursing and
medicine have been of considerable interest with the re-
alization of the importance to know much more about
these cultures. It is, of course, well to start with one’s
own culture and know it before moving to others.

Culture of Nursing
To understand the culture of nursing, the nurse is in a
central and unique position. Figure 8.1 provides a view
of nurses’ unique role.

In the diagram, the nurse appears in the center of
many cultures. However, it is important to first under-
stand one’s own personal and professional cultures and
then to become knowledgeable about the nursing cult-
ure and other cultures. The professional nursing culture
has its patterned beliefs, values, norms, and practices
that can have a significant influence on one’s self and
others. Soon, however, the nurse realizes the influence
of the cultures of medicine, hospital (or agency culture),
and other professional cultures as the nurse interacts
with them in any typical day or night. These cultures
can not be overlooked, but need to be reflected on to
establish and maintain good interpersonal relationships
and for better client care. Each professional culture has
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Nursing
Culture

Nurses Culture

Health Agency
Cultures

Medical
Culture

Client’s
Culture

Hospital
Culture

Other
Cultures

Community Cultures

Figure 8.1
The nurse and other cultures.

different values, beliefs, and norms that guide their ac-
tions and decisions.

The idea of studying the culture of nursing in
the 1950s and 1960s was, however, unknown to most
nurses, and some nurses held it was useless and unim-
portant. They said that it had limited relevance to the
practice of nursing and that other areas were more im-
portant to study. Yet the culture of nursing became more
important as I observed, listened to, and watched many
nurses in their interaction with other nurses, physi-
cians, social workers, clients, and hospital represen-
tatives. Knowledge of these diverse cultures or subcul-
tures with identifiable norms, values, and behavior was
clearly influencing the way others responded and in
their work roles and lives. Even of greater importance
was the thought that the culture of nursing, medicine,
and other health professional cultures needed study for
their interactional influences on people. This area was
long overdue, as well as how the client’s culture was
influenced by professional cultures.

Most importantly, the long range goal to establish
ultimately a body of comparative transcultural nursing
knowledge about different nursing cultures worldwide
could bring forth some extremely useful transcultural
nursing knowledge. It could facilitate better communi-
cation, deeper understanding of people, more effective
collegial professional work, and understanding of
transcultural care practices and outcomes. What are
the cultural beliefs, values, norms, and practices of
nursing cultures worldwide? What might be some

universal cultural norms, values, and beliefs of nursing
cultures? In what ways could such knowledge be used
to advance humanistic care knowledge and practices
of nursing worldwide? A whole new area of discovery
was unknown to nurses in the mid 20th century. Of
course, nurses talked occasionally about aspects of
their cultural travel experiences earlier, but nurses’
culture values, beliefs, and practices needed to be
identified, documented, analyzed, and synthesized. It
seemed like an urgent need for the future success and
advancement of nursing.

I recall that in the early 1960s when I first began
to explore with nurses the lifeways and patterns for the
United States culture of nursing, I received some intere-
sting comments such as, “This is useless knowledge for
every nurse, is highly individualistic, and there are no
commonalities”; “How can we use such knowledge as
all situations are different in nursing and each nurse
is different?”; “There is more important and practi-
cal work to do such as giving patients medicines and
treatments”; and “You’re wasting your time studying
nurses as a culture — I don’t know what this means.”
Nonetheless, I continued to observe, interview, and talk
with nurses about their values, beliefs, and recurrent
patterns in nursing, but was also attentive to listen to
nurses from other countries. This first work led to the
paper, “Cultural Differences among Staff Members and
the Impact on Patient Care” (1968)2; then to the next
paper, “The Tribes of Nursing in the United States”
(Leininger, 1985)3; and to two creative major papers
entitled, “Grisrun and Enicidem: Two Tribes in the
Health Professions.” (Leininger, 1976).4 These stud-
ies became of great interest to nurses and especially to
see documented differences among the cultures of the
clients, nursing, and medicine with intercultural pat-
terns of variations across the United States and some
shared commonalities. These studies helped nurses to
realize the importance of studying the culture of nurses
and nursing worldwide. Based on this work, the author
has remained alert to commonalities and differences of
nursing cultures and changes that occur over time and
in different places in the world of nursing.

Reasons to Learn About
the Culture of Nursing

Why should nurses be interested in and learn about the
culture of nursing? There are several major reasons.
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First, knowledge of the culture of nursing can assist
nurses in the profession to understand some of the dom-
inant, recurrent, and patterned features of nursing. Ac-
cordingly, it can help nurses to reflect on their nursing
behaviors and gain fresh insights or perspectives about
the beliefs and practices of the nursing profession. Sec-
ond, such knowledge serves as a valuable historical
guide to reflect on changes in the nursing profession
over time and speculate about possible reasons for any
changes. Today and in the past, nurses need to real-
ize that nursing as a culture can change over time in
varying ways, or it can remain relatively stable.

Third, knowledge of the nature, beliefs, and char-
acteristics of diverse and similar cultural features of
nursing is essential to provide sensitive and understand-
ing nursing care practices. Nurses’ cultural behavior
can influence the clients. Gaining knowledge about the
culture of nursing can be enormously helpful to guide
nurses in their interactions with clients and health per-
sonnel whose personal culture values may be quite dif-
ferent from those of the nurses. In fact, the cultural
values, beliefs, and practices of medicine, social work,
pharmacy, physical therapy, and other health profes-
sions are different from those of the nursing profession
and often different from the client’s.

A fourth major reason for the nurse to understand
the culture of nursing is to appreciate differences and
similarities among nursing cultures regionally, nation-
ally, and worldwide. Such knowledge is invaluable to
help nurses realize that not all nursing cultures are
alike. Such transcultural nursing knowledge has been
helpful to nurses traveling and working in many dif-
ferent places in the world such as in Europe, Korea,
China, Japan, Australia, the Middle East, and Papua
New Guinea. Nurses often experience cultural shock
when they discover that their own values, norms, and
standards may be very different from those of other
nursing groups in the world. From current transcul-
tural nursing findings, there is evidence of more di-
versity than similarities among nurses and nursing cul-
tures worldwide.5 Yet, amid these diversities are always
some commonalties. Hence, it is imperative for nurses
to learn about differences and similarities among nurs-
ing cultures in the world to serve clients effectively and
to work well with other nurses. Tolerance and flexibil-
ity is essential today for nurses to meet such cultural
differences. An appreciation of the cultural history and
diverse factors that have influenced nursing cultures

helps the nurse to understand specific differences and
similarities among professional nurses. Indeed, knowl-
edge of cultures has become essential today for nurses
to function with people in any culture and society and
to remain effective. For without such knowledge and
awareness, nurses can encounter a host of intercultural
problems and stresses without understanding why these
stresses occur and how to take appropriate actions.

Fifth, knowledge of one’s own nursing culture and
those of others in the world can stimulate nurses to pur-
sue comparative research on diverse cultures transcul-
turally. Discovering comparative features and specu-
lating about the reasons for differences and similarities
can lead to many new insights to guide professional
nursing practices and thinking.

Amid the transcultural diversities, the author pre-
dicts that there are probably some universally shared,
cultural nursing values that characterize the nature,
essence, and dominant attributes of nursing as a pro-
fession and discipline. The commonalities or universal
culture of nursing, however, has yet to be discovered.
As transcultural nurses and others pursue this goal, it
may be a rich discovery. If established, this could pro-
vide valuable knowledge to nurse scholars and students
for educational practice and research. The author pre-
dicts that this goal will not be reached until well into
the 21st century after studying many nursing cultures
worldwide and within a past and present perspective.

Definition of Culture and
Subculture of Nursing

Culture of nursing refers to the learned and transmit-
ted lifeways, values, symbols, patterns, and normative
practices of members of the nursing profession of a
particular society. In contrast, a subculture of nursing
refers to a subgroup of nurses who show distinctive
values and lifeways that differ from the dominant or
mainstream culture of nursing.6,7 Cultures and subcul-
tures are dynamic and abstracted entities that tend to
change over time in different ways; however, they also
have patterns and general characteristics that provide
distinct stable features over time. It is the stability or
constancy of cultures over time that help nurses to know
and understand people.

Cultures also have ideal and manifest features that
are usually recognizable and can be studied and trans-
mitted to others. An ideal culture refers to attributes
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that are the most desired and preferred or the wished
for values and norms of a group, whereas manifest cul-
ture refers to what actually exists and is identifiable in
the day-to-day world such as patterns, values, lifestyle
patterns, and expressions.8 For example, nurses may
ideally say that they value and respect elderly people
in a nursing home and that the elderly get “good nursing
care.” This ideal philosophy and image of “good nurs-
ing care” may not always be manifest or what actually
exists as a reality. The manifest cultural reality is that
elderly clients may receive rather inadequate or even
negligent nursing care and may not always be respected
by nurses. Noticeable differences may exist between
the ideal and the manifest culture of any group and es-
pecially within the culture of nursing. Furthermore, the
emic or the insider’s expressions and patterns of a cul-
ture may be limitedly known by its members, whereas
the etic or outsider’s views or public knowledge about
a culture may be well known and described by oth-
ers. These definitions are important to guide nurses
in their pursuit of identifying and understanding the
culture of nursing and medicine and other cultures or
subcultures.

Identifying the Culture(s) of
Nursing

In the process of studying the culture of nursing in the
United States, the author recalls several experiences
that helped her to learn about the culture. For example,
in the early 1960s the author was attending a national
nursing convention in Chicago. As she entered the ho-
tel, she said to the hotel receptionist, “Could you tell
me where the nurses are meeting?” The two female re-
ceptionists quickly replied, “Yes, there are nurses here.”
They gave the author directions to the convention room.
As the author walked to the convention room with the
receptionist, the latter kept talking about nurses and
how well she knew them. The author asked, “Could
you describe more about how you know nurses and
how they differ from other professional groups that
come here for conventions?” She replied, “Well, nurses
are quite different in that they tend to stay together in
a group, talk about hospital, school work, and physi-
cians. They generally wear similarly styled clothes.”
She continued, “They are friendly and eager to help oth-
ers, but they are not too assertive or politically astute.
Nurses tend to be silent, are generally passive, kind,

and do what is expected of them as nurses. They do not
seem to have any power to deal with those doctors in our
city hospital.” She then told about her hospital experi-
ences with nurses and said, “When I was hospitalized,
nurses were very busy persons and hard workers. They
always seemed to be doing things for the doctor and
sometimes less for some patients and other nurses.”
She told how in 1964 nurses were attentive to fulfill
physicians’ requests and that nurses “strictly follow
doctors’ orders.” This American lay citizen’s views in-
dicated that she knew about the culture of nursing as
an outsider to the profession. The author was amazed
how much she knew about nurses and could describe
the culture of nursing with her image. These accounts
and others reinforced the author’s desire to discover the
culture of nurses nationally and to study nurses across
the United States and in other countries.

In identifying the culture(s) of nursing, the re-
searcher searched for the patterns, rules (norms), and
values of nurses within the general culture and society
such as the American culture with its dominant fea-
tures. The culture of nursing within the society with
their special features that make them different from
those of the rest of society was the challenge. Most
assuredly, the norms, values, and action modes of the
larger society and of other cultures also could influ-
ence the culture of nursing. Identifying any commonly
shared values and beliefs among nurses is helpful, but
one should remain attentive to areas of diversities.

An important consideration in identifying a culture
of nursing is to study the past and present history of nur-
sing in which patterns and values of nursing can be ide-
ntified and abstracted with specific examples. The cul-
tural history is extremely important because it provides
specific facts and patterns that help to establish the cred-
ibility of the culture of nursing over time. The study of
images of nursing is another way to discover aspects
of nursing culture, which will be highlighted next.

Historical Images of Nursing from
the Kalischs’ Research

During the past several decades two American
historians have systematically and extensively studied
American nursing using historical documents, audiovi-
sual media, and other data. These outstanding scholarly
leaders are Philip and Beatrice Kalisch, who have de-
voted almost a lifetime to studying images of American
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nurses. They are well known for their detailed and
rigorous work on the past and changing image of
nursing from the days of Florence Nightingale until
the present.9 Their mass media image data have in-
cluded the printed media (200 novels; 143 magazine
short stories, poems, and articles; and 20,000 news-
paper clippings), as well as newer nonprint media
(204 motion pictures, 122 radio programs, and 320
television episodes).10 Since this research work they
have continued to study general changes in the im-
age of nursing. The author has known these scholars
over several decades and has seen their creative, de-
tailed, and systematic work on nursing images. Indeed,
the Kalischs’ many publications have provided some
of the most substantive, scholarly, and rigorous doc-
umentation of nursing knowledge from the images of
American nurses and the nursing profession.11,12

In the Kalischs’ historical research on the image
of nursing, they identified six images of nursing. While
these images are not the culture of nursing per se, they
provide meaningful data to support some features of
the American culture of nursing. They are presented to
provide knowledge and special insights about the im-
ages of nursing as another perspective of the author’s
focus on the culture of nursing from transcultural nurs-
ing and anthropological viewpoints. The research is
included here as it is scholarly and valuable for nurses
to understand and appreciate the evolutionary images
of nursing over time.

The first image identified by the Kalischs is the
Angel of Nursing, in which the nurse is portrayed as
“noble, moral, religious, virginal, ritualistic, and self-
sacrificing.”13 This image prevailed from 1914 to 1919
and concluded with World War I when nurses were
viewed as heroic and noble. While it was held that
Florence Nightingale reflected this image, she also
showed other features such as her noteworthy lead-
ership, altruism, and direct efforts to make nursing a
respected profession.

The Kalischs’ second image, called Girl Friday,
prevailed as an image from 1920 to 1929. The nurse
was portrayed as “subservient, cooperative, method-
ological, dedicated, modest, and loyal.”14 This image
showed the nurse as a handmaiden and revealed some
decline in nursing educational standards resulting from
the proliferation of hospitals with nursing students be-
ing exploited to staff hospitals under poor working con-
ditions and receiving no salary.

The third media image was called The Heroine,
which covered 1930 to 1945. This image portrayed the
nurse as “brave, rational, dedicated, decisive, humanis-
tic, and autonomous.”15 The Kalischs drew heavily on
the biographies of Edith Cavell, Florence Nightingale,
and Sister Kenney to reveal this image.

The fourth image portrayed the nurse as a mater-
nal, sympathetic, passive, and domestic person, called
the Mother Image, from 1945 to 1965. In this period it
was believed that married women nurses should be in
the home and function as dutiful and conscientious lay
mothers rather than as professional working people.

The fifth image was the most negative, in which
the nurse was viewed as a Sex Object, who was “a
sensual romantic, hedonistic, frivolous, irresponsible,
promiscuous individual.”16 This sexy image was seen
recently as in television programs such as M*A*S*H
and Trapper John. This image failed to portray nurses
as professionals or intellectually self-directed persons.

The Kalischs’ sixth image was The Careerist (after
1965 to mid 1980s), which they described as “an intelli-
gent, logical, progressive, sophisticated, empathic, and
assertive woman who is committed to attaining higher
and higher standards of health care.”17 These six images
discovered by the Kalischs’ provide some valuable im-
age characteristics of nurses obtained largely through
the mass media in specific historical periods from 1920
to the mid 1980s.

The American Culture of Nursing:
Early (1940–1974) and Recent
(1975–2000) Eras

Realizing that the nursing profession had not been stud-
ied as a culture, it was necessary to study this area of
the nursing profession. From a transcultural nursing
and anthropological perspective, the author conducted
research by examining major past and recent periods in
nursing using ethnonursing and ethnographic methods.
The author focused on two major contemporary peri-
ods of nursing, namely, the Early (1940–1974) and
the Recent (1975–2000) Eras of the nursing culture
(Table 8.1). Data for these findings drew on the author’s
continuous and active, lived-through personal experi-
ences of nearly 50 years using the research methods
cited. With the ethnonursing method, extensive obser-
vations and participant experiences along with inter-
views of many key and general informants provided a
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Table 8.1 Dominant Comparative Patterns of the United States Culture of Nursing

Early Era (1940–1974)

1. Caring for patients with interpersonal skills and
commitment.

2. Other-care practices based on altruism, self-sacrifice
and vocation calling with professional
responsibilities.

3. Professional dedication to work (overworked,
underpaid, worked long hours) and “was responsible.”

4. Limited material supplies and equipment
(improvisation to give care).

5. Interdependence among nurses for comprehensive or
total care.

6. Deferent and compliant to authority except for strong
nursing leaders.

7. Politically passive, but strong leaders used diverse
management strategies.

8. Male dominance and patriarchal systems (nurses as
handmaidens to physicians).

9. Limited competition among nurses (get along and
work together), males and females.

10. Relationship ties tested over time.
11. Innovative leadership ideas with practice

breakthroughs and limited grant funds.
12. Recognition of a few highly respected and true

scholars.

Recent Era (1975–2000)

1. Serving clients by relying mainly on high-tech skills and
efficiency modes.

2. Self-care practices of clients to alleviate mainly
psychophysical stresses with “symptom management.”

3. Self-gains and interests with better pay, shorter hours and
financial gains for professional and personal gains.

4. Modern, high-tech equipment, a lot of materials and
supplies (very limited improvisation) for client care.

5. Independence and some autonomy of nurses for primary
care, but less with managed care.

6. Competition with authority and limited deference and
compliance.

7. Politically active with open and direct confrontations and
“female empowerment.”

8. Pursuit of equal sex rights with rise in feminism and
women’s issues and rights.

9. Increased nurse competition with female status seekers,
assertiveness and jealousy. Male nurses asserting their
rights.

10. Sociopolitical ties and alliances.
11. “Bandwagon” leadership patterns in competing for grants

and awards.
12. Recognition of mainly sociopolitical leaders,

self-promoting goals, and pseudo-scholars evident.

lot of rich data to identify and substantiate the dominant
features of the culture of American nursing.18–20 The
data analysis went beyond nursing images to broad per-
spectives and abstractions about the culture of Amer-
ican nurses over the past 50 years. The ethononurs-
ing method, drawing on emic (insider’s) and an etic
(outsider’s) data, was especially rich to abstract and
substantiate comparative data of differences in nurses’
values, beliefs, and practices over the two periods.

Dominant Comparative Core
Features of the American
Culture of Nursing

The past and present cultural eras were identified to
show mainly dominant themes and contrasts in values,
beliefs, and practices from an earlier to the recent day

culture. In fact, all nurse informants used the terms
“early” and “recent” to describe the periods in nursing.
For example, one nurse said, “In the earlier days we
would never do that, but today we do.” Table 8.1 pro-
vides a comparison of dominant themes based on pat-
terns to capture the culture of American nursing over
the two eras. By studying these dominant patterns, the
nurse learns about general features that characterize
the culture of nursing that can be helpful as the nurse
works with nurses from the different nursing eras. Such
comparative data gives changing patterns of the pro-
fessional nurse over several decades. There is no intent
to offer evaluative judgments about what is “good” or
“bad” within each era, but rather it is a means to share
knowledge of past and present eras of the American
culture of nursing. Most importantly, there is no intent
to stereotype but rather to identify common themes or
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patterns in each cultural era. Of course, not all nurses
as individual themes rigidly characterize the era, but
there remain general patterns abstracted from the data
over time.

In the Early Era, the culture of nursing showed a
commitment in common and recurrent sayings, that is,
“I gave good care, total care, and comprehensive care
whether in the home or in the hospital.” Nurses had a
deep sense of pride and commitment to provide com-
prehensive and total care to patients. In the early 1940s
to the 1960s private duty nursing was widespread, and
nurses were frequently employed to give private duty
care to patients in a home context, and a few nurses were
on private duty while caring for patients in the hospi-
tal. The author remembers that in 1948 she was often
called to do private duty nursing in home and hospi-
tal settings. She developed close relationships with the
families and was often referred to by the family as “our
positive feedback from the client’s family about their
nursing care practices.” Nurse informants offered many
stories and narratives about their direct nursing care ex-
periences with patients and how satisfying it was “to
give total care.” Nurses knew all “their patients” and
often spent time with them in their home or room.

Nurses in the Early Era showed many signs of be-
ing self-sacrificing for others. They would often sac-
rifice personal gains or interest for the “good of the
patient” or for “the good of nursing.” Such behavior fit
with nursing as a vocational and religious calling and
for the professional commitment to serve others. Some
nurses held it was part of their religious beliefs to serve
God by serving others who needed help. Giving the best
care possible was being a competent, dedicated, and re-
sponsible professional nurse. Unquestionably, nurses
in this era were underpaid and overworked.

In the Early Era, some very outstanding nurse lead-
ers showed autonomy and strong leadership in their de-
cision making and in being responsible for professional
actions and goals. A number of these leaders were clear
about what should or ought to be done to become a
professional nurse. These leaders were excellent ex-
emplars to help nurses see a strong and active leader in
action. Many of these nurse leaders held top positions
in schools of nursing. Leaders of this era valued per-
sonalized care of patients, but also sound education for
nurses to become professional nurses. Young nurses
were greatly inspired by these strong nursing leaders

who could handle difficult situations. Moreover, many
of these leaders were quite effective in handling male
physicians with their oppressive dominance and au-
thoritative ways. Indeed, there were many physicians
who were unreasonable, pompous, and authoritative
over patients and staff, and even tried to run schools of
nursing. However, many strong and effective nursing
leaders maintained their roles and seldom let physi-
cians rule over them. They demonstrated how nurses
could maintain their rights with male administrators
and outsmart them in female-male situations. A few
male nursing administrators were among these nurse
leaders, but the majority were females. The male lead-
ers were more readily accepted than females and even
today. Being assertive and autonomous were not uni-
versal features of all nurse leaders in this Early Era of
the culture of nursing.

In contrasting the Early Era with the Recent Era,
one finds that nurses since 1975 have been known as ac-
tive doers to and with clients. Since 1975 nurses have
been known as “high tech” and “low touch” nurses.
Most nurses are technologically competent and con-
fident of their technical skills, especially in acute care
settings. Nurses keep busy administering many medica-
tions and giving high-tech treatment, fulfilling physic-
ians’ orders, and meeting normal hospital expectations.
The hospital is where nearly 80% of all American
nurses work today.21 Amid nursing practitioners are
clinical specialists who have been prepared through
graduate master-degree nursing programs. These
nurses are generally known for their clinical compe-
tencies and leadership to manage client care symp-
toms. Most are generally knowledgeable about the use
of modern electronic or computerized equipment that
pervades most modern hospitals and emergency clin-
ics in the United States. Most clinical nurse specialists
are grounded in physiological nursing and are intrigued
with high technologies and their efficacious uses in dif-
ferent treatment modalities. Nurses who work in criti-
cal care nursing units have many opportunities to learn
high-tech skills and managed care. The ability of nurses
to function in high-tech emergency and critical care
units with a focus on physiological and medical treat-
ment regimes is clearly evident today.

Since the early 1990s nurses are functioning in
“managed” care hospitals and some in community setti-
ngs. Physiological assessment skills and competencies
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in handling high-tech equipment are evident with man-
aged care and are used to get clients out of the hospitals
as soon as possible. While these nurses are competent in
medical-technological areas, few are prepared in cul-
tural nursing and still fewer have had preparation in
transcultural nursing. Family nurse and primary care
practitioners are evident. The current trend in primary
nursing is difficult until nurses become knowledgeable
about culturalogical care needs of the diverse cultures.

These primary and clinical specialists with high-
tech skills are known for their efficiency and ability to
manage symptoms and hospital situations, but they are
few in number. The “cult of efficiency” and high-tech
competencies characterize the acute care settings in
which hospital specialists work and monitor machines.
The era of high technology prevails in the present cul-
ture of nursing, and nurses can manage diverse technol-
ogies and new equipment in very modern technological
hospitals in the United States and the world. Life-and-
death situations are often contingent on the competen-
cies of critical care, high-tech nurses. Many of these
high-tech nurses experience “burn out” in hospitals be-
cause of such intense monitoring of acutely ill clients
with high-tech, complex equipment, and this leads to an
acute shortage of nurses. Providing culturally compe-
tent care is not an area of competence for most of these
nurse specialists or symptom-management nurses.

During the 1960s an emphasis on discovering hu-
man caring knowledge and action modes was initiated
by the author and slowly captured the interest of a cadre
of care scholars. I held that care was the essence and
central and dominant domain of nursing.22,23 To be a
discipline nursing needed a substantive knowledge do-
main to explain nursing and as a basis for actions and
decisions. The absence of care scholars in academia
and clinical areas made it difficult to redirect nursing
into caring from their heavy focus on medical ideolo-
gies, symptoms, and diseases. The author and a small
cadre of nurse scholars took a definitive stand to study
human caring and study care phenomenon.24–26 The
Transcultural Nursing Society, the National Care Con-
ference Group, and the International Association of
Human Caring were the major organizations to sup-
port the study of humanistic and scientific care in nurs-
ing since the mid 1970s. Still today, too few nurses
value and use caring research theory and knowledge
in clinical practices. While the words of care and car-

ing are used today with practitioners of nursing care,
constructs such as comfort, compassion, presence, nur-
turance, and others are not explicitly used.

Another trend characterizing the culture of nursing
in the Recent Era has been an emphasis on self-care ide-
ology, theory, and practices. This trend began in the mid
1970s with Dorothea Orem’s self-care theory.27 Self-
care is largely an Anglo-American middle- and upper-
class philosophy and practice mode. It has been used by
Anglo-American nurses who value self-reliance and in-
dependence. Orem’s theory emphasized nurses provid-
ing self-care where “self-care deficits” could be identi-
fied. This deficit need was largely of a psychophysical
nature, and high-tech nurses rely on patients to be self-
care managers. The knowledge of many self-care nurse
advocates in using transcultural nursing perspectives
of cultural differences is very limited. The absence
of such culture care knowledge has raised problems
using self-care practices with cultural groups where
it does not fit.28 The author’s research and that of
others in transcultural nursing has revealed problems
with the use of the self-care theory and practices when
other-care expectations and beliefs are dominant in sev-
eral cultures.29 Resistance from non–Anglo-American
clients has been identified by transcultural nurses be-
cause self-care ideology leads to conflict with the cul-
tural norms and values of people who rely upon other-
care practices and not self-care beliefs and practices.

Still another area of contrast between the Early and
Recent Eras in the culture of nursing is that nurses of
the latter era tend to be centered more on their self-
interests and economic gains than on professional val-
ues of being fully dedicated and committed to nursing.
The nurses’ self-interests and gains have often been an
important means to improve the economic professional
image and status of nursing. Better salaries and more fa-
vorable working conditions are firmly upheld by many
nurses today. Self-interests, status, and gains have led
some female nurses to pursue top executive positions
to advance their personal and professional interests.
Most importantly, female nurses are seeking compara-
ble pay for comparable worth positions that have been
traditionally held by males in many societies. It is en-
couraging to see female and male nurses advancing
themselves with advanced master’s and doctoral nurs-
ing education and certification. They are seeking new
positions in nursing, as well as honors and recognition.
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Thus a focus on autonomy, self-gains, assertive be-
havior, empowerment of women, and achieving top
professional and corporate positions are helping to
make American nurses visible and publicly recognized.
This trend has been a major pattern in the new era of
American nursing, especially during the past two
decades. Struggles remain, however, for female nurses
to get and retain top positions because of budget cuts,
recessions, and competition with males for such po-
sitions. The current catchwords or metaphors of “cut
backs,” “economic crunches,” “the bottom line is cost
reduction,” and an emphasis on “managed care” all
have symbolic meaning of continued struggles and of
changing economic and sociocultural conditions for
nurses at the present time. A critical issue is the cur-
rent shortage of nurses as the older generation retires
or leaves nursing. Managed care has lead some nurses
to leave nursing. Interprofessional competition was ev-
ident in the mid 1990s with nurse leaders and consul-
tants being released from some of the high-salaried
positions for other male executives. Master’s or doc-
torate prepared nurses were also released because of
budget cut backs and other reasons. This recent trend
of dismissing or laying-off female nurses remains of
concern, as their expertise is much needed in all health
systems but especially in corporate organizational cul-
tures. A few American female nurses have broken the
glass ceiling with some valiant efforts. Thus, the self-
gain, self-interest, and seeking of top positions are im-
portant and contrast with nurses of the past era whose
interests were different. In fact, self-interests and gains
in the past era were largely a cultural taboo or viewed
almost as counter to being a professional nurse. Let us
look at more comparative, specific culture of nursing
values, beliefs, and practices in the two eras (Table 8.1).

Authority Relationships
and Female Rights

In the Early Era of nursing most nurses were socialized
to be deferent to and respectful of those in authority.
Nurses were generally taught to yield to male physi-
cians, hospital administrators, presidents, religious
leaders, and others in authority roles.30,31 Males were
in authority roles. Male physicians were viewed as
knowing what was best for women, especially nurses.
Physicians held almost complete power to enforce their

authoritarian roles in hospitals, clinics, and university
medical systems. They controlled the clinical and hos-
pital settings and wanted to control nurses and nursing
education. However, the strong female nurse leaders
discussed earlier knew how to handle most of these
hegemonic male leaders. In fact, some nurse leaders
were quite clever in getting what they needed, often
indirectly so as to not unduly threaten or make male
physicians and hospital administrators too defensive.
Some nurses listened to males, but remained firm and
authoritative at the appropriate times. Nursing leader-
ship successes included holding male leaders “in their
places” in hospitals and preventing physicians from
taking over schools of nursing, which was quite a feat
in the Early Era. The author and many other nurses
witnessed these attempted power and control takeovers
by male physicians in many situations, but succeeded
to hold their stance during the Early Era of nursing
culture.32,33

Political nursing was not a topic for discussion in
the Early Era, nor were ideas published until the author
introduced one of the first articles in nursing written
on political nursing in the mid 1960s and published
in the 1970s.34 Since then, political aspects of nurs-
ing are now a dominant and frequent topic in hospitals
and schools of nursing in the current era. Unquestion-
ably, female political strategies were clearly needed for
survival and for the full development of nursing as a
profession and discipline amid male medical and soci-
etal dominance. Interestingly, most of the strong and
successful political administrative nurse leaders who
made pathways for future nursing leaders never relin-
quished their goals to achieve what was believed best
for the profession. These female leaders of the Early
Era could be viewed as exemplary role models, as many
were quite skilled politically at handling male issues,
retaining their administrative positions, and keeping
schools of nursing going despite major hurdles. Un-
published creative management strategies and uncanny
leadership skills were important to establish a number
of significant directions in nursing education and ser-
vice. Some of our strongest nurse leaders of the past
and current eras should be studied with oral and writ-
ten histories to discover more fully how female leaders
have succeeded in highly patriarchal and political sys-
tems since the 1940s in the United States and also in
other places in the world.
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The feminist movement in nursing was an out-
growth of biases, discriminatory acts, and oppression
by male leaders in health care systems and other organi-
zations. Female leaders made their concerns known and
took steps to alleviate problems that had greatly limited
nursing achievements and progress. Most assuredly,
cultural values, norms, and organizational practices had
to be changed in most situations to help nurse leaders
to be heard, recognized, valued, and respected in health
care systems. The author, then dean of the School of
Nursing at the University of Washington in the late
1960s and early 1970s, recalls how very difficult it
was to raise the salaries of nursing faculty and female
deans and to establish the first departmental structures
in nursing schools in the United States because of male
physicians and administrative leaders trying to control
nursing. It was clear across the United States (prior to
1970) that female professions and schools had lower
salaries, and yet some nurses had more education, ex-
pertise, and experiences than their male counterparts.
Slowly, salary and power inequities began to change,
but often only after legal suits and persistent nursing
actions. It was not until the early 1980s that nursing
salaries began to increase in the United States.35

Today, equal rights and respect for women nurses
are gradually being acknowledged by other health dis-
ciplines and in the public sector. Valuing nurses’ expe-
riences, skills, and creative contributions remains im-
portant and is a frequent topic for discussion by nurses
in the United States and in many places in the world
where nurses’ rights and work merit equal attention
with males’. There are female nurses today who strug-
gle to obtain favorable salaries, working conditions,
employment benefits, and basic institutional recogni-
tion. There are also some cultures in the world where
women are well respected, have equal rights, and can
make decisions in domestic and public arenas. Tran-
scultural nursing research has helped nurses to expand
their database of these realities and to pursue compar-
ative cultural knowledge and experiences, especially
related to gender roles in Western and non-Western
cultures. This remains critical as transcultural nursing
becomes in great demand in this 21st century.

In the Early Era in the United States there was no
question that nurses were overworked and underpaid.
The author remembers that her beginning staff-nurse
salary in 1948 was $5000 per year. Through the ac-

tive political and economic leadership of the American
Nurses Association, the National League for Nursing,
American College of Nursing, and other organizations,
better salaries and other benefits have been forthcom-
ing to staff nurses, administrators, faculty, and others
in nursing. This active stance has also contributed to
a better working environment for nurses. In 1999 the
beginning staff-nurse salary in large science centers or
hospitals was reported to be near $60,000, and clinical
specialists and primary nurse practitioners with mas-
ter’s and doctoral degrees in nursing earned close to
$65,000 to $85,000 in the United States, but in the rural
areas salaries are much lower.36 These are noteworthy
changes affecting the image, worth, respect, and sta-
tus of professional nurses in the United States. These
cultural changes sharply contrast with the Early Era in
which nurses seldom complained about their salaries,
took limited political action to change their economic
status, and often accepted what they were given. To-
day, nurses are taught to become politically active and
use empowerment strategies to negotiate and bargain
for ways to improve their salaries, employment rights,
and work environment. Some noteworthy strides are
evident.

One would be remiss not to identify that in the
Early Era many American hospitals and schools of nur-
sing had working conditions for nurses that were often
undesirable. Nurses usually had very limited or unde-
sirable space to do their work in clinical and academic
facilities. They not only had limited space to prepare
medications but also limited space for staff conferences
and in-service meetings within the hospital. Schools
of nursing often had to use buildings undesired by
medicine or other disciplines, until federal monies were
obtained by the courageous nurse leaders of the era.
By the mid 1970s, United States hospitals and several
schools of nursing had comfortable modern conference
rooms, well-lighted nurses stations, teaching facilities,
and other conveniences with federal funds. Working
conditions and salaries have gradually improved
largely as a result of action by the American Nurses
Association and the American Colleges of Nursing
while improving morale and the self-esteem of nurses.

In the Early Era, hospital staff nurses were often
exploited by working many additional hours with low
salaries. Nursing students were also exploited as they
were expected to provide major nursing services to
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hospitals with no or very limited pay and sometimes
with limited faculty guidance. Many hospitals were
largely maintained by nursing students (3 year, non-
degree) in which students provided direct patient care
without pay. This exploitation of hospital nursing stu-
dents continued in the United States until nursing edu-
cation programs moved into institutions of higher ed-
ucation, that is, colleges and universities. When this
occurred, nursing students became learners with edu-
cational opportunities comparable with other university
students on campus. Today, the apprenticeship role of
nursing students in hospitals has nearly disappeared in
the United States and nursing. Students are valuing uni-
versity preparation with livable salaries on graduation.

Political Power and Politics
As indicated earlier, one of the major contrasts be-
tween the Early Era and today is that many nurses to-
day have become politically active and informed about
political power and politics. Some professional nurses
have become politicians and know how to confront po-
litical leaders, legislators, and other politicians about
their health and nursing platforms and issues. Many
nursing students are politically active in nursing af-
fairs through nursing organizations such as the National
Student Nurses Association, the Transcultural Nurs-
ing Society, and the American Nurses Association. A
few registered nurses are holding legislative and key
government positions in the United States. These are
noteworthy cultural changes from the Early Era and
in sharp contrast with the Early Era when most nurses
were politically inactive.

In the Early Era, politics, religion, and sex were
generally three cultural taboo areas in nursing seldom
discussed in the pre-1960 era. As the first full-time
President of the American Association of Deans of
Colleges of Nursing from 1970 to 1978 I led a group
of deans to the Office of Budget Management in
Washington, D.C., to let government officials know of
nursing’s critical need for capitation funds for schools
of nursing. This event became known as the “First
March of Deans on Capital Hill.” It was successful and
led to nursing schools receiving capitation funds to sup-
port nursing education. At that landmark meeting with
government leaders, the deans learned about the politi-
cians’ views and images of nurses as “pillow fluffers”

in their direct care giving and managing of client care.
Such shocking gaps of knowledge by top governmental
officials about nurses in service and education awak-
ened deans and faculty of schools of nursing to the
importance of becoming politically active. Today, fac-
ulty teach about politics and benefits of political action
in nursing service, in education, and in communities.

There are also a number of nurse lawyers function-
ing in top leadership positions in nursing associations
and educational systems, which has helped change the
culture of nursing to advance political, professional,
economic, and legal skills of nurses. Transcultural com-
parative political and legal knowledge in Western and
non-Western cultures continues to be discovered, but
much work lies ahead in this new era.

Still today, there are far too few males in nurs-
ing (about 9%), even though one of the first schools
of nursing in the United States was for men on the
East Coast. Male nurses also have their struggles in
nursing with the dominance of female nurses. Some
females feared earlier that males would dominate the
nursing profession, but this did not occur. Recently,
male nurses have become organized with a national
association that encourages discussion of “male con-
cerns including male abuses” and other political and
professional issues that are influencing their roles and
rights, especially with strong nurse feminists or others.
It is reasonable to predict that cultural backlash with
legal suits by male nurses in the future will occur as
male nurses seek ways to protect their rights within
the largely female profession. Thus gender issues in
nursing are evident with role changes in the American
culture of nursing.

Competition and the Culture
of Nursing

Another comparative feature noted in Table 8.1 has
been the cultural value of competition. While competi-
tion for human and physical resources has always ex-
isted among nurses in service and education arenas, to-
day there is more open and active competition among
American nurses and colleagues for scarce resources
in relation to perceived needs. Competitive behavior
among nurse administrators and educators is expressed
through direct confrontation, managing resources, and
group alignments. Negative gossip and putting nurses
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out of favor to get control of something or a position
generally requires competitive moves and social al-
liances. Presently, there is a strong desire for nurses
to be socially recognized among female peers and oth-
ers to gain prestigious awards or to gain access to top
positions within and outside of nursing. While some
degree of competition is usually healthy and expected
among human beings, sometimes female nursing com-
petition becomes destructive, demeaning, unnecessary,
and unethical. This concern has been more covert and
limitedly discussed among female nurses. Statements
are made such as, “Nurses are their own worst ene-
mies”; “You can never trust your best nurse friend when
it comes to what some nurses will do to get what they
want”; “You scratch my back and I’ll scratch yours”;
and “You got to fight for your rights to survive among
female nurses.” Female jealousy and the need for pub-
lic and peer recognition are major professional issues
that merit attention. It is of deep concern that some of
our most outstanding and true nurse scholars, leaders,
educators, clinicians, and administrators often do not
get recognized, promoted, or rewarded. A strange norm
exists in nursing to give recognition to unqualified or
less capable nurses, including minorities, when social
ties keep them out. This trend appears related to female
competitions, female jealousies, and close sociopoliti-
cal ties among female nurses whom they wish to mainly
recognize and support. In the United States culture of
nursing more attention needs to be given to truly out-
standing scholars and leaders in nursing who are mak-
ing substantial breakthrough contributions to nursing
and worldwide, but who are limitedly recognized.

It is interesting that competition among United
States nurses in the present era appears related to
nurses establishing strong sociopolitical ties with other
women whom they view as influential friends and pow-
erful advocates to gain status, recognition, or positions
in highly desired professional roles. Nurses in key po-
sitions often bring their next closest friend into a re-
lated position within the same agency, hospital, or aca-
demic institution so that social and political alliances
can be found, especially in the perceived prestigious
American Academy of Nursing. From several nurse
observers, nurses are often sponsored by and voted in
through their social friends who have done favors or
promoted them in the past. This further increases so-
cial and political alliances and decreases opportunities

to get outstanding nurses in the organization. Hence,
some of the most scholarly and outstanding nurse lead-
ers may not be in the Academy or in the sociopoliti-
cal Institute of Medicine. Likewise, scholarly nurses
may not be in Sigma Theta Tau awards because they
have no social or political nurses to sponsor them. As
a consequence, some nondistinguished scholars and
sociopolitical competitive leaders become evident in
these nursing organizations. Minorities are sought to
increase the numbers of minorities in nursing associ-
ations; some of these nurses may or may not be out-
standing, but rather “token members” to increase the
representation of minorities in the organization. Such
issues prevail with challenges to recognize such dy-
namic factors in the culture of nursing in establishing
desired norms and images.

In the Early Era of nursing, there were a num-
ber of outstanding and distinctive nurse leaders who
had achieved their status as unique leaders with pat-
terned and established contributions over time. These
leaders were recognized and respected for having ad-
vanced nursing in unique ways such as Lillian Wald,
Lavinia Dock, Isabel Hampton Robb, and Mary Brew-
ster. These leaders were well known because of their
unique leadership ability to make substantive and note-
worthy contributions to nursing. In the culture of nurs-
ing and from an anthropological perspective, these
were the achieved leaders, whereas today there are
some leaders who are proclaimed or ascribed leaders
by virtue of the sociopolitical position of friendship
ties. Thus our most outstanding breakthrough schol-
ars and leaders in nursing are essential to advance the
discipline and profession of nursing.

Finally, there is also a tendency of American nurses
and those in other places not to recognize outstand-
ing leaders or scholars until they are dead. This may
be related to female jealousy or to avoiding prob-
lems with outstanding or controversial leaders. Some of
these late-recognized deceased leaders are among the
most outstanding, successful, and provocative leaders
in nursing who were great risk-takers and willing to
fight for nursing goals.

Unquestionably, USA nurses have long valued
higher education as a means to help nurses gain knowl-
edge and skills to become competent in their profes-
sion. There have been some highly invocative, talented,
and creative USA nurses who have been innovators in
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nursing education and services for many decades and
have influenced nursing worldwide. Many of these out-
standing leaders need to be fully recognized in their
homelands and worldwide. Sometimes, these nurses
may not be recognized as a “prophet in one’s home-
land” or in USA culture, but are well known and re-
spected in other countries for their outstanding lead-
ership in education and research and for promoting
worldwide advances in nursing.

Glimpses from Other Cultures
of Nursing

It has been of great interest for the author to be a part-
icipant-observer with nurses in other countries as they
share their views and knowledge about their nursing
cultures. Some overseas nurses were quick to compare
“American” nursing with their own cultural values and
action modes. In the author’s extensive studies and trav-
els, there is the view that American nurses are friendly
and the innovative leaders in the world of nursing. How-
ever, some nurses contend that American nurses are a
bit too ethnocentric and fail to value nurses’ contribu-
tions in other countries. Generally, nurses from other
countries are highly laudatory of USA nurses because
of their willingness to educate and share information
and because of their generosity and willingness to help
nurses in other countries. Nurses from other countries
expect USA nurses to be prepared in transcultural nurs-
ing in their homeland, before trying to establish educa-
tional contracts, visits, or exchanges. They also hope
USA nurses will learn to speak different languages, es-
pecially that of the culture in which they will be visiting
or working, so that they can better understand the new
cultures. Most overseas nurses have been quick to see
the importance of transcultural nursing and culture care
and are eager to have shared experiences. They ques-
tion why many USA nurse leaders fail to get prepared
in transcultural nursing, but students eagerly study the
field.

Australian Culture of Nursing
Probably the greatest challenge for Australian nurses
and other nurses worldwide is to realize that there
are cultural differences and some similarities among
nurses in the world that must be studied and fully rec-

ognized. It is the cultural diversities that can stimulate
nurses’ thinking; and it is the commonalities that help
to link nurses together in areas of mutual interest. At the
present time, the diversities appear more evident world-
wide. The author has discovered in her several visits to
Australia that Australian nurses tend to act indepen-
dently and speak frankly about outsiders. They seem
to feel confident about “what is best, or right” about cer-
tain issues. Australian nurses are comfortable speaking
out, confronting, and challenging other nurse leaders
and generally in a frank and direct manner. It is of spe-
cial interest that Australian nurses tend to cut down
figuratively what they call a “tall poppy” or a nurse
leader who moves too fast in leadership or becomes
too pompous in attempting to move into certain presti-
gious positions or roles.37 Australian nurses know how
to “cut off the stem of the tall and wild poppy” to sym-
bolically curtail the growth of a leader or a “wild nurse.”
There is a covert cultural practice in Australia to reduce
a nurse’s pompous leadership when it appears to be get-
ting out of hand. In so doing, it puts the nurse back into
an egalitarian status with other Australian nurses, con-
trols nurses who might exert too much leadership, and
controls nurses before other nurses are ready to move
in the new direction. Such a phenomenon was fascinat-
ing for the author to discover in talking with Australian
nurses and in observing aspects of this cultural norm.
Street’s work offers further insight about the culture.37

The Royal College of Nursing Australia (RCNA) has
been an excellent means to strengthen nursing across
all of Australia with strong leadership. Transcultural
nursing has had a slow development in Australia, but
with differences in each province, transcultural nursing
courses have been established.

British Nursing Culture
One would be remiss not to give a brief glimpse of
the British nursing culture, which the author has had
the opportunity to observe, experience, and read about
with British nursing associates over time. The British
culture of nursing reflects great pride and respect for
their strong, early leaders in nursing who helped to
shape the profession. Florence Nightingale remains ex-
tolled in British nursing. As a consequence of their
pride, they have great difficulty and reluctance to rec-
ognize other significant and outstanding leaders such
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as Jeanne Mance of Canada, whose significant work
preceded Nightingale’s by more than 200 years.38 Flo-
rence Nightingale’s image reigns strongly and protec-
tively in Britain. British nursing ethnocentrism is ev-
ident, which has made some nurses reluctant to learn
about other nurses in the world who have made con-
tributions to nursing equal or sometimes greater than
Nightingale, but unrecognized. British nurses are also
proud of their own nurse leaders and praise their work.

Since British nurses highly value their historical
legacy, there are signs to maintain the status quo in
nursing and not change except for urgent or imperative
changes mandated by a few top leaders or the govern-
ment. Several British nurses told the author, “If changes
are being promoted, one finds traditional nurse lead-
ers remaining as the powerful conservative in-group to
control what exists and not to make any major changes.”
They continue, “Older British nurses are quite conser-
vative and very guarded about making any new, drastic,
or sudden changes in nursing or in the existing health
care system.” As key British nurse informants said, “We
do not want to upset the British apple cart or to lose our
treasured, traditional ways.” There are, however, young
British nurses and nurses from other countries who are
eager for changes in British nursing. These nurses say
it is difficult to change outdated British nursing prac-
tices or to implement modern values because of strong
historical and traditional values of older nurses. They
contend that some outdated and dysfunctional practices
have been used for years, but need to be changed to fit
the modern world. Younger nurses with counterculture
ideas are trying to modernize British nursing and to
be more like modern American nursing, but they feel
they have limited authority and power to do so. Main-
taining order, normative standards, and preserving the
past are valued and important in the British nursing cul-
ture. British nurses value controversy and intellectual
arguments. They are willing to discuss matters that are
worthy of debate and discussion. British nursing with
a colonization ethos has had a great influence on nurs-
ing practices in many places where people were under
their rule. European unification plans are a recent issue.
Non-British nurses are concerned about unification of
Europe fearing that British nurses will dominate nurs-
ing as the country did in the earlier colonial times. The
diversity of nursing across greater Europe challenges
the idea of unification within nursing. British nurses are

proud of their Royal College of Nursing with its coun-
terpoint in Australia. English and Australian nursing ri-
val in their differences. Transcultural nursing programs
have not yet been established in Britain.

Canadian Nursing Culture
In considering the culture of Canadian nurses, there
are some similarities to the USA nursing culture, yet
there are more differences. Since the author’s first con-
sultation visit and keynote addresses in Canada in the
early 1960s, she has found that Canadian nurses are
realists and also visionaries who forge ahead and take
action when necessary. Jeanne Mance’s mid 17th cen-
tury pioneering hospital work in Montreal along with
the Grey Nuns of the mid 18th century have served
well as role models for many Canadian nurses.39 These
great leaders held to the spirit of preserving human life,
practicing caring, and nourishing the spiritual needs
of people served. Throughout the history of Canadian
nursing, nurses have been resourceful and adventure-
some in establishing important nursing goals. Cana-
dian nurses have had strong nursing leaders who have
served well their profession and country. While Cana-
dian nurses have been influenced by British and Amer-
ican nursing, still they have developed their unique
ways to help people in their homelands and overseas.
In recent decades, Canadians have become more in-
tensely interested in helping with nursing care prac-
tices in West Africa, South America, China, and other
places in the world. Professionalism permeates the
Canadian nursing culture in lifeways, standards, values,
and actions. Their organized nursing groups such as the
Canadian Nurses Association, the provincial nursing
associations, and nursing unions adhere rather firmly
to professional roles and responsibilities as they con-
tinue to shape Canada’s nursing destiny and future.40

There are many signs of assertive thinking and acting
in their culture amid severe economic constraints.

Canadian nurse leaders have been struggling with
provincial legislation in their efforts to move master’s
and doctoral nursing programs forward. For example, it
has taken several years to get master of nursing degrees
(M.S.N.) and doctoral nursing programs (Ph.D.) estab-
lished in Canada.41 Canadian nurses have also strug-
gled with provincial governments to get funds and to
maintain their self-regulatory professional goals. They
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have had to function within large professional bureau-
cracies and work in public institutions rather than pri-
vate ones. As Canadian nurses function within their
national health program, they have struggled to make
transcultural nursing a reality for reasons discussed in
another chapter in this book. Canadian nurses need to
provide health care to many transcultural population
groups and need leadership and financial resources to
support such work. In general, the Canadian culture
of nursing reflects nurses who are strong foragers and
persistent leaders who struggle with serving many na-
tive cultures and immigrants in their vast land. While
other cultures of nursing could be identified, the above
examples illustrate how important it is for nurses to
have some holding knowledge of nursing cultures in
the world and the ways they may be similar or different.

United States Tribes of Nursing
Since the author first wrote about the tribes of nurs-
ing in the United States in the late 1960s and 1970s,
nursing students and others have frequently requested
this information. The idea of “tribes of nursing” came
to the author with her anthropological interests during
her frequent consultations, visits, and interactions with
nurses in different regions of the United States.42 The
anthropological concept of tribe seemed appropriate
to identify cultural variations among nursing groups
within the United States culture of nursing. A tribe
refers to a large number of people who claim common
group identity and are generally loosely organized, but
who remain an identifiable large group with shared val-
ues and lifeways. Accordingly, during the 1970s, the
author identified four major nursing tribes in differ-
ent regions in the United States with anthropological
views and reality nursing experiences.43–46 What fol-
lows shows cultural variations within a country such as
the United States, and yet commonalities of dominant
cultural themes.

The first tribe identified by the author in the
1970s was found in the Southern region of the United
States. The author appropriately called these nurses the
“Friendly Tribe” because they were friendly to out-
siders and maintained an open and hospitable attitude
toward strangers. Nurses of this tribe had a positive
view about people, life, and what they were doing in
nursing. They showed an easy-going and conservative

pace of living and working. They welcomed and wanted
other nurses to join them in their nursing culture with
its Southern lifeways. Most of these tribal members
were Southern women who had been born and lived
most of their lives in the Southern region of the United
States. Besides being exceptionally polite to strangers,
they tried not to offend, confront, or make trouble with
anyone. They would use Southern jokes, stories, and
expressions of humor to ease any tensions or controver-
sies and to maintain positive relationships with others.

While serving as a visiting professor at one of the
major Southern universities, the author also learned
that deans of schools of nursing knew the best ways
to get what they needed from their male university col-
leagues. Their approach was interesting as they used
a warm and friendly greeting with common Southern
courtesies and chitchat. They would remain polite and
interested in male viewpoints. They avoided any open
confrontation with male leaders, as they held such
behaviors to be inappropriate to their cultural prac-
tices. These nurse leaders knew that aggressive female
behavior often turns Southern males off, resulting in
negative outcomes. Interestingly, these female nursing
deans were quite successful in getting what they most
desired from their male academic and most hospital
leaders in early 1970s.

Nurses from the Southern tribe were closely at-
tached to their families and to home life values, which
they firmly upheld. The tribal members seemed relaxed
about domestic, political, and economic nursing issues
in their conversation, even though there were a number
of serious political and economic matters to address.
The Southern tribe was quick to state and reinforce
their cultural values and lifeways when working with
nurses from other places in the United States. They
would speak of “how they did things in the South and
how they differed from the Yankee nurses in the North.”
A nurse from New York spoke about such cultural
differences. She said, “I sure see a lot of differences
between Northern and Southern nursing practitioners,
especially the way we practice nursing in New York
City. I have lived in this Southern area for 2 years and I
find the nurses are very different. They are too passive,
kind, relaxed, and conservative for me. They are also
too deferent to males.” Another nurse from Minnesota
said, “These nurses are friendly and good nurses, but
we live and act differently in the North. We live a faster
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and more competitive and assertive pace of life than
these Southern nurses.” She continued, “We Northern-
ers are far more work-oriented and get more done in one
nursing shift than most of these easy-going Southern
nurses do in 3 days.” These non-Southern nurses were
also concerned about losing their clinical skills and re-
turned to their Northern homelands within a short span
of time. Such comments and other similar ones com-
monly heard by non-Southern nurses provided some
important comparative variations about differences in
cultural lifeways, values, and practices of the Southern
nursing tribe with other outside nurses.

The second nursing tribe identified in the United
States by the author was called the “Novel Tribe.”
This tribe has many members dispersed along the West
Coast of the United States, with the largest numbers
found in California. This tribe is distinct in that they
tend to view themselves as establishing and promoting
new ideas and novel approaches to old issues or prob-
lems in nursing. Although there was variability among
these tribal members, still a dominant feature of the
nurses was to do something quite different from what
most nurses were doing in other places in the United
States. Their tribal leaders wanted to make their ideas
known publicly as novel ones and to market and sell
them to nurses across the United States and overseas.
In fact, some nurses from the Midwest Tribe often said
to the author, “Whatever these Western nurses develop,
it tends to get lots of written and oral publicity as some-
thing entirely new or novel, but some ideas are not re-
ally that new.” The concern was that their ideas diffused
rapidly across the country and tended to be adopted in a
short span of time. The Novel Tribe members are com-
petitive in making their ideas known to many nurse
leaders so that their ideas would be used widely by
many nurses. These tribal members believe their ideas
are some of the most exciting and advanced in nursing
and deal with national problems. Other nurses held that
this Novel Tribe needed to give in-depth thought to their
ideas and refine them before “selling them” as the ideas
were often viewed by outsiders as premature and need-
ing further research or documentation. Nonetheless, the
Novel Tribe usually got national recognition for their
innovations or special contributions. These nurses of-
ten proclaimed, “We were the first in the United States
with that idea, theory, or practice mode and want other
nurses to use our ideas to move nursing forward.” Some

Western tribal members are not only highly competitive
and maintain elitism, but often isolate themselves as be-
ing too different with questionable soundness. It should
be noted that amid these innovative Novel Tribe mem-
bers, there were some very conservative nurses who
disliked such progressive, liberal, or novel advocates.
These nurses were found in small rural communities in
Oregon, Washington, and California. Their conserva-
tive views are known to the Novel members, but they
seldom “win” on their ideas. Interestingly, many of
these conservative nurses are immigrant nurses living
in small rural communities and working in nearby gen-
eral hospitals. Another distinctive feature of the Novel
Tribe was the tendency to dress in the latest fashions,
wear bright colors, and present some of the latest fash-
ions such as “exotic” earrings, belts, head pieces, and
dresses. Many of these San Francisco and Los Ange-
les nurses were identified when they attended national
conferences, and they differed in dress from their con-
servative sisters.

The author called the third tribe the “Historic
Tribe.” This tribe was firmly committed to preserv-
ing their nursing heritage, as well as their regional
artifacts, at all costs. Most of the members mainly
lived on the East Coast, particularly in the northeast-
ern and eastern coastal areas of the United States such
as in Maine, Connecticut, New York, New Hampshire,
and Massachusetts. These tribal members make firm
claims about, “Holding the history of American nurs-
ing.” They greatly treasure ways to preserve the tradi-
tional features of the nursing profession. Most of these
nurses were born and had lived in the area most of their
lives. These nurses are eager to tell or show strangers
about their rich cultural history, influencing nursing
leaders with their practices and material artifacts. The
native members were proud to say, “We are true Bosto-
nians, Connecticut, or New York nurses who have pre-
served the American nursing culture for years.” They
also said, “This is the best place to live and practice
nursing, as we have the rich American history of nurs-
ing here.” While these tribal nurses may leave the area
for various reasons, they prefer not to be gone very long
and are always eager to return to their tribal area. The
Historic Tribe not only cherish and preserve what they
held as true American nursing values and practices,
but they make future related contributions. They are
eager and sensitive to transmit their cultural heritage to
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succeeding generations of nursing students and to out-
siders. Their historical respect for their nursing leaders
is clearly evident, as well as archival materials, places,
and symbols of past nurses and nursing practices in
their historic settings.

Nurses who have been born and reared in the
Historic Tribe often have some difficulty with the idea
of transculturalism and adopting other cultural life-
ways, beliefs, and norms because of proud heritage
and ethnocentrism. For example, several nurses from
Connecticut, West Virginia, Massachusetts, and New
Jersey told the author, “We have always had lots of
strangers and immigrants come to this area, but they
are very different from us in many ways.” Another key
informant said, “Why would anyone want to live here
if they did not value and appreciate our great American
historical roots and places.” They know that many Eu-
ropean immigrants and nurses came to their region
early in American history, and they have tried to help
them become acculturated to the region. They feel a
deep obligation to teach them about the rich cultural
heritage here and how much of the history of the United
States began in this part of the country.

Interestingly, the Historical Tribal members have
many old nursing documents and artifacts to reaffirm
their cultural identity. When nurses from other tribal
areas come to visit or to work with members of this
tribe, they are quick to show these cultural artifacts
and to share stories and special events about them. For
example, a nurse from the Novel Tribe was employed
in one of the historical hospitals for 3 years. She told
the author, “I am ready to go back to California as these
nurses are far too conservative, ethnocentric, and too
protective of their traditional lifeways and historical
nursing roots.” She found that nothing pleased these
tribal nurses more than to talk about their cultural her-
itage, historic artifacts, and the places to visit in the
area. In general, the Historic Tribe emphasized that
nurses need to be active to preserve historic places and
to value nursing’s early, pioneering work in America
and many noteworthy contributions. Within this Tribe
there were, however, some younger-generation nurses
with different values who were eager for major changes
from the past preoccupation with historical views and
traditional perspectives. The young generation feels it
is almost impossible to change nursing and native-born
nurses in the area. Instead, the youth say, “We do what

was historically proper, acceptable, and valued as char-
acterized by this Historic Tribe.” These Tribal nurses
remain powerful political leaders and advocates to pre-
serve nursing’s legacy.

The fourth major nursing group the author called
the “Blue Collar Tribe.” These nurses reside in the Mid-
west or the midlands of the United States, largely in
rural agricultural areas and in cities such as Chicago,
Detroit, Minneapolis, Pierre, Omaha, Iowa City, and
Kansas City. The term “Blue Collar Tribe” reflects that
these nurses are hard workers with commonsense ways
to do things. They are usually employed in industrial,
urban, or rural health care places in the region. Besides
being oriented to agricultural and industrial lifeways,
they are known for their ability “to pitch in and get thi-
ngs done soon,” rather than delaying to get tasks started.
These nurses are capable of handling a great variety of
different nursing roles, tasks, and jobs. They are known
for their ability to improvise, adapt to new tasks, and
achieve specific practical goals. These Tribal nurses
are frequently referred to by outsiders as the “down-
to-earth nursing folks who know how to get work done
and can make a difference in nursing practices.”

The Blue Collar Tribe is economically and politi-
cally astute because of their long history of dealing with
strong labor unions, the poor rural folks, and politically
motivated urban nurses. Most of the urban nurses are
knowledgeable about collective bargaining and nego-
tiating modes with labor groups and organizations and
are united by a strong work ethic. They have learned
how to deal with unions and complex bureaucratic or-
ganizations and with competitive groups. They also
know how to adapt to terrible agricultural and industrial
losses caused by many factors such as droughts, floods,
industrial layoffs, and many other conditions. Gener-
ally, the Blue Collar nurses know “their people” in the
rural communities and in suburban communities out-
side urban areas. They deal with low- and high-context
cultures. Rural nurses are usually challenged by urban
nurses on professional issues and trends, but the rural
give urban nurses some reality shock in health care.

Having been born in Nebraska and lived for 16
years in Michigan and Ohio, the author found Blue
Collar tribal members tend to give far more medica-
tions under physicians’ standing orders and rely more
on high-tech modes to care for clients than nurses in
other areas in the United States. The administration
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of many medications and the use of many different
kinds of high-tech equipment were often explained as
“our nursing care practices” in an industrial and union
area. Nurses’ strikes and boycotts were also viewed as
essential to prevent economic losses to nurses and to
improve employment practices. Most nurses prefer to
fight rather than acquiesce to standards of practice that
were unfair, unfavorable, or not desirable to nursing.
Such practices and values were explained as being part
of their long-term physician-nurse relationships in in-
dustrial urban settings, by union philosophy, and by
many high technologies in their hospital or industry.

The Blue Collar Tribe had many female nurse ex-
ecutive administrators and supervisors until the mid
1970s, and until 1985 they distinguished themselves
by wearing two-piece business suits while working in
hospitals, academic settings, and top administrative po-
sitions. The business suits are often similar to male
executive styles and symbolize the nurses’ desire for
power, for businesslike endeavors, and to be like pa-
triarchal leaders. Staff nurses wore white or blue two-
piece pant suits while working in hospitals and commu-
nity agencies. Several tribal nurses told the author, “If
a nurse wears bright colored dresses, suits, or uniforms
(except in children’s units), one knows these nurses are
probably ‘outsiders’ or from the West Coast as this is
not their usual dress.”

The Blue Collar tribal members generally have lo-
cal group or union nurses as their friends and coworkers
who can be relied on in times of need. This is also evi-
dent among rural nurses because interdependence and
group work is valued in professional role expectations.
Rural nurses are generally viewed as “very practical”
and less aggressive than urban nurses. Rural nurses
are the exceptionally hard workers who know how to
improve and deal with rural situations. Most Blue Col-
lar tribal members who have lived and worked in the
areas for some time are awarded for being practical
and getting things done quickly and effectively. Al-
though cultural variation exists among the rural and
urban tribal members, still there are common bonds
that make them feel connected to and supportive of one
another—many through their strong Christian beliefs
and practices.

In sum, the Blue Collar Tribe has not been a
“showy tribe” and does not push for publicity or to
make their achievements known quickly and in dra-

matic ways. They are moderately conservative in their
viewpoints and actions. They are also known for their
persistent attitude, diligent work ethic, and their ethi-
cal and moral viewpoints. Blue Collar nurses have only
recently begun to market their unique skills and contri-
butions in a way comparable to the Novel Tribe of the
West Coast. The sharing of ideas among the Blue Collar
Tribe occurs when friendship and professional ties are
well established, trusted, and respected. These tribal
members have been recently advocating for and en-
couraging nurses to seek power, to “empower female”
nurses, and to remain active in political-legislative af-
fairs. They too are becoming interested in transcultural
nursing and entrepreneurial practices and critical of
managed care practices.

The above four American Tribes of Nursing,
namely, the Friendly, Novel, Historic, and Blue Collar
Tribes, have been presented in this chapter as another
way of learning about variability patterns within the
United States culture of nursing. All of these tribes
share with each other some common values and prac-
tices, particularly with respect to valuing indepen-
dence, autonomy, self-reliance, dependence on high
technologies, rights of women, and power to advance
professional nursing—all part of the USA cultural
values.

Such information among the four tribes within the
American culture of nursing can assist nurses who fre-
quently travel or take positions across the United States.
Nurses need to understand factors that can facilitate or
hinder their entry into new nursing communities, in-
stitutions, and diverse employment arenas. Different
cultural values, beliefs, and nursing practices impacted
nurses’ personal and professional work rate and life.
Cultural shock, cultural conflicts, and cultural clashes
along with a host of other problems can occur as nurses
work with other nurses, clients, and health personnel
from different regions. Through advanced study in tran-
scultural nursing, nurses can be aware of such differ-
ences and their influence on professional success. In the
future, nurses will continue to relocate at a more rapid
pace than in the past 50 years, and they will need hold-
ing knowledge about diverse cultures within American
nursing and in other places in the world. Knowledge
of transcultural differences and similarities can lead to
better nurse images, better role performance, and more
satisfying and congruent professional experiences. Of
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course, some changes may occur in regions, but pat-
terns of stability occur because of desired values and
practices. As the number of nurses from foreign coun-
tries increases in the United States, United States nurses
need to realize that cultural variability continues and
that they should practice cultural accommodation and
maintenance modes.

United States Hospital Culture
In this section some general features of hospital culture
in the United States will be highlighted. Hospitals are
cultures, and the hospital culture influences the way
nurses, clients, staff, and others function and make de-
cisions and influences the public views. Urban and rural
hospitals are cultures that become known to the public
for what they value and believe and how they con-
tribute to society. Urban hospitals and health science
centers have become large cultural organizations that
tend to function like businesses and corporate industrial
bureaucracies. These organizational structures and cul-
tures influence the work of nurses and associates, but
especially the clients’ health and well-being. Sociolo-
gists have studied hospital structures and anthropolo-
gists have studied a few health cultures with their norms
and practices in mental hospitals and nursing homes.

Currently, American health care practices in hos-
pitals and other health services are undergoing changes
to make health care more accessible, acceptable, and
less costly to Americans.48 Universal health care has
been promoted by some health professionals and politi-
cians for years, but is not a reality yet. While American
hospitals are some of the most modern in the world,
they are not always the most accessible and affordable
to many people, especially immigrants, the poor, and
many minorities who may have no health insurance or
money for hospitalizations or short treatments. The use
of modern technologies and many medical and nursing
specialists have markedly increased in hospital care in
the United States during the past decade (1990–2000),
as have the cost of medical and surgical services. As
a consequence, hospital costs and services are being
regulated by managed care and many insurance com-
panies. Health care reform and patients’ rights are the
cry today and will increase in the 21st century.48−50

Nurses remain the largest health professional
group who are employed in United States hospitals,

about 83%. There are, however, a great variety of work-
ers who are called “nurses,” such as practical nurses,
registered nurses, clinical nurse specialists, nursing
case managers, primary and tertiary nurses, nurse re-
searchers, and many more with nurse labels, but only
a few are professional registered nurses in many hos-
pital and clinic settings today because of the shortage
of nurses. The wide diversity of educational prepara-
tion of nurses makes it difficult for the average health
consumer to know who is the professionally registered
nurse and who can be relied on for competent care prac-
tices. Clients from foreign cultures who have never
been in the hospital are often confused and feel un-
certain about nurses and their roles because there are
so many different kinds of nurses and nonprofessional
aides. They are also confused on entering and leaving
hospitals because of all the paperwork.

Debates are occurring about the actual and an-
ticipated health care costs of current and future hos-
pitals. There are many uninsured clients such as the
poor, homeless, elderly, teenagers, and many immi-
grants and minorities who need health care services
but have no money. As a consequence, structural reor-
ganization, staff cutbacks, and different management
schemes plus other practices are under study. Some
professional nurses have lost their positions, and some
are being replaced by aides and practical nurses to ob-
tain “cheaper” services—all of which is endangering
client health care needs because of the lack of profes-
sional nursing care services. Some nurses are seeking
positions in other fields for higher salaries and stable
positions. Some are retiring early and others are frus-
trated with managed care and not being able to practice
nursing in holistic or therapeutic ways. A critical short-
age in nursing has occurred in the United States today,
and even more critical shortages are expected in the
near future. Thus these are unsettling times for hospi-
tals, clinics, and professional nurses and some nursing
administrators in hospitals. It is also unsettling as the
shift of health care providers to work in homes, com-
munity health centers, and in new kinds of alternative
health care services is much needed. This would serve
diverse cultural and population needs in their natural
and familiar home environments and avoid costly and
unfamiliar hospital services for many cultures.

The United States urban hospitals have become
very complex organizational structures with a wide
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variety of health services and specialties that are costly.
Surgical centers, outreach health centers (or satellites of
health centers), walk-in emergency centers, and other
innovations exist across the United States. The high
costs of hospital services, health care specialists, tech-
nologists, therapists, and many nonprofessional staff
have markedly increased the complexity and problems
with hospital services. Clients and especially cultural
strangers who enter big urban hospitals find many
new technologies and all the paperwork overwhelm-
ing. They often feel helpless and uncertain, and some
are frightened by seeing so many different employ-
ees and high-tech equipment. As predicted in 1978, as
high-tech increases, impersonal care and mechanized
practices will occur in hospitals and other agencies.51

Hospitals are busy places that can make new clients and
their family feel less important and less involved un-
less the professional nurse is present to help them feel
safe, respected, and wanted. After admission, clients
are often sent to many different departments, clinics, or
different places for tests and treatments. Some can get
lost going from one service to another despite instruc-
tion, signs, and directional color line markers in the
hallways. Clients are also aware of many different tech-
nologies used on them and different personnel coming
“to do something to or for them” such as taking blood
samples, obtaining lots of strange information, taking
vital signs, or giving medications. Sometimes, people
enter the hospital reluctant to ask questions, as staff
are too busy with many matters and monitoring ma-
chines. An ethos and a caring attitude may not prevail,
and so for many clients they may fear the hospital as
it is strange, impersonal, and frightening, despite some
modern homelike furnishings and modern equipment.

As one reflects back to the Early Era (1950s and
1960s), patients (as they were called then) were some-
times met by the nurses or a hospital attendant at the
entrance of the hospital or in the parking lot. Nurses vis-
ited with clients and their family or friends and then ori-
ented them to the unit and spent time visiting with them.
The physician also visited with the patient in a fairly
friendly and informative manner. Nurses gave complete
care related to feeding, bathing, and often walking with
patients and knew the patient quite well and profession-
ally. The nurse of the Early Era used her caring skills of
presence and concern such that clients valued the nurse
as “their nurse.” There was also less movement of

patients to diagnostic and special treatment places
than today. If patients went off the unit for special
therapies, the nurse often accompanied the patient and
stayed with them or returned them back to the unit.

Today, clients are admitted with many documents
to sign. They may be gone for several hours for exten-
sive diagnostic and laboratory work and different kinds
of treatment for cancer and other illness. The client
has contact with many different kinds of therapists and
specialists, including nurses, physicians, pharmacists,
radiologists, occupational and physical therapists, and
many others, some with nonprofessional skills. The
client’s care and treatment may be the responsibility
of many team members and/or managed care regime.
With managed care and control of costs, clients stay
only 2 to 3 days in the hospital and are sent home
for recovery. The goal is to diagnose and treat clients
quickly, and they receive limited care. As a conse-
quence, clients’ early dismissals have not always had
positive outcomes. Most concerning is that cultural im-
migrants, refugees, and the poor may not get help be-
cause they have no health care or insurance to cover
even a short stay.

While there are claims that the United States has
the best and most modern health care system in the
world, these views may not be supported with other
developments worldwide. The United States has some
excellent health services, especially for those who have
money or insurance and can afford expert physicians, as
well as treatments, medications, and other needs, but
there is a big gap between the poor and the wealthy.
With no national health program, so many clients are
not covered for health care. Major changes are being
proposed, but the outcome remains uncertain because
of strong bipartisan political party interests and goals
and a lack of well-conceived plans for diverse cultures.

Nurses are acutely aware of the health crisis situ-
ation as they work directly with clients and families.
They are concerned about early dismissals and trying to
arrange referral services. Nurses have very heavy client
care loads because of the shortage of nurses. Nurses
have to monitor vital signs, machines, and respond to
physicians’, specialists’, technicians’ and clients’ re-
quests. They often have limited time to spend with
clients or to provide direct caring modes such as pres-
ence, sustained surveillance, and comfort, and other
caring measures essential for health and well-being.52
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This inhibits the nurse from giving good nursing care
practices that are culturally congruent, meaningful, and
beneficial. Moreover, some nurses have contact with
clients from as many as thirty different cultures in one
day.

Currently, metaphors predominate in hospitals as
symbolic and meaningful expressions such as “Time
is money”; “The bottom line is cost savings”; “Staff
management is our goal”; and “That’s all I can do now
for anyone.”53 Such metaphors have become common
linguistic expressions that convey a visual image of
the practice modes in hospitals. Nurses and hospital
staff need to reflect on these metaphors as part of the
hospital culture and to be alert that such metaphors get
communicated to clients with different meanings and
concerns, especially to clients from other cultures.

Cultural client care differences are also a source
of problems that can lead to client dissatisfactions and
slow recovery. Nurses’ “common sense” or “being
kind” are not adequate to care for the culturally dif-
ferent as some clients need culture-specific care prac-
tices. With many hospital staff having limited or no
preparation in transcultural health care, communica-
tion, treatment, and caring problems can be noted in
rural and urban hospitals. Until staff are prepared in
transculturism, the quality of care is threatened or un-
safe, and even destructive services can occur as a result
of cultural ignorance.54

The concept of “managed care,” “case manage-
ment,” and “symptom management” are the latest pop-
ular language in hospitals and clinic settings. These
terms imply managed control of clients and largely of
money resources. Managed care is questionable and is
incongruent with humanistic transcultural nursing care
practices. Minorities, the poor, and others are deprived
of care because of lack of health funds. The author pre-
dicts managed care will be extinct and in a short time.
Instead, transcultural nursing care and coparticipation
care with a focus on wellness and prevention must be
considered for the welfare of clients.55 Transcultural
nurses have been active in supporting this trend, but
it is difficult when other staff do not understand these
important goals from a transcultural caring perspective.

Today and in the future, hospitals, clinics, and new
health services must change to provide culturally con-
gruent, safe, and meaningful care to the culturally dif-
ferent. This need is already in demand in the 21st cen-

tury as more and more immigrants, refugees, homeless,
poor, and elderly from diverse countries come to live in
the United States. Health care can no longer be focused
on traditional Anglo-American services, but will need
to accommodate multicultural groups and individuals.
This will pose great problems for health personnel who
are not prepared in culturally diverse caring modes.
Culture shock, cultural problems, and legal suits can
be anticipated unless hospitals, community, and other
health services are transformed to a multicultural one
working closely with people of diverse cultures. For
example, some Greek Americans are afraid to come
to the hospital unless absolutely necessary and believe
that it is difficult to get well and stay well in a hospital
context. African Americans and Mexican Americans
have expressed similar concerns with the former, often
fearing surgery or taking powerful medications they
believe could kill them, make them weak, or unable to
function. High-tech equipment is often greatly feared
by cultures such as the Old Order Amish, and Japanese
women fear the use of ultrasound and CAT scans. Arab
Muslim women fear being in hospitals if they are cared
for by male nurses and physicians, and they fear being
left alone in the room with males. Other clients fear
they will not get the right foods to eat and so their cul-
tural food taboos will be neglected, which could lead to
sickness and death while in the hospital. Korean clients
often fear that their “good family blood” will be taken
from them and given to nonkin people. These glimpses
from transcultural nursing research knowledge need to
be given full consideration to attain and maintain cul-
turally congruent care.56 Such available transcultural
nursing research has not been used in many health ser-
vices in the United States.

The United States Culture
of Medicine

Much could be written about the United States culture
of medicine in relation to the culture(s) of nursing (the
Early and Recent Eras) covered in this chapter. It is
a fascinating and important area but limitedly studied
in a systematic and in-depth comparative perspective.
Because of space limitations only a general overview is
offered to stimulate nurses to consider further study and
research on the subject. Some dominant cultural differ-
ences between the culture of nursing and medicine will
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be identified to understand potential and actual areas
of cultural clashes, conflicts, imposition practices, and
other nurse-physician recurrent patterns of professional
relationships.

Since the beginning of modern health services,
nurses and physicians have worked together or been
in close contact with each other. Both professions have
had direct contact with clients and have been commit-
ted to help people. In fact, the Cultures of Nursing and
Medicine have been influencing one another in direct
and indirect ways, and in favorable or less favorable
ways, for many years, and written about since the early
1970s.57 Amid these interactions, gender power plays
(or games) and status differences have been major ar-
eas for conflict and tension. In addition, perceived and
public identity differences between the two cultures in
roles and practices have been another source of con-
cern, especially for nurses.

The Culture of Medicine is well known to value
and practice strong autonomy and independence and to
show hegemonic power in decisions and actions. The
Medical Culture is known for its actual or perceived
power over other health disciplines, clients, and often
health organizations. Indeed, medical participants in
the United States profession have many outstanding
experts in many specialty fields frequently receiving
public awards for their achievements. Most assuredly,
they are the experts in the diagnoses, treatment, and
prognoses of diseases and caring practices. Accordin-
gly, most consumers expect physicians to be experts in
medical diseases and in diagnosing and treating largely
pathological and psychopathological conditions or dis-
eases. This is an important societal contribution of
physicians in the United States and with other world
cultures. In a complementary position, nurses are ex-
pected to provide expert nursing caring to clients in
relation to their caring and health needs. Nurses are
expected to help clients attain, preserve, and maintain
healthy outcomes or to provide compassionate caring
for the dying through caring processes. Interpersonal
conflicts tend to occur when nurses (largely female) ex-
ert their power and independence in decision making
related to the therapeutic caring modes with physicians.
Physicians may be threatened and try to control or inter-
fere with nursing’s independent area of contributions
to clients. Physicians’ use of power and control over
nurses along with their egocentrism often is annoy-

ing. Physicians tend to communicate that they “always
know what is best” for the client, even though they see
the client very little in hospitals and other care settings
except for a few minutes. Respecting and facilitating fe-
male nurse experts’ professional decisions and actions
for the care of clients is extremely important but often
difficult for some physician and the medical associates
to accept or recognize.

More problems occur when nurses fail to be com-
mitted to the nursing care and health (healing) model
and imitate physicians as “mini docs” and follow the
medical disease-treatment and symptom management
model. More than ever, some physicians want to con-
trol nurses and limit or regulate their actions and often
creative ways to practice using appropriate emic client
data and professional etic data for culturally congruent
care. Medicine as largely a male profession and nursing
as largely a female profession enter into both overt and
covert views related to gender, power, and professional
dominance conflicts.

The Culture of Medicine has a strong public im-
age with discoveries and technological advancement
immediately brought into public awareness in presti-
gious magazines and public media. In contrast, while
nursing has made many unique and outstanding inno-
vations and breakthroughs in caring, helping, and de-
veloping unique ways to serve the public, these ad-
vancements rarely become known in the public arena.
Medical discoveries dominate the public media. Nurs-
ing’s unique and valuable discoveries such as in generic
care, breast-feeding, positioning of clients, home care,
sleep-rest strategies, and many other valuable contribu-
tions toward people healing and well-being, are seldom
made known or publicly recognized. Hence, such dis-
crimination or differential recognition leads to cultural
pain and distrust and the perpetuating of medicine’s
hegemonic practices, and decreases interprofessional
relationships and trust. It is a point of interest that in the
last decade the public image of medicine is waning, and
practices are being ethically challenged in the United
States. So, while the public is holding this questionable
view of medicine, a positive image of nursing is emerg-
ing. Perhaps the public is discovering nurses’ tremen-
dous contributions to society and the world, and per-
haps someday a Nobel Prize will go to a nursing leader.

The Culture of Medicine also dominates and
controls the hierarchical structure of most hospitals,
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agencies, and any new health centers. There are very
few female nurses in CEO positions in health organi-
zations. An egalitarian and lateral partnership model
with consumers has been sought and written about by
nurses since the early 1970s. Hopefully, health care re-
form and health institutional changes in access, costs,
and policies will bring forth favorable opportunities for
nurses in this 21st century. It is also encouraging that,
with nurses continuing to be prepared in institutions of
higher education and holding baccalaureate with mas-
ter’s, doctoral, and post-doctoral degrees or certificates,
these nurse leaders, educators, researchers, and practiti-
oners will bring about favorable control and participa-
tory change practices between medicine and nursing.
Nurse entrepreneurship such as transcultural nursing,
wellness clinics, and other innovations are opening
new and attractive ways for nurses to shape and estab-
lish client-centered care and in turn to increase nurses’
salaries, images, and practices.

While many other cultural features could be iden-
tified as differences and as similarities between the
Cultures of Nursing and Medicine, this overview will
suffice. The reader is, however, strongly encouraged
to read the author’s 1970 and 1995 articles on the two
changing cultures entitled, “Grisrun and Encidem: Two
Strange Health Tribes in Acrimena,” to get a full picture
of the two cultures over time.

Summary
In this chapter, the cultures and tribes of United States
nursing have been discussed with reference to the Early
and Recent Eras in nursing and from a transcultural
and anthropological perspective. The tribes of nurs-
ing in different regions in the United States provided
knowledge of geographic and cultural variation among
nurses. In contrast, a few non-United States cultures
of nursing were presented to show global variabilities
among nursing cultures. In addition, the hospital cul-
ture was featured with ways it can influence the client,
nurse, and other professional cultures working within
the hospital environment. Finally, a brief on the United
States Culture of Medicine was tapped to highlight
some major areas of differences and sources of ten-
sion between the Nursing Culture and the Culture of
Medicine. With such differences between the Cultures
of Nursing and Medicine, it leads to cultural clashes,

tension, and hegemonic power problems for both pro-
fessionals. However, understanding such cultural dif-
ferences between key professionals are important for
working toward satisfying, nonstressful, understand-
able relationships in the future. Transcultural nursing
has the unique obligation to continue to study and guide
nurses in discovery of diverse health cultures and in ar-
riving at explanatory factors. Undoubtedly, the study
of different health cultures will steadily increase in the
21st century as there is a growing transcultural global
world in need of quality-based health care services.
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CHAPTER 9
Transcultural Food
Functions, Beliefs, and
Practices∗

Madeleine Leininger

Unquestionably, food beliefs and practices have
intrigued human beings universally and per-
sistently over time and in different geographic

places. It is a subject that our early ancestors must have
talked about in their daily search for food to survive
each day in different environments. Today, the topic of
food is popular and pervades our lives at home, in social
gatherings, and in virtually every place where people
live and work. From an anthropological perspective
food is more than a biological source of nutrition as it
has social, economic, political, religious, and cultural
meanings and uses. From a transcultural nursing view,
food remains essential for human growth, health, and
cultural survival. Food has long been used as a power-
ful means to establish and maintain relationships with
individuals and groups. It can make people feel physi-
cally better and psychologically good, but food also has
many cultural and social functions. In general, food has
always had multiple functions and uses with its spe-
cial symbols and meanings in different cultures. Such
knowledge is extremely important for nurses to learn
so they can provide culturally acceptable, congruent,
and beneficial nursing care.

In this chapter the importance of nurses to under-
stand food beliefs, functions, symbols, and practices
is discussed from a transcultural nursing perspective.
Differences and similarities related to food functions

∗This chapter has been revised and updated from an earlier arti-
cle published in the second edition of Transcultural Nursing:
Concepts, Theories, Research and Practices, 1995, pp. 187–
204.

and uses among selected Western and non-Western cul-
tures are discussed. The relevance of food meanings,
uses, and functions is emphasized to help nurses un-
derstand the role of food in keeping people well and in
aiding recovery from illness or disabilities. Since cul-
ture strongly influences food beliefs and uses in health
and wellness, nurses will come to realize the significant
part cultural factors can play in the care of clients from
specific cultures. Gaining an understanding of specific
transcultural food beliefs, functions, and practices can
help the nurse to provide for culture-specific and con-
gruent care practices.

At the outset, several universal and diverse food
questions need to be considered not only by nurses, but
also by nutritionists, physical anthropologists, ecolo-
gists, social scientists, health personnel, and others in-
terested in helping people of diverse cultures. They are
as follows:

1. What are the basic nutritional needs of people
transculturally?

2. How do religion, worldview, emotions, education,
and social and ecological factors influence food
uses and consumption transculturally?

3. Are there common foods that tend to be eaten or
avoided in different cultures when well or sick?

4. What foods tend to support wellness patterns over
time in different cultures?

5. What factors often lead to changes in food patterns
of production, consumption, and usage?

6. What foods tend to be most beneficial throughout
the lifecycle for infants, children, and adults
transculturally?
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7. What is the role of nurses and other health
personnel in helping clients to remain well or
through appropriate food uses to prevent
illnesses?

8. Do food beliefs and practices change over time in
different cultures? If so, why?

The Nurse’s Role in Nutrition Uses
One of the most important functions of the nurse is
to take an active role in helping clients maintain a
favorable nutritional status within their culture. The
client’s daily well-being and nutritional needs in illness
depend considerably on the nurse’s knowledge, deci-
sions, and actions to provide appropriate nutrients to
clients. Helping the client recover from illnesses, dis-
eases, and disabilities through appropriate food uses
that are acceptable in the culture is an important part
of nursing. The nurse as a primary care provider is in a
unique position to help clients establish and maintain
good health through food uses daily and throughout the
lifecycle.

To be effective in maintaining the health of
clients and preventing illnesses, the nurse needs to
be knowledgeable about different cultural foods, the
client’s food likes and dislikes, and the cultural con-
text in which food is prepared, served, and eaten. It
is essential and important to know about food nu-
trients and what foods are generally acceptable by
clients in their cultural lifeways. The nurse should
also understand the uses of foods for ceremonial pur-
poses at birth, marriage, religious events, and death
as it makes a difference in communicating with
and helping individuals and groups of specific cul-
tures. Transcultural nursing requires that nurses learn
about cultural explanations such as the “hot-cold”
theory to provide effective ways to use these foods with
professional health care practices. In general, the nurse
needs to know that cultural foods are a powerful means
to facilitate family relationships, communication, well-
being, and illness conditions. Becoming alert to differ-
ent foods in diverse cultures, the eating patterns of cul-
tures, and the ways foods are used to help individuals
either stay well or when they are ill is essential. Let us
turn next to some transcultural universal (or common)
and diverse food functions and their uses in selected
cultures worldwide.

Universal Functions and
Uses of Foods

Food for Biophysical Needs
First, food has been used universally since the begin-
ning of homo sapiens to provide essential nutritional
needs to help people maintain body functions and en-
ergy and survive.1 Food provides energy for humans
to keep well, grow, work, communicate with others,
and socialize. Transculturally, there still exists con-
siderable variability among different cultures regard-
ing what constitutes “the essential” or basic nutritional
needs of human beings in different ecological settings.
Bogan has identified some essential nutrients for hu-
man evolution, but intercultural and intracultural vari-
ability still exists.2 How nutrients are used depends on
the taste and how foods are produced, processed, and
prepared for consumption. How food nutrients are me-
tabolized in the body and used varies transculturally.
The way foods are prepared and served also influences
food uses. These factors are important to consider while
working with clients of different cultures in their home,
the hospital, or other places.

Nutritionists and physical and cultural anthropol-
ogists have discovered that cultures tend to require dif-
ferent amounts of food depending on their biological,
genetic, social, cultural, and ecological factors. If in-
fants and adults do not get sufficient basic food nu-
trients, signs of nutritional deficiencies, illnesses, in-
ability to function, and even death occur. For example,
kwashiorkor is a nutritional disorder seen in children,
especially in poor countries, caused by a protein-scarce
diet.3 This condition was first described in West Africa,
but it is frequently found in other non-Western tropic
countries where the diet consists largely of starchy
foods such as cassava, yams, and taro. A few condi-
tions have been seen in the United States and other
Western countries. With kwashiorkor, the child’s legs
and body are edematous as fluid is retained and the
child becomes withdrawn and whiny largely because
of low protein intake. Children with marasmus have
slightly different symptoms than children with kwash-
iorkor, but they also show signs of low protein and
calorie intake and reflect a failure to grow.4 Every cul-
ture over time has developed what they believe are es-
sential and preferred foods in their diet and also have
patterned ways to prepare foods for children and adults.
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Sometimes, cultures may not have balanced or highly
nutritional diets as known in the Western world, but
these foods are desired and eaten. For further study
on the physical nutrient needs of cultures, the reader
is encouraged to read McElroy and Townsend5 and
Bogan’s6 comprehensive and insightful publications on
this subject, including the evolution of food nutrients
with preferred foods in different cultures.

Food for Human Relationships
A second universal function of food is in establish-
ing and maintaining social and cultural relationships
with friends, kinfolk, strangers, and others. Many so-
cial friendships and professional ties have been initi-
ated and maintained with the sharing of food. Food is
a universal means to link and maintain relationships
for communicating ideas among individuals, family
members, groups, and human organizations. Food is
a symbol to indicate special social and cultural pat-
terns and to test or maintain relationships. Food ritu-
als are important to unite people and/or to initiate and
maintain cultural beliefs and values. Relationships with
strangers that are tense and questionable are often ten-
dered through food offerings and social uses. For exam-
ple, in the United States coffee or beverage breaks have
become a significant social ritual to relax people or to
discuss problems or gossip about others. Morning, af-
ternoon, or evening beverage breaks have become well
institutionalized in the United States, Canada, Europe,
and Scandinavia with a variety of ritual practices at
work and for pleasure. Beverage breaks are impera-
tive to give employees a brief recess from their intense
or routine work worldwide. However, beverage breaks
have different cultural functions besides a rest break,
as some are for hospitality, for friendships, and to com-
municate work happenings or to plan work strategies
each day. Thus “ritual beverage breaks” often serve as
more than a nourishment or rest break, but are important
social and cultural functions in cultures worldwide.

Procuring and distributing foods are often closely
linked with cultural status and prestige functions re-
lated to work, marriage, achievements, and with birth
and death ceremonies. In our industrialized Western
world, if an individual gets an award, a new job, or is
promoted, dinner celebrations or cocktail parties often
occur. At these dinners special, prestigious foods are
often served in fancy ways with special people present.

Tables are often decorated with a special tablecloth and
flowers. Expensive foods are usually served such as
steak for Anglo-Americans, lamb for Britains, veal for
Greeks, and special bean and rice foods for Mexicans
and other Hispanics. For North American Indians, a
potluck feast with native food exchanges would occur.
At these social and ritualized gatherings, the honored
guest is often toasted with preferred cultural beverages
or foods to acknowledge achievements or change in
status. These food feasts reinforce social and group co-
hesion, recognize the new status of those honored, and
strengthen cultural identities using preferred cultural
foods and beverages.

Cultural foods are especially evident at wedding
feasts, religious holidays, and at particular lifecycle
events or “rites of passage.” The Jewish bar mitzvah
for young boys and bat mitzvah for girls are important
lifecycle religious events. These celebrations have great
symbolic religious significance of entry into adulthood
and are more important rituals than the nutritional as-
pects of the food. Christians’ Christmas, Easter, and
other religious times reflect the preparation and use
of special food dishes to celebrate each occasion. The
food preparation and the arranging of the time, place,
guests, and context for the celebrations are very impor-
tant to foster a special cultural experience in Christian
countries.7

Food has, therefore, universal functions in all cer-
emonies and cultures for prestige, to exchange wealth,
and to renew bonds of friendship, solidarity, and re-
ligious functions. These functions in food ceremonies
are evident in Western cultures, but are often more im-
pressive in non-Western cultures. For example, in many
non-Western cultures people gather large amounts of
food that they have produced and saved to honor su-
pernatural spirits, ancestors, and gods and to express
thanksgiving for their good harvest. Harvest food fes-
tivals are often annual occasions in non-Western cul-
tures. The festivals are very colorful, happy, and often
spiritual occasions with people wearing bright colored
outfits. At these food festivals people dance, perform
certain rituals, show their talents, and express appreci-
ation for the food, family, and cultural ties.

Birth ceremonies are often special occasions in
many non-Western cultures that love children. Special
foods are prepared and used to symbolize a child’s
entry into the family, community, and culture. Fam-
ily and friends gather to celebrate the infant’s arrival
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and to see the child as a future active participant in
their culture. In many cultures there are big birth cel-
ebrations with males because of their ascribed sta-
tuses. This is especially true in Middle Eastern and
Pacific Islands cultures. For the Gadsup of Papua,
New Guinea, all infants are warmly welcomed into the
world with a special birth ceremony after two months
but especially males. During the Gadsup birth cere-
mony the infant’s father’s brother holds the male in-
fant and places small, soft particles of garden food
in his mouth.8 In the female birth ceremony, food
is given to her for her future work role in the gar-
den. As the father’s brother places the food on the
female infant’s tongue, he says, “We give you these
Gadsup foods from our female gardens so that you will
want to grow them like other women in the village as
they have done in the past.” This beautiful but simple
birth ceremony uses food to signify that the female in-
fant is special and has a special future role when she
becomes an adult. Likewise, male Gadsup children are
given meat foods to taste that are related to their gender
role, namely, to hunt and gather foods as an adult.

Universally, foods are used for ceremonial feasts,
but vary in expressions and rituals. Usually, rare, ex-
otic, expensive, and highly preferred foods are used
to make the ceremony a special day to long remem-
ber. Most food ceremonies require considerable time to
collect, prepare, and ritualize for ceremonial purposes.
In most cultures, ceremonial food must be prepared,
served, or distributed properly with attention to cultural
food taboos and preferences, especially those associ-
ated with the invited guests and the special occasion.
For example, the Gadsup would spend several weeks
collecting food that they had grown, store it, and then
display it in piles at the large group ceremonies. Dis-
playing these foods increased the village’s status and
prestige and brought great honor to the villagers, tribe,
and community. Food ceremonial competition existed
between villages, especially for harvest and lifecycle
events. One can think of many similar preparations of
special foods and saving money to collect and pre-
pare food for wedding and birth ceremonies in North
and South American, European, and Southeastern cul-
tures of the world—some very elaborate and lasting
for days.

It is extremely important to recognize food taboos
associated with ceremonies. Many cultures may ab-

stain from eating foods that are generally choice, highly
desired foods. Some foods cannot be eaten by males
or females at ceremonies in non-Western cultures be-
cause they are believed to bring harm, illness, or reduce
one’s importance. Religious groups often have strong
food taboos and strict ritual observances in which the
“sacred” (of religious significance) and the profane
(worldly and often viewed as unclean or dangerous)
are observed. For example, at Yom Kippur, Jews ob-
serve a 24-hour fast. In keeping with their religious
beliefs, all pig products are taboo as are fish without
fins and scales, and only hooved animals that chew a
cud and have been ritually slaughtered may be eaten.
Milk and meat dishes must never be mixed at the same
meal. Some similar food taboos are practiced by Mus-
lims in that pork or pig products are taboo, and they can
only eat food from animals that chew a cud and that are
virtually slaughtered (halal). The Muslim fast of Ra-
madan is observed during the ninth month of the lunar
year. During this time, food and drink are taboo be-
tween sunset and dawn for Muslims who are of the “age
of responsibility” (12 years for girls and about 15 years
for boys). These strict food taboos are associated with
religious beliefs and yearly ritualized ceremonies.9,10

Lifecycle initiation rites remain fairly universal in
using food for symbolic purposes. There are, however,
cultural variations with lifecycle rites, and some cul-
tures have reduced their importance for a variety of
reasons. Where they prevail, the ceremonies are used
to recognize that an individual has moved from one
lifecycle period to another with changes in social sta-
tus. For example, in many Papua New Guinea villages
in the past and some today, lifecycle rituals are impor-
tant for the transition from a young boy to becoming
a man.11 Before the initiation ceremony, the boy initi-
ates were expected to observe strict food taboos by not
eating eel and cassowary meat. At the end of the in-
tense, long male ritual ceremony, the boys had become
men and were now strong enough to eat these “pow-
erful male foods.” Today, these initiation ceremonies
have been simplified, but special foods and activities
are still used to help male children as they change role,
status, and gain privileges to be a man. Becoming a man
means that a Gadsup boy may marry and have children
and assume other adult male roles.

Although most Western cultures do not have such
definitive lifecycle initiation rites as the Gadsup, still
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one can find different forms, expressions, and interpre-
tations. For example, in Western cultures when a boy or
girl reaches adolescence, or is 21 years of age, parents
help celebrate this occasion by preparing a special din-
ner with favorite cultural foods, that is, meats, cakes,
and vegetables. They may also honor them with gifts
and sometimes a social gathering with their peers or
friends. The lifecycle event is also acknowledged by
the adolescent usually obtaining a driver’s license, car,
or other material cultural symbols. Most Western life-
cycles are not as elaborate, prolonged, and ritualized
as those of non-Western cultures, but special foods and
material goods are used.

Food to Assess Interpersonal Distance
A third function of food is to assess social relation-
ships or interpersonal closeness or distance between
people. Universally, foods are often used to determine
the extent of friendship or distrust between individu-
als, families, or groups. An example of this function
comes to mind from my ethnonursing field study with
the Gadsup of New Guinea.12 I began my field research
as a complete stranger to the Gadsup and entered their
world as a white, single woman. Initially, the people
perceived me as a potential sorceress—or a stranger
who could harm them. They distrusted me and watched
me carefully until I became a friend. During the first
6 weeks, a few village men and women brought me
small amounts of withered, dry, and scrubby-looking
sweet potatoes, fruits, and greens. They would cau-
tiously give me the food and quickly leave. The food
was of poor quality and reflected that they distrusted
me and, therefore, did not want to give their best foods
to an unknown stranger or sorceress. Later, as the vil-
lagers got to know me (about the second month), they
began to bring me better quality fruits and vegetables
and, occasionally, fresh foods from distant places. By
the end of the first year the Gadsup brought me lots of
fresh pineapple, vegetables, and even rare foods that
they had obtained by walking nearly 20 miles. So, as I
became their friend, the quality of food markedly im-
proved and the quantity increased. This example shows
how food was used to reflect cultural stranger-to-friend
interpersonal relationships.

Transculturally and universally, food use often re-
flects the social stratification of society and indicates

which persons are to be respected or held in positions
of higher authority or status. Often, stratified cultures
with castes, classes, gender, and hierarchies determine
who gets what foods and how the foods can be used
by people of particular statuses. In some stratified so-
cieties such as India certain foods are highly restricted
for certain castes, and food is regulated by the rules of
the caste system. People in higher castes such as the
Brahmins often are given high-quality food. Food also
becomes a powerful means for regulating social and
political controls and maintaining cultural norms and
rules of behavior. In stratified societies, cultural diver-
sity prevails because of economics, politics, and the
way a society is organized and controlled by cultural
norms and statuses.

Food to Cope with Stress and Conflict
A fourth universal function and symbolic use of food
is to cope with emotional stresses, conflicts, and trau-
matic life events. In many cultures in the world, foods
and diet patterns are used to relieve anxiety, tensions,
and interpersonal conflicts or frustrations related to
work at home, at the office, or in daily living. The
way cultures deal with emotional stresses and conflicts
varies considerably in Western and non-Western cul-
tures. Western cultures such as Anglo-Americans, Eu-
ropeans, Canadians, and Australians often rely on eat-
ing to relieve their stresses and in ways they may not be
fully aware of until weight gain occurs. Some people
tend to almost constantly eat or nibble on food or drink
to relieve their anger, frustrations, or anxieties. Some
individuals hoard food to have it readily available when
they get upset. Compulsive eating and hoarding of food
to relieve tensions or anxieties are largely learned and
patterned from cultural practices. Compulsive eating
to relieve tension tends to occur more frequently in
Western cultures where food is more readily available
and conspicuous than in non-Western cultures. In non-
Western cultures where food is often scarce, seasonal,
and cannot be stored in refrigerators, people relieve
their anxieties by activities such as running, hunting,
fighting, or being aggressive at political and cultural
gatherings. In these cultures one seldom finds obe-
sity problems and depression because they have other
ways to deal with stresses and are often thin and some
malnourished.
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In some Western American and European cultures,
individuals may handle their anxieties and tensions by
avoiding eating. These individuals under stress who
will not eat food are often depressed, have low self-
esteem, and are not interested in eating anything, or
they do not feel worthy to eat or receive foods. They
may, instead, take drugs, drink alcohol, or become very
active or withdraw. In Western cultures, the mental
health conditions of anorexia nervosa and bulimia ex-
ist, especially in teenagers. Individuals with anorexia
nervosa usually refuse to eat anything or gorge food
and vomit it. As a consequence, these persons become
very thin and underweight. The individual with bu-
limia who gorges large amounts of food will soon after
vomit and not retain the nutrient values of the food.
These conditions are well-known in Western cultures,
but are limitedly found in non-Western cultures, thus
reflecting global differences.

Nurses with preparation in transcultural mental
health are alert to such cultural variations related to
cultural patterns of overeating or undereating and can
observe, listen to, and counsel the client. The nurse
can help the individual, group, or family work toward
resolving their problems within their cultural lifeways
and values. Most cultures have prescribed ways to re-
lieve feelings of boredom, disappointments, dissatis-
factions, and depression, which the nurse uses in ther-
apy with clients. Foods such as sweets and drinks are
commonly used in the United States by adults and
children to handle anger, emotional frustrations, and
disappointments, whereas vegetables and daily out-
side activities are generally used in non-Western cul-
tures. Smoking is also used in many cultures to relieve
stress, but is decreasing because of health threats in
past decades.

Food for Rewards and Punishments
A fifth universal function of food transculturally, but
with some cultural variations, is the use of food to re-
ward, punish, and influence the behavior of others. In
most cultures in the world there are norms and prac-
tices of the ways children and adults are rewarded, pun-
ished, or receive positive or negative sanctions with
food. Foods have long been used by humans to reg-
ulate cultural and social behaviors that they want re-
warded, maintained, or curtailed. Moreover, cultures
know which foods have highly favorable rewards and

which ones communicate dislikes or negative rewards.
For example, Anglo-American children are often re-
warded for good behavior with all kinds of sweets, that
is, candy, sugared cereals, drinks, and cookies. In con-
trast, the Gadsup children were rewarded for desired
cultural behavior with nonrefined foods such as veg-
etables, nuts, taro, fruits, fish, or forest meats if avail-
able. Lots of sweet foods consumed in America have
led to dental caries, diabetes, and other health prob-
lems over time. Infants and children are quick to learn
how parents and other adults use foods for rewards and
punishment, and so food-giving becomes a symbol of
children’s “likes and dislikes” in cultures. Children may
also try to control and test parents by the uses of foods in
their culture. If food is eaten in a culturally and socially
unacceptable way, parents often become embarrassed
with their child and may view themselves as inade-
quate parents. Parents or surrogates are often expected
in most cultures to reprimand children with foods to get
them to act in culturally appropriate ways. For example,
an 8-year-old boy was eating food with his fingers at a
formal dinner. The parents reprimanded him gently at
the table, but later the child was harshly reprimanded at
home because the parents were extremely embarrassed
by the child’s “terrible” behavior. It reflected “poor up-
bringing” by the parents. The child enjoyed the food
with his fingers.

Food to Influence Status
A sixth universal function of food is to influence the po-
litical and economic status of an individual or a group.
Transculturally, food has great economic importance
and political uses, and these two aspects are closely
interrelated. Food has been used to build political al-
liances with people and for economic gains. Politically
and economically, food can reaffirm and sustain tra-
ditional power ties and establish new power alliances.
Sometimes, food has been used to test political rela-
tionships and to test the strength of alliances. Serving
food before, during, and after political meetings often
leads to friendly and congenial outcomes. Food tends
to “soften” political group behavior and ease question-
able relationships. In some cultures political leaders
are offered rare and very choice foods or drinks be-
fore political meetings to ease a strong leader’s poten-
tial aggressive or polemic disposition. Food has been
a means to build and maintain smooth relationships,
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to gain votes, and to foster desired political alliances
and support. Some examples to support this general
function will be offered.

The non-Western Gadsup, for example, carefully
selected foods given to one’s political friends and to
enemies at political gatherings. The Gadsup spend a
lot of time getting some of their choicest foods for
their “true and trusted” political friends to maintain
good ties. They will, however, also get choice foods
for enemies to prevent further hostilities, accusations
of sorcery, or to reestablish favorable political relation-
ships. If the Gadsup did not give the best quality food
to their friends or enemies, they could be accused of
sorcery, which might lead to illnesses and deaths in a
village. Traditional enemies are usually strong in polit-
ical power, and so foods offered and eaten at the public
gatherings impress the politically oriented “big men”
of different villages. Foods that are not fresh or look of
questionable quality are always suspected by enemies
as potentially harmful and will be avoided. Such polit-
ical uses of foods exist in other cultures such as Africa
and South America with different food meanings, uses,
purposes, and ritual giving practices.

In many European countries and in the United
States, gift-giving occurs regularly and in different
ways among political and social interest groups to pro-
mote positive relationships and to win over new politi-
cal and social friends. Presidents and prime ministers of
countries often receive lavish or expensive gifts, which
reaffirm their political, economic, and social status and
their relationships with the public and other countries.
Such gifts to special people are usually displayed in
visible places but always under protected security.

Economically, food is important in exchanges to
maintain basic food supplies and to provide diversity in
the people’s diets. The distribution of food is of great
concern worldwide and so the economic production,
accumulation, and distribution of goods and services
are given much consideration. Farmers and peasants of
different cultures often know the best ways to main-
tain their economic lifeways; however, they often have
limited political and economic power with bureaucrats
and dominant cultures. Cultures learn what food other
groups need or desire. They try to increase the demand
in trade exchange patterns for economic benefits. For
hundreds of years people have made food exchanges
to support political ties, provide essential foods, and to
strengthen one’s economic position. Essential food im-

ports and exports, whether of small or large amounts,
are central to the development, maintenance, and sur-
vival of cultures worldwide. An imbalance in the pro-
duction and distribution of foods can cause serious
problems in any society and can ultimately influence
the health status of people. As frequently seen in Africa,
thousands of people have died of hunger as a result of
war, political feuds, economic greed, and poor distri-
bution of foods. Food taken to international food dis-
tribution points may never reach its goal because of
political groups taking the food, such as was the case
in Somalia, Africa, in 1993, 1994, and 1999. Hungry
and dying people may never receive the food. Hence,
charitable organizations that try to help starving people
may never see their food received by those who so des-
perately need it. The cultures of poverty and affluence
exist worldwide.

Periods of drought, floods, earthquakes, tornadoes,
and other environmental conditions continue to have
a devastating impact on the production and distribu-
tion of foods in many countries. Farmers in the United
States, Canada, and other countries often fail to get
their surplus foods exported to “have not” countries
because of government politics and poor marketing
policies and practices. Moreover, farmers struggle to
get fair or adequate prices for their food products to
meet their farm production costs. There is a very close
relationship between politics and economics in most
cultures that transculturally oriented nurses need to re-
alize when working in foreign countries or in local, ru-
ral, or urban communities, and such factors influence
food and health care worldwide.

Food to Treat and Prevent Illness
A seventh and major universal function of food is to
access, treat, and prevent illnesses or disabilities of
people transculturally. Anthropologists have long ob-
served and studied how food is used as a means to
diagnose, treat, and deal with illnesses and stresses in
different cultures.13 Practically all cultures today still
rely on both folk (generic) and professional caring and
curing of illnesses. Some cultures have skilled folk di-
agnosticians (or diviners) who assess the health and
illness states of their people before considering profes-
sional services. Folk practitioners often use symbolic
figures and foods to assess the health or illness status of
their people. Cultures know what foods people should
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eat and why some foods should be rejected because of
certain physical illnesses and sociocultural conditions.
In most non-Western cultures, folk diagnosticians look
for cultural reasons for illnesses; whereas in Western
cultures professional diagnosticians often seek physi-
cal or emotional causes rather than cultural ones. Such
practices are important to know as nurses work with
different cultures worldwide.

Transculturally, food is also used to explain why
certain illnesses occur or conditions exist. Food is used
to predict possible illnesses, reasons, and consequences
for both professional Western diagnosticians and non-
Western folk diviners and healers. For example, if
a client drinks milk and complains of intestinal dis-
comfort (e.g., abdominal pain, cramping, diarrhea, and
vomiting), Western health personnel may or may not
identify this as a sign of lactose intolerance.14 This con-
dition has been found in nearly two-thirds of the world’s
population after early childhood and is caused by prob-
lems with the production of the enzyme lactase.15,16 In
contrast, folk healers will often diagnose this condition
in relation to disturbances in social ties and breaking
cultural rules.17 Food is the medium to diagnose cul-
tural factors that can initiate or aggravate biophysical
and other illnesses. Lactose intolerance is important for
the nurse to know as it is found in many cultures and
can aggravate a client’s health status markedly.

Food products are often used by folk diagnosti-
cians to warn people of potentially unfavorable socio-
cultural relations with friends or strangers in a culture.
It is believed that favorable or malevolent behaviors can
lead to illnesses, which most health personnel fail to see
or understand because of the lack of knowledge and
the disbelief that cultural factors can lead to illnesses.
Western scientific medical and health practitioners are
quite determined to view all illnesses as resulting from
genetic, biophysical, or emotional causes related to
cell, organ, and body dysfunctions. Until physicians,
pharmacists, nurses, and other health personnel be-
come knowledgeable about comparative generic health
and illness, they will continue to use their explanations
and not cultural ones.

In many cultures food remains important to pre-
vent and cure certain illnesses such as hypertension,
diabetes mellitus, peptic ulcers, coronary diseases, ag-
ing, and other conditions or disorders. In the United
States, Canada, Europe, Japan, Australia, and other

Western cultures, large sums of money are spent on ra-
dio, television, and internet advertisements to promote
optimal health by eating “the right kinds of foods” and
avoiding others. Food tends to dominate the Western
mass media so that people are almost obsessed with
food interests and ways to live by what is being adver-
tised, promoted, marketed, and studied. Some of these
food values change over time, leaving non-Western cul-
tures baffled about Western “food facts.” Today, most
Western cultures believe that eating the right foods,
exercising, and regulating one’s own food intake leads
to health. In contrast, non-Western cultures tend to be
more concerned about procuring and distributing food
among their kin, social, political groups, and getting
enough food for daily survival. Malnutrition prevails
in many non-Western cultures today.

Generic Food Theories and Uses
Non-Western cultures such as Southeast Asians,
Mexicans, Caribbean, and related Latin Americans are
attentive to assessing and using “hot and cold” foods,
beverages, and medicines. The hot and cold theory is
a very old belief that originated in non-Western coun-
tries and in ancient Greece with the desire to balance
body fluids or humors between perceived hot and cold
substances.18 If an imbalance of hot and cold body flu-
ids occurs, this is believed to cause illnesses and even
death. Foods, beverages, and medicines remain classi-
fied as hot and cold by many people in these cultures
to prevent and treat illnesses. In general, hot or warm
foods are believed to be easier to digest than cold or
cool foods. To treat human conditions, it is important
to assess the substance taken or to be used to provide
usually the opposite effect, that is, one counters too
much exposure to cold substances with hot foods and
beverages or medicines, but cultural variations remain
on uses. For example, an upset stomach condition may
be caused by eating too many cold foods, and so warm
foods are needed to correct the imbalanced state. In
general, foods and medicines are classified and used by
cultures in different ways. Nurses need to study such
cultural beliefs and classifications with their meanings
and how they vary transculturally.19−21 These beliefs
and practices exist today.

Interestingly, the Chinese according to the ancient
philosophy of Taoism have, for nearly 3000 years, been
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attentive to the yin and yang elements to maintain har-
mony and balance in the universe.22 Yin signifies the
cold, female, and darkness element, whereas yang sig-
nifies the hot, male, and light element. Accordingly,
when foods are digested, they can lead to either yin or
yang conditions. The important principle is to balance
yin and yang components of foods to maintain good
health. Excesses or imbalances of either yin or yang can
lead to illnesses, diseases, or unfavorable conditions.
To provide culturally congruent and competent care,
nurses need to be knowledgeable about hot and cold
(yin/yang) theories and others related to food, drinks,
and medicines in healing, caring, and curing.

It is also especially important to realize that many
professional medications, surgical operations, or med-
ical treatments such as chemotherapy are usually con-
sidered to be “hot” and powerful. Clients of different
cultures are sometimes baffled as how best to counter-
act such “hot” professional treatments or avoid them.
Clients may be noncompliant or refuse medicines and
treatments because they are too hot or cold. Noncom-
pliance and uncooperative behavior of clients, with
their refusal of nursing care, medicines, and treatments,
can be related to cultural fears, clashes, or uncertain-
ties, which some health personnel need to understand.
Nurses and other health professionals may demean and
offend clients who hold beliefs about foods and their
favorable or less favorable uses.

Cultural Preferences
Most importantly, the nurse who has studied transcul-
tural differences in the uses of foods will be attentive to
the food preferences of cultures to promote health and
prevent unfavorable responses of individuals and fam-
ilies to foods. Since cultures have specific food pref-
erences and dislikes, which can make a difference in
caring for clients of different cultures wherever they re-
side, the nurse assesses these foods and their nutritional
values within the client’s health needs to provide cul-
turally congruent care. It is extremely important to ask
the client or family to tell about these foods rather than
guessing or using an inaccurate source. To facilitate re-
covery from illness, maintain health status, and prevent
illness, cultural knowledge within a holistic perspective
is imperative. For example, the nurse should understand
that Vietnamese people like fish, rice, fresh vegetables,

and herbal teas. Unless fully acculturated, they may
consistently refuse hamburgers, potatoes, carbonated
beverages and other Western foods. When Vietnamese
are served their cultural foods, it is wonderful to see
them smile and eat “their foods.” Eating culturally de-
sired foods can lead to a quicker recovery from illness
and greater client satisfaction than when these clients
are expected to eat strange or taboo foods. Most nurses
realize that when one is ill or under stress, there is a
longing for foods that one knows about and likes. In-
deed, American hospitals waste far too much good food
because clients from other cultures dislike certain foods
as strange or cannot be eaten for cultural reasons. Such
hospital food wastes are difficult to accept; however,
they occur because the food was culturally taboo or
inappropriate. Transcultural nurses need to know what
cultural foods should be served and what clients will
eat and need. They need to help other nurses and staff
to make use of culture-specific foods for their health
and to be acceptable. Today, hospital staff need to be
educated about cultural food likes and dislikes through
in-service education and academic courses on transcul-
tural nutrition and health care.

Although considerable variability exists with
African Americans as a result of economic and ac-
culturation factors and where they have lived (North or
South), many African Americans enjoy their traditional
foods as vegetables, greens, pork, legumes, chicken,
cornbread, and soul foods. Hot breads and fried or
boiled foods are popular. The author has found these
preferences remain strong from her 40 years of study
and living near African Americans in urban and rural ar-
eas of the United States.23 With some of the current and
serious African American health problems related to
stroke, hypertension, and general cardiovascular con-
ditions, nurses and other health professionals need to
be aware of food uses by African Americans and espe-
cially by those who have limited income and are liv-
ing in poor areas. Bailey’s study of African Americans
in a large urban context, in which he used both an-
thropological and transcultural nursing principles and
theories, provides invaluable insight about these prob-
lems and ways to alleviate them.24

Although Mexican Americans’ and Puerto Ricans’
preferred foods vary, they tend to like foods such as
beans, chicken, chili peppers, tomatoes, onions, squash,
and herbal teas, especially chamomile tea when ill
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or experiencing cultural pain or stresses. Mexicans in
California, the South, and Southwestern areas of the
United States enjoy enchiladas, tostados, tamales, chili
con carne, chicken, and chili dishes. These common
cultural foods will be acceptable and generally benefi-
cial to clients of health care services.

Native Americans in Canada and the United States
were the first to introduce foods such as maize, beans,
and squash into Anglo-American diets. The many Na-
tive Americans of different tribes have different food
choices, which are related to their ethnohistory, envi-
ronmental context, and traditional food and spiritual
rituals. Generally, though, Native Americans like fresh
fish, fruits, berries, corn, beans, squash, wild greens,
root foods, and game meats. Since more are moving to
urban areas, they often miss their traditional and highly
valued foods because they are closely related to their
religious or spiritual beliefs and to their natural envi-
ronment. As the nurse becomes knowledgeable about
the close interrelationship of the Native Americans in
Canada and the United States, they will discover that
foods are extremely important for diverse reasons. Food
uses and consumption must be harmonious with them
and their environment. Food practices bear on these
realities with their close relationship to their sacred be-
liefs and lifecycle rituals and survival.

Environmental Influences
As nurses become more sensitive and competent about
transculturalism, their ability to provide culturally con-
gruent care will increase. Knowledge about the peo-
ple’s environment with an understanding of what foods
are raised or available is important as one counsels
clients about food resources and uses. How foods are
produced and used largely depends on the agricul-
tural resources and their distribution, as well as the
cost at markets. Geographic environments and climates
generally determine which foods will be raised, sold,
and used and which can be relied on for daily health
maintenance or restorative processes. The climate, soil,
amount of rainfall, seasonal plants and animals, avail-
able technologies, and human resources in any ecosys-
tem greatly influence food values and uses over time
in cultures. Some cultures live on day-to-day garden-
ing and hunting foods or have limited daily subsistence

food supplies. Other cultures may live on Western foods
obtained from supermarkets and other outlets. Western
cultures today rely heavily on frozen foods, including
meats, fish, fruits, and vegetables, or those that are sea-
sonally fresh and available to them. Nurses working
with clients need to assess holistic transcultural care
food factors, along with social structure and environ-
mental factors such as natural disasters (floods, hurri-
canes, or fires) that influence food uses, functions, and
health outcomes.

Genetic Factors: Newest Emphasis
Another fascinating factor that needs to be mentioned
is that the genetic, constitutional, and metabolic pro-
cesses of human beings may differ considerably with
different cultures and have different consequences. Nu-
tritional anthropologists, biologists, geneticists, and
biochemists continue to study these factors. Cultures
have found that some imported “new” foods brought
into their areas can aggravate and/or threaten the health
of the people. Sometimes, missionaries, health person-
nel, and lay people who have good intentions may not
realize the foods were not so good for the people. The
reasons may be related to metabolic, genetic, and cul-
tural intolerance. For example, Brunce reported about
a metabolic disturbance found in northeast Brazil in
which the population was predisposed to any aggrava-
tion of vitamin A deficiency.25 Dried milk was intro-
duced into the community, which caused the people to
experience sudden growth. However, this led to a rapid
depletion of the existing meager supply of vitamin A.
As a consequence, an outbreak of night blindness, xe-
rophthalmia, keratomalacia, and irreversible blindness
occurred. Brunce offered a warning to people who have
the good intention of improving dietary inputs in under-
nourished countries because the foods may be highly
disruptive to the normal metabolic functions of the peo-
ple. Other studies have been done, but more of the con-
sequences of introducing new foods into a new or dif-
ferent cultural area and environment are needed.

Summary Reflections
Considering the above facts, principles, and research
studies related to food universals and nonuniversals,
the nurse prepared in transcultural knowledge can be a
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care facilitator to help clients with their food needs and
appropriate uses. Nurses of tommorrow, however, must
increase their knowledge of cultural uses and abuses
of foods in diverse cultures. Transcultural nursing in-
sights about general aspects of the client’s food culture
is essential to making appropriate culture-specific and
culturally congruent care in most cultures in the world.

In the process of doing a culturalogical care assess-
ment (see Chapter 4), the nurse identifies food prefer-
ences, beliefs, and practices within the different areas
of the Sunrise Model, that is, kinship, cultural values,
etcetera, as they relate to care and well-being. As men-
tioned above, the transcultural nurse may need to help
other nurses and health personnel to use this model with
clients, families, or groups to get an accurate food and
health picture.

In the future, one can anticipate more demands for
culture-specific foods to increase healing, reduce ill-
nesses, improve health care, and avoid food wastes. Far
more attention is needed in hospitals to the way clients
want their foods served (i.e., hot or cold) and to give se-
rious attention to client and family ideas of what helps
them to keep well or become ill. The nurse should be
sensitive not to force clients to eat certain foods just be-
cause of professional beliefs that they are “good for the
client” because of professional reasons. There is much
professionals have to learn about cultural food uses and
their nutritional benefits. The color, form, shape, and
nutritional value of the food often determine if a client
will eat and retain the food. For example, the color red
may be a taboo color in a culture, and so red foods are
not acceptable. How foods are prepared and served in-
fluences acceptance or rejection of the food. Cultural
enthnocentrism with imposition practices by the nurse
can lead to psychophysical illnesses and cultural pain
such as vomiting, gastrointestinal upsets, high anxiety,
and passive-resistive behaviors. An important transcul-
tural nursing principle is always to talk with the client
and family about their food likes and dislikes and how
they prefer to eat the foods, that is, raw, cooked, fried,
etcetera. It is also wise to talk about foods that keep
them well or tend to make them ill (or uncomfortable),
especially when they return home from a hospital ex-
perience or have had outpatient treatments. To provide
appropriate advice or direct services in an acceptable
way, the transculturally oriented nurse tries to enter the

food world of the client and understand how they view
and use foods.26 Remaining sensitive to client’s food
interests and needs is an extremely important means to
effective and therapeutic nursing care practices and to
promote the well-being of those whom nurses serve.
The nurse with transcultural caring knowledge about
food uses and functions and flexible caring skills is
invaluable to promote client or family well-being and
recovery from illnesses and to maintain daily function-
ing in our changing multicultural world. The use of the
three modes of care with the Culture Care Theory and
with the ethnonursing method can be very helpful in
assessing and making decisions with clients on foods,
as well as to assess outcomes. In sum, the nurse should
keep this message in mind: Culture defines food uses,
functions, and benefits over time and in different places
in the world. The nurse’s challenge is to discover this
reality and to use foods congruently with cultures and
therapeutic modes.
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CHAPTER10
Life-Cycle Culturally Based
Care and Health Patterns of
the Gadsup of New Guinea:
A Non-Western Culture∗

Madeleine Leininger

An important part of becoming a transcultural
nurse or health care provider is to learn about
Western and non-Western comparative prac-

tices of how human beings are enculturated to be-
come members of a culture and society. The encul-
turation process varies in Western and non-Western
cultures in birth to death life-cycle practices, in how
humans are raised, and in how they develop. All too
frequently Western nurses, physicians, and others are
taught specific theories and facts about how children
and adults become human and survive based on dom-
inant Western theories or stages of development such
as Erickson’s, Maslow’s, and Bronfenbrenner’s theo-
ries or the Kubler-Ross theory of phases of death and
dying. However, as one becomes immersed in studying
non-Western cultures from emic lived-through experi-
ences, one often discovers major differences and new
information about life-cycle patterns and processes.
Very serious ethical and moral issues can be identi-
fied if health personnel make assumptions and deci-
sions based on Western child and adult rearing prac-
tices when they do not fit non-Western cultures. Nor
can one assume that these non-Western or “underde-
veloped people” and even some minority cultures will
develop and become Westernized sooner or later to fit
our theories or standards of enculturation practices.

∗This is an edited, expanded, and updated version from earlier
chapters in the 1978 and 1995 books on Transcultural Nursing.
It was written in first person to capture the lived-through, direct
observations and experiences of the author over four decades.

Researcher’s Interests
in Non-Western Culture

This chapter provides in-depth emic life-cycle encul-
turalation patterns of a non-Western culture discovered
anew by the author, a social and cultural nurse anthro-
pologist. By living immersed in the daily lifeways of
the Gadsup people of the Eastern Highlands of New
Guinea (a non-Western culture) for nearly 2 years in
the early 1960s, I discovered many new insights that
were strikingly different from Western cultures. These
discoveries were confirmed by the people in their lin-
guistic meanings and actions and made me realize the
extreme importance of nurses and other health per-
sonnel knowing non-Western lifeways, human caring,
and the enculturation process of human beings. Such
discovered knowledge is essential for assessing and
making care and cure (or treatment) plans with clients.
Granted, all cultures change over time, but some retain
certain values, beliefs, and life-cycle practices for jus-
tified reasons. In fact, many non-Western minorities,
subcultures, and other groups tend to reinforce tradi-
tional practices that lead to health and survival as shown
in the author’s writings over time.1,2

Andrews & Boyles’ book, Transcultural Concepts
in Nursing, offers some examples and general guides
to help nurses work with clients of some Western and
non-Western cultures, particularly related to life-cycle
differences in religious, ethical, and general cultural
concerns.3 However, this chapter presents in-depth life-
cycle content of one specific culture with a theoretical

217

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SPH P2: MRM/UKS QC: MRM/UKS T1: MRM

pq163b-10 PB095/Leininger December 3, 2001 16:2 Char Count= 0

218 Section II / SPECIAL TOPICS IN TRANSCULTURAL NURSING

and experiential transcultural nursing focus over ex-
tended time. It should help the reader to understand how
the Gadsup develop and live in their Gadsup world.

During the early 1960s I lived with and studied
the Gadsup of the Eastern Highlands of New Guinea,
who lived thousands of miles from the West Coast of
the United States.4 I wanted to study a non-Western
culture to gain new insights, knowledge, and practices
essential for nurses to function in perhaps a very differ-
ent culture from Western cultures. I was interested in
how a Gadsup became one from birth into adulthood—
especially the life-cycle caring focus. Since I was also
developing my theory of Culture Care and the eth-
nonursing method, I wanted to examine the theory sys-
tematically in a non-Western culture to see if the tenets
of the theory could be upheld or refuted.

After completing nearly 4 years of rigorous doc-
toral study at the University of Washington in Seattle,
I was ready to do both ethnographic and ethnonurs-
ing field research and to identify differences and sim-
ilarities. I was especially interested in ethnonursing to
explicate knowledge about the culture care and health
of the Gadsup. The concepts of emic (insider’s view-
points) and etic (outsider’s viewpoints) were of much
interest to me. I wondered how these concepts could be
used to discover covert generic and professional care
knowledge. Most of all, I was curious about specific
care, illnesses, and wellness ideas of the Gadsup. The
concepts of ethnocare and ethnohealth were new ideas
in nursing that I had coined to study transcultural nurs-
ing phenomena.5 I also knew that nursing and medicine
needed to change from their unicultural viewpoints to a
multicultural stance. It was imperative for the future to
have such knowledge of a non-Western culture. More-
over, comparative life-cycle practices between cultures
was essentially a new idea in nursing in 1960, but well
known in anthropology. Anthropology literature and a
caring faculty had greatly stimulated my thinking about
caring life cycles of cultures. My goal, however, was
to develop ultimately a body of knowledge worldwide
for the discipline of transcultural nursing for the 21st
century with Gadsup non-Western findings.

Before leaving the United States in the early 1960s,
several questions came to me: Would it be safe for me
to live alone as a single female with the proclaimed
“headhunters” (Gadsup) of New Guinea? Could I work
in a very different culture over an extended period and
make sense out of the people’s lifeways? What would I

eat and where would I live in this nontechnical village?
Since there had been no outside women who had lived
alone in the village without a spouse, would the people
kill me or permit me to live under those conditions?
Whom could I contact with no Western neighbors, no
phone, no car, or no mail service? How would I allay my
parents’ and family’s concerns? When Margaret Mead
was at the University of Cincinnati in 1959, she told me
she always had some Americans who lived with and
helped her while she was doing fieldwork in a northern
village in New Guinea. The Papua New Guinea officials
told me I needed a gun to protect myself from “head-
hunters as the Gadsup had been headhunters and could
kill you.” Such messages were of concern, but I refused
having a gun. I believed my Nebraska rural life expe-
riences, anthropological and psychiatric nursing skills,
along with my faith in God and prayers would help me.

Entering and Living with Gadsup
I took two small suitcases and a sleeping bag and de-
parted for the Gadsup. My entry into the Gadsup land
was initially a cultural shock as everything I saw and
experienced was very different from my lifetime ex-
periences in the United States.6 My Irish and German
American cultural heritage along with many diverse life
experiences gave me a tenacious work ethic (German)
and the ability to know how to “make the best out of
life and enjoy it” (Irish). The Gadsup and their environ-
ment were very different. The language had not been
recorded and was difficult to understand and learn.

The Gadsup were small, dark brown skinned peo-
ple with very dark brown eyes. The average height of
the women was five feet four inches; the men were
about five feet and seven inches tall. The women and
young children stayed close together in the village,
while the young men strayed away from the village
each day. The Gadsup lived in bamboo huts with no
electricity or modern appliances such as refrigerators
and stoves. There were no clocks or watches in the vil-
lage, so no one lived by a mechanical clock, nor did they
keep rigid time schedules. This was strange for me hav-
ing come from a highly time-centered, United States
work-schedule culture. The Gadsup water supply was
carried in bamboo tubes from a mountain stream about
2 miles from the village. It was drunk and used without
boiling. There were no modern indoor hut toilets but
only external “toilet holes” on the edge of the village.
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There were no coins or money. Instead, garden and for-
est products were valued and exchanged under certain
rules and conditions until the mid 1970s.

This culture had limited outside contacts in the
early 1960s. There were no village health personnel
such as nurses, dentists, physicians, pharmacists, or
social workers. There were no village schools with
professional teachers. There were, however, native or
Gadsup folk caregivers and folk curers who provided
for the health care needs of the people in the two vil-
lages. There were no Western people or Australians
living in or near the villages. The Gadsup were quite
isolated from the outside world in the 1960s and only
knew their village neighbors as traditional friends or
enemies.7 These factors and others made me realize
that the Gadsup had a different way of living and valu-
ing from mine.

I began my research by observing and listening
about the Gadsup’s daily lifeways and lifeworld, using
my theory of Culture Care and the enthnonursing and
ethnographic methods.8 The men went into the forest
area for hunting birds and small animals; the women
worked in the gardens each day. I identified particular
beliefs, taboos, values, and practices of the Gadsup,
but initially could not understand the meanings. Their
lifeways were like a puzzle that had to be put together
to make sense to me. Initially, I tried to interpret their
strange actions and practices in Western ways, but soon
stopped this as nothing fit. It took time, patience, lan-
guage learning (verbal and nonverbal), and trust in the
people to know the Gadsup. Living in the two Gadsup
villages I studied (about 10 months in each) was essen-
tial to discover the totality of the Gadsup lifeways.

At first, I was an object of curiosity to the Gadsups,
as the majority of the people in the two villages had
never seen a white woman. The people followed me
wherever I went, and they observed everything I did or
tried to do! This was strange to me, as I had never had
twenty to fifty people watching or trailing me each day
and evening. My life was not private but open to all the
Gadsup, and I understood this. There was no way of
being completely private in my bamboo hut, for even
at night the people peered through the lattices of the
bamboo hut to watch me. I discovered that my feel-
ings about the lack of privacy and my American values
of independence, privacy, and autonomy were clearly
different from the Gadsup who valued openness and a
totally shared community life. The people were curious

about me as a “different” woman and wondered about
my white skin and light brown hair. They would touch
my skin and stare at my nonkinky hair. Some were cau-
tious about coming to me during my first few months
in each village. They stared at my tennis shoes and pant
skirts and blouses I wore each day, which contrasted
with the Gadsup who wore no shoes. The women wore
grass skirts, and the men wore shorts or laplaps. The
Gadsup often asked me “what tribe I came from.” Later
some Gadsup told me that they first saw me as a ghost
because my skin was so white, and because I came from
an unknown place. I learned to be sensitive to their ac-
tions and voice inflections, viewing me as a potential
sorceress. My own initial survival was at stake.

Since there was no recorded Gadsup language, I
had to learn and record their non-verbal language ex-
pressions. The language was tonal and very difficult.
At first, I used Melanesian pidgin (a lingua franca, or
limited conversational language), but found only two
or three men in the village who could speak this lan-
guage. I observed firsthand the people by their daily and
nightly interactions and participated gradually in what
they did. They watched me almost constantly during
my months in the two Gadsup villages, because I was
slightly different. Both villages had traditional enemies
and friends, and in the past they had been friends with
each other. I learned about how the Gadsup got along
with their clans, subclans, and lineages and about their
social ways of living together or apart at times.

After 3 months, the villagers became more com-
fortable and trusted me. They began to share ideas
and gradually became protective of me by telling me
what I needed to do or avoid. Protective caring and
surveillance caring became evident as dominant modes
of caring for “true friends.” In time, I became their
“trusted true friend,” and they did not watch me closely.
I used the Observation-Participation-Reflection En-
abler and the Stranger-Friend Enabler, which were ex-
tremely useful to examine my own behavior and the vil-
lagers in both places.9 In addition, my Culture Caring
Semistructured Gadsup Enabler guide was essential to
study life-cycle events with their meanings and expres-
sions. My domain of inquiry was to discover what could
be culturally congruent care decisions and practices as
the goal of my study. The use of my Sunrise Model (ex-
plained earlier) was most important to guide my study
of the different influences on the life cycle and gen-
eral lifeways of the two Gadsup villages. The Sunrise
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Model became a constant mental image to cover the
total lifeways of the people with social structure and
other holistic features. In both villages I learned much
about my own Western cultural behaviors and expres-
sions and what seemed to be troublesome to the Gadsup
about me and vice versa. Learning about self through
others remained the first important principle in tran-
scultural nursing, which helped me grow and helped
the people to share their world with me. Being open to
the villagers was essential. Having no privacy was dif-
ficult, but I gradually learned to be comfortable with it.

The Gadsup Environment and
Social Structure Factors

The Gadsup live in the Eastern Highlands of New
Guinea and about six degrees south of the equator. It is
a tropical environment with day temperatures of 80 to
85 and 72 at night in the dry season. The Island of New
Guinea is shaped like a large bird with its tail and feet to-
ward Australia and the bird’s head looking to the Pacific
Ocean on the east. The island is about 1500 miles long
and 500 miles wide. It is marked with high mountain
ranges of nearly 12,000 feet above sea level and many
valleys and rivers. There are also large, open grassland
areas between the mountainous ranges.10 The Gadsup
frequently walked for miles across these grasslands and
mountainous areas to visit their kinsmen in other vil-
lages, to hunt birds and animals, or to explore new areas
for tribal or political reasons. Young boys and men often
walked 10 miles or more to hunt, to gather fruits, and to
meet other friendly “tribal brothers.” The Gadsup had
no cars; however, a few Europeans or Australians who
lived and worked for the government would drive by
the village, giving them an awareness of automobiles
and their uses.

The Gadsup build their huts on the top of flat moun-
tain ridges to protect themselves from their enemies
and to prevent their huts from being washed away by
torrential rains during the wet season. The country is
picturesque with the high mountains in the distance,
beautiful lush green trees, tall grasses, and many large
wildflowers such as bright red poinsettias growing in
their fields and villages. The round huts on the ridges of
the mountains are built from bamboo, local trees, and
grass. They are remade about every 10 years with all vil-
lagers participating, especially those of one’s lineage.

There are two main seasons each year, namely, a
wet season from December to April, and a dry season
from May to November. The average rainfall for the
area is about 85 inches per year. During the wet season,
hard rains frequently washed away the crudely built
Gadsup roads, walking paths, and man-made bridges.
Small streams rise and drain into the nearby valleys
to produce a tall grass called kunai. In the dry season
the people enjoy warm and sunny days with temper-
atures of 80 to 90 degrees Fahrenheit in the daytime,
but can drop to 68 to 75 degrees Fahrenheit at night. In
the rainy season, there was a 15 to 20 degree temper-
ature difference from the dry season. The temperature
in the rainy season sometimes dropped to 57 degrees at
night. Such marked changes in temperature often led to
infant respiratory conditions and occasionally to death
for infants and older Gadsups.11

Each Gadsup village plaza was comprised of 20 to
40 small dwelling huts that were made of native bam-
boo. The roofs of the huts were covered with a tall grass
called kunai. Gadsup huts had two or three partitioned
rooms, and a raised or ground-floor fireplace to cook
native foods, and to keep occupants warm during the
wet season. Smoke often filled the hut when the door
was closed, as there were no windows. During the dry
season, the foods were cooked outside the hut, and the
indoor fireplace was seldom used.

The Gadsup in the early 1960s were hunters and
gatherers, and so their daily life was spent producing,
gathering, and distributing foods to maintain daily sus-
tenance. What they raised, they used each day with
limited accumulation or storage of extra foods. They
had no way to refrigerate or store large amounts of
foods. Food producing and gathering was central to
their lifeway. Food was used not only for their physi-
cal needs, but for social, political, and ceremonial pur-
poses. Gardening was the important daily activity for
the women and young girls. Men participated by clear-
ing and building new gardens. Wild birds and animals
were sought in the forest by young Gadsup boys and
men. The men were also involved in a great variety of
political meetings, doing “walk-abouts” to their neigh-
boring villages, and conducting ceremonial life-cycle
activities and village rituals. Garden and forest products
were the main exchanges between kin groups within
and outside the village. Coffee and tea raising was for
some economic gain as these products were sold to
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Australians. The people used this small, irregular in-
come to buy small amounts of rice, canned goods, and
other material items that were available at a small hut
store about 5 to 10 miles from each village.12 The little
stores were new developments in the Eastern Highlands
of New Guinea in the mid 1960s and have decreased
as small towns became established later.

Kinship and Family Ties
The kinship ties of the Gadsup were complex with many
kinship terms to guide social and cultural relationships.
The important kinship themes and family behaviors
were the following:

1. Gadsup adults carefully regulate their behavior
according to whether the individual or group was
close or distant to them and to the lineage and clan
they belonged to over the years. It was a patrilineal
kinship with extended lineages.

2. Male and female behaviors had different
expectations and were closely related to kinship
expectations, family roles, and cultural values and
beliefs.

3. Care and health practices were embedded in their
kinship behaviors, responsibilities, and
expectations and were critical for caregiving.

4. Kinship and lineage ties strongly organized the
Gadsup lifeways and directly influenced care and
health practices through their extended family.

It was interesting to discover that if a child or adult
became ill or exposed to sorcerers, there were natural
built-in care providers from the lineage family (often
20 to 40 people) and even from clans and subclans
(hundreds of people). Finally, the tribal group (which
was the largest Gadsup cultural group) could be called
on if the illness was caused by outside enemies or
sorcerers.13

This was very different from Western health-
illness practices. It was a unique culturally based social
and caring system with different role expectations
that sharply contrasted with United States nuclear-
family structures with approximately two children. The
Gadsup culture care structure was a unique, powerful,
and effective generic care system in that they received
care from their extended kinsmen and lineage groups.
There were also choices for the children to get help

from both men and women of their familial lineage.
The Gadsup often told me, “We are all one big fam-
ily,” “We come from one source,” and “We belong to
each other.” Their daily behavior supported these state-
ments and showed the differences among the involved
groups. Aggressive or violent acts were largely regu-
lated by kinship, clan, and tribal rules. The assurance of
culture care continuity was a regulatory cultural norm
and contributed to their state of well-being and to their
ability to function without a lot of physical stresses or
even mental illnesses.

The roles of the kinspersons were guided by
the particular environmental-historical context and by
well-known gender roles. For example, there were ap-
propriate times and places to give foods, conduct life-
cycle ceremonies, provide direct care to others, help the
sick or dying, protect villagers from strangers, and give
advice to their people. Gadsup children learned at an
early age to know these cultural modes of conduct and
rules of behavior. The Gadsup kinship structure with
its caring expressions had a powerful influence on the
health and well-being of the people throughout the life
cycle and on their expectations to be good people.

The Political and Religious Lifeways
The political system was complex because kinship and
politics were closely linked together. Male and fe-
male gender roles were regulated by village politics
and political norms. Political groups varied in size and
function according to the clans, lineage, subclans, and
tribes. The men maintained the most active public roles
in all political affairs such as conducting village affairs
(largely food gift exchanges), ritual male life-cycle cer-
emonies, pig festivals, daily political debates in the vil-
lage, religious activities, and all affairs with strangers
or traditional enemies. These political roles constituted
much of the men’s daily activities in the village, but they
always had time to hunt, which was usually a political
and social activity among males. The Gadsup women
had some influence on political thinking and actions of
men in covert and subtle ways but not by public de-
crees. When upset, they made loud pronouncements in
the village plaza, and the men listened to the women
and generally heeded their concerns.

With respect to religion, the Gadsup believed in
their deceased ancestors. It meant that they worshipped
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their deceased kinsperson as their life spirit or an
essence that lived in them. This life spirit became an
ethical and moral guide to govern the daily actions and
judgments of children and adults. They talked about
their ancestors and their moral values and how they
should live according to them. Moral values were usu-
ally a positive guide for young children and adults in
many of their daily actions and life-cycle affairs. The
adults taught the children about their ancestors and how
they lived according to “the good Gadsup values of
brotherly caring and protective caring.” The children
were rewarded or negatively sanctioned according to
whether their acts were like those of their ancestors.
Thus their ancestral religion was most meaningful and a
powerful moral and ethical guide for all villagers. It was
interesting that in the early 1960s a Western Lutheran
group came to the Gadsup villages. The Gadsup strug-
gled to understand the Christian beliefs such as faith,
God, heaven, and hell. These concepts and the asso-
ciated beliefs were very strange and impersonal to the
Gadsup because they did not fit with their ancestral be-
liefs, and some were frightening to them and difficult
to accept.14 By the mid 1980s, some adapted Christian
beliefs.

Life-Cycle Phases: Values, Beliefs,
and Practices

There are few cultures today that have as sharp a di-
chotomy between the gender roles and activities of men
and women as the Gadsup. Male and female Gadsup
secrets pervaded their beliefs throughout the entire life
span in the early 1960s and into the 1990s. Sex role
activities clearly organized men and women’s social,
economic, political, and religious activities. The vil-
lagers enculturated their children with appropriate male
and female role behaviors early in life, which were re-
spected and maintained throughout the life cycle.

The Gadsup had many male and female beliefs
and secrets about the life cycle related to conception,
birth, growth, marriage, and death. These beliefs were
kept within each gender group as it was taboo (or for-
bidden) to discuss sex secrets with members of the
opposite sex. For example, the men had traditional
beliefs and secrets about their sacred bamboo flutes
that had religious, health and illness, and sociocultural
significance.15 Men were not permitted to talk about

their bamboo flutes to the women, and if they did, it
could lead to unfavorable consequences such as sick-
ness, death, or village feuds. Likewise, women had their
secrets about birth, child and adult care, and ways to
deal with men’s behavior and their use of male sacred
flutes. The women believed that the men had origi-
nally taken these sacred flutes from the women. The
flutes symbolized fertility, sexual power, social relat-
edness, and procreation. The men wanted the flutes
to get some female sexual power. It was interesting
to discover these beliefs, as there had been a tradi-
tional emphasis in the anthropological literature that
only males had sexual power over women. However, I
found the Gadsup women had more sexual power that
the men traditionally wanted. Males developed female
symbols such as found with the male sacred flutes and
other female objects they used to express their sex-
ual power. Female menstruation, childbirth, and child
rearing knowledge were sources of sexual power and
secrets that the women kept away from the men in the
village. The importance of gender secrets and keep-
ing them secret created sexual identity differences and
pride. Male-female ceremonies were separate but fit the
daily patterns of Gadsup living, eating, playing, and so-
ciopolitical activities. In a later visit in the 1990s I found
that some of the old Gadsup gender secrets were not as
strictly guarded as in the past.16 However, these secrets
and other values, beliefs, and practices were still a ma-
jor influence on the Gadsup gender interactions and on
life-cycle ceremonies, which will be discussed next.

Pregnancy Through
Childbirth Phase

While living in the two Gadsup villages, I carefully ob-
served and documented the prenatal, natal, and postna-
tal activities of birthing women. Perhaps most striking
were the tremendous physical strength and the role ex-
pectations of young, middle-aged, and older women.
The Gadsup women were short with strong muscular
development. They were physically strong as they had
rigorous daily physical activities such as daily garden-
ing, cleaning the village plaza, walking great distances
to their gardens, carrying infants and garden tools or
firewood on their backs, and doing daily family or clan
chores. While pregnant, the women maintained a phys-
ically very active daily work schedule. There were no
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pregnancy complaints or signs of morning sickness
with the women in either village. There was no pam-
pering of women during pregnancy as pregnancy was a
normal and a highly desired life experience for women.
Young girls were expected to get married, become preg-
nant, and raise healthy children. These were the hall-
marks of becoming a respected Gadsup woman. There
were no unmarried girls in the village beyond the age
of 19 years. Indeed, a girl becomes a woman only when
she is married and gives birth to her first child. Mar-
riage and childbearing lead to a highly desired social
status and recognition for women. Likewise, boys be-
come men only if they are married and have at least one
child. Marriage and having the first child make Gadsup
“complete human beings” and socially recognized by
all Gadsup in the lineage, clan, and tribe.17

Gadsup married women viewed pregnancy not
only as highly desired, but also as a symbolic expres-
sion of maintaining the continuity of Gadsup. It reaf-
firmed a woman’s fertility, her femininity, her social
role and respect in the village, and power. Gadsup
women desired four living children per husband and
most women had four or five children. The women
held that through their long history they were the “real
culture carriers” as they had the power to bear children,
while men did not have this sexual power. Female and
male secret sexual legends and beliefs confirmed these
beliefs and action patterns. Gadsup men, however, held
that they determined the viability and healthy status of
the child by their semen and strong male physical con-
dition. Thus a comparative and complementary gender
status prevailed between males and females with their
sexual abilities and offspring. It was of interest that the
number of children per couple remained fairly constant
by the genealogies over three generations.

Gadsup males and females were married between
the ages of 17 and 21 years. There were very few
Gadsup divorces as divorces were unacceptable. A boy
who was unmarried by 18 years was an extremely rest-
less male who often asked adult villagers to help him
find a good wife. The first child was born usually within
the first 2 years after marriage. The birth was a happy
occasion. The succeeding children were born 2 or 3
years apart, which the women said they regulated by
using indigenous plants as contraceptives. The Gadsup
confirmed their manhood and womanhood statuses by
marriage and children. They loved children, and the

first child was especially warmly welcomed as this es-
tablished their adult married status.

A married girl who did not bear a child early in
marriage faced the possibility of divorce or separation,
which was viewed as most unfortunate. When a Gadsup
female knew she was pregnant, she happily told her
mother and close kinswomen. A small informal female
gathering occurred to rejoice that the girl would soon
be a woman and that she would be a desired Gadsup
in the village with a child. During the course of my
research a few young girls were anxious and afraid
of becoming pregnant. These girls were counseled by
the older and experienced Gadsup women about their
concerns. Some counseling occurred before pregnancy,
but only a few weeks before, by the use of personal
accounts or stories by older women who functioned
like lay midwives. When the woman knew she was
pregnant, she told her female kinswomen but not her
husband or any males. This was to be kept as a surprise
to males and to protect the unborn infant from male
magical harm.

While Gadsup males believed they influenced
whether the child would be strong and healthy, the
women believed they had the strongest procreation
abilities and powers to ensure a live infant in utero and
thereafter. It was the woman’s belief that she deter-
mined the sex of the child and whether the child would
survive during pregnancy and the critical first year of
life. The males believed that their semen takes hold af-
ter the first year of life and makes the child a strong
Gadsup person so that in utero and early infancy the
female sexual powers then take hold.18

During pregnancy women often crave rare foods,
and so the Gadsup spouse and his kinsmen are expected
to get special foods for the pregnant wife by comply-
ing and walking great distances for their wants. Foods
craved by pregnant women were usually fresh fruits,
nuts, bird meat, taro, and greens—all foods they sel-
dom have in their daily diets. There were no accounts of
the Gadsup men experiencing pregnancy symptoms or
food cravings while their spouse was pregnant. Foods
that normally are associated with males were taboo
during the wife’s pregnancy. These foods are special
male foods used for ceremonial and political gather-
ings such as eel and forest meats, and pregnant women
cannot eat these foods. It was believed that if the woman
ate these foods she would become deathly sick and the
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child would probably die because these are male power
foods and far “too strong” for women and the infant.
Instead, nurturing female foods such as sweet potatoes,
taro, greens, fresh fruits, and nuts are eaten for a healthy
child. Women who had eaten male taboo foods were
reported as becoming very sick, and their children were
often deformed or physically handicapped. The preg-
nancy period strongly emphasized the woman’s pro-
creative and envied fertility abilities. Foods were eaten
to have a healthy and active baby in utero and shortly
after the birth.

Of the twenty Gadsup women (key informants)
studied in-depth, none complained of morning sickness
during their pregnancy.19 A pregnant woman went to
her garden to work each day until a few hours before
she delivered her child. The daily work schedule of the
pregnant woman included routine garden labor, cook-
ing, and childcare. The pregnant woman occasionally
paused to relax and feed a child while in the garden, but
she worked hard each day in the garden and at home
for about 10 hours. Of the twenty pregnant women
in both villages (one-half were primiparous and one-
half multiparous), none had swollen extremities, signs
of toxemia, or unusual prenatal problems during their
pregnancy. These women were in good physical health
and seemed relaxed about pregnancy, and this seemed
to contribute to a healthy and normal pregnancy. More-
over, I would hold that their lifelong strenuous physi-
cal activities (since approximately the age of 4 years)
put them in good physical and mental condition for
pregnancy and delivery. In addition, their positive atti-
tude about pregnancy and wanting children supported
their pregnancy and influenced favorably the birth of a
healthy infant. Abortion was generally seldom desired
and rarely occurred.

The Delivery Event
As the day of delivery approached, the expectant
mother continued to work hard in her garden—planting
seeds, pulling weeds by hand, digging, and cleaning
vegetables. She stooped over and dug plants or sat on
the ground to do her garden work. She only paused
for short rest periods to care for or feed children. Dur-
ing pregnancy the wife is also expected to provide daily
foods for the family and to help around the village from
early in the morning until late at night. Interestingly,

she does these activities to maintain her female role
and village status. Gadsup males do not assume any fe-
male roles or helping female activities before, during,
or after the birth of the child. The pregnant woman may
talk to lay midwives about her expectations and preg-
nancy signs while they work in the gardens or while
they prepare food in the woman’s hut or village place.
Delivery guidance is largely based on traditional inter-
generational beliefs and stories of women in the village
and how they have a healthy child.20 There was much
pride in sharing these secrets with young girls during
the last phase of their pregnancy.

The following incident was fairly typical of
Gadsup childbirth practices. Anu was a 20-year-old
mother ready to give birth to her second child. Her first
female child, Annurunu, was 3 years old, and her hus-
band was 22 years of age. It was about 10 p.m. when
Anu’s mother knocked on my door and told me, “We
go now to the forest.” Anu was having regular uter-
ine contractions about 15 minutes apart. On this night,
there were earthquake tremors of about 4.5 in intensity,
and it was the dry season with the night temperature at
68 degrees Fahrenheit. Anu’s mother, her grandmoth-
ers, father’s sister, and myself left the village for the
forest delivery hut on a bright moonlit night. We walked
up and down mountainous terrain for about 3 miles un-
til we reached the delivery hut located in a densely
forested area. It took about 1 hour to walk the 3 miles
with Anu and her maternal kinswomen. I had expected
that Anu would probably deliver along the way as her
labor pains became closer together, stronger, and more
regular. We stopped only twice along the way to rest
briefly and to look at the moon. There was limited talk
among the women as we walked fairly vigorously to
the delivery hut.

After arriving at the hut, the three Gadsup
kinswomen (like lay midwives) quickly moved to pre-
pare the area for Anu’s delivery. Anu sat outside the
delivery hut as the women swept the dirt floor inside
and started a fire to heat some water, which they had
carried in bamboo tubes to the hut. Then Anu came in-
side (about 10 minutes later) and knelt on a pandanus
mat on the floor. She was told to grasp a wooden post
that was fixed in the center of the hut. She used the
pole to help her bear down with each labor contraction.
The midwives showed Anu how to use her arms in a
crossed position over her abdomen to bear down on the
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abdomen and facilitate the labor contractions. Soon the
child’s head appeared (within 10 to 15 minutes), and
the midwives guided the infant gently from the vagi-
nal orifice. A large, 7-pound male infant was born and
was shown immediately to the mother. The placenta
was soon delivered by the skilled lay midwives. The
infant and the placenta were smoothly delivered with-
out complications such as excessive bleeding or great
pains. (There were no delivery complications with any
of the seven deliveries I witnessed.) The actual delivery
took about 20 minutes. Great joy was expressed by the
women in their quiet ways with the infant. Anu seemed
very happy to have a second child, especially her first
male child. Since the Gadsup love and are overjoyed to
have children, the delivery was a big event.

Immediately after birth, Anu was laid on a big pan-
danus mat with the infant in her arms and across her
abdomen. The mother and midwives held the infant
closely to their bare skins. Women in the hut cleaned
the floor, while one woman stayed close to Anu. The
women gave Anu an herbal (nonalcoholic) drink about
20 minutes after the delivery. Anu did not show signs of
being exhausted or ill. Instead, she appeared relieved
and pleased with her well child. Anu’s husband and
his kinsmen were not allowed to be present during
the delivery—a cultural taboo. If males were present,
this could bring unfortunate ill effects to the child and
mother and could reveal the secrets of the women. This
point has significant nursing implications and contrasts
with American and European nursing practices in wh-
ich fathers are taught “to bond with the infant” imme-
diately after birth. For the Gadsup such bonding or atta-
chment practices would be a cultural taboo as they are
not congruent with their cultural values.21 American
nurses would need to be aware of and respect such cul-
tural differences and use culture care maintenance or
preservation mode rather than forcing parents to bond
with their infant. Transcultural nurses would support
culturally congruent care for the health and well-being
of the family.

Postnatal Ethnocare Expressions
and Practices
The postnatal period begins after the infant is born and
the placenta delivered. The Gadsup midwife used a
bamboo knife to cut the cord. The knife had been ster-

ilized by the women by moving it over an open hot
fire. The women told me this technique had been used
for many years by the Gadsup midwives. The mother’s
sister then buried the placenta under a tree near the de-
livery hut to symbolize the perpetuation of women’s
fertility or procreative abilities and continuity of the
lineage. The placenta must not be buried in a garden
as the woman’s blood is so powerful, it would contam-
inate the food and make males and children ill. Their
cultural taboo and belief is that female fertility blood
can produce illness and death in males because it is so
powerful and harmful to men’s bodies. At no time can
female blood get into the garden. The danger of female
blood was a major reason the delivery huts are always
built a far distance from the village. After the placenta
was buried, the kinswomen carried the new infant in
the mother’s new net bag. The adults all walked back
to the village, which was approximately a 1-hour walk.
I walked with Anu and the baby up and down a rugged
mountainous terrain. We rested only occasionally to
check the infant on my request. I was most impressed
with the strength of the mother to walk such a great
distance so soon after delivery of the infant. This prac-
tice was not unique to Anu, as I found it was common
with several village mothers studied.

When the mother and infant returned to the village,
the husband, father, and other males did not come near
the woman even though they were extremely eager to
see the newborn child. It was a cultural taboo to have
males close to a woman who had just delivered as she
is “full of blood that could be harmful to men and kill
them.” Several Gadsup men explained this interpreta-
tion to me, as well as the women. The father of the child
and male kinsmen live with their father and away from
the hut (usually in a nearby hamlet) during the post-
delivery period. This is the time that the mother and
infant establish a close “bare-skin relationship” with
no cloth between infant and mother while she feeds
and cares for the infant. The mother holds the infant
close to her breast and body as she sits and does daily
household tasks. Sometimes the infant may also lay in
the mother’s lap as she works at preparing taro, sweet
potatoes, and other foods for a family meal.

Gadsup infants are breast-fed for 2 or 3 years.
There are no cow’s milk or infant-feeding bottles. The
mothers said they would not like to use “such things” as
bottles as they enjoy breast-feeding and holding their
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infants. Some wet kin-mothers feed other infants in the
village because of the absence, illness, or death of a
mother. In caring for the infant, the mother does a lot
of touching and holding the infant, but she seldom coos
or gives a lot of facial communication to the infant as
found with American or Western mothers. The mother,
her close kinswomen, and young girls in the village
provided the primary care to the newborn infant for
months. The bare skin contact of the infant with the
mother is valued to feel and to assess the child’s well-
ness. Caring is nurturance and includes touching and
being close to the infant as the major caring modes to
help the infant grow and survive. The midwives or ma-
ternal kinswomen remain close to the mother to provide
protection, surveillance, direct help, and other nurtu-
rant care expectations.22 While the mother is able to
provide for her own care and that of the infant, she also
expects her kinswomen and young daughters to provide
“other care” acts for her and the infant.

As the child grows, the mothers hold their infants
on their crossed legs while sitting on a pandanus mat
outside their hut and continue to work. The mother
never leaves the infant alone or out of her sight until af-
ter the third or fourth week. She frequently breast-feeds
the baby as she believes the infant needs mother’s milk
to grow and to soothe when the infant cries or is rest-
less. The breast is viewed by the mother as consoling
care to the infant but also the key source of nutrients.
While the mother is nursing her newborn infant, a 2- or
3-year old child may also want the mother’s breast, and
so the mother gives the breast to the child for a few min-
utes. The child suckles and soon runs away. This action
tends to allay and meet the sibling’s need and prevent
sibling tensions. After 3 months, breast-feeding is de-
creased and new supplemental soft masticated foods
are gradually given to the infant. At all times the new-
born female infant is wrapped in a grass skirt to cover
genitals, whereas the male child’s genitals are not cov-
ered and he receives no clothing until about the age
of 5. The early childhood phases of development were
known by the way girls and boys are dressed and cared
for by the villagers.

The Gadsup people believe it is extremely impor-
tant for the infant and small child to relate to his imme-
diate physical and local village environment. When the
mother and her infant sit outside the hut, other women
in the village come to see and hold the child and talk

to the mother. These women hold the small child close
to their bare-skinned bodies and use hand-touching to
stimulate the child, which is important in care-taking.
Small male children are held and touched by mother
and kinswomen. However, males over 7 years are not
encouraged to touch infants for fear of sickness to them-
selves and to the infant. This is because older boys (over
7 years) are held to have some powerful female blood
in them that could cause illnesses until they undergo
male initiation rites around the age of 7 to 10 years.

In the village small pigs or dogs are permitted to
come close to the infant and are seldom chased away.
The Gadsup believe these animals are part of their
child’s natural and familiar environment, so it is im-
portant for the child to see and hear these animals early
in life as part of their environment. The mothers usu-
ally have an environmental “test” for the small infant
(under 3 months) that consists of placing the infant on
a pandanus mat on the ground to see if the child be-
comes ill. This test tells the mother if the child will be
healthy and if it will respond to Gadsup land on which
he or she is to live and survive. The mother assesses the
child’s response and predicts the potential wellness or
illness of the child. If the child is active (strong move-
ments), he or she will survive and be healthy. If there
is a weak or no body response to the cool ground, the
child will be ill and may not survive the rigors of the
Gadsup environment.23

Small Child Phase When the child is about 6 months
old, the wife’s kinsmen present the child to the biolog-
ical father, to his male kinsmen, and to her kinspeople.
This presentation symbolizes the child’s entry and ac-
ceptance into the Gadsup village and especially to all
the parents’ kinsfolk. This is a greatly anticipated event
that brings the new child fully into the community.
There is very little physical touching of the child, but
instead the villagers make statements of praise, joy, and
pleasure such as “He is like us Gadsup,” “He is good and
strong,” “He is our brother,” “He is one of us,” and so on.
The female relatives touch and hold the child to protect
the child’s health and well-being as protective and nur-
turant caring of the vulnerable infants. Males have lim-
ited nurturant abilities according to women villagers.

After the infant is presented to the villagers in a
formalized and ritualized ceremony, cooked food is
shared among the villagers. This is the mother’s first
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presentation of the child to all kinsmen and villagers,
and so her kinswomen and children bring foods from
their gardens.24 The husband is expected to get food
from the forest areas and give to his close female kins-
men. Bundles of food such as bananas, sugar cane,
taro, pit-pit, sweet potatoes, and, occasionally, some
fruits from the Markham Valley are offered. At this
special occasion it is the father’s oldest brother (so-
cial father) who makes a speech indicating that the
child comes from their Gadsup lineage and so the food
is a gift to their lineage. Small piles of food are for-
mally presented to the husband’s kinsmen and to the
wife’s kinsmen. This ceremony signifies an appreci-
ation for and recognition of the status of the kins-
people and of their contribution to the Gadsup cul-
ture and their lineages. During this ceremony the wife
and newborn child sit near the piles of food (often in
the center of the village). The mother shows the child
to the kinspeople as they casually come to view the
child (mostly women admirers come close and touch
the infant, whereas the men are afraid to get close to
the mother and child for fear of causing illnesses). This
ceremony signifies that the child is now an integral part
of the village and has a legitimate relationship and sta-
tus with all Gadsup villagers, but especially kinsfolk.
The child is, therefore, an accepted human being be-
longing to a large extended family-lineage social net-
work and the Gadsup community. This child ceremony
contrasts with United States Anglo-Americans in many
areas but especially that American children belong to
their parents. The Gadsup child is presented into the
larger community or social group at a very early age
for acceptance and identity.

During the infant village presentation, it is the fa-
ther’s brother who holds the child and offers a small
taste of garden or forest foods. A male child is given a
taste of male foods such as sugar cane and forest meat
as “his foods,” whereas a female is given food such
as sweet potatoes and female foods. When the father’s
brother presents the food to the child, he says, “I give
you these foods so that you will taste them and always
want them. You will work hard to get these foods as
you grow in our place.” This symbolic ritual ceremony
has economic and sociocultural significance as it im-
prints on the Gadsup villagers their sex roles, symbolic
foods, and a division of labor for males and females
with their anticipated sociocultural roles.

Infant Baby Phase During the first year of life the
infant’s most intensive relationship is with the mother
and her extended kinsmen. The infant sleeps with the
mother who also stays close to the child as she works
in her garden or near the hut. The villagers show inter-
est in the infant by stimulating him or her to respond to
them as they hold and nurture the small child. The child
learns to respond to diverse kinspersons, animals, and
the total environment. The child relates to other chil-
dren in the village and is often cared for by girls of
approximately 7 to 12 years. On the basis of Western
theories one might expect that there would be a lot of
sibling jealousy and rivalry with the young child, but
this is not the case. This seems related to the belief that
the child always belongs to the villagers, and all vil-
lagers share in caring for or about the new member in
their cultural world. The child, too, learns that all the
Gadsup are interested in helping him or her become a
responsible, morally good person in the village.

During the early child-rearing period, the mother
breast-feeds the infant whenever the child expresses the
need for food or cries. There is no rigid time to feed
the child, whether on the breast or soft foods. At night,
the child sleeps with the mother cuddled under her arms
or on one side of her bare-skinned body. The husband
sleeps in another hut away from the mother and child
for about 6 to 8 months after the child is born. The
infant becomes attached to women’s voices, touches,
and other stimulating care modes. There is no “bonding
of the child to his or her biological parents” per se or to
the sociolegal father because of the cultural taboos that
the child must relate to and be part of many villagers’
lifeways.25

When the child begins to walk (about 10 months
to 1 year), the mother lets the child explore the vil-
lage area. Infants are not expected to crawl but rather
standup and walk for many cultural reasons. The female
kinspersons provide surveillance as good and expected
child care. Surveillance as caring means to watch over
and to protect the child from external harm in the envi-
ronment, including people, animals, and natural forces.
Young female siblings provide most of the surveillance
and protective caring to the child along with the mother
and her kinswomen in the village. Surveillance as car-
ing was important as women watch the infant explore
his or her social, cultural, human, and physical envi-
ronment at short and longer distance ranges.26 When
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the mother works in the garden (usually 3 months after
delivery), the infant is hung in a handmade pandanus
net bag on a nearby garden fence. The child sleeps in
the pandanus bag until he awakens or needs to be fed.
When the mother is in her hut, she places the infant on
a pandanus mat or hangs him or her in the net bag on
an internal house post. Small children are free to run
about in the garden, home, or village and learn what
areas are safe to explore and to touch and hold with the
mother present.

Gadsup infants and children seldom cry, but when
they do, female siblings come to them. Mothers tend
to let children cry until they have finished whatever
they are doing. Mothers believe it is important to let
children cry and not be overly responsive to them or
to feed them every time they cry. Since Gadsup moth-
ers are extremely busy, hard-working, and responsible
for their village roles, the child must fit his rhythm of
life to the daily role activities of the mother. Nonethe-
less, the child is never unduly neglected, ignored, or
abused. Disciplining of the child fits with Gadsup cul-
tural values, norms, and taboos and is seldom too harsh
or inappropriate.

As already noted, the Gadsup early stages of de-
velopment are different from what many Americans
or Westerners learn in child development courses, and
they do not fit well with Piaget’s or Erikson’s stages of
development. From my nearly 2 years of daily and di-
rect observations in both villages, from interviews, and
from first-hand participant experiences, the following
are the Gadsup phases of development in their linguistic
terms. The first stage of child development is called the
tiny baby stage. During the tiny baby stage, the infant
is weak and vulnerable and must be cared for through
surveillance and protective care acts by the mother and
other village females. The dominant care behaviors to
ensure a healthy baby were surveillance, nurturance,
protection, stimulation, and avoiding breaking of cul-
tural taboos to prevent illness and death. These care
modes are essential for the infant’s survival, growth,
and remaining well. The tiny baby needs protection
from sorcery, damp or cold weather, and especially
strangers who can cause illness by their careless acts or
words. Older mothers gave young mothers advice on
ways they must be surveillant to protect the vulnerable
child. Many nurturant acts such as holding, encourag-
ing activity, and breast-feeding were ways to help the

infant grow. Interestingly, the small child is exposed
early to many different noises and the sounds of peo-
ple and animals in the village environment (See Color
Insert 10).

Comparative analysis of the two Gadsup villages
revealed only slight differences in the “tiny baby” and
early child care phases largely because Gadsup women
married into other Gadsup villages. Gadsup intervillage
child-rearing care practices and values by females were
similar, but some techniques and expressions of caring
showed slight variations. For example, in one Gadsup
village, the infant was fed solid foods 2 months after
birth, whereas in another village the infant was 4 to
5 months old before given solid foods. In both villages
the mothers premasticated bananas or sweet potatoes
to feed the infant along with offering their breast milk.
I documented that infants who received solid foods 2 to
3 months after birth grew more rapidly, cried less, and
were more content than infants who were given solid
foods after 5 or 6 months. There were also no signs of
allergy or difficulty with the infant taking premasticated
foods. In both Gadsup villages infants were breast-fed
frequently for 6 months, but some continued for the
2 years. The techniques of feeding the infant solid food
showed slight variation as some mothers would use
their fingers to feed the infant, whereas others would
let the child pick up the food and eat by themselves, (no
spoons were in the villages). Very small infants during
the first 3 months received premasticated food from the
mother as she placed it in the child’s mouth.27

The Gadsup mothers highly valued breast milk as
the best and most essential infant food. Cow’s milk was
never used or brought into the villages. A religious
group brought goats into the village, but the people
would not milk the goats, eat the meat, or give goat’s
milk to infants. The Gadsup found the goats were a nui-
sance, and they called them the “Seventh Day Pigs” to
reflect the fact that the Seventh Day Adventists brought
the goats into the village. With the Gadsup women
breast-feeding their infants, there was no contamina-
tion of milk, and breast milk was readily available to
the child for food and as comfort care practices.

Although pinworms existed in the village, only a
few children were ill because of these pinworms. The
mothers were more concerned about cultural factors
that might cause illnesses to small children such as
sorcery and harm from outsiders rather than biological
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factors. Decreases in infant mortality and morbidity
rates were largely the result of the excellent female
care-giving, using the care values of protection, nur-
turance, surveillance, and other cultural ways to keep
children well. Young girls (ages 8 to 14 years) and
older kinswomen were also active care providers for
infants and young children. Older females and males
who could no longer work in their gardens or go to the
forest took care of young children and enjoyed care-
taking role responsibilities. The mothers, young girls,
and maternal kinswomen were the primary caregivers
of small infants and children in the two villages, and
they valued caring for infants.

Gadsup children generally remained well unless a
respiratory or sorcery condition occurred. If the child
became ill, the mother and her kinsmen used folk
generic remedies and folk-care methods to care for the
child. There were no professional health services in the
two villages. If the infant became acutely ill and died,
the mothers and maternal kinsmen were often viewed as
inadequate caregivers and protectors. During my years
in the two villages, I saw only one infant die in each
village, which was caused by a very chilly rainy sea-
son that led to pneumonia. If a child died, the Gadsup
were deeply saddened and greatly mourned this loss.
The genealogical history of 15 and 30 key informants
revealed that fewer than three infants died in each vil-
lage per year, and there were 20 to 25 births per year
in each village in the early 1960s.

During my stay in each Gadsup village in the early
1960s there was one Australian public heath nurse
who came to a distant patrol post to weigh infants and
checked on the mothers, but most Gadsup women did
not use or value this service. This nurse did not under-
stand the Gadsup and their care practices. The one-day
clinics were poorly attended by Gadsup mothers as they
viewed the nurse as a potential sorceress and the clinic
as a harmful place to go. It was a high risk to take an
infant or sick child outside the village to a potential
sorcery place, as this would be a source for illnesses or
death for any vulnerable child. The government offi-
cers encouraged the Gadsup to use the infant and child
road clinics, but few would go. The informants said it
was “too dangerous” to go because of sorcery poten-
tials. When the nurse came, most mothers stood away
from the nurse and were very reluctant to give their
children to her to be held, examined, and weighed. The

nurse could not speak the Gadsup language and was
unaware of the Gadsup child-rearing cultural beliefs
and practices. Hence, professional nursing service was
of limited help to the Gadsup mothers and infants in
both villages.28

Small Child and Young Girl and Boy Phases The
second stage of Gadsup development was the “small
child.” In this stage the Gadsup child usually learned
how to walk by 10 months without crawling first.
Gadsup mothers and other caretakers encourage chil-
dren to walk as early as possible. Learning to walk was
a major task but expected in this phase. Children were
warned not to leave their village by themselves until
after the age of 5 or 6 years. If the child left the village,
he or she was always accompanied by an adult kinsper-
son as the child was very vulnerable to sorcery and pos-
sible dangers by potential Gadsup enemies. Prevention
of illnesses was achieved by limiting the child’s territo-
rial areas to avoid sorcery and outside harm. There was
less emphasis in both villages on teaching the child to
talk. Informants told me that their children will learn
Gadsup naturally. Children begin to focus on talking
the Gadsup language by 10 months and mastered it
around 2 years.

After the tiny infant phase (from birth to 1 year)
and the small child phase (from about 1 to 3 years),
the other phases of development with their names are
the following: the little girl and boy phase (about 3 to
6 years); the companion phase (about 10 to 14 years);
and the exploring and courting phase (about 14 to
20 years). The becoming a man or woman phase was
after marriage and having one child when they became
fully recognized as a Gadsup man or woman. Since
the Gadsup have no Western calendars, the ages of the
villagers had to be estimated from special events, ob-
servations, genealogies, and views of key informants.
Because of space constraints these remaining phases
will be briefly highlighted with their major characteris-
tics but realizing that tiny infant and small child phases
were viewed as extremely important for the next little
boy and girl phases.

The little girl and boy phase covered the ages of
about 3 to 6 years and was characterized by the girl
beginning to work closely with her mother and mater-
nal kinsperson in the gardens and in all female village
activities. Likewise, the little boy phase began when
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he followed his father and male kinspersons into the
nearby forest or grassland areas and learned directly
from them. During this time the small boy was never
completely separated from his mother and maternal
kinswomen as the Gadsup believe that small children
of both sexes need their mother for nurturance and pro-
tection along with other maternal caring acts. The fa-
ther and male villagers were always excited and very
eager to have the little boy with them in the forest while
hunting. They would show him how to hunt birds and
mammals with handmade bows and arrows and how to
know the secrets of the male world, including the nat-
ural forest and other male friends. Some sacred male
objects were introduced to the boy. The little girl was
socialized early and continuously into a female work
role and was taught by the village women how to share
female role responsibilities. In the garden and in the vil-
lages, the little girl would collect food, firewood, and
watch infants. The little boy activities were directed
toward exploring the village and had the limited em-
phasis on male work roles.29

During the next phase known as young girl and boy
phase (roughly 6 to 10 years), the girls assumed a heav-
ier work role than in the previous phase, but little boys
remained free to roam about the village with or with-
out male kinsmen. During the little boy phase, the boys
spent most of their day playing with other young and
older boys, interacting with villagers, and going to the
forest with adult men. I discovered that young boys in
this phase learn how to be highly innovative as they are
free to explore and express themselves in the Gadsup
village environment. Young boys made creative toys
such as seed popguns, clay animals, and hunting bows.
In contrast, the young girls did not have free time to
explore and create. Instead, they worked almost a full
day closely with female kinswomen and had virtually
no time for free play. Their task was to focus on child
care-taking and adult women’s work roles as they were
expected to be responsible, good women who knew
how to work and care for children.

Companion Phase During the companion phase
(about 10 to 14 years), the girls had “pals” and kept
together, whereas the boys had companionship groups
(often four to six in a group). The companion boy’s
group activities included going far into the deep for-
est area to hunt birds and cassowaries. Gadsup boys

would sit and visit together, wash themselves in the
small stream, and have “walkabouts” to nearby vil-
lages. This phase was highly exploratory and an ex-
citing time for the boys to develop social friendship
ties. The girls had small pal groups (two or three) who
would walk together to the gardens and work close to
each other and small children in the village. Girls of this
age would talk, laugh, and enjoy each other while work-
ing together. It was common to observe boys and girls
putting their arms around the neck or waist of compan-
ions of the same sex as they walked around the village,
garden, or forest. While some might be tempted to call
them “homosexuals” in Western terms, they were not.
There was no sexual play, intercourse, or intense uni-
sexual affection expressed. These companion groups
were viewed as important to learn “good village friend-
ship but not sexual activities.” Boys and girls developed
strong social relationships, learned about appropriate
sex roles, and had fun “walking about” together. They
learned about cultural activities of adults within and
outside the village area, but stayed close to the Gadsup
village.

Courting Phase The courting phase (10 to 18 years)
was characterized by young boys making themselves
attractive to girls as potential spouses. It was fascinat-
ing to observe young boys (still not called men) during
this phase go to the stream to wash themselves (without
soap, as none existed in the village), wash laplaps, or go
to a trade store for new laplaps or trouser-like apparel.
They would also look within and outside the village for
young girls whom they thought might be good wives
and mothers and would have brief talks with the girls.
The boys sang courting songs to the girls they would
like to court. He would toss a pebble at her and the girl
would respond by looking to see who tossed the pebble,
and then she would decide if she wanted to see him.
This was an emotionally exciting experience for boys
who took active steps to find and court girls they hoped
would be their wives. Interestingly, the girls were not
active pursuers of young boys, but waited for boys to
seek them out. The girl, however, had to decide if she
wanted to know and be courted by the boy with the
intent that he should be a future husband. The young
girls were the decision makers and were in control of
whom they courted and with whom they wanted to be
or to make Gadsup love. If the girl agreed to see the
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boy, the boy would sing love songs outside her hut,
and if acceptable, a love tryst would probably occur in
which they would hug each other or occasionally sleep
with one another. Premarital sexual intercourse was a
cultural taboo and not sanctioned. Active courting was,
however, acceptable. The girls and boys enjoyed this
phase and were often found together in their groups
talking about good wives (or husbands) they would
value as spouses. Giggling, making themselves look
attractive, and making brief “tough and go” encoun-
ters characterized this phase. It was a phase that helped
the young girls and boys develop gender identity, re-
sponsibilities, and confidence in themselves. There was
limited interference from married spouses or biological
parents unless they broke cultural norms by “stealing
married women or men.” The later was a serious cul-
tural taboo and violation. This phase led to spouse se-
lection and to the next phase of getting married, which
all young boys and girls desired and adult villagers
expected.30

Becoming a Man or Woman Phase The phase of
becoming a man or woman referred to the person who
was married and had a child. Gadsup could not be called
a man or woman unless they were married and had an
offspring. Great pride and excitement were evident in
both villages as young boys and girls decided on their
marriage partners. For the boys, it meant achieving new
status in the village as a man. Becoming a man meant
having certain rights, responsibilities, privileges, and
cultural acceptance as an adult. For the young girl, it
meant she achieved new rights and responsibilities as
a wife and mother. For both boys and girls, it legit-
imized their full adult status as Gadsup. Girls knew it
meant that when they got married, they would be leav-
ing their village to live in their husband’s village (called
neolocal residence). Married women lost much of the
earlier protection, surveillance, and nurturant support
of their mothers and maternal kinsfolk. It was, there-
fore, common to see young girls and later brides cry
before and during the wedding ceremony as they would
lose their close kin ties in the village. As the boy be-
came a spouse, he was very happy and especially at
the marriage ceremony because he no longer needed to
search for a wife. Courting periods were often long to
find a “good” wife, and especially because of a short-
age of girls in both villages. The marriage ceremony

symbolized uniting people from different villages as
the bride usually came from another village than the
groom’s. There was also an exchange of foods and
bride price goods. Divorce was rare in both villages
but by 1993 divorce was becoming more common with
women wanting to divorce their spouse more often than
the men. Wife abuse incidents were reported to me in
1993. Most men had only one wife, but some had two
or more.31 In the second village, I found one man who
had eight wives, and he said “he kept all rather happy.”
However, I heard many stories of violent fights among
the wives for the one husband.

Becoming Recognized as a Gadsup Adult The last
phase of becoming recognized as a Gadsup man or
woman meant that the married couple were now mar-
ried and would soon have offspring to legitimize their
status. The couple knew they were to serve as “true
and good Gadsup” embodying Gadsup ideals and val-
ues. They were to reflect the right ways of living and
respect adults and their ancestors who served as their
moral and ethical guides to proper living. The married
couple regulated their behaviors to get and retain cul-
tural approval, recognition, and sanctions by the vil-
lagers and extended lineages. Gadsup who behaved
properly were often chosen for special village roles.
Some males were chosen as village orators, leaders, and
“big men.” Women were recognized and respected as
“good women” because they had healthy children, pigs,
and good gardens. This life cycle of becoming a man
or woman was only fully recognized and sanctioned by
the villagers when the couple had a child. If they did not
have a child, they were not called “man” or “woman”
and did not have full rights and privileges. The first
child was, therefore, a joyous occasion and legitimized
full adult social and cultural status as Gadsup. It was a
life-cycle phase greatly desired by young adults, espe-
cially prior to 1990.

Old Age Phase The elders were viewed as people
with knowledge of the past and today. They are re-
spected and honored for their past roles. The older
women stop working when they no longer have “strong
muscles.” They did not go to the gardens but stayed in
the village plaza and took care of children and pigs. The
older men no longer hunted in the forest as they were
no longer “strong muscle men.” They remained in the
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village and protected the villagers from strangers while
guarding grandchildren from cassowaries that might
come into the village to harm children. The men live
to about 75 to 78 years and women to 83 to 86 years.
Most of the aged died “naturally” in their sleep, but
some from pneumonia (called “hard to breathe”) and a
few from malaria (due to “hot fever”). I saw or heard
of no heart attacks. A few elderly had emphysema. All
aged over 70 years became very thin and had a mal-
nourished appearance. Death was feared only if they of-
fended their ancestors and villagers. The Gadsup do not
resent caring for their aged.32 In 1999 a few AIDS and
HIV conditions were reported in the Highlands. The
people viewed these conditions as caused by sorcery
and were very afraid of them. Outsiders were viewed
as introducing and causing the AIDS condition.33

Culture Care Findings and Uses
The above life-cycle data generated and analyzed by
the use of the theory and the ethnonursing research
methods has many culture care implications. From
the author’s theory of Culture Care, it was predicted
that cultural patterns, expressions, structural froms, and
meanings would be discovered by studying these data
from the Sunrise Model, looking for differences and
similarities.

Dominant Care Constructs and Meanings
Many new insights and specific findings were forth-
coming from the author’s study of the two villages.
The following dominant care meanings and daily ac-
tion patterns were documented and remain valued by
the Gadsup over several decades:34

1. Care meant nurturance, which referred to the
ability to help people grow, live, and survive
throughout the life cycle.

2. Care meant surveillance, which referred to
watching others attentively, but especially those
who were vulnerable to preserve their well-being
and health and to prevent accidents, disabilities, or
untimely death.

3. Care meant protection, which referred to different
ways to guard against outside harmful people or
acts or thoughts by others, and especially to
maintain cultural taboos and avoid sorcery.

4. Care meant prevention of illness or harm to others,
which referred to being attentive to culturally
prescribed norms, taboos, and values and by living
the right way to remain healthy or well as known
by ancestors and elders in the village.

5. Care meant touching, which referred to the
importance of using one’s hands or body on
another Gadsup to heal and console or to help
others become well, healed, or secure.

These major care constructs were recurrent and dom-
inant findings in both Gadsup villages. They were re-
currently observed and confirmed by the people in their
emic language and general lifeways. Besides the above
definition of Gadsup care, there were many additional
findings that came from key and general informants
about each care construct and about their lifeways,
which will be briefly highlighted next.

Care as Nurturance Care as nurturance was known
to the Gadsup as the way the people helped others to
grow and to be strong and well. By being attentive
to the total needs of children, adolescents, and the el-
derly, care as nurturance was valued, especially to help
infants and children grow and survive. Gadsup women
had the major responsibility to provide nurturance by
periodically providing for the child’s growth and eat-
ing patterns, and helping the young to become healthy
Gadsup adults through the life cycle. Nurturant expres-
sions and patterns were observed as the Gadsup gave
fresh garden food to the child each day, told children
not to break cultural taboos, encouraged children to
handle new roles or difficult tasks, and followed moral
codes of what the ancestors had lived by to be healthy
and “good” Gadsup. Gadsup women took active steps
to monitor the nurtuant status of infants and children as
they ate, played, and slept and in other daily activities.
The women often talked about what was needed to keep
children and adults healthy throughout the life cycle
and of ways to have strong and healthy Gadsup. Women
displayed more nurturant acts than men. These nurtu-
rant acts and patterns of living would need to be pre-
served and maintained as critical to care for the Gadsup
so they could grow and remain well and healthy.

Care as Surveillance and Protection The second
and third dominant Gadsup care constructs of surveil-
lance and protection were closely related concepts.
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Surveillance as care meant actively watching over those
who might be vulnerable to external harm, that is, harm
from outsiders such as sorcerers, strangers, bad food,
environmental conditions, and bad influences. Surveil-
lance was closely linked with protective care. The
Gadsup believe that if you gave good surveillance to
Gadsup “brothers or sisters,” you would be protecting
them and ensuring their well-being, safety, and health.
The Gadsup adult men and women stressed surveil-
lance and protection of young children and the neces-
sity of protecting them from harm such as poisonous
snakes, sorcerers, and many potential physical acci-
dents or natural disasters. External sociocultural factors
were of more concern to Gadsups than internal mental,
physical, or emotional factors because cultural forces
were powerful and active forces that if neglected could
lead to serious illnesses and even death. The Gadsup
watched where their children went and warned them of
dangers if they strayed too far from the village. Such
surveillance was important as children are believed to
be highly vulnerable to external malevolent forces that
can lead to illness and death, especially from sorcery
or by witchcraft practices. Surveillance as caring also
meant being a good parent and protecting children, the
lineage, or clan. Older women who did not go to the
garden each day were often providers of surveillant
care for the young and others needing protective care.
Protecting children from cassowaries that came into
the village was important as these animals could claw
a child to death. Children needed to be protected from
deadly snakes that could kill children (and adults) in a
few minutes. Unquestionably, the care value of surveil-
lance was very important, and thus nurses would need
to preserve and maintain these protective and surveil-
lant activities to care for Gadsup.35 A non-caring nurse
in these areas could lead Gadsup to sickness and death.
Care as nurturance and protection were very closely
related to surveillance, but separate constructs. Protec-
tive care measures were needed to be maintained and
preserved as an action mode of the nurse. The con-
struct of protective care as a major ideal became ev-
ident with this culture and had not been identified in
nursing.

Preventive Care The fourth dominant care construct
was prevention of illnesses with counseling. Preventive
behaviors as a caring modality were observed in many

daily-life activities and from the cultural history of the
people over time. Gadsup depended on ways to pre-
vent sociocultural illnesses and harm from within or
outside the village. They practiced preventive care by
giving specific advice to adults and children to prevent
sorcery, which causes illness. Adults warned children
not to break Gadsup cultural taboos. They taught them
to prevent illnesses by properly handling fecal materi-
als, nail and hair clippings, and other human products
to prevent sorcerers or sorceresses from doing harm
to individuals or the whole village. Gadsup women
in both villages talked about ancestral spirits and the
need not to displease their ancestors by breaking cul-
tural rules or showing disrespect to them. If a child or
adolescent was too aggressive, ancestral admonitions
were recited to prevent deviant behaviors. Counseling
at different times helped to modify any deviant person’s
behavior and ultimately to contribute to his or her well-
being. Hence, prevention, like surveillance and protec-
tion as caring modalities and values, prevented illness
and promoted well-being and health. Preventive mea-
sures would need to be maintained and preserved with
Gadsup. In addition, the nurse needs to consider ways
to do culture care repatterning or restructuring with
deviant behaviors or sorcery accusations for the health
and well-being of the villagers by altering distructive
patterns.

Care as Touching to Heal The fifth care value of
touching was important but only in different contexts
and occasions throughout the life cycle. Touching was
very important during infancy and young adulthood.
Mothers touched children’s genitalia and kissed in-
fants and children. Bare skin maternal touching was
used with infants and children when they got real up-
set or angry. Both maternal and paternal kinspersons
would firmly hold or shake a child by the arm if the
child acted badly. Male Gadsup were not to show af-
fection or touch women in public, but only in private.
Touching with body hugs among Gadsup kin was fre-
quently observed, but touching strangers was avoided
or done cautiously. If one touched a stranger, it was
done to discover if one liked them or could trust them.
A few adult Gadsup’s sorcery fights were violent and
led to fractured limbs, cuts, and bruises for both sexes.
Domestic quarrels were usually related to major con-
flicts about women’s infidelity, stealing garden foods
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and pigs, and harming children unduly. Bodily touch-
ing and hitting of an aggressive nature was observed
and reported with domestic night fights. Nonviolent
body “brother hugs” among men (and seldom among
women) were observed in political greetings.

Major Cultural Gadsup Values
Nurses working with the Gadsup would need to con-
sider the above Gadsup care concepts to provide cultur-
ally congruent care. In addition, the following general
cultural values would need to be understood to provide
culturally congruent care practices. The major Gadsup
cultural values identified by the researcher and con-
firmed by the villagers were as follows:36

1. Respecting sex role differences
2. Acknowledging strong kinship ties among extended

family and lineage members
3. Valuing the concept of “brotherhood” and

egalitarianism
4. Valuing land, women, children, and pigs
5. Giving birth to healthy children and keeping

children well.

To implement these values, the nurse would first need
to be cognizant of marked differences in sex roles and
functions of men and women. All Gadsup activities
were sex-linked and reinforced by the people’s politi-
cal, religious, kinship, and cultural values. For exam-
ple, if the nurse were a strong feminist and wanted to
promote equal sex rights, she or he would encounter
serious cultural conflicts and stresses with the Gadsup.
Such ideas and practices would be culturally incon-
gruent and lead to serious village problems. If a West-
ern nurse attempted to change women’s roles in infant
and child care practices, this could seriously jeopar-
dize Gadsup women’s lifeways. Maintaining sex role
differences as women and men is expected for respec-
tive functional roles. A Western nurse might also be
tempted to make Gadsup women more politically ac-
tive in the village and in ceremonial activities. This
would be questioned and resisted as several are al-
ready politically active in their home in domestic areas.
There are beneficial complementary outcomes with
both sexes in performance of their male and female
political and power roles. Women have domestic polit-
ical power, whereas men have more direct and overt

public power to influence decisions and actions. The
researcher documented several times how the women’s
domestic power was frequently respected and expected
by men in public decisions and was effective.

If a Western female nurse were functioning with
the Gadsup, she would need to realize that she might be
viewed as a sorceress. Knowing how to respond to such
beliefs or comments would be important. One might not
convince the people that she was not a sorceress, but it is
more important to observe cultural taboos in the village
and larger community for nurse’s protective care.

Another dominant cultural value is to acknowledge
strong clans, subclans, and tribes. Kinship ties des-
ignate the expected relationship among and between
groups inside and outside the village and determine
who are the “real” Gadsup and the fictive kinspeople.
They influence who cares for whom throughout the
life cycle. For example, Gadsup females provide much
of the nurturant and surveillance care to infants and
adults. In contrast, the male kin provide outside pro-
tective care to the villagers, children, and vulnerable
elderly. Gadsup men are also the external curing spe-
cialists, whereas females are domestic family carers.
Gadsup women such as the mother’s and father’s sis-
ters and their female kin are important lay midwives to
provide prenatal, natal, and postnatal care to mothers
and newborn infants. These lay midwives were com-
petent in birth deliveries using care as surveillance and
nurturance. Outsiders who are not viewed as “Gadsup
brothers” with its linkage to clans, subclans, and lin-
eages need to be understood to provide beneficial and
acceptable generic and professional care.

The cultural value of respecting Gadsup land,
women, children, and pigs is very important. Caring
for land, women, children and pigs has been valued
throughout their life cycle and long history. Land and
women have been fought for in past feuds and wars.
Gadsup want and love their children and lands as they
perpetuate their culture. One woman said, “Without
healthy children and our land, no people would exist in
the future.” Women took great pride in having healthy
children, and they admonished women who had ill or
weak children. Children represented the future life and
preservation of the Gadsup. Some domestic fights oc-
curred over pigs, land, and women while the researcher
lived in the villages, but were usually resolved by po-
litical discussions in the local village.
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Another dominant cultural value was that the
Gadsup treat each other as “brothers” who are equal
in social and cultural relationships. The Gadsup fre-
quently state they are “brothers,” which reaffirms their
bonds of unity and solidarity. The concept of “brother”
generates feelings of warmth, respect, belonging, nur-
turance, and caring among Gadsup.37 It is a highly de-
sired and a favorable idea to treat others as a “brother”
and to include even “safe” strangers in supportive and
helpful relationships. While in the Gadsup culture, I
discovered patterns of care and cure with outside carers
and curers. Male curers often came from non-Gadsup
villages to cure acutely ill villagers. These outside
curers had an ethical responsibility to assist other
Gadsup tribal brothers. In return, the curers usually
received gifts of food, material goods, or reciprocal
services. The village female carers were responsible
for assisting others by listening, counseling, or pro-
viding direct caring services to those who were well
or sick. Adult female carers were highly effective in
ways to help men, women, and children avoid illnesses,
recover from their cultural sicknesses, and maintain
patterns of wellness. The Gadsup female carers were
expected to perform these roles to please their ances-
tral spirits and to perpetuate “good Gadsups” over time.
Maintaining cultural taboos and values were a power-
ful means to keep Gadsup well and to perform their
expected daily role activities. The ethical norm to pre-
vent killing Gadsup villagers was viewed as another
means to prevent ancestor revenge. The caring sensi-
tivity of female carers was noteworthy, as well as the
skills of outside Gadsup curers.

Using the Three Care Modes
To provide culturally congruent care, cultural care
maintenance and preservation is highly essential to
preserve their generic care patterns of surveillance,
nurturance, prevention of illnesses, and other positive
and beneficial caring modalities for Gadsup health and
well-being. Caring practices that maintained cultural
taboos would be essential for Gadsup well-being. The
nurse might cautiously use culture care accommoda-
tion to change care practices that would improve their
well-being such as new medications and selected pro-
fessional treatments for illnesses or to clean wounds
and prevent infections. The author found that some of

their folk practices for treating open wounds were not
effective and could be improved by culture care ac-
commodation or negotiation strategies. Culture care
repatterning and restructuring would be limitedly con-
sidered unless the people wanted to change some prac-
tices that were dysfunctional or causing village deaths
as AIDs, HIV infections, or specific childhood and el-
der illnesses. Prevention of AIDs would require that
the nurse understand sorcery practices, social structure
factors, and specific cultural values before repatterning
or restructuring anything. Social structure factors were
very closely linked to health, illness, and beliefs. With
recent contacts since the 1990s with Western health
personnel, the Gadsup traditional folk system was be-
ing threatened, and the quality of care was less positive
than in 1960s, 1970s, and 1980s. AIDs and other new
illnesses were thought to be linked to Western sorcerers
who killed people with their illnesses.

Still another consideration in caring for the Gadsup
people would be to blend generic (emic) folk care ritu-
als with professional (etic) practices where acceptable
to the people. Gadsup ritual behaviors such as the fes-
tival for the birth of a new baby were especially bene-
ficial and satisfying to the Gadsup with many positive
health benefits. The symbolic food rituals for helping
the infant grow were essential to protect and nurture
the infant through kinship support. The cultural ritual
of putting small amounts of white ashes on the head of
newborn infants to protect them from evil spirits could
be maintained with professional counseling and body
hygiene. Pregnant mothers had cultural taboo rituals
such as not leaving the home village unless accom-
panied by other women. The men had many protective
care rituals that protected the villagers. Community car-
ing cultural rituals were important to the people to en-
sure and provide a healthy environment for children,
young adults, and the aged.

Finally, to provide culturally congruent care to the
Gadsup, professional nurses and other health providers
would need to know how to use the local native foods
and understand their value in health maintenance prac-
tices. The majority of the Gadsup in both villages were
quite healthy except for intestinal parasites and occa-
sionally malaria. Gadsup native foods were different in
taste from many Western foods such as their greens,
sweet potatoes, bananas, passion fruit, taro, and sea-
sonal nuts. The Gadsup have lived for hundreds of years
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on these native nutritious foods with many grown in
their local gardens and forests. There were no canned
foods, no butter, and no table salt. There was also
very little meat except for occasional wild game and
park. With no nearby lakes or large rivers, fish was not
available. One may wonder how these people survive
without meat and fish in their diet, but they have and
were quite healthy on vegetables, fruits, and nuts. There
were no signs of hypertension, obesity, diabetes, car-
diovascular disease, or psychoses in the early 1960s,
but today evidence of AIDs and HIV cases is threaten-
ing the Gadsups and many other areas in the Eastern
Highlands.38

Another interesting discovery was the absence of
animal milk or any milk products except for infants tak-
ing breast milk for 12 to 20 months. Gadsup never ex-
pressed a desire for milk. I later discovered the Gadsup
had lactose intolerance, which was a rather new dis-
covery in the early 1960s. All food practices were
closely linked with many cultural ceremonies and ritu-
als, which would require culture care accommodation
and maintenance practices by the nurse. Eating cul-
tural foods with the people helped to reinforce a trust-
ing relationship with strangers and to gain new insights
about their foods and their lifeways. Professional nurs-
ing and medical services have limitedly reached the
two villages, and so generic care and treatment are
major health services. The ethnoscience method was
also valuable so identify carers and healers to maintain
health and was the first used and modified for nursing.39

Summary Comments
In this chapter ethnonursing and ethnographic data
were presented from my research study as an in-depth,
lived experience with the Gadsup of the Eastern High-
lands of New Guinea beginning in the 1960s with
follow-up visits and observations in 1978, 1987, and
1992. The focus of this chapter was primarily on the
life cycle of the Gadsup in two villages. It was the
first transcultural nursing study using the evolving Cul-
ture Care Theory as an anthropologist and ethnonurse
researcher. Unquestionably, it was one of my richest
learning and discovering life experiences, especially
of a non-Western culture.

I learned much from the Gadsup as they became
my teachers and friends over the past four decades. I

discovered how different the non-Western world was
from the Western world and the importance to become
fully immersed with the people in their culture and
natural environment. Observing, listening, and learn-
ing directly from the people about their cultural daily
and nightly lifeways for nearly 2 years was invaluable
to substantiate my findings. I observed many details in
their lifeways and lifestyle, and especially their “cul-
tural secrets” after I became their trusted friend. They
helped to confirm or refute my observations, interpre-
tations, or findings in ongoing ways. Although I was
warned initially by outsiders that these Gadsup were
“dangerous headhunters,” I discovered that this was not
true. Instead, they took actions to protect me at time and
to defend their culture from persons who failed to know
their concerns. I became increasingly sensitive to what
could be shared and what were cultural taboos within
each village. It was, indeed, a special privilege and op-
portunity to live with them and to become ultimately
their “true and trusted friend.”

My theory of Culture Care Diversity and Univer-
sality was a well substantiated and valuable guide to
obtain a wealth of in-depth, descriptive, covert, and
often embedded knowledge of the people. It was also
evident that the theory and the Ethnonursing Enablers
were essential and would need to be used in future stud-
ies of cultures. The ethnonursing research method of
focusing on data within the nursing perspective con-
trasted sharply with the ethnography method in many
areas with different outcomes. This study confirmed
for me that the ethnographic method is not needed for
nursing students as ethnonursing is targeted research.
Both the theory and the ethnonursing method were ma-
jor breakthroughs in nursing and in transcultural nurs-
ing with contributions also to anthropology. Since this
was the first transcultural ethnonursing qualitative and
life-cycle research study in nursing, as well as a lon-
gitudinal study, it was valuable to bring entirely new
findings to nursing. Culture variability existed in the
two villages, but there were Gadsup commonalities
(universals) that were shared in both villages. This
comparative study was informative and revealing to
contrast lifeways within and between cultures in life-
cycle practices. For it is the cultural lifeways with the
focus on birth to death that is extremely important for
nurses to study in the prevention, healing, and helping
processes.
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CHAPTER 11
Transcultural Mental
Health Nursing

Madeleine Leininger

Without the inclusion of explicit cultural and care-health research-based
knowledge, mental health nursing will have limited meanings and beneficial
therapy outcomes. LEININGER, 1995

As an early pioneer in psychiatric nursing and
the author of one of the first comprehensive
psychiatric nursing textbooks, Basic Psychi-

atric Concepts in Nursing, in 1960, it has been en-
couraging to see some changes in psychiatric men-
tal health nursing.1 However, some major changes are
needed to incorporate cultural care dimensions of men-
tal health to meet client’s cultural expectations. The
cultural needs became clearly apparent to me while
trying to use Western Euro-American psychoanalyti-
cal and other general psychiatric concepts to care for
disturbed children and adults of different cultures in
the mid 1950s. It was these children with their cultural
expressions and uninhibited comments or actions that
told me there were differences among African, Jewish,
German, Appalachian, and Anglo-American children
that needed to be recognized. Transcultural differences
among the children in daily caring experiences were
extremely difficult to overlook or deny. As an expe-
rienced psychiatric nurse specialist interested to help
people, this reality left me in culture shock and feel-
ing helpless and concerned. My basic and advanced
psychiatric nursing education had been inadequate and
incomplete with the absence of cultural factors in ther-
apy. Transcultural nursing theory, research, and prac-
tice were clearly missing until the advent of transcul-
tural nursing. Still today, this need remains critical and
must be addressed worldwide.

Discovery of the Need for Changes
The above culture-shock experience led me in the
1950s to study cultural and social anthropology. An-
thropological concepts and research from diverse cul-
tures were needed to help nurses understand and change
psychiatric nursing knowledge, research, and practices.
Following 5 years of doctoral study in anthropology
and as the first nurse with graduate preparation in nurs-
ing to complete a Ph.D. program in cultural anthropol-
ogy, I began in the 1960s to research and teach about
different cultures with diverse beliefs and mental health
and illness conditions. I became deeply concerned that
clients in psychiatric hospitals or in private psychother-
apy were often misdiagnosed, misunderstood, or not
cared for appropriately as a result of Western ethno-
centric psychiatric viewpoints and practices and the
absence of cultural knowledge. Major differences in
cultural care needs, expressions, and beliefs related to
mental health and illness were of concern to me since
most psychiatric nurses largely focused on diagnosis
and symptoms of Freudian and neo-Freudian psychi-
atric conditions to be a competent clinical specialist or
therapist in psychiatric nursing. It also became appar-
ent that psychiatric nurses should no longer rely only on
mind-body, genetics, or psychophysical aspects with-
out inclusion of cultural factors. Psychiatric nurses and
others needed to incorporate comparative culture care
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into psychiatric nursing in the mid 20th century and
still today.2,3

Ethnocentric and narrow Western psychiatric per-
spectives of the APA nomenclature with prescribed
treatment regimens were also inadequate for multicul-
tural clients in the mid 20th century with the increased
global migrations and immigrations of clients. Major
cultural value conflicts and stresses with psychiatric
clients along with problems related to misdiagnosis and
mistreatment of cultural strangers were clearly evident
in the mid-century. Indeed, the Western APA nomen-
clature with rigid diagnostic categories and treatment
regimens was far too narrow and failed to accommodate
many non-Western immigrants. These clients’ “strange
behaviors” noted in the mid 20th century are still largely
misunderstood today. However, in the 1994 APA
Diagnostic and Statistical Manual of Mental Disor-
ders, a supplement has been added attempting to deal
with some cultural factors.4 There remains, however, an
urgent need for mental health diagnosticians and thera-
pists to study in a systematic, qualitative, and quantita-
tive way the diverse expressions and caring modalities
of people from diverse Western and non-Western cul-
tures for accurate assessments and therapies. Most as-
suredly, mental health and other clinicians need to be-
come aware of the importance of culture in defining,
influencing, and shaping mental health and illness con-
ditions. As our world becomes intensely multicultural,
one can predict more signs of cultural clashes, misun-
derstanding, violence, and stresses between client and
therapist and where cultural, developmental, and cur-
rent lifeways play a significant role in these “mental”
conditions.5

From my ethnostudies of fifteen cultures over
40 years in Western and non-Western societies, many
mental health concerns and issues have become evident
such as the following:6−9

1. Mental pathologies in the Western world do not
universally exist in non-Western cultures.

2. Western diagnostic categories, symptoms, and
treatment outcomes are difficult to use or fit in a
number of cultures, but Western therapists or
assessors often try to impose these categories as
Western phenomena.

3. Some cultures do not explain, define, and know
mental illnesses as identified by Western
psychiatric staff as their culture cognitions,
explanations, and epistemic knowing.

4. What is “normal or abnormal” is usually very
difficult to define in dualistic terms because of
cultural influences and variabilities.

5. Many cultures do not use psychological language
terms to explain cultural phenomena.

6. Culture-bound conditions exist with cultures, and
their functions may have nonpsychological and
nonbiological terms to describe and explain them.

7. The Western dualistic mind-body focus is often
most difficult to use in non-Western cultures and
subcultures that rely on holistic data.

8. Most cultures have generic (folk or indigenous)
ways to help their people with emotional concerns
or conditions when they become evident.

9. Indigenous cultural care modalities for
therapeutic healing outcomes are generally the
least known and understood by mental health
practitioners and especially by nurses and
physicians.

10. In-depth study of cultures from a holistic social
structure, worldview, gender, class, language use
and in environmental cultural context are
essential to grasp accurate expressions of mental
illness, health or another human conditions and to
develop effective therapies.

Nurses prepared through graduate study in tran-
scultural nursing with courses in anthropology need to
study further the issues identified above and develop ap-
propriate knowledge and competencies in the new area
of transcultural mental health. Traditionally oriented
psychiatric nurses should join transcultural nurse spe-
cialists to study holistic culture care within the broad
and yet particularistic areas of culturally based ther-
apies. Mental health can best be understood as the
learned totality of the human cultural lifeways and not
as a separate mental phenomenon. Transcultural mental
health care needs to also be understood within natural-
istic and familiar cultural contexts of living and dying.
Indeed, most cultures dislike compartmentalization of
their mind from their holistic ways of knowing and
living. These ideas and others challenge traditionally
oriented psychiatric nurses to shift to a transcultural
nursing perspective along with other psychiatric pro-
fessionals.

Today, the most critical issue is to help psychi-
atric nurses shift from a Western and largely unicultural
perspective to a transcultural broad and compara-
tive viewpoint to serve many people of diverse and
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similar cultures. A broad and yet specific cultural care
approach related to the human condition in differ-
ent cultural contexts based on in-depth transcultural
knowledge of Western and non-Western cultures must
be instituted in the immediate future to deal with
societal and worldwide problems related to lifespan,
violence, homicide, suicide, hostilities, abuses, and to
many other major concerns found in diverse societies.
Nurses prepared in transcultural nursing and anthropol-
ogy are in a unique position to deal with these global
concerns.

Questions for Reflection to Develop
and Advance Transcultural
Mental Health Nursing

In shifting to a transcultural mental health nursing
perspective, the following questions are important to
consider:

1. What are the universal (or common) and diverse
mental stresses, conflicts, and behaviors that
reoccur in different cultural contexts?

2. What are the expressions and meanings of
clients’ interpretations of these stresses or
conflicts and the ways clients believe these
concerns could be reduced or altered?

3. What are the emic (insider’s) knowledge and the
etic (outsider’s) interpretations of specific cultural
conditions, clashes, or conflicts that lead to
mental illness?

4. What factors lead to mental illness or to
well-being in specific cultures such as the Turks,
Arabs, Mexicans, Italians, Russians, Czechs, and
in many non-Western cultures?

5. What beliefs, explanations, and interpretations
are offered in diverse cultures about mental
health, illness, treatment, and culture care?

6. What similarities and differences exist between
Western and non-Western cultures related to
mental health that could provide guidelines
and principles for transcultural mental health
nursing?

7. What generic folk care practices need to be
incorporated into transcultural mental health
nursing practices, and how do these practices
differ from traditional or current professional
psychiatric practices or therapies?

8. Can and should generic and professional mental
health nursing practices be used effectively with
clients?

9. What problems exist with the present-day use of
nursing diagnoses (NANDA or others) to identify,
understand, and accurately care for clients from
diverse cultures?

10. Why do some cultures or subcultures resist or
never use psychiatric care?

11. What culture-specific mental illnesses exist in
specific cultures?

12. What are the potential benefits of culture-specific
mental health nursing?

13. What factors limit mental health care to clients of
diverse cultures and why?

These questions can lead the nurse to a wealth of
new discoveries related to transcultural care practices.
The theory of Culture Care Diversity and Universality
with the Sunrise Model can serve as a valuable guide to
discover holistic and comparative transcultural mental
health knowledge and ways to provide care practices
that are culturally congruent and beneficial.10 Research
studies focused on the meaning of mental health and ill-
ness in different cultures are very important to provide
mental health therapy goals. Psychiatric nurses with
traditional professional education will need to reexam-
ine their own personal and professional cultural myths,
biases, and practices in light of extant transcultural nur-
sing concepts, principles, and research findings about
diverse cultures. The use of emic and etic interpretat-
ions and experiences offers many stimulating challe-
nges and rewards for nurses who use the theory of Cul-
ture Care Diversity and Universality. Let us look next
at some fundamental principles in transcultural mental
health nursing for further reflection and consideration.

Fundamental Principles
for Transcultural Mental
Health Nursing

Currently, transcultural mental health nurses can draw
on the body of transcultural nursing knowledge to guide
them in their teaching, research, and practice.11,12 A
comparative focus on mental health differences and
similarities among cultures helps the nurse to think
anew about ideas and practices of transcultural nurs-
ing concepts such as cultural imposition, cultural blind-
ness, cultural conflicts, cultural values, cultural beliefs,
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and cultural lifeways to provide information to un-
derstand clients and develop meaningful transcultural
mental health nursing practices. There is a growing
body of transcultural research knowledge from diverse
cultures that can be used or considered in developing
and transforming traditional mental health practices.13

Such knowledge can also be found in many chapters in
this book and in other reference sources.

The first transcultural nursing principle is to un-
derstand and respect cultural differences and care for
clients from any culture as human beings. To under-
stand the “why” of beliefs and actions helps the nurse to
know why many differences exist transculturally. The
nurse needs to recognize that differences have mean-
ings that can generally be discovered from clients and
from transcultural nursing and anthropological knowl-
edge. Understanding cultural differences means the
nurse is aware of using ideas appropriate to ideas with
specific cultures. Recognizing cultural variabilities and
similarities of “mental” expressions is difficult and
complex without some cultural holding knowledge to
reflect on in an assessment or therapy session. Interac-
tional data may be helpful, but may be of limited as-
sistance to understand specific cultural values, beliefs,
and practices.

The second important principle is that the nurse
should endeavor to understand her (his) own culture
values, beliefs, and lifeways to make accurate client as-
sessments and interpretations. Without awareness of
the nurse’s own culture, misinterpretations and inac-
curate decisions and actions can readily occur, which
often leads to unfavorable consequences. Cultural in-
formants are generally sensitive to how their beliefs
and actions are interpreted and of professional biases,
prejudices, and disbeliefs of the clients’ views. It is
often difficult for clients to convince health personnel
to regard their beliefs as “normal” and accurate from
their perspective, as well as to understand what is “ab-
normal” or distorted in their culture. Nonetheless, the
transcultural mental health nurse needs to make sense
out of diverse behaviors and reflect on cultural norms
and rules of the client’s culture, as well as the therapist’s
cultural interpretations. Misinterpretation of cultural
background factors can lead to cultural destructiveness
and to many unfavorable outcomes. Most importantly,
the nurse must understand her (his) cultural values and
behaviors to make accurate assessments and to work
effectively with clients.

The third principle is to identify and work with
a transcultural nurse mentor to help the nurse prac-
titioner or specialist to become effective in therapy.
Transcultural nurse mentors can be of great assistance
to help novice nurses reflect on their own cultural atti-
tudes and practices to consider the context of behavior
and what may be relevant to help the client or family.
Learning about nonverbal and verbal cues from clients
is essential to understand and accurately interpret what
clients say or do within their cultural frame of reference
and context. Making mental health nursing practices
meaningful within the client’s cultural context from
the initial contact until the end of the relationship is
essential and depends on the nurse’s knowledge of the
culture and the use of mentor’s insights. Rigid profes-
sional attitudes, policies, or the lack of accommodation
to meet the client’s cultural needs can lead to disturbing,
violent, and uncooperative behavior. The three modes
from the Culture Care theory are excellent guides in
transcultural nursing therapies, namely, 1) culture care
preservation or maintenance, 2) culture care accommo-
dation or negotiation, and 3) culture care repatterning
or restructuring. They are also meaningful therapeutic
guides for nursing action and interaction in the care of
the mentally ill client and his (her) family.14

The fourth transcultural nursing principle is to
learn about the client’s cultural lifeways, multiple so-
cial structure factors, worldview, and environmental
context as influencers of mental health behaviors. Un-
derstanding the cultural context of the mentally ill
means grasping the totality of the client’s environment
and situation. What makes the client upset or ill is usu-
ally context specific and often a violation of cultural
taboos. The nurse considers high cultural context in
which the clients give a lot of verbal explanations and
use many words and symbols to convey their ideas. In
contrast, a client from a low cultural context will have
very limited verbal comments, but will expect the nurse
to quickly understand them without using a lot of verbal
explanations. Usually, clients of low cultural context re-
flect more traditional values, beliefs, and explanations
that are readily known to people in the community but
less to high-context therapists. Knowledge and assess-
ment of high and low cultural contexts have enabled
nurses to discover other ways of communicating and
assessing client’s cultural behaviors.

The fifth principle is to allow time and to be pa-
tient as one works with clients whose language and
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behavior are different in beliefs, values, and lifeways.
Adjusting to a client’s language may be stressful and
difficult for the nurse as it requires alertness, sensitiv-
ity, a conscious centering on the client’s culture, and
responding appropriately to verbal and nonverbal com-
munication modes. Periodic assessment of the client
alerts the nurse to changes in the client’s behavior and
often needs. To use the client’s cultural data in thought-
ful and appropriate ways necessitates active listening,
patience, reflective thinking, and being aware of the
cultural situation while being responsive to the client’s
modes of communicating and acting.

Sixth, the nurse learns about the different cultural-
bound illness and wellness states of cultures and sub-
cultures and responds to these conditions in a sensi-
tive, knowing, and appropriate way. Since the Western
APA Diagnostic and Statistical Manual may not in-
clude and explain culture-bound illnesses, syndromes,
or conditions such as running amok, susto, evil eye,
intentional death, spiritualism, stoicism, and other cul-
tural specifics,15,16 the nurse needs to study these non-
Western and other culture-bound conditions. Cultures
also tend to have different thresholds and times for ex-
pressing particular deviant behaviors, which they may
not consider to be pathological, psychotic, or even
neurotic. Hallucinations and delusions are often not
expressed in the same transcultural manner as other
cultures. Most importantly, it is often the cultural con-
text, situation, or event that influences or determines
whether cultural behaviors are viewed as “normal” or
”deviant.” Some cultures tend to accept specific and
unusual behaviors more readily than others and with-
out fear or concern. Transcultural mental health nurses
need to be open and recognize such diverse cultural
expressions as normal or abnormal in a culture.

Cultural variability exists, which may make the
nurse uncomfortable when clients change their behav-
iors in varying ways in different contexts and with dif-
ferent people because of cultural status expectations.
Some Western psychopathological conditions may not
exist in some cultures or may be expressed differently
in non-Western cultures.17 Assertive, aggressive, and
some forms of violent behavior are often viewed quite
differently in cultures as “normal,” adaptive, and de-
sired behaviors for survival or to fulfill social and cul-
tural obligations. For example, counter-revenge feuds
and “game-like” aggressive actions may be an integral
part of a New Guinea (Melansian) cultural lifeways and

not viewed as illness. Major discrepancies and varia-
tions with diagnosis and symptoms of clients of non-
Western cultures can be baffling to mental health nurses
unless knowledgeable in transcultural nursing. Thus,
discrepancies in the treatment, prognosis, and care of
clients may greatly vary in diverse cultures. Making
symptoms and signs of Western categories fit non-
Western cultures or nomenclatures often leads to inac-
curate and nontherapeutic therapy and care practices.

It is also important for the mental health nurse
to know that psychological and medical anthropol-
ogy are branches of anthropology. Researchers in these
fields have been studying mental illnesses and diseases
in different cultures for many decades and often fo-
cus on what constitutes “normality” and “abnormal-
ity” of different cultures, such as Marsella’s research
on depression.18,19 Anthropologists focus in-depth on
social structure factors such as politics, religion, and
cultural beliefs to assess the impact of these factors
on the client. They study the functions of the heal-
ers and curers in different cultures in treating cultural
conditions.20 Psychological anthropologists remain in-
terested in the effect of forced and general migrations
of refugees, of urbanization, and of cultural environ-
mental and ecological changes on clients. The impact
of medicalization and high technologies on people of
different cultures has been of interest to transcultural
mental health nurses for several decades, which needs
to be considered with other ideas related to biochemi-
cal, physiological, and genetic (DNA) factors. Specific
life-cycle illnesses and cultural coping strategies with
cultural adaptations to life experiences and the preven-
tion of mental stresses need far more emphasis.

Currently, several psychiatrists tend to be holding
to the stance that mental diseases are genetic or cau-
sed by biochemical factors. The search for chemical,
DNA factors, and brain dysfunctions have been found
with ADHD (attention deficient hyperactive disorder)
and the use of Ritalin medication for hyperactivity for
nearly 20 years. Unfortunately, cultural factors and the
cultural contexts of ADHD have been limitedly in-
vestigated. Transcultural nurses usually seek culture-
specific factors first, or factors often external to the
mind-body focus, but must remain interested in phys-
ical and chemical discoveries. It is most important to
remember that there is a close relationship of culture
to mental illness that tends to define what is “nor-
mal” and “abnormal” and the way mental illnesses are
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recognized, explained, and treated by members of spe-
cific cultures. Transcultural nurses are expected to fo-
cus on this important premise with direct observation
in different cultural contexts. At the same time, they
also remain focused on human caring, environmental
community living factors, and how people remain well
or become ill from a holistic perspective.21

Psychocultural Specific Mental
Health Conditions

During the past several decades much has been written
by transcultural nurses, anthropologists, psychologists
and some psychiatrists about culture-specific expres-
sions of mental illness and the relationship of culture
to personality. The works of Helman,22 Marsella et al.,
Ciborowski,23 Peterson,24 Peterson et al.,25 Leinin-
ger,26−28 Mead,29 Glittenberg,30 Barnauw,31 Moore et
al.,32 Tripp-Reimers,33 Kennedy,34 Kavanagh,35 and
Zoucha36 have all been important contributions to es-
tablish culturally based knowledge and research prac-
tices.

Psychiatric nurses have been generally slow to
recognize and systemically study mental health and
illness from a transcultural nursing perspective. The
author contends this is largely because of the lack of
preparation in anthropology and transcultural nursing
and the close identification of psychiatric nurses with
Western psychiatrists’ work and therapies. Many psy-
chiatric nurses remain absorbed in studying psychi-
atric medical diseases and psychoanalytical modes of
therapy to institute independent or collaborative treat-
ment practices with psychiatrists and other disciplines.
Still today psychiatric nurse therapists tend to rely on
psychoanalytical interpretations of data and established
psychotherapy practices rather than transcultural nurs-
ing care theories and modes. Psychoanalytical, neo-
Freudian, and other psychiatric schools of thought have
greatly influenced psychiatric nursing education and
services in the 20th century. The cultural dimensions,
cultural therapies, and theories have been neglected
except for work of a few transcultural nurses with an-
thropological and graduate transcultural nursing prepa-
ration.

The author’s early study of the Gadsup of the
Eastern Highlands of new Guinea in the 1960s doc-
umented the absence of schizophrenic and Western
psychotic behavior in the two villages where she lived

and studied for nearly 2 years.37,38 The Gadsup had
short-term, transient, depressive behavior that was usu-
ally related to the deeply felt loss of a loved kinsman,
child, spouse, elder, or significant village leader. The
absence of many Western illnesses was apparent and
could be explained from ethnographic and ethnonurs-
ing research findings related to the cultural context and
to culturally constituted values, beliefs, and therapies.
A caring ethos and nurturant childcare by women with
strong protective care by men among their kinsmen and
lineages were other important prevention factors.39 In
addition, the rhythm of Gadsup daily life was quite
regularized and predictable. This gave them security
and confidence in knowing what to do and the rules
of living to follow with clear expectation for action to-
ward self and others in the community. Intertribal feuds
and sorcery acquisitions existed, which were related to
normative protective beliefs and explicit village rules
of action for all Gadsups. They were not labeled as
deviant and abnormal behaviors.

In recent years, the Gadsup have had increased
contact with outsiders or strangers from other countries
and cultures who are held as “invading and taking their
land.” The author found in her visit in 1992 signs of re-
taliation, unrest, violence, paranoid-like behaviors, and
extended family anxieties, as well as signs of being con-
fused. Group stresses were identified as the villagers
related to these foreigners in their villages or nearby.
One could identify growing paranoid-like and/or suspi-
cious behavior, which the Gadsup rascals felt was justi-
fiable because of outsiders encroaching on their lands,
lifeways, and use of their natural resources. These out-
siders “took” without giving anything in return to the
Gadsup villagers. In fact, a young male group known
as the “rascals” had launched an aggressive movement
toward foreigners with violent acts to regain their in-
digenous rights, land, and money.40 Rascal behavior
could be viewed as understandable and necessary for
protective care action and to retain the village’s healthy
lifeways (see Chapter 10 in this book for more on the
Gadsup lifeways).

In the next section some culture-specific psy-
chocultural expression and research related to mental
health will be highlighted to help the reader understand
the influence of culture on mental health or illness in
different cultures. Many of these culture-specific find-
ings come from the author’s research and those of doc-
toral transcultural nursing students or faculty.
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Culture-Specific Mental
Conditions

Appalachians
Appalachians come from the rural mountains and hills
of the eastern United States. Many are moving to ur-
ban areas to seek employment for survival. The com-
plex and fast-moving large-city culture often makes
Appalachians feel alone and depressed. They expe-
rience what they call the “blues,” but usually do not
become psychotic. They have a deep sense of being
separated from their kinsmen and friends in the ru-
ral “hollows” of their homeland when in the city.41

Appalachians often talk about the fear of urban crime
and not leaving their homes at night unless absolutely
necessary. Elderly Appalachians are especially afraid
to go out at night in the urban environment. The Ap-
palachians often talk about a “case of nerves” or of
trying to understand how to cope with urban violence,
stresses, and a different environment. The author’s re-
search revealed that many of the urban Appalachians
were seen as “neglected and unknown white people”
by health personnel. These Appalachians were expe-
riencing great poverty and isolation in the large urban
communities. They had limited financial resources, and
many lived below the poverty level of $5000 per year in
1988. Appalachians said they were generally uncom-
fortable with Anglo-Americans and multicultural ur-
ban values, beliefs, and lifeways because they were so
strange to them “and made them nervous.” Their need
for transcultural caring values consisted of the follow-
ing: 1) keeping close ties with kin from their home
hollows, 2) relying on their personal fiends and kin, 3)
using folk remedies, and 4) protecting themselves from
harmful strangers. These care needs were desired and
important for Appalachians to maintain their mental
health and survival in an urban context. Appalachians
wanted transcultural nurses to understand their cultural
values and lifeways and to remain active listeners to
them. Hence, moving to large cities can make this cul-
ture “nervous,” anxious, and “very uncomfortable” but
not necessarily mentally ill.

African Americans
Psychological, psychiatric, and some anthropological
literature on African Americans or “Blacks” show con-
siderable mental health variability in research findings

and interpretations. Nursing students and others are en-
couraged to read extensively on this subject because
this short account is in no way complete enough to
show variabilities among a large and growing African
American culture. Moreover, controversial issues ex-
ist related to mental health and illness with African
Americans. Hence, only a brief summary of a few dom-
inant themes is given here.

In general, there is a great lack of in-depth under-
standing about African Americans (and those who are
called “Black”) because of cultural, biological, racial
(phenotypes and genotypes), and diverse life experi-
ences. The transcultural mental health nurse must study
acculturation and ethnohistorical factors in-depth to
grasp the general picture and the change in African
Americans and their culture over time. One must go
beyond hair, body size, and skin color differences and
study the past and present cultural life experiences in-
fluencing African Americans living in different places
over time. The Culture Care theory, with the Sunrise
Model with the worldview and diverse social struc-
ture factors, is valuable to assess the mental health of
African Americans. There are also differences between
rural and urban African Americans who experience dif-
ferent kinds of mental stresses as they move from rural
to urban environments often under stressful conditions
and limited money.

Ronan and Bailey’s studies show that the major
mental health problems for urban African Americans
are related to alcohol and drug abuse, which have led
to street deaths, homicide, and major diseases such as
hepatitis, liver cirrhosis, heart disease, cancer, and a
host of other pathological conditions.42,43 Some stud-
ies hold that the urban African American extended
family no longer exists and family instability is evi-
dent. The lack of strong African American male and
female sex role identification and survival skills is of-
ten related to crime in urban society. Today, many
African American fathers and mothers are absent from
their homes because of outside work for economic sur-
vival. This has undoubtedly had a major influence on
maintaining their cultural values and helping children
survive and cope with life in a persistent changing
and different world. In the past, African American
families provided food, shelter, clothing, counseling,
and environmental support through extended family
ties. With the absence of family stability and ties
in urban homes, Bailey’s study showed how this
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influenced the mental health and well-being of African
Americans.44

The growing increase of human immunodefi-
ciency virus (HIV) infection in many large African
American urban communities is a serious threat to
the people’s mental and holistic health. Hyperten-
sion, stroke, and other pathological conditions have
frequently been traced to cultural, social, economic,
and political factors, which have had a deleterious
impact on the general mental health and survival of
African Americans in large urban contexts. As the
transcultural mental health nurse remains knowledge-
able about current sociocultural, political, economic,
and other factors influencing African American life-
ways, one focuses on specific cultural care values, be-
liefs, and lifestyle practices, as well as folk beliefs
that may be related to witchcraft and voodoo practices
and less to restore their health. One must understand
hexes and voodoo practices in relation to mental ill-
ness and health. Voodoo teaches that illness or death
can come to an individual or group through supernat-
ural forces.45 It may be referred to as root work, black
magic, being hexed, fix, a spell, or witchcraft. The af-
fected person may talk about being nauseated, vom-
iting, having diarrhea, or having muscle weakness or
convulsions. “Falling out” may also be identified by
African Americans as a sudden collapse, inability to
talk, and sometimes paralysis. These culture-specific
expressions often lead to misdiagnosis and inappropri-
ate treatment and nursing care actions when behavior is
not understood. Nurses can identify these kinds of cul-
tural conditions influencing African American holistic
health and well-being. Drawing on African folk (emic
and etic) knowledge and experiences is extremely im-
portant to understand the client and the family and
their use of cultural healing to relieve mental stresses.
Voodoo, hexing, and other cultural forms may mimic
some mental diseases, but are different and require emic
folk healing modes.46

Vietnamese
Traditionally oriented Vietnamese generally find that
Western psychiatric treatment and mental health care
are strange and questionable. If Vietnamese are seen in
a psychiatric setting, their concerns are often misinter-
preted or misdiagnosed by nurses and physicians who

fail to understand Vietnamese culture values, beliefs,
and lifeways. Vietnamese hold that the mind, body,
and soul are integrated and cannot be viewed as sep-
arate entities. The idea of psychiatric nurses or physi-
cians separating the mind, body, and soul is disturbing
to Vietnamese immigrants and refugees if they seek
Western psychiatric help. The idea closest to Western
mental illness would be a “case of nerves” or having
“something wrong with their nervous system.” Some
Vietnamese view mental conditions as mainly a “weak-
ness of the nerves.” Most important, the head is sacred
with many different spirits and must be considered sa-
cred with any treatment regime.47

Many traditional Vietnamese clients that the au-
thor and other transcultural nurses have studied have
encountered great difficulty with hospital personnel be-
cause of value differences, language, and staff cultural
ignorance.48 Traditional Vietnamese tend to suppress
or deny their feelings about problems because nurses
and physicians are viewed as strangers. They will of-
ten talk about somatic concerns rather than spiritual
and private cultural life situations, feelings, and fam-
ily losses. Experiencing “cultural pain” as defined by
the author has been typically found with Vietnamese
refugees who have endured severe cultural tensions
and hardships. For refugees, spending time with the
Vietnamese client and family to help them get com-
fortable with the nurse is important. With trust, they
will talk about their losses and concerns and how to
use their folk remedies, foods, herbs, and teas. When
they trust health personnel, they share their cultural life-
ways, both past and present. Posttraumatic stress disor-
der (PTSD) is commonly used by psychiatric staff to fit
Vietnamese refugees into a Western diagnosis. Nurses
using the Culture Care theory will want to focus on the
assets or strengths of Vietnamese clients and especially
their families when dealing with life stresses or con-
flicts. Cultural pain is often caused by loss of kinship
or family members, inability to get work, and lack of
respect. Nurses will also need to deal with feelings of
loneliness and separation that refugees experience, as
well as leaving their homeland and adjusting to a very
different culture.

Feelings of hopelessness, distress, grief, fatigue,
mood swings, and somatic complaints can be found
as dominant mental concerns with many Vietnamese
refugees and immigrants. Vietnamese culture care
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values related to kinship factors, religious beliefs, and
their present or past ethnohistory and environmental
contexts are important care areas for the nurse to fo-
cus on with Vietnamese. This broad holistic approach
reflected in the Culture Care theory and the use of
the Sunrise Model can be extremely helpful guides to
the nurse in discovering and understanding their con-
cerns, stresses, and present life situations and needs.
The Vietnamese traditional beliefs, values, lifeways,
and folk healing can prevent illness, as well as respect
cultural taboos. Helping Vietnamese to maintain or re-
gain their integrated mind-body-soul holistic equilib-
rium (or balance) should be a major goal in nursing
care. Western psychiatric disease labels and nursing
diagnostic categories (NANDA) are usually inappro-
priate for Vietnamese clients unless fully acculturated
to Western ways. Providing silence and a quiet area for
reflection and talking is useful, and avoiding negative
criticism (saving face) is important. Clients should be
encouraged to share ideas about their family or work
situations. These suggestions and others contribute to
providing culturally competent and beneficial care.

Mexican Americans
Mexican Americans tend to have fewer incidences of
mental illnesses, which is largely the result of their
close extended family ties, direct support for their cul-
tural values and beliefs, and importance of religion
and kinship to allay anxieties, stresses, and unneces-
sary conflicts.49 Mexican Americans’ stresses are often
related to poverty, unemployment, and urban conflict
problems, which can bring about periods of depression,
overweight conditions, and potential suicide. Research
among Mexican Americans reveals that alcohol is fre-
quently used by males to relieve male stress and to ex-
press machismo. With machismo, men take too much
alcohol to express their masculinity, bravery, or power
and to repress their frustractions. Mexican American
women tend to relieve mental stresses or conflicts by
relying on direct family support, using folk healing
modes—herbal drinks, and eating fatty Mexican foods.
Some Mexican American women talk about panic ex-
pressions, which they blame on external societal forces
that lead to family problems and societal difficulties.
Mexican Americans also pray and petition to God, their
Lady of Guadalupe, and specific saints to help them

cope with daily stresses, needs, and cultural problems,
especially those related to death, losses, and family
poverty. The cultural phenomenon of susto (magical
fright) can be precipitated by sudden or unexpected
accidents or critical social and family life situations.
Casting the mal olo (evil eye), nerios, zar, susto, and
ataque de nervios are other cultural conditions that can
lead to minor or serious mental illnesses unless treated
culturally. The evil eye occurs when strangers as nurses
and physicians overpraise or envy a newborn or another
person.50 This cultural condition is often caused unin-
tentionally by health personnel who do not understand
the Mexican cultural beliefs and lifeways and leads to
harm by their actions and words. This, as well as other
conditions, can be prevented by generic emic care and
ritual Mexican practices. (See other chapters in this
book.)

Guest Researchers Zoucha
and George

In this last section, Drs. Zoucha’s and George’s (both
transcultural mental health nurses) research is shared.
Zoucha’s research is first discussed, which is on a cul-
tural condition with Mexican Americans. This is fol-
lowed by George’s transcultural nursing research study
with the chronically ill living in an urban community.

Mexican American Care (by Dr. Zoucha)∗

Mexican Americans are of a culture that transcultural
nurses need to understand in the promotion of mental
health and well-being. Mexican Americans have had
a long history of being under-served regarding mental
health services and misunderstandings of their cultural
expressions by health care professionals. Understand-
ing their folk beliefs, religious faith, and mental illness
is difficult without considerable holding knowledge
of the culture. For many Mexican Americans, men-
tal illness is a family matter and must be understood
and treated within the family context. Sometimes, the

∗Dr. Rick Zoucha is a transcultural mental health nurse who
has done research with Mexican and African Americans since
1989. He is an Associate Professor at Duquesne University in
the School of Nursing at Pittsburgh, Pennsylvania.
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family members are unable to care for a sick family
member, and so nurses and other health care profession-
als are expected to help them. Nurses prepared in trans-
cultural nursing are in a unique position to serve as a
cultural bridge to help the Mexican Americans experi-
encing mental illness within the extended family con-
text. During times of extreme stress and anxiety, nurses
need to provide protective care so the client will not
harm himself or others. The transcultural nurse is also
expected to work with the staff to provide culturally
based congruent care for the client and the family.

The transcultural nurse must be knowledgeable
about cultural-bound mental conditions such as sus-
tos, nervios, and others. Sustos is the belief that the soul
was frightened out of the body, which has led to unhap-
piness, depression, and sometimes to death.51 Nervios
refers to stress brought on by difficult life situations that
lead to somatic expressions, the inability to function,
sleeplessness nights, and loss of appetite. There are also
other expressions and conditions of mental illness such
as being hexed or marked by a social-cultural taboo.

An example of sustos is offered with a transcul-
tural nursing assessment and actions for therapeutic
outcomes. Juana Luz is a 30-year-old Mexican
American female who was seen in the outpatient men-
tal health center for symptoms of depression, anxiety,
sleep disturbances, and loss of appetite. Juana is of the
first generation of Mexican Americans living in the
United States. She works as a Spanish language inter-
preter at an insurance company and is fluent in Spanish
and English. Juana has been married to Ricardo for the
last 8 years and the couple has two children, namely, a
7-year-old daughter and a 3-year-old son. Juana reports
during the second interview that she is experiencing
sustos. She states that her symptoms started when she
came out of the house to look for her daughter and wit-
nessed a near miss between a city bus and her daughter
who was playing in the yard and went after a ball. She
believes that “her soul was frightened out of her” and
since then has been experiencing depression, anxiety,
loss of appetite, and great difficulty sleeping. Juana
believes that because she witnessed such a potentially
horrible event that her soul has left her body. She feels
she will not feel better until her soul is reunited with her
body.

In this situation, it is important that the transcul-
tural nurse understands the cultural context in which

sustos occurs. Nurses should assess the family concerns
and encourage family involvement in helping with care
and treatment. Religious factors need to be considered
as they are often linked to mental disturbances related
to violating cultural taboos. At the individual’s or fam-
ily’s request, mental health treatment usually includes
both professional (etic) and generic (emic) folk care
with nurses acting as the cultural bridge between pro-
fessional and folk healers. With Juana it is important to
know if she is currently being treated by a curandera
or a folk indigenous healer. Today, Mexican Americans
will seek treatment from both the Western profession-
als and their familiar folk carers and healers. In the folk
system of care, the curandera is viewed as the healer
and will often try to treat culture-bound mental illness
drawing on the family caregivers. Treatment and nurs-
ing actions for Juana include an integrated approach of
using generic and professional care services. If Juana
requests the treatment of a curandera, it would be cul-
turally appropriate to work in consultation with the faith
healer and with the family’s endorsement. A combina-
tion of family/individual therapy with folk and profes-
sional treatment often occurs. Treatment for sustos may
include healing rituals that reunite the soul and body.
The ritual includes the use of religious prayers as the
holy cross and holy water with other indigenous prac-
tices. Reuniting the body with the soul may be adequate
to reduce the symptoms of depression and anxiety;
however, antidepressant medications and/or antianxi-
ety medication are often indicated today in conjunction
with generic care. The main transcultural concern for
the nurse is the ability to negotiate cultural care that
is appropriate and congruent with the culture of the
individual and family. Filial direct care, prayers, and
holy water along with generic care are often used to
alleviate sustos. The transcultural nurse would be wise
to use Leininger’s theory with her three modes of care
actions, especially culture care accommodation for the
health and well-being of Juana and her family.

Other transcultural nursing concerns are under-
standing the client’s language and medication needs.
Many Mexican Americans speak Spanish as a first lan-
guage and English as a second. During times of stress,
some clients resort to the language that is most com-
fortable to them. Transcultural nurses should know
and speak some Spanish today with the marked in-
crease in Hispanics in the United States and elsewhere.
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Language use greatly facilitates care to the Mexican
American client and is important to effectively give
medications or treatments. Culture care accommoda-
tion is made to provide safe and culturally appropriate
care and to give medications effectively.

The relationship between the individual, family,
and nurse is critical to promote and maintain the men-
tal health and well-being of Mexican Americans. The
researcher found that confidence in the relationship be-
tween nurses and clients leads to healthy outcomes. If
the individual and family have confidence in the nurse,
this will support actions to promote mental health and
well-being.52 Transcultural nurses need to understand
the emic views of mental illness and the use of both
professional (etic) and folk (emic) health care with
Mexican Americans. Transcultural nurses also need to
maintain their role as a cultural bridge with the client
and the family to successfully use both professional
and folk care practices for culturally congruent care
outcomes.

Dr. George’s Research with the
Chronically Mentally Ill∗

This ethnonursing study was focused on the chroni-
cally mentally ill in the community as a subculture. It
was the first study to use the theory of Culture Care
Diversity and Universality and the Sunrise Model to
explicate care meanings, expressions, and experiences
of the chronically mentally ill in a midwestern United
States community over a 1-year period.53 The study
focuses on using Leininger’s Culture Care theory with
the ethnonursing qualitative research method.54 Data
were collected with a total of 54 interviews with 15 key
informants and 24 general informants. Eleven months
of observation and participation were done with mem-
bers of a public community mental health day/partial
treatment center. This center served approximately 90
chronically mentally ill persons who lived in the com-
munity in a midwestern city with a population of ap-
proximately 90,000. Data analysis was directed on the

∗Dr. Tamara George is a transcultural mental health nurse and
an Associate Professor of Nursing at Calvin College in Michi-
gan. (Dr. Leininger was her research mentor for this doctoral
dissertation study at Wayne State University.)

domain of inquiry and using the Leininger Phases of
Ethnonursing Analysis. The ethnonursing domain of
focus was on care meanings and expressions of these
chronically mentally ill in the community.

As predicted by the Culture Care theory, the world-
view, cultural and social structure factors, ethnohis-
tory, and environmental context greatly influenced the
informants’ behavior and lifeways. For example, the
ethnohistory of mental illness influenced the subcul-
ture of the chronically mentally ill in the community
in many ways as informants repeatedly told of their
long hospitalizations. One key informant said that her
mother had spent her entire adult life in a mental insti-
tution. Several informants described how long hospi-
talizations fostered a passive institutionalized mindset.
They found that deinstitutionalization profoundly af-
fected their lives. However, one general informant said
that care and treatment settings today are very differ-
ent than they were in the distant past. He stated, “In the
past, if they had (client) someone in the family who was
mentally ill, they hid that person. Now you see these
people on the street.”

Each key informant told at length the history of
their life experiences with mental illness. Some com-
monalities were noted among informants of care expe-
riences such as the onset of symptoms during their teens
or twenties; multiple hospitalizations; severed ties over
time with family relationships; the lack of a long-term
partner in life; the difficulties in socializing with others;
and the relinquishing of career and family aspirations.
The informants said these were replaced with a focus
on attempting to meet basic needs and acceptance of
their ongoing need for psychotropic medications.

From this long-term in-depth study, six major
themes were identified and formulated from the multi-
ple descriptors and abstracted patterns of the data.55

The dominant care themes with meanings were as
follows:

1. Care as listening and giving presence is
meaningful to the chronically mentally ill.

2. The chronically mentally ill have a strong desire to
give care to others.

3. The chronically mentally ill in the community are
a subculture with shared social structure factors,
cultural norms, values, and lifeways that differ
from those of the dominant culture.
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4. Mental illness carries a public stigma in the
dominant culture.

5. The chronically mentally ill desire culturally
congruent care modalities that help them meet
their needs and support their potential with care
practices that are flexible and growth promoting.

6. The chronically mentally ill value normalcy and
strive to develop “normal” lifeways, but they fear
rejection and failure in the large culture.

All of these themes have multiple implications for tran-
scultural mental health nurses and other mental health
providers. This study has been published with full
discussion of these themes and the reader is encour-
aged to study it.56 Most encouragingly, the chronically
mentally ill in the community were able to articulate
their ideas and stories clearly about care and its mean-
ings. The findings from this study led to the discovery
and formulation of three care constructs that can be
used by nurses in conjunction with the three modal-
ities of action as theorized by Leininger, which can
provide meaningful and helpful care to members of
this subculture. The three dominant and newly discov-
ered constructs were survival care, constructive care,
and inclusive care, which are defined and discussed
in the study.57 The researcher concluded that culture-
specific care for the chronically mentally ill could po-
tentially increase their feelings of well-being, reduce
the frequency and length of hospital stays, and lead
to more positive interactions with others in the larger
community.

Summary
In this chapter a number of critical issues, trends, and
practices have been discussed of traditional and cur-
rent aspects related to the discovery and the need for
care that fits with or is congruent with cultures and
their mental health conditions. As an early and con-
temporary nurse in mental health, the author has set
forth several challenges for traditionally oriented psy-
chiatric nurses in the mental health field to become pre-
pared through graduate courses and programs in tran-
scultural nursing to provide culturally competent and
meaningful care to clients of diverse cultures. While
many nurses in other clinical areas have prepared them-
selves in transcultural nursing, psychiatric nurses have

been slow to do so; they need to realize how power-
ful culture care factors are in mental wellness and ill-
ness. An in-depth study of cultural factors influencing
human caring and mental health is essential to allevi-
ate current problems related to violence, depression,
suicide, homicide, and other mental health conditions
in homes, schools, and community settings. Indeed,
it is difficult to assess biophysical, psychosomatic, and
other conditions and to help clients in appropriate ways
without cultural knowledge and research. To be called
a “mental health nurse therapist” is questionable with-
out knowledge of specific cultures and their human care
knowledge. Ethnohistory, religious or spiritual beliefs,
kinship and social ties, cultural values, worldview, lan-
guage, gender roles, and other emic and etic knowledge
dimensions need to be integrated into the new and fu-
ture focus of transcultural mental health practices to be
a competent mental health therapist.

Most importantly, it is time to conduct research and
further develop transcultural mental health knowledge,
assessments, and therapies that fit Western and non-
Western cultures. The dominance of Western diagnos-
tic categories with predetermined symptoms and treat-
ment modes often fail to fit non-Western cultures for
beneficial client outcomes. Nurses prepared in transcul-
tural mental health nursing need to give leadership and
to use their knowledge and skills to guide other inter-
disciplinary mental health practitioners toward cultur-
ally congruent mental health services. Theoretical per-
spectives are essential to study and explain outcomes
of mental health care research. The theory of Culture
Care Diversity and Universality has already generated
rich and new holistic care insights to help clients of di-
verse and similar cultures and those with mental health
stresses. This theory with the ethnonursing method and
enablers continues to be most appropriate for many
transcultural mental health nurses today in arriving at
culturally relevant, meaningful, and beneficial prac-
tices as demonstrated in this chapter and others in this
book related to holistic human health and well-being.

Finally, mental health nurses, psychiatrists, and
others need to realize that with most cultures in the
world it is generally unacceptable and inappropriate
to separate the mind from either the body or the di-
verse spiritual (soul) aspects as such separatist practices
greatly limit understanding and meaningful services to
clients from diverse cultures. It is my contention that, as
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traditional emic cultural knowledge is interwoven with
selected and appropriate psychiatric professional etic
research-based knowledge, there will be major changes
in the assessment, care, and treatment of clients with di-
verse life experiences and mental conditions. Indeed,
all psychiatric diagnostic, care, and treatment modes
need to become culturally grounded with Western and
non-Western transcultural perspectives to provide ther-
apeutic and culturally congruent client practices in our
growing and intense multicultural global world.
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CHAPTER 12
Transcultural Nursing
Care and Health
Perspectives of HIV/AIDS

Joan MacNeil

HIV/AIDS is a global illness that requires
transcultural caring knowledge, understand-
ing, and practices. The extent of the pandemic

demonstrates the need for global human care with a
transcultural caring perspective. HIV/AIDS has now
been reported in virtually every industrialized and de-
veloping country in the world. It has been estimated
that at the end of 1998 over 33 million people were
living with HIV, about 10% of whom where children.
The virus continues to spread, causing nearly 16,000
new infections a day. Although one in every 100 adults
in the sexually active age bracket (15–49) today is liv-
ing with HIV, only a tiny fraction are aware they are
infected. Unless a cure is found or life-prolonging ther-
apy can be made more widely available, the majority
of those now living with HIV will die within a decade.1

While the global picture continues to be worri-
some, in the United States HIV infection rates are
falling slightly, particularly among homosexual men.
However, in some disadvantaged sections of society,
AIDS continues to rise. Among African Americans,
new AIDS cases rose by 19% among heterosexual
men and 12% among heterosexual women in 1996. In
the Hispanic community, there were 13% more cases
among men and 5% more among women than a year
earlier.2

The global HIV pandemic continues to be fueled
by cultural and economic factors such as increases in
migration, political upheavals, economic crises, rising
rates of sexually transmitted diseases (STDs), injecting
drug use, and violence. As human behavior both pre-
vents and spreads HIV infection, this illness continues
to be culturally defined. In addition, as the numbers of
infections rise, there is a clear moral and humanitarian

obligation to provide whatever care, support, and as-
sistance are appropriate for each person infected and
affected by HIV/AIDS.

Nursing, as a transcultural humanistic and scien-
tific care discipline and profession, plays a central role
in meeting the care needs of the increasing number of
clients from diverse cultures.3 Regardless of the effec-
tiveness of prevention efforts conducted today and new
advances in treatments, the numbers of people becom-
ing ill as a result of HIV infection will dramatically in-
crease over the next few years. As the numbers of infec-
tions increase, demands for care will mount globally.4

Professional nurses who are knowledgeable and sensi-
tive to the transcultural perspectives of the pandemic
and who are able to provide culturally congruent care
are greatly needed worldwide.

Major Cultural and Social
Structure Dimensions

Leininger5−8 predicted decades ago that cultural be-
liefs, values, norms, and patterns of caring had a power-
ful influence on human survival, growth, illness states,
health, and well-being. She postulated that care was
culturally defined and influenced by specific cultural
values, worldview, social structure factors, language,
ethnohistory, environmental context, and health care
systems. She theorized that all cultures in the world had
some kind of generic care system and most had a pro-
fessional health care system. These two major health
care systems were predicted to provide human care that
was healthy, satisfying, beneficial, and congruent with
the client’s culture care values and needs. She believed
that carefully combining generic and professional care
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could lead people to seek health services to attain cul-
turally congruent and beneficial care. She predicted that
culturally based care existed, but was minimally rec-
ognized by nurses and other health professionals as a
pattern of functioning. To fully understand and predict
culture caring, discovery of the diverse and similar in-
fluencers was needed.

Leininger’s Sunrise Model, which presents a vi-
sualization of the different dimensions of the theory
of Culture Care Diversity and Universality, provides
a cognitive map to depict the complex influencing di-
mensions and to explain and interpret HIV/AIDS health
and well-being outcomes.9 Worldview, social structure
factors, and cultural factors with attention to language,
ethnohistory, and environmental context are predicted
to influence care expressions, patterns, and practices
that in turn influence the health, well-being, and care
to dying clients. The theory and model can be used to
inform nurses and others regarding these different di-
mensions and to increase our understanding of what
constitutes a supportive environmental context for cul-
turally congruent HIV/AIDS care. In this chapter sev-
eral of the influencing dimensions of the model are
discussed in relation to HIV/AIDS care.

While all components of the cultural and social
structure dimensions are held to influence care expres-
sions, patterns, and practices, the political and eco-
nomic factors throughout the span of the pandemic
have played and continue to play a pivotal role. Ex-
perience has shown that the social and political envi-
ronments of a country, community, or workplace have
a profound influence on efforts not only to reduce the
spread of HIV but also to provide care for HIV-infected
and affected individuals and their families. Laws, rules,
policies, and practices of governments and institutions
can either support or constrain the provision of care.
For example, restrictions on sex education in schools,
condom advertising, needle exchange, and availability
of money for drugs and treatments continue to hamper
HIV/AIDS protective preventive care programs.

Although many governments, businesses, and
institutions have begun to adopt more appropriate
HIV/AIDS preventive care policies, progress has not
kept pace with the spread of the epidemic. Few coun-
tries have responded to HIV/AIDS with comprehensive
care programs or have committed resources needed to
slow the epidemic. Engaging the interest, concern, and

support of policymakers at early stages of the epidemic
continues to be challenging, particularly when preva-
lence is low and the potential for a future problem may
not be apparent. It is also difficult when HIV infec-
tions are concentrated among groups in society who
may be marginalized or discriminated against such as
prostitutes or intravenous drug users.

Once HIV has reached high levels among those
likely to contract and spread the virus, containing the
epidemic is difficult and requires drastic action. While
difficult to contain, drastic political care action and de-
cisions at this phase are not impossible as has been
demonstrated in Thailand. Thailand undertook a mas-
sive government public health campaign when intra-
venous drug users and prostitutes were discovered to
have high infection rates.10 This campaign could be
considered a form of protective-preventive care, that is
protecting people from HIV infection through preven-
tion. A policy of heavily subsidized condom promotion
and STD treatment for those with high-risk behavior,
supplemented by dissemination of information to the
general population, brought down the prevalence of
HIV among military conscripts in Thailand within a
few years.11 However, not all countries will have the
same political and economic dimensions as Thailand.
Each country will develop their own programs to pro-
vide preventive care (and within their ethical and moral
perspectives). However, this example illustrates the en-
abling role political dimensions can play in facilitating
preventive HIV care.

As people infected early in the epidemic become
ill and die from AIDS, governments face growing pres-
sure to spend public resources on care. Responding to
these needs compassionately, while keeping them in
perspective with the many other pressing human care
needs and demands on public resources, is one of the
most difficult policy challenges posed by the epidemic.
In this instance, both the political and economic di-
mensions influence how and when HIV/AIDS care and
treatment are available.

Increasing Demand and Choices
Increasing demand makes access to care more dif-
ficult and expensive for everyone, including people
not infected with HIV. As the number of people with
HIV/AIDS mounts, rising costs for care leading to
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increased total health expenditures present societies
with difficult choices. Because a large share of
increased expenditure is typically financed through
public tax revenues, governments and their constituents
often confront trade-offs along at least three dimen-
sions: 1) caring for people with AIDS versus protective
care to prevent HIV infection, 2) clinical care treatment
of people with AIDS versus clinical care treatment of
people with other illnesses, and 3) spending for health
care versus spending for other objectives.

Choices about the appropriate overall level of pub-
lic subsidies for health care vary across cultures and are
influenced not only by the political and economic di-
mensions but also by cultural values and ethical beliefs.
The fair response, advocated by many, is to offer the
same level of subsidy for the care of people with AIDS
as the care and treatment of people with other diseases
that are expensive and difficult to treat. Denying care
to individuals simply because they have HIV/AIDS is
unjust to those who are infected and to their families.
By the same token, providing a higher level of subsidy
for care for people with AIDS than for those with other
illnesses is also unfair to the majority of people who
are not infected with HIV. As in many countries, the
United States government at the national and state level
continues to struggle with these choices. These choices
in turn influence care practices, including nursing prac-
tices, within health care systems.

Cultural, religious, and political dimensions also
influence care practices in relation to HIV prevention.
Protective care policies that decrease the vulnerability
of special groups to HIV should be a priority. In most
parts of the world, the majority of new infections oc-
cur in young people between 15 and 24 years of age,
or sometimes younger.12 Not only do these infections
cluster among youth who are just becoming sexually
active, but up to 60% of all infections in females occur
by the age of 20. Young people under 20 are frequently
not viewed as being vulnerable to HIV or because of
cultural beliefs are not thought to be sexually active. All
women and men, irrespective of their HIV status, have
the right to determine the course of their reproductive
life and health. Practical measures should include en-
suring access to information about HIV/AIDS and its
prevention; promotion of safer sex, including the use
of condoms, with moral and religious considerations;
and access to reproductive health services. These ser-

vices should include family planning and treatment for
sexually transmitted infections (STI), which can sig-
nificantly decrease the risk of transmission.13−15 Of-
ten nurses must overcome resistance to ensure needed
services, but they should also recognize controversial
issues.

Gender Risk Factors
A woman’s risk of HIV infection from unprotected sex
is at least twice that of men. Women are more exposed
to HIV and STIs through the extensive surface of the
vaginal wall. Young women are at even greater risk
because of the immaturity of the vaginal cells. In some
cultures girls as young as 12 may be married to men
three times their age. In addition, girls aged 17 years
or younger who have unprotective sex are at increased
risk of developing cervical cancer.16 All these factors
make young women especially vulnerable at a time
when, culturally, some have limited negotiating and
economic power, making them easier targets for sexual
exploitation. The situation is worse when more men,
especially in high-HIV-prevalence areas, seek out ever
younger female partners in the belief that they are least
likely to be infected with HIV.

It is often socially unacceptable for a woman in
some cultures to seek treatment for an STI because
of the stigma attached to seeking services in an STI
clinic. In addition, the lack of STI services in traditional
family planning or maternal child health clinics, as well
as the pressures from other responsibilities, discourage
many women from seeking health care. These factors
are a care-seeking deterrent for teenage girls in many
cultures where it is not considered socially acceptable
for girls to be sexually active outside of marriage.

In general, unmarried adolescents may feel unwel-
come or embarrassed and make little use of either fam-
ily planning or STI services. Culturally knowledgeable
nurses must be prepared to develop outreach activities,
involve communities, and develop care services that
are more accessible and culturally acceptable to young
people and to women in particular. Confidentiality and
privacy need to be assured for young people to be en-
couraged and to use these services. Transculturally pre-
pared nurses can develop skills and help other staff to
deal sensitively with patients of diverse cultures about
private matters. One of the commonly cited criticisms
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by clients of both family planning and STI services is
the rude or humiliating attitude of staff.17 Transcultural
nurses can play an important role to repattern care ser-
vices to meet the special needs of young people and to
change negative and biased perspectives through caring
modalities.18,19

Evolving Transcultural Care
Needs as HIV Infection Progresses

No matter where one lives, a diagnosis of HIV is one
filled with uncertainties, that is, uncertainty about ac-
ceptance by family and friends; uncertainty about abil-
ity to continue to be a productive member of society;
uncertainty about physical aspects of the infection; and,
finally, uncertainty about life itself. Added to this is the
uncertainty of HIV disease progression — within an
individual HIV disease can be a rapidly progressive ill-
ness over 2 years, or it can have limited progression over
10 to 15 years. Unfortunately, such differences occur
not only between individuals, but in different contexts
with variable resources. Individuals from economically
poorer settings often face more rapid disease progres-
sion because of limited access to and funds for care.
With children, HIV infections usually progress more
rapidly. For example, in the United States about 25%
of HIV-positive children have a rapidly progressive ill-
ness and die within 1 year. However, the majority will
survive beyond their first year, and, as in HIV-infected
adults, long-term survivors are recognized.20

Despite these uncertainties, HIV disease pro-
gresses through different stages as immunosuppresion
worsens. Experience working with the HIV-infected
and their families has revealed that supportive and clin-
ical care needs change during these different phases of
the infection. Compassionate care with understanding
and continuity must be provided through all stages of
HIV infection and in both hospital-based and home-
based contexts.21 Nurses need to be aware of these
changing needs and their transcultural implications. In
the early phases of HIV infection nurses can assist in
identifying culturally appropriate sources of psycho-
logical support, facilitating clients’ disclosure of their
HIV serostatus to families, and providing clients with
HIV preventive care. As immunity decreases, nurses
can assist clients in maintaining health and seeking
early and appropriate clinical care to prevent oppor-

tunistic infections. When AIDS occurs, nurses may as-
sist clients and their families in negotiating a culturally
appropriate guardian for their children and facilitate
access to ongoing culturally appropriate emotional and
spiritual care. In the terminal phase, nurses can support
clients in the provision of palliative care.

There must also be coordination and continuity
between the professional and generic or folk health
care systems. In countries such as South Africa, up to
80% of people may have visited a traditional healer be-
fore seeking professional services.22 In Uganda, AIDS
patients often simultaneously seek both generic and
professional care.23 These traditional care services are
attractive because they are accessible, culturally ap-
propriate, acceptable, and usually affordable. Generic
healers may be able to help their people and help nurses
and other health care workers understand their clients’
beliefs about illness and caring practices. Generic heal-
ers can be valuable partners in HIV prevention and care,
and, generally, their knowledge can be combined with
professional care practices.

Early HIV Infection
Care during this phase is largely related to identifi-
cation of the underlying HIV infection and specific
disease-management issues. A proactive approach to
HIV diagnosis can speed up knowledge, acceptance,
and openness about HIV/AIDS. Access to confidential
HIV counseling care practices and testing services con-
stitutes a critical first step in dealing with the infection.
Clients who are HIV negative are much more likely to
accept advice on how to remain HIV negative and to
act on that advice. For those who are positive, ongo-
ing psychological and cultural support with counseling
are some of the care needs identified at this phase as
most HIV-infected people are in, or return to, reason-
able health and can resume normal activities.24

In a number of different industrialized and devel-
oping countries, many people who are counseled and
subsequently tested do not return for their results.25

However, instituting rapid on-site testing allows results
to be given within a short time after the pretest counsel-
ing care sessions and provides the opportunity for im-
mediate post-test counseling.26 While not yet common
in the United States, this strategy is increasingly used
in a number of countries and enables risk-reduction
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counseling and psychosocial and cultural support to
be provided to large numbers of clients. At the same
time, nurses who encounter clients from diverse cul-
tures need to be aware that in a number of countries
rapid HIV tests are available to people for testing with-
out adequate counseling care and supervision. Migrant
workers in southeast Asia are believed to be using such
rapid tests before returning home to their regular part-
ners or wives; however, without any counseling and
information, they do not understanding that they may
be recently infected but, for the present, test negative.27

People who are identified early as being infected
can benefit from this diagnosis by obtaining early ac-
cess to care services. Infections can be recognized and
treated in a timely fashion before they become com-
plicated. Individuals can be encouraged to engage in
protective self-care and other-care by living positively,
joining support groups, and taking advantage of any
specific antiretroviral intervention or opportunistic dis-
ease prophylaxis that is available. In the early stages of
infection, nurses can work with families and communi-
ties to change pessimistic perceptions and worldviews
about the prognosis of HIV/AIDS as a quickly fatal
disease.

Another form of protective care, eradicating all
vestiges of discrimination against HIV-infected per-
sons, remains an ongoing global need. Unfortunately, in
many places, employers, insurance companies, or gov-
ernments have adopted ad hoc, discriminatory, HIV-
testing policies that discourage people from acknowl-
edging their HIV status, seeking care, and acting to
protect others from infection. A bias against those with
HIV/AIDS can take many forms, ranging from singling
out AIDS-specific drug therapies for exclusion from
public funding to outright refusal of care services. The
case of an asymptomatic, HIV-positive woman who
was refused treatment by her dentist in the northeastern
United States made its way to the Supreme Court. This
led to a judgment that affirmed the respondent’s HIV
infection was a disability under the American with Dis-
abilities Act.28 Treating her in the dentist’s office was
not held as posing a direct threat to the health and safety
of others. In making the ruling, the court relied on the
national dental association policy on HIV for guidance
to ensure both access to care and nondiscrimination.29

This is a clear example of how policies can facilitate
care. Yet at the same time, this case also highlights that

clear policies alone are not enough. Training of health
professionals to increase their understanding of HIV
protective care and to eradicate all vestiges of discrim-
ination against those infected is also needed. National
nursing associations in different countries often play a
leadership role through the development of care poli-
cies in relation to HIV/AIDS and advocationg for ed-
ucation of their members. The nursing profession, by
its caring nature and expectation has the privilege and
responsibility to ensure compassionate, safe, and ben-
eficial care of those infected worldwide.30,31

Late HIV Illness
Care at this stage involves clinical actions and deci-
sions to treat recurring infections and to provide ongo-
ing psychosocial and cultural support. Economic con-
siderations also play a large role, as recurrent illnesses
may limit an infected person’s ability to work. New
disease problems, which emerge with more advanced
immunosuppression, vary transculturally depending on
the common pathogens in a region; the shortfalls of
existing provisions for care; and the diverse cultural
care values, beliefs, and practices. Medication to re-
lieve symptoms and treat opportunistic infections can
ease suffering and prolong the productive lives of peo-
ple with HIV and sometimes at low costs. Treatment
for infections such as thrush, toxoplasmosis, and pneu-
monia/septicemia can extend life expectancy from 1 to
4 years with a drug cost of $30 to $150.32 These are
prices that all but the very poor would probably be will-
ing and able to afford. In addition, palliative care can
inexpensively relieve some of the pain and discomfort
that otherwise rob people of the ability to enjoy life and
contribute to their family and their community. Without
symptomatic treatment, dehydration that results from
diarrhea and nausea can kill in a few days. The sad re-
ality is that in many places, drugs and treatment modes
are often not available.

In many cultures the care and support needs of peo-
ple chronically ill with AIDS can be better met in the
community or the home. Consequently, many initia-
tives to provide care in the home or community rather
than the hospital have been implemented. Homecare
provides an important opportunity for nurses to work
directly with professional caregivers and families to fa-
cilitate the development of skills that caregivers may
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need to learn to help those living with HIV/AIDS in
the home. It also provides opportunities for transcul-
tural nurses to work with communities to promote a
more open and honest approach to AIDS with a cul-
tural perspective that takes into focused consideration
the beliefs and values of the people of diverse or similar
lifeways. Often, the demands of caring for sick family
members leads caregivers to neglect their own health
care needs or those of others in the household. Most
importantly, caregivers can benefit from the support
of members of their extended families or communites
and from culturally based counseling to address the
stigma, isolation, and uncertainty they often feel about
the future.

The provision of palliative and terminal care is
another care need that has been highlighted by HIV
infection. In the final stages of AIDS, analgesics such
as morphine to assuage extreme pain can provide re-
lief to the dying patient. However, this essential drug is
rarely legally available in poor countries (at any price),
and therefore alternative analgesics are needed. Tran-
scultural nurses can work with the families to provide
pain relief, management of distressing symptoms, and
spiritual and emotional support in ways that respect the
patient’s and family’s cultural care beliefs and values.

Drug Use Issues
While some treatments may ease suffering and prolong
life, they ultimately fail to save the patient’s life. This
is because more treatments do not reach the underlying
cause of the illness, and the spread of HIV continues
within the body with the consequent decline of the im-
mune system. Recently, a few drugs have dramatically
reduced the levels of HIV in the patient’s blood below
the ability of laboratory tests to detect viral RNA levels.
The use of these drugs varies among countries and
cultures. The first of these drugs, Zidovudine (AZT),
was introduced in the late 1980s and added perhaps
6 months of healthy life for the average patient.33 New
effective therapy involving the use of three antiretro-
virals was announced in June 1996. A year later, the
U.S. government issued draft guidelines recommend-
ing early, aggressive treatment of HIV-infected indi-
viduals with triple-drug therapy. Largely as a result of
triple thereapy (HAART), the number of people suffer-

ing from AIDS in North America and Europe has been
dropping at last. However, even if the therapy continues
to be generally effective, several substantial problems
remain: the cost of the drugs themselves, the costs and
difficulty of the monitoring needed for the therapy to
be effective, and problems with patient compliance. All
of these problems are related to the clients not only re-
ceiving and taking the drugs, but also to their following
through with the monitoring necessary for successful
drug therapy.

The example of AZT for HIV-infected pregnant
women provides a dramatic case in point. Five years
ago, a randomized control trial on the use of AZT
among HIV-infected women in the United States and
Europe demonstrated a two-thirds reduction in the risk
of maternal-child transmission of HIV.34 Since that
time, AZT therapy has been available to pregnant HIV-
infected women in these countries. However, in de-
veloping countries where more than 90% of mother-
to-child transmission of HIV occurs, AZT therapy has
not been available to women because of the cost and the
complexity of the regimen. In the United States, iden-
tification of HIV-infected pregnant women before or as
early as possible during the course of pregnancy and use
of this full regimen has been recommended for preven-
tion of perinatal transmission.35 Despite these recom-
mendations, many pregnant women have been reluctant
to be tested for HIV. Transculturally prepared nurses
can explore their clients’ values and beliefs surround-
ing pregnancy and childbirth and the cultural meaning
of a diagnosis of HIV for an individual client and her
partner. This cultural knowledge is essential as a sound
basis to provide culturally congruent care.

Because women in poorer countries often have
limited or no access to antenatal care, this particular
regimen of AZT has not been widely available. Sim-
ple and inexpensive caring modes are needed. A recent
study in Thailand revealed that a short course of AZT
documented a 51% reduction in the risk for mother-
to-child transmission.36 These findings have generated
global discussion. Unfortunately, the subsidized cost
of US$50 per woman ensures that this treatment is
still unattainable for many women in the developing
world. However, new research breakthroughs should
be forthcoming such as the recent announcement that
a single dose of Nivirapine administered during labor
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and delivery also decreased mother-to-child transmis-
sion dramatically.37 The cost of this medicine is only
$7 per dose, and it is less complicated than AZT in ad-
ministration, which suggest that this can be helpful and
more accessible to pregnant HIV-positive women. The
likelihood that the use of such drugs will become more
common in preventing mother-to-child transmission in
diverse cultural settings challenges nurses to use cul-
tural knowledge of childbirth practices to find safe and
culturally appropriate ways to administer these medi-
cations, especially in home-birth settings.

These drugs represent an important breakthrough
in reducing maternal-child transmission, but the dil-
emma of safe alternatives to breast-feeding continues.
Although this is not an issue for most women in the
industrialized countries who have access to safe alter-
natives, providing short-course AZT therapy to breast-
feeding mothers without these alternatives may not be
beneficial as the infants who escaped HIV infection
during pregnancy and in delivery may become infected
through breast-feeding. HIV-positive women from cul-
tures where breast-feeding is a cultural norm face a
difficult dilemma. With the vital importance of breast
milk and breast-feeding for child health and the in-
creasing prevalence of HIV infection around the world,
it remains difficult to develop appropriate and feasible
nutritional protective care guidelines on breast-feeding
for mothers. First, most mothers do not know their HIV
status. In developing countries more than nine out of
ten HIV-positive women do not know their status.38 In
addition, it is still not possible to determine the rela-
tive risks of HIV acquisition from breast-feeding versus
the risk of infant and child mortality from unsafe artifi-
cial feeding in various settings. In the absence of clear
policies, mothers who know or suspect they are HIV-
infected are left with the dilemma of trying to weigh the
odds of infecting their babies with HIV with its certain
mortality versus risking infection and/or death to their
babies by inappropriate feeding practices.

Antiretroviral therapy, which has achieved dra-
matic improvements in the health of some individuals
in high-income countries, is currently unaffordable and
too demanding of clinical care services to offer realistic
hope for millions of poor people infected in develop-
ing countries. Nurses who are aware of the disparity of
treatments among different cultures and countries can

help inform clients of their options and can provide on-
going counseling and cultural support for their choices.
In addition, nurses can work through their transnational
organizations to raise awareness regarding the issues
and advocate for increased treatment options.

Occupational Transmission
Dangers

There have been several incidents of occupational
transmission of HIV to healthcare workers in the United
States.39 Many of these individuals have advocated na-
tionally against discrimination and for safer workplace
practices. These colleagues, often nurses, have risked
stigma and loss of confidentiality to educate others. Be-
cause of their work health professionals are much more
aware that the use of universal precautions and postex-
posure prophylaxis play a critical role in the care of
those who may be infected or who are at risk of expo-
sure to HIV through their occupation. Fear of occupa-
tional transmission influences caregiving in a number
of ways. In high-HIV-prevalence countries, transmis-
sion of HIV through needle-stick injuries within the
hospital continues to be a significant worry for many
nurses, particularly when protective materials such as
gloves and other equipment are in short supply. Conse-
quently, staff recruitment can be adversely affected, and
self-deployment can occur away from perceived risky
activities such as labor and delivery and the operating
room.

There are also the concerns that increasing levels of
illness, absenteeism, and death among health workers
threatens caregiving in high-HIV-prevalence areas. In
Zambia, mortality among nurses increased more than
fivefold from 1980 to 1991, which was largely at-
tributed to HIV.40 Absenteeism resulting from illness
among staff and their friends and relatives for whom
they have responsibility also contributes to the impact
of HIV on caregiving by reducing the number of pro-
fessional health staff available on any given day.

Children Orphaned by AIDS
By the year 2010 it is predicted that there will be nearly
42 million orphaned children in the 23 countries most
heavily infected with HIV/AIDS.41 These orphans are
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not evenly distributed across continents, across cul-
tures, within communities, or among families, which
makes care needs difficult to address. As nurses work
with infected clients and their families, they are in a
unique position to assist families in planning for their
children’s future care in culturally appropriate ways.
Transcultural nurses can also play a special role in help-
ing agencies to learn more about these children from
different cultures by identifying where they live, who
cares for them, and what can be done to help them now
and in the future.

Culturally based care is essential to promote the
health, well-being, and survival of children.42−44 Chil-
dren face problems caused by the fact that HIV/AIDS
begins long before their parents die and because they
live with sick relatives in households stressed by the
drain on their resources.45 Children in these households
face loss of their family and their cultural identity; psy-
chosocial distress; increased malnutrition with loss of
health care, including immunizations; reduced oppor-
tunities for education; homelessness; and exposure to
HIV infection. A study of the Baganda in Uganda46

found that AIDS orphans without parents or grandpar-
ents had some chance of survival providing they had
either land or education. Dying parents sought to pro-
vide land titles or education for their children as a form
of protective care. Another study in Uganda traced 460
children, ages 5- to 15-years-old, who were children of
150 people who had died of AIDS.47 Results revealed
that lacking this type of protective care, one in three
children had been abandoned, more than two in three
were virtually naked and malnourished, one in 30 had
been sexually abused, and two in five showed signs of
psychological disorder. Without child protective care
that provides counseling and psychological and mate-
rial support, they face a grim future. Globally, for every
ten orphans who survive to age 15, there are three to
four children infected with HIV who die much sooner.
These children are often quite ill and require special
care and attention from their mothers, their families,
and the health care system. Nurses can play a pivotal
role in helping mothers understand that not all of their
children are necessarily HIV-positive and in helping
them seek appropriate health care and immunizations.
Transculturally prepared nurses can offer special in-
sights for making their care fit with the cultural lifeways

of the children and their families. They can also assess
and discover community resources to assist families in
caring for their children.

Conclusion
The continuing global spread of HIV/AIDS requires in-
creasing transcultural human caring knowledge, under-
standing, and practices to promote equitable resources
for both HIV prevention and care, to decrease the vul-
nerability to HIV of certain groups in our cultures, to
erase vestiges of discrimination, and to ensure appro-
priate care and assistance for each person infected and
affected by HIV/AIDS. This chapter has presented a
brief overview of some of the major transcultural and
health care perspectives of HIV/AIDS. Nurses with
transcultural knowledge, who work with clients and
communities in diverse cultural settings, have a unique
role to play. This role is to ensure that no matter what
the cultural setting, for those infected and affected by
HIV/AIDS, care is paramount and should be directed
toward creative ways to provide culturally congruent
care that has been predicted by Leininger to lead to
health and well-being or to face death and dying in
meaningful ways.
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CHAPTER 13
Urban USA Transcultural
Care Challenges with Multiple
Cultures and Culturally
Diverse Providers

Beverly Horn

This chapter is focused on issues and challenges
related to the fact that urban transcultural care
exists largely within a multicultural context with

multiple health care providers in the large United States
cities. This theme will be presented with the use of
discovered culture care constructs within Leininger’s
theory of Culture Care.1 The Sunrise Model will be
used with the cultural and social dimensions dis-
cussed within the urban context with diverse health
care providers. All of these factors become part of
the decision-making model of the health care team
in partnership with clients to achieve culturally con-
gruent care. Culture care preservation and mainte-
nance, cultural care accommodation and negotiation,
and cultural care repatterning and restructuring are
practice strategies used to arrive at culturally competent
care.

Transcultural nursing literature frequently focuses
on the interactions of nurses from one culture who
are caring for client(s) from a different culture. Fre-
quently, the literature features caregivers that are Euro-
Americans caring for persons from a single cultural
group that is not Euro-American. Cultural beliefs and
values are explored sensitively and in-depth. Most re-
search in transcultural caring in nursing reflects care-
ful use of the ethnonursing method so that transcul-
tural care data about a specific culture are thoroughly
documented. Knowledge about cultural care universal-
ities and diversities has contributed to the development
of the current body of transcultural knowledge. Trans-
cultural norms, values, and beliefs that affect cultural
caring are described.

The reality of urban society in the United States
today (as well as in many other countries of the world)
is that health care practice requires knowledge of mul-
tiple cultures that are constantly undergoing change.
The multicultural nature of urban society offers rich and
abundant care experiences and challenges for all health
care providers. Cultural care competence in these sit-
uations involves the ability to function effectively in
the context of cultural differences. To practice cultural
care competence requires that one first understands his
or her own cultural heritage and the roots of his or her
care values, beliefs, attitudes, and practices.

A major principle underlying cultural diversity is
that there is as much or more intracultural diversity as
there is intercultural diversity.2 This means that within-
group differences are as great or greater than differ-
ences across groups. Many subcultures exist within a
culture, and subcultures exert a great influence on all of
us. For example, within the United States subcultures
of race, ethnicity, gender, age, and sexual orientation
are present.3 Persons may see themselves as part of
many subcultures or predominantly from one subcul-
ture. Assumptions cannot be made about anyone until
one finds out how he or she views major cultural influ-
ences in his or her life. A cultural assessment of caring
beliefs and values is essential.

The Context: Multiculturalism
in the United States

From the beginning the historical heritage of the United
States has reflected a multicultural context. Indigenous
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people lived on the land that later became the United
States. Although today we refer to indigenous cultures
as Indian or Native-American Indian, the reality is that
indigenous peoples have many different cultures. Al-
though forced to reside in places designated by the fed-
eral government in the 19th and 20th centuries, the di-
versities of these cultures have survived. Today, Native
Americans refer to themselves by tribal names that re-
flect their unique cultural heritages such as the Ojibwa,
the Lummi, and the Choctaw Nations, and they are
making important contributions to American society
and culture.

The history of the United States includes early
settling by persons from Northern, Eastern, Southern,
and Western Europe in the late 18th and early 19th
centuries. Each group brought its own culture, and al-
though English became the official language, early set-
tlers retained many of their own beliefs, values, and
practices. Adaptation and enculturation, described in
other places in this book, took place. The melting pot
ideology that there would be a single American culture
with a single language for everyone has never become
a reality.

A major cultural influence throughout the history
of the American colonies and the independent United
States was the introduction of African slaves for econo-
mic purposes. Contributions to the fabric of American
life by the original slaves and their heirs continue to
have a major influence that is much more than eco-
nomic. Slaves and freed men from African countries
brought rich and wonderful cultures, which did not
disappear, even under the extreme pressures exerted
by slavery. Today, the influence of African cultures is
evident in all of American culture in science, the arts,
religion, and every other aspect of American life. Also,
in the past decade new refugees have come to the United
States from East Africa, primarily Somalia, Ethiopia,
and Eritrea, and are making their own unique contribu-
tions to the American cultural context.

After World War II, during the remainder of the
20th century, and now into the 21st century, the United
States has had a constant flow of both refugees and
immigrants who often have faced social and political
upheaval. Adair et al.4 point out that today refugees
are arriving in the United States at the highest rate
since World War II. Recent arrivals have come from
Africa, Bosnia, and the former Soviet Union rather
than from Southeast Asia or Latin America as in the

past. In some parts of the United States, large im-
migrant pools who are not refugees come from the
Pacific Islands such as Guam, the Philippines, Tonga,
and others. Again, cultural influences are often pro-
found as these relative newcomers participate in
American life. DeSantis noted that “. . . immigration
is an ongoing phenomenon that is increasing in mag-
nitude and complexity.”5 Further. As Leininger noted,
“. . . there is a growing trend in the Western world to
care for clients in diverse community-based health care
contexts, and health care will be driven by consumers
of diverse and similar cultures.”6

In summary, health and health care are very much
affected by the multicultural nature of American so-
ciety today. This phenomenon is reflected in both the
health care team and in clients. For nursing as a disci-
pline, this influence is clearly evident in cultural care
and caring and poses many challenges for the practic-
ing nurse of today and for the future, whether the nurse
is a seasoned practitioner or only a beginner in the 21st

century.

Challenges in Health
Care and Caring

Multicultural Health Care Teams
A major challenge for all health care providers today is
the multicultural nature of the health care team itself.
Not only are health care providers caring for a multitude
of persons from cultures other than their own, but also
they are in constant interaction with other health care
providers from diverse cultures. Such multiculturalism
of today’s urban centers in the United States influences
relationships between and among health care providers
and clients.

Some contend that managed care provides unique
opportunities for transcultural nurses to influence deci-
sion making in a participatory manner in a multicultural
health care team.7 With managed care, many health
care decisions are based on population statistics rather
than on a client-by-client basis.8 The cultural context
of the client is not taken into consideration in these de-
cisions, unless the transcultural nurse as a partner in the
team can provide information about the meaning, for
instance, of “cancer prevention” within the client’s cul-
ture. An example is cancer-prevention education that
focuses on breast self-examination, which for some
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cultures may be a sensitive topic. The challenge for
the nurse is to work in partnership in a culturally con-
gruent manner and to have a significant impact on the
health care decisions affecting one or many multicul-
tural clients. Uhl Pierce states the following:

Actually, the multidisciplinary approach required
in many managed care organizations has provided
the professional nurse a wonderful opportunity to
more actively participate in planning, decision mak-
ing, communicating, and managing cultural care for
those they serve.9

Urban United States settings are most often multi-
cultural in nature simply because they are large popula-
tion centers and attract new immigrants for a variety of
reasons. Wars, famine, and a desire for a better way of
living are just some of the forces influencing the influx
of these persons. However, a major force is economic
because jobs are more readily available and provide
more opportunities for a better life for immigrants and
refugee families in the United States than in many other
countries. Some immigrants are highly educated and
qualified in professional fields such as the health care
field. Those who are not qualified often try to become
professionally licensed in the United States and then
are employed in professional positions. The high value
placed on education by many immigrants and refugees
has also challenged them to move into the American
educational system rapidly, and some have entered the
professional health care fields. As a consequence, mul-
ticultural dilemmas face health care providers who are
also caring for or treating multicultural populations.
How can these dilemmas be addressed in a culturally
competent manner? Is there a systematic way that one
might approach this kind of care in urban settings?
Using a model, a theory, or components of a variety
of theories may enable nurses and other health care
providers to function in a culturally competent man-
ner and provide culturally congruent care. Leininger’s
Culture Care theory offers one meaningful and helpful
approach to this challenge.10

Transcultural Nursing Research
Findings Applied to Multicultural
Situations

Over the past four decades, Leininger’s theory of Cul-
ture Care Diversity and Universality has helped trans-

cultural nurses to study diverse cultures with a focus
on dominant culture care constructs.11 Twelve domi-
nant culture care constructs have been discovered with
extensive research. These care constructs can be ap-
plied as common care modalities in urban multicultural
health care settings along with particular diversities of
findings from the social structure factors. The follow-
ing are the twelve dominant health care constructs, pre-
sented in priority ranking, which have been discovered
with Leininger’s Culture Care theory as universal or
dominant care constructs:12

1. Respect for/about (most universal care construct)
2. Concern for/about
3. Attention to (details)/with anticipation of
4. Helping, assisting, and facilitative acts
5. Active listening
6. Giving presence (being there physically)
7. Understanding their cultural beliefs, values,

lifeways
8. Being connected to/or relatedness
9. Protection of/for (some gender and kin

differences)
10. Touching (how, where, and when varied)
11. Providing comfort measures
12. Showing filial love (family, and love to others)

Using these care constructs can be powerful guides
to help with many cultures with common care expecta-
tions and needs. This chapter will not discuss how all of
them are important in health care encounters, but will
focus only on the first universal care construct, which
is respect. The transcultural nursing research discov-
ery of respect as the most universal care construct is an
important discovery. Even if one had very little knowl-
edge about a specific culture, a sense of respect for
the other culture needs to be upheld and understood.
If the care provider(s) have respect, concern for and
about others will undoubtedly occur. An example is a
child undergoing a bone marrow transplant for acute
leukemia. This child’s family was from Greece and the
health care team did not understand some of the behav-
iors of the family. For example, the family asked that
the child not be told of her condition. The transcultural
nurse as a member of the health care team described in
conference how important it was to gain the family’s
respect and trust. She brought transcultural reading ma-
terial to the team that helped them to understand and
show respect for the wishes of the family. The mother
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stated to the nurse that she felt everyone on the team
respected their manner of doing things. The family then
was open to hear what the health care team members
suggested as well. The other constructs in practice may
be used as appropriate in a specific situation and can
be used to evaluate transcultural care and caring. All
the care constructs are important, and all build on the
universal and major care construct of respect that the
health care team members have for one another, for
the client, and for the client’s family. Thus, in turn,
respect is demonstrated by the client for all involved.

Use of the Sunrise Model
in Understanding
Multicultural Situations

In addition to using the caring constructs, situations that
arise in multicultural situations can be systematically
addressed by identifying them as components of the
Sunrise Model. Leininger’s Sunrise Model13 enables a
caregiver to study several cultures simultaneously us-
ing the enthnonursing research method. This method,
described elsewhere,14 has proved to be a powerful gen-
erator of cultural knowledge and did result in the es-
tablishment of the twelve dominant culture care con-
structs leading to culturally congruent care and health
as the goal of the theory. Further knowledge generated
in this manner enables caregivers to work in a cultur-
ally competent way as they identify situations that fit
with one or several dimensions of the Sunrise Model
of the Theory of Culture Care. The following discus-
sion will not use the Sunrise Model to explicate the
cultural and social structural dimensions of a single
culture, but rather to identify some factors that need
to be addressed with multiple transcultural care prac-
tices. Specific examples will be given. The caveat to
the reader is that these are simply culture-specific ex-
amples and that generalizations to all cultures cannot
be made; otherwise, stereotyping may occur, which is
counter to transcultural nursing practices.

Educational Factors
For both caregivers and clients alike, one cannot as-
sume that the Western biomedical model or allopathic
medicine is the dominant educational model. Assump-
tions that caregivers and clients from different cultures

accept the biomedical model can be as deleterious to
healthy outcomes as to assume that they ascribe to folk
and generic care only. Even though persons are pre-
pared as professionals and meet the requirements for
licensure, their model of health care may be quite differ-
ent from the biomedical model. For example, for many
cultures folk and generic care practices are seen as inte-
gral to health care and healthy outcomes and not simply
alternative modalities. Leininger15 has discussed that
the term alternative was often not acceptable to non-
Western caregivers. An example that demonstrated the
model, including biomedicine and other practices, was
a health care team in a clinic that included a physician
from India, a Vietnamese social worker, an Eritrean
public health provider, and a Euro-American nurse; the
latter was also a transcultural nurse. These health care
providers expressed concern that some of the clinic
clients might be taking nonprescription herbal reme-
dies and medicines that conflict with prescription medi-
cations. To ask clients directly most often leads to client
fears and limited or little information. The health care
team decided to have focus groups with different cul-
tural groups to find out what kinds of folk and generic
care practices were in common use. The focus group
leaders were members of the cultural group and became
collaborators with the health care team. Based on data
obtained, the health care team was able to develop a
short guide that had culturally appropriate questions
to obtain accurate information about generic and pro-
fessional care. An educational program for clients re-
garding drug interactions was the result and was used
as an informative and educational guide for persons of
diverse cultures.

Economic Factors
Economic factors affect care in powerful ways with
multicultural providers and clients. Although the cost
of care is important, the economic factors of the cul-
tural systems are addressed here. Social status in many
cultures includes financial and other resource holdings
such as property, land, and animals. In most cultures
a kind of class system exists, and although the class
system itself does not necessarily carry over into the
United States, the emotional and attitudinal factors are
found in most cultures. Further, the transcultural nurse
and other health care providers on the team may not

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: FWN

Pq163b-13 PB095/Leininger November 6, 2001 9:18 Char Count= 0

Chapter 13 / URBAN USA TRANSCULTURAL CARE CHALLENGES WITH MULTIPLE CULTURES 267

know of culture-specific referent factors used in a par-
ticular culture. For example, a Somali woman from a
wealthy, high-class family in Somalia was alone in a
northwestern United States city and about to deliver her
first child. She was on Medicaid and thus experienced
many of the hassles that Medicaid and government-
assisted clients endure. The dietitian and the social
worker on the team were also Somali but from a lower
class. They had been in the United States longer than
the client, were educated in the Western model, and
were equally competent in their own cultural model as
well. The client needed information on diet, how to get
food stamps, and how to obtain food from a food bank.
She did not trust the Somalis on the health care team
because they were of a different class. The transcul-
tural nurse who was not Somali was able to obtain this
information and discuss it with the health care team.
The nurse used Leininger’s cultural care accommoda-
tion/negotiation mode. The nurse arranged to accom-
pany the client to the food bank so that the client could
be assisted in finding the place and obtaining the food.
Respect and trust existed between the nurse and client
as a result of this encounter. However, it was neces-
sary for the client to apply for food stamps through
the Somali social worker. The transcultural nurse ne-
gotiated with the client to accompany her to the health
and human service office to meet with the Somali so-
cial worker. The outcomes were most favorable for the
client and rewarding for the transcultural nurse to wit-
ness. The accommodation/negotiation action/decision
mode of the Culture Care theory was clearly and suc-
cessfully used.16

Political and Legal Factors
A complex interplay of political and legal factors exists
in almost every urban multicultural health care context
or multicultural health care team and with multicultural
clients. Lack of awareness of these factors could lead
to culturally incongruent care. Health care providers,
including transcultural nurses, cannot be expected to
know all of these factors for every cultural group. How-
ever, “holding knowledge” of a culture and ethnohistor-
ical factors provide valuable insights.17 For instance, a
transcultural nurse should ask, “Who have been polit-
ical oppressors of whom over the many centuries?” or
“What countries have taken over others and occupied

them for years?” Feelings and attitudes generally carry
over for centuries. Examples include those countries
that have experienced tribal warfare up to the present
such as Ethiopia, Bosnia, and Albania. The long wars
between Ethiopia and Eritrea have influenced health
care interactions in the United States and other places
where people from these places have come as refugees.
In addition, major differences exist in the cultural care
values, beliefs, and practices between Vietnamese and
ethnic Chinese Vietnamese persons. Often Korean per-
sons have a residual resentment for Japanese because
of Japan’s long occupation of Korea.

A common example of cultural diversity within a
country in cities with a large Ethiopian population is
the use of several different languages. An Ethiopian
mother brought her 6-year-old son to a clinic with a
high fever. She could not speak English and her na-
tive language was Oromo. Although there was a male
interpreter present who could speak Oromo, she ap-
peared very uncomfortable and said she preferred her
6-year-old son to be the interpreter for her. The trans-
cultural nurse in this setting was able to elicit from
the mother that this interpreter was from another group
whose dominant language was Tigrigna, a language
spoken by tribes different from this woman. There was
another interpreter that was from the mother’s tribal
group, and the nurse was able to have this interpreter
come to interpret for this woman. In this situation the
transcultural nurse used cultural care assessment and
realized that cultural care accommodation was essen-
tial to handle this critical language and caring dilemma.

Cultural Values and Lifeways
Cultural values and lifeways are very important dimen-
sions of the Sunrise Model and the Culture Care theory
as cultural values shape one’s worldview and behavior
patterns. An example of a cultural value that differs
markedly among cultures is time. In community-based
urban clinics appointments are held as important to
care for many clients, and so clients are expected to
adhere to a specific time to be at the clinic. Health care
providers are also expected to care for clients within
a fairly regular time frame. A major conflict regard-
ing time occurred in a clinic where many of the clients
were Latino and the providers were Latino, African
American, and Euro-American. The African American
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and Euro-American providers were concerned that the
Latino nurse did not adhere to the schedule as well
as the other providers did. The Latino nurse was also
a transcultural nurse and collected some research pa-
pers on the views of time for different cultures and dis-
tributed and discussed them with the other providers at
a team conference. It was clear that some cultural care
repatterning, as well as cultural care accommodation
and negotiation, would be needed to provide culturally
congruent care. Together the team members decided to
change the schedule so there would be 5 to 10 minutes
added to each appointment, providing culture care ac-
commodation to meet the cultural needs of the clients
and care providers. The clinic stayed open an extra
half hour each day to prevent compromising income
and also to make the response to cultural differences
in views of time an important factor in planning and
providing client care. Although not a perfect solution,
this approach was respectful of clients’ time and values
and was most satisfying to Latino clients.

Kinship and Social Factors
Kinship and social factors are critical in successful
transcultural nursing and interdisciplinary health care
services. Understanding roles and relationships of vari-
ous family members is essential in providing culturally
competent care. A multicultural team whose members
have understanding of their own kinship and the sig-
nificance of social relationships needs to know those
factors about the cultures they attempt to serve. An
example of a transcultural situation occurred with an
outbreak of meningitis among some Mexican migrant
workers’ children. The health care team obtained the
necessary antibiotic preventative medications and de-
livered them personally to homes in a rather large area
and explained to the mothers why their children should
take the medicine. On a return visit 1 week later it was
found that many children had not taken the medicine.
The team consulted a respected older woman in the
Mexican community. She explained that the men, who
were the decision makers in the family, were in the
fields when the health care team made their first visit.
The team found out that the men were only home dur-
ing the evening, and so evening home visits were made
stressing the importance to the men of taking the med-

ication. After this was done, all of the children who
needed the medication took it. This is an example of
using cultural care accommodation that led to a healthy
and satisfactory outcome for the children and their
families.

Religious and Philosophical Factors
Religious and philosophical factors also play a major
role in providing culturally congruent care. In large
United States urban areas many religions are found.
Often, the care providers may be Christian, Coptic,
Orthodox Christian, Jewish, Muslim, or Buddhist and
provide care for persons from the same or different re-
ligions. With many religions, dietary factors must be
taken into consideration when providing health care.
Food proscriptions, how food is prepared, who has
blessed the food, and times of fasting are very impor-
tant factors. The meaning of hot and cold foods may or
may not be a part of the religious belief system. Life
events such as birth, illness, and death have specific
religious meanings and involve rituals for each culture.
An example of how religious beliefs and practices must
be taken into consideration in planning care was a se-
ries of parenting classes taught to recently immigrated
Muslim women who lived in a housing project. Lunch
for mothers and children was an integral part of the
educational program for mothers and children and to
help mothers understand the kinds of foods necessary to
provide nourishment. However, the social worker, who
was Muslim, reminded the two nurses that it was the
month of Ramadan, and Muslim women could not eat
until after sundown. Cultural care accommodation was
again the guide for transcultural nursing practices. The
nurses planned that Muslim women could take home
food and eat it after sundown.

Technological Factors
Technology has a variety of meanings to diverse cul-
tures from the elementary ideas such as dependence
on a bicycle for all transportation to airline travel. In
urban United States clinics, hospitals, and home vis-
iting agencies multicultural health team members are
generally more sophisticated about the language and
practice of high technologies than clients. Many of the
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therapeutic measures require computers and other ma-
chinery to be effective. Injections are frequently given
for a variety of reasons and are examples of readily un-
derstood technology. In one instance, flu shots were
being given in a church basement after services on
Sunday. Clients lined up, bared their arms and received
the injections in their upper arms. A non–English-
speaking couple seemed agitated, especially the hus-
band. However, he did know a few words of English,
and it became clear that he wanted his wife to have
the shot, but did not want her arm bared in public. The
nurse in this situation was able to accommodate the
couple by having the woman step behind a coat rack
where she was not directly visible to others in the large
open room. Although this is not an example of com-
plex technology, the interplay of technology and cul-
ture are evident in what was a very brief but important
health care situation where cultural care accommoda-
tion/negotiation was practiced to provide a healthy out-
come that was satisfactory to both the woman and her
husband.

Summary
In this chapter a few major issues and challenges in ur-
ban health care in the United States (with multicultural
providers and clients) have been presented. Culturally
congruent care involves cultural competence in many
contexts and focused on a central goal of transcultural
nursing, but is also useful to other providers. In the
urban society of the United States today, nurses care
for clients from many diverse cultures simultaneously,
and the complex interplay of multicultural situations
as presented in this chapter can be found in most ur-
ban health care settings in the United States. Findings
from transcultural nursing research have documented
the importance of dominant health care constructs, as
well as the use of Leininger’s18 three modes of nurs-
ing care decisions and actions to attain and maintain
culturally congruent care practices, which are valuable
to guide nurses in these complex situations. Leininger
also noted that the purpose of the theory of Culture Care
“. . . was to discover, document, interpret, explain, and
predict multiple factors influencing and explaining care
from a cultural holistic perspective.”19 More research
is urgently needed in the area of multicultural, multi-

disciplinary health care in both urban and rural health
care settings. The topic of how cultural care preser-
vation/maintenance, cultural care accommodation/ne-
gotiation and cultural care repatterning (as the three
modes of nursing actions and decisions) assist nurses
in providing culturally congruent care requires further
study with documented outcomes in clinical contexts
and in homes and other settings. In summary, available
research already discovered in transcultural caring pro-
vides an abundant source of data for nursing decisions
and actions, but more research is needed to determine
effectiveness and outcomes of transcultural caring in
multicultural contexts.
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CHAPTER 14
Ethical, Moral, and Legal
Aspects of Transcultural
Nursing∗

Madeleine Leininger

When nurses understand and incorporate ethics of care from a transcultural
perspective into all aspects of nursing, we will have achieved one of the
greatest and most meaningful services to humankind. LEININGER, 1988

This chapter focuses on selected aspects of trans-
cultural differences and similarities with respect
to values, beliefs, and practices of Western and

non-Western cultures with nursing implications. Un-
derstanding and acting on ethical, moral, and legal val-
ues, norms, and practices among human cultures is one
of the greatest challenges for nurses today. Some exam-
ples of cultural differences are presented to help nurses
understand why clients may hold firmly to their eth-
ical and moral values in life-and-death situations and
why nurses need to respond appropriately. In this chap-
ter “ethics” refers to how individuals or groups should
or ought to behave, whereas “morals” refers to how
individuals or groups need to conduct themselves with
respect to what is held to be good, bad, right, or wrong.1

“Legal” describes those claimed rights and acts of indi-
viduals or groups that are enforced, maintained, or reg-
ulated by law.2 Ethical and moral expressions, values,
and beliefs tend to be buttressed by multiple social-
structure factors, but especially by religious beliefs,
philosophical views, and specific cultural values that
vary transculturally in meaning and expression.

∗ This paper has been revised with updated material from
Ethical and Moral Dimensions of Care, M. Leininger, ed.,
Detroit, Wayne State University Press, 1988, pp. 49–66 and
the 1995 edition of Transcultural Nursing: Concepts, Theories,
Research and Practice, Blacklick, OH, McGraw-Hill College
Series, pp. 295–311.

Worldwide General and
Professional Concerns

The topics of ethics, morals, and legal actions or de-
cisions are of interest to all health professionals be-
cause they influence the welfare and survival of those
served in professional relationships. However, health
professionals are not alone, as government officials,
politicians, and most scientists and humanists are ex-
pected to be knowledgeable about ethical and moral
dimensions of their work. Moreover, in recent years,
world leaders and citizens have become increasingly
vocal about violations of human rights and injustices
reflecting unethical behaviors. Many cultures have de-
manded that unethical or immoral behavior be seriously
addressed at local, national, and worldwide levels. Eth-
ical, moral, and legal issues are a growing concern in all
areas of health relationships and as worldwide health
care issues.

With rapid modes of communication and trans-
portation, people from many different cultures are
coming in close contact with one another with inter-
cultural ethical conflicts. Among world strangers are
differences in beliefs, values, and actions that often
lead to tensions, conflicts, and misunderstandings. As
a consequence, ethical, moral, and legal behaviors can
often be identified among cultural strangers in busi-
ness and a variety of work and home-life situations.
While one might assume or hope that all humans have
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similar ethical and moral behaviors to guide their ac-
tions, this is not the case. In fact, there seem to be
more diversities than anticipated among non-Western
and Western cultures worldwide because of different
values and lifeways and because of enculturation and
acculturation differences. However, it is always impor-
tant to search for universal or common values amid
cultural diversities for human connectedness and rela-
tionships. It is imperative for health personnel to learn
about transcultural differences and similarities with re-
spect to ethical and moral behaviors among human be-
ings worldwide for appropriate actions and decisions.
One must also be aware of the dangers of cultural rel-
ativity and stereotyping and should not judge all cul-
tures or situations as totally unique unless adequately
documented.

There has been an increased focus on moral, eth-
ical, and legal issues related to nursing care services
during the past decade. Many ethical issues have come
to the foreground as a result of the marked increase
in using a vast array of new technologies, medicines,
treatments, and care practices. Many ethical problems
arise as the nurse attempts to help clients with their
particular concerns and needs from different cultures
or subcultures. Today, many clients are also quick to
state if their ethical rights have been threatened or vi-
olated in health care services. They may seek clarifi-
cation, pose ethical questions, or seek legal restitution
for any ethical violations. Since nurses work so closely
with clients in life, death, and in a variety of daily and
nightly contexts, they are exposed to many ethical and
legal issues. Some nurses are sensitive to violating the
client’s ethical rights, while other nurses may try to
avoid the issue or not be concerned.

Ethics courses are increasing in schools of nurs-
ing to inform nurses of ethical and moral issues in ed-
ucation and service settings. It is of interest that in
the 1940s to 1960s many nurses had ethics courses
in their programs, but in the high technology era of
the late 1960s, there was limited time for such in-
struction. Today, there is a renewed emphasis on nurs-
ing ethics because of many consumer professional
issues. A number of nurse ethicists such as Aroskar,3

Carper,4 Curtin and Flaherty,5 Davis,6 Fowler,7 Fry,8,9

Gadow,10 Leininger,11−13 Ray,14,15 Veach and Fry,16

Watson,17 and Watson and Ray18 are teaching philo-
sophical and spiritual views, theories, research find-
ings, and principles to help nurses deal with ethical

issues in clinical, research, education, and consultation
practices. There are other nurse ethicists who address a
variety of nurse/client and other issues. In addition, the
scholarly thinking of other ethical and moral theorists
or philosophers such as Beauchamp and Childress,19

Callahan,20 Gilligan,21 MacIntyre,22 Noddings,23

Pellegrino et al.,24 and Toulmin et al.25 continues to
influence the thinking and writings of nurses. Western
and some non-Western ethical and morality issues are
being studied today by health personnel along with
many new experimental areas, such as human gene en-
gineering, drugs, and the use of fetal tissue for research.
Many additional areas related to birth, living, and dy-
ing such as abortion, euthanasia, and assisted suicide
include important ethical and moral issues to be studied
by nurses.

A most critical and neglected area in teaching and
research today concerns transcultural nursing ethical
and moral issues. Since the advent of transcultural nurs-
ing, only a few research studies have been done, and
many schools of nursing have limitedly examined the
importance of cultural ethics. How different cultures
define, interpret, and practice ethical and moral be-
havior is only slowly entering nursing and the health
professions. The author initiated this focus as an im-
portant and essential dimension for nurses’ consid-
eration when transcultural nursing was launched and
with writings since the 1960s.26,27 Transcultural nurs-
ing is providing nurses with many different ethical
insights about illnesses, treatments, and death issues
in different cultures.28 Transcultural leaders are en-
couraging nurses and physicians to study ethical and
moral cultural health care issues and how to resolve
or prevent serious ethical dilemmas in clinical prac-
tices and research.29 Interdisciplinary ethical issues
have increased as health professionals work closely
together.

The Importance of Transcultural
Ethical, Moral, and Legal
Care Knowledge

The author takes the position that the transcultural eth-
ical, moral, and legal aspects of nursing care are very
important issues for professional nurses today. Nurses
are challenged to learn how diverse cultures know and
practice ethical, moral, and legal aspects of birth, life
and death issues. Nurses are challenged to learn ethical
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decisions and values that are not easy to learn because
they are largely embedded into the clients’ cultural
values, practices, and social structure. Specific exam-
ples are often necessary to identify ethical values, be-
liefs and disparities along with commonalities among
cultures.

One of the prevailing myths and beliefs among
nurses is that Western and Eastern ethical and moral
philosophies are similar worldwide or “should” be alike
even though great differences often exist among cul-
tures. Some nurses believe that similar ethical values
can be used to care for clients from any culture whether
from Africa, the Middle East, Southeast Asia, or South
America. This myth can lead to serious ethical and
legal problems because there is far more ethical di-
versity than similarity among cultures. Nonetheless,
nurses need to learn about ethical diversities and any
universal ethical and moral features among cultures
with respect to human values, morals, and legal rights.
Otherwise, problems related to cultural impositions and
clashes can occur with unfavorable consequences. Eth-
ical client rights can be readily violated by nurses. Most
cultures have their own ethical beliefs, moral rules, and
legal standards to guide, interpret, and support their
actions and decisions. However, as commonalities or
universals among cultures are known and respected,
they can be shared. Indeed, transcultural nursing does
not support cultural relativity totally but searches for
human universals among variabilities.

Gradually, ethical and moral knowledge of dif-
ferent cultures is being discovered by nurses, which
expands their knowledge base and quality of care. Un-
derstanding ethical or moral decisions of “right” and
“wrong” behaviors for Africans, Asians, Greeks, Jews,
and other cultures in the world can facilitate care prac-
tices. The theory of Culture Care with the Sunrise
Model is extremely helpful for discovering the multi-
ple social structure factors in religious, kinship, legal-
political, and other areas to identify the sources of eth-
ical values and actions.30

With increased multiculturalism worldwide, tran-
scultural ethical-moral knowledge has become ex-
tremely important to provide culturally congruent and
ethically responsible care. Ethics needs to be taught
early in nursing so that students will be alert to emic and
etic client differences in ethical values and practices
and with professional nursing cultural values. Clients
and their families become upset when nurses are

insensitive to or unaware of their ethical beliefs and
perform actions that are offensive or inappropriate.31

Understanding the client’s ethical beliefs about birth
and death situations are especially important when
planning and providing care to clients. Inappropriate
ethical decisions and care practices can lead to ma-
jor legal suits and even destructive actions. Family
members often identify when ethical or moral values
are violated or not respected, especially in life-death
situations.

As nurses learn about cultures and their human-
istic ethical care needs, they soon realize that cultures
live by different codes, beliefs, principles, standards,
rules, and values according to their emic worldview.
As ethical values are learned and passed on intergener-
ationally, they give people a stable anchor or blueprint
for living and dying. Cultural values support ethical
and moral decisions by which humans have almost au-
tomatic guides to deal with threats of illness, disability,
treatment, death, and other life events.

Cultures have ethical guides that enable them to
respond to many situations as a “given” or natural way
with strangers and nonstrangers. Most ethical values
are generally derived from one’s worldview, religious
beliefs, kinship norms, and reinforced cultural values in
daily living. Cultural disparities and variabilities exist
and need to be assessed and understood from cultural
and transcultural viewpoints. The term “disparities”
has recently come into vogue, but adds little to common
and universal differences in almost everything.

As the nurse discovers different transcultural ethi-
cal, moral, and legal care knowledge, several questions
need to be considered:

1. What are some of the similar and diverse beliefs,
meanings, forms, expressions, symbols,
metaphors, and values of ethical and moral care?

2. What specific ethical and moral values are
universal or common among several cultures?

3. What are the meanings of dominant ethical values
to the client, family, and community?

4. What are highly sensitive ethical behaviors or rules
that the nurse needs to be alert to for quality care?

5. Are there gender and class differences regarding
who carries out ethical or moral duties or
procedures?

6. In what ways does the nurse’s moral or ethical
behavior hinder clients to receive appropriate care?
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Such questions and others help the nurse to become
sensitive to ethical behaviors that are important to cul-
tures. At all times, the nurse remains an active listener
and observer of what clients do, say, and philosophize
about life and death situations and their interpretations
of them. Current and past stories and religious accounts
are valuable ways to learn about ethical and moral val-
ues and their importance.

Cultural Differences, Examples,
and Concerns

Ethical and moral comparative knowledge can be gen-
erated from several different sources, but rich discipline
sources come from the following: transcultural nursing
research, bioethics, anthropology, moral philosophy
and theology, the humanities, and comparative inter-
national law and actions. Anthropologists have been
studying cultures and ethical moral behavior for nearly
a century, and so their work is important for gaining
a comparative cultural perspective. The early work of
Boas,32 Herskovits,33 and Kluckhohn34 and the more
recent work of Downing and Kushner,35 Haviland,36

Lanham,37 and Leininger38 are a few examples of work
by scholars about ethics of different cultures. These re-
searchers have identified how cultures learn, establish,
and maintain certain ethical and moral rules, norms,
rights, and legal sanctions related to the prevention of
illnesses and death and ways to prevent cultural con-
flicts in health care practices. For example, most cul-
tures such as Native Americans and Canadians have
explicit legal and ethical rights and ways to protect their
health, lives, land, food, property, and children. Anthro-
pological knowledge of how cultures handle ethical
problems and when their rights are violated awaits full
use in transcultural nursing and general nursing. Cul-
tures will fight to defend their ethical rights, even at the
cost of human lives and property damage. In general,
ethical, moral, and legal rights are powerful areas to
understand and value in cultures worldwide. Human
beings generally live by ethical and cultural values,
moral rights, legal justice buttressed by religious and
spiritual beliefs and historical facts.

Transcultural nurse researchers continue to study
cultural and ethical values and beliefs and how they
influence clients, nurses, nursing education, and health
care systems.39−45 For example, Luna found that Arab

Lebanese Muslim women held that it was unethical for
Anglo-American nurses to press for bonding between
a newborn infant and the father in a hospital nursing
context as it was counter to their cultural values.46

Among the Old Order Amish, Wenger found it was
unethical to take pictures and use them for public pur-
poses or to use high technologies in hospital nursing
care without appropriate family consent.47 Leininger
discovered that the Gadsup people of New Guinea
would consider a female nurse unethical if she revealed
sex secrets to males in the village.48 She also found that
Arab Muslim clients make their own decisions when a
loved one is dead. These beliefs must be respected by
health personnel to avoid ethical imposition practices.
Such examples and many others are found in transcul-
tural nursing research studies and these findings need
to be respected and understood.

Transcultural nurses and anthropologists who
study moral, ethical, and legal values of specific cul-
tures try to make this knowledge known to outsiders
who attempt to violate the ethical rights of cultures.
This protective stance is important when health pro-
fessionals are unaware of culture-specific rights rela-
ted to death, birth, marriage, abortions, circumcisions,
gender, and even community property rights of cul-
tures living in specific geographic areas. Ethical val-
ues about abortion, assisted suicide, and euthanasia
practices are all sensitive issues in many cultures. For
example, the author found the Gadsup villagers of
New Guinea were stunned to learn that some Western
women requested abortions. This was a cultural shock
because the Gadsup people greatly value children and
actively protect their newborns. Gadsup mothers and
their kinswomen do everything possible to have healthy
infants and consider it wrong to kill any fetus within or
outside the womb. Also, consider the Eskimos who do
not view a fetus as human until it is named, and so their
ethical position is different about being a human. Many
Catholics and other Christians believe that a fetus is hu-
man being from the time of conception and support the
culture of life. Such ethical positions sharply contrast
with “pro-abortion” and “pro-choice” supporters in the
world.

There are also major ethical problems that nurses
may experience in functioning in the Middle East or in
Indonesian Arab Muslim cultures such as the removal
of body organs for an organ transplant. This violates
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body integrity and religious beliefs. For Arab Muslims,
the ethical principle is to keep the entire body (includ-
ing all organs) intact and in their natural position. The
whole body must be buried at death for their beliefs in
afterlife. Arab Muslims also believe that it is unethical
for physicians and nurses to tell an Arab client with can-
cer about the client’s malignancy or impending death.
It is Allah who knows and is guiding the Arab client’s
destiny, not health professionals.

As nurses study different cultures with focus on
ethics and legal aspects, it is important to search for
both universal (common features) with the diversities
among and between cultures. This provides a compar-
ative view and helps nurses to learn different ethical
values of cultures. It is the shared universal ethical and
moral values that help to promote peace, harmony, and
general cultural understandings. The nurse will find the
theory of Culture Care Diversity and Universality pro-
vides a valuable framework to discover transcultural
ethical care differences and similarities.49 With the use
of the theory, the nurse will be able to search for expla-
nations as found in the worldview, religious, kinship,
education, historical, legal, cultural values, and profes-
sional experiences or in other areas that influence ethi-
cal and moral behaviors. The theory also helps nurses to
contrast emic client data with nurses etic views about
the sources of ethical, moral, and legal conflicts and
taboos.

Another challenge for nurses is to study Western
and non-Western philosophies, religion, and world-
views of the ways cultures explain or give meaning
to their ethical, moral, and legal beliefs and actions.
Nurses will find that in the Western cultures, there are
generally normative, descriptive, utilitarian, and deon-
tological ways to interpret or explain ethical behavior,
but the nurse should not assume these are universal eth-
ical principles and typologies. In many non-Western
cultures ethical and moral behaviors are embedded in
principles about the philosophy of life, spirituality, re-
ligion, kinship, and politics and in relation to cultur-
ally specific contextual situations. For example, the
Gadsup of New Guinea rely on distributive values that
are context-based and those based on ancestral norm
directives that have been passed on intergenerationally
as ethical guides of what to do or avoid.50 In other non-
Western cultures such as in Southeast Asia, there are
multiple “spirits” that guide the ethical behavior such

as the Vietnamese Buddhists who are guided by many
spirits. Hence, ethical and moral guides to behavior
tend to vary considerably in Western and non-Western
cultures.

Another related and major concern in nursing is
the problem of cultural imposition nursing practices,
which can influence the nurse’s ethical decisions with
clients and nursing outcomes. As defined earlier, cul-
tural imposition refers to the tendency to impose one’s
own values, beliefs, and practices on another culture
because of the belief that they are superior to or better
than those of another person or group.51 If nurses are
not knowledgeable about the different ethical values
of a culture, one can anticipate that cultural imposition
practices will occur. Such imposition practices can lead
to unethical acts, client dissatisfaction, noncompliance,
stresses, and a host of other problems, including legal
problems and counter-revenge terrorist practices.

Currently, one can identify several examples of
cultural imposition practices in different nursing care
contexts. To reduce or prevent such problems and neg-
ative consequences, the nurse needs to consider these
self-examination questions:

1. What are my ethical beliefs and practices, and how
can they influence the client’s health and
well-being?

2. How can nurses with strong ethnocentric values,
biases, and actions prevent ethical dilemmas that
lead to cultural imposition practices and ethical
conflicts?

3. In what kinds of clinical illnesses or contexts do
nurses tend to impose their professional and
personal ethical beliefs or values on clients,
families, or groups?

4. In what ways can nurses prevent cultural
imposition or pain and best handle ethical or moral
dilemmas?

5. What are the potential legal consequences
associated with the nurse who violates a client’s
ethical values?

If the nurse begins with these questions and then tries
to remain sensitive to clients with an open learning
attitude toward the client and culture, many weighty
ethical problems can be avoided, resolved, or reduced.

Today, many nurses are traveling to and work-
ing in unfamiliar cultures or with “cultural strangers.”
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Understanding the world of strangers who have dif-
ferent ethical and moral values and beliefs can be
unsettling to nurses who like to be confident of their
knowledge and skills. Nurses who do their homework
before traveling to foreign countries and who are pre-
pared in transcultural nursing can respond appropri-
ately to ethical values and lifeways of the cultures.
Cultural knowledge can reduce ethical stresses, con-
flicts, and imposition practices and prevent cultural
problems and offensive acts. Since ethical values are
seldom written down in explicit ways, the nurse has to
study a culture’s religious beliefs, values, and lifeways
in advance and in-depth or should be mentored by trans-
cultural specialists.

Interestingly, cultural strangers often show signs
of being annoyed when they are refused help or are
avoided by professional health personnel. Potential eth-
ical conflicts and cultural offenses often exist and can
be reduced by listening attentively to the clients’ ex-
planations and interpretations of why they avoid or are
annoyed with personnel. The nurse can facilitate pos-
itive ethical relationships. Most importantly, the nurse
searches to understand specific ethical values, cultural
sanctions, cultural taboos, and specific religious con-
flicts. Some clients may also be very candid and explain
their reasons for refusing certain nursing practices. The
nurse’s attitude of showing genuine respect, a caring
interest, and sincerity with clients is most valuable in
ethical nursing care practices.

Discovering the specific emic reasons underlying
the client’s unusual behavior often opens a whole new
world of knowing. However, the nurse’s knowledge-
able responses can be most helpful to prevent prema-
ture judgments about the client’s behavior. Imposing
professional ethical values onto the client or the fam-
ily may occur unintentionally or because the nurse does
not know the client’s cultural and ethical values. Nurses
must be aware that some clients will be most hesitant
to share some ethical and other cultural values because
they fear that health professionals may misinterpret, de-
mean, or devalue them, or that they may even deprive
them of nursing care. For example, the nurse’s ethical
beliefs about abortion, AIDS, blood transfusions, folk
remedies, gay or lesbian behavior, and other areas may
lead to major conflicts with the client if the nurse ex-
presses strong views about these matters and expects
the client to accept the nurse’s views.

In providing health teaching to a client, the nurse
often discovers the client’s ethical and moral views. The
client may “test” the nurses ideas to see if they match.
Cultural secrets are usually only shared if the client
trusts the nurse or has moved from a stranger to friend
role.52 Since some ethical values and beliefs are com-
plex and seemingly ambiguous, they may require some
examples to be understood. Clients generally like to tell
stories and give examples of their ethical beliefs and
situations. Listening to stories takes patience, time, and
focused attention along with the nurse’s genuine inter-
est in the story teller. The nurse should always recheck
with the client to be sure of understandings and accurate
interpretations of the clients’ views, beliefs, or stories.

Selected Culture-Specific Ethical
and Moral Research Care Values
and Considerations

In transcultural nursing, it is essential to know cultural,
ethical, and moral values and their potential transmis-
sion to offspring over time by identifing intergener-
ational enculturation and acculturation practices with
clients. Rewards are often given to children and adults
when they learn acceptable moral and ethical culture
behaviors. Traditional cultures are quite conscientious
in teaching and monitoring ethical behavior to their
children throughout the life cycle, such as the Old
Order Amish, Orthodox Jewish Americans, Hutterites,
and others. Some cultures such as Anglo-Americans
tend to be less conscientious in teaching ethical and
moral values intergenerationally with their offspring.
In contrast, Japanese tend to teach ethics and moral
values in quite explicit ways and for longer periods
than most parents in the United States. Japanese have a
course called Dotoku (referring to ethics) and Japanese
students receive ethical and moral instruction related to
it. Values such as group perseverance, diligence, quiet-
ness, patience, respect for elders, and teamwork are
emphasized.53 The Japanese ethical values are mainly
derived from their social structure and worldview, but
especially from their religious beliefs and kinship rela-
tionships. Their ethical values have guided the Japanese
for many years and many generations in decision mak-
ing and actions, which shows a tenacity and consistency
in teaching ethical values and principles to promote
cultural identity and explicit enculturation practices.
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The author has studied care expressions of
Japanese and American individuals and families in
different nursing contexts and has found contrastive
behaviors. Ethical care values of deference to and re-
spect for the elderly, reciprocal kindness to one another,
benevolence, and a tendency to forgive easily were doc-
umented with the Japanese-American clients.54 A dom-
inant ethical care value of Japanese families is to show
respect for the elderly, which is expected with Japanese
clients. In fact, the Japanese care values of deference
to and respect for the elderly were held as moral im-
peratives and responsibilities for family caregivers to
be maintained with first, second, and third generations.
While there have been some intergenerational varia-
tions over time, still these values remain fairly dom-
inant ones. With the influence of United States ex-
changes and acculturation, the Japanese say there is
“slippage” in ethical and cultural behaviors from their
traditional values.

In a big industrial context, the ethical care val-
ues of respect and deference were identified by the
author as important to recent Japanese employees in a
large manufacturing plant in the midwestern area of the
United States. These employees had recently come di-
rectly from Hiroshima and Tokyo, Japan, in 1989. They
showed markedly deferent behaviors toward one an-
other, but especially toward older employees in author-
ity or in responsible positions. There was also strong
reciprocal loyalty toward each other as “one big corpo-
rate family.” These ethical values were evident among
Japanese employees, but especially deference for the
Japanese managers. The Japanese president of the com-
pany was greatly respected for his benevolent and re-
sponsible role with his employees, and they showed re-
ciprocal deference to him. In this action-based research
study of Japanese who recently came to the United
States, it was clear that explicit institutional goals of
the plant were made known and were expected to be
followed. There were only a few Anglo-American em-
ployees in the plant. They had great difficulty adjust-
ing to these Japanese ethical care values because the
Anglo-Americans valued individualism, competition,
self-reliance, autonomy, and less respect for the elderly
and those in authority.55 These Anglo-American cul-
tural values were in direct conflict with the Japanese
care values and gave rise to institutional tensions and
conflicts. As a consequence, the Anglo-American em-

ployees were greatly concerned about their individual
rights and ways to change the Japanese to their eth-
ical norms and values. Through transcultural nursing
consultation, the Anglo-American employees began to
recognize cultural differences, their ethnocentric ideas,
and how to accommodate and respect differences in a
corporate institution. It took time, patience, and un-
derstanding for intercultural care accommodations to
occur successfully in this large corporate industrial in-
stitution.

Another research study of the meanings and ex-
pressions of ethical care was discovered with Luna’s
study of Arab Lebanese Muslims in three urban culture
contexts.56 Luna’s ethnonursing study covered a 3-year
research project focused on identifying the meanings
and expressions of culture care with Arab Lebanese
Muslims, including their moral and ethical care be-
haviors. The researcher identified that their ethical and
moral decisions were clearly derived from the Qur’an,
which is the holy scripture containing the tenets of
Islamic religious beliefs and practices. The Qur’an
guides Arab Muslims in their ethical care practices.
Luna found that care was viewed as an ethical respon-
sibility and a moral family obligation. For example,
male Arab Lebanese Muslims were expected to honor,
protect, and be the economic provider and protector of
the Lebanese family. Female Lebanese Arab Muslims
emphasized and practiced ethical care as family honor,
unity, and social and domestic family responsibility.
These ethical care responsibilities with gender differ-
ences were clearly embedded and related to their re-
ligious, kinship, civil law, and social responsibilities.
Accordingly, Arab Lebanese children were taught at an
early age to learn these ethical and moral care values to
protect themselves and to guide them appropriately in
their daily relationships as Arab Muslims. These ethical
care values needed to be respected as nurses cared for
the Arab Lebanese Muslims in the home and hospital.

Prior to Luna’s research, hospital and clinic nurses,
as well as physicians and social workers, were unaware
of how much Arab Lebanese used these culture-based
ethical care values while in the hospital. Some nursing
staff had been frustrated trying to get Arab Lebanese
clients to cooperate, comply, or to understand what
the staff wanted them to do, and so cultural imposi-
tion practices were apparent in client/nurse relation-
ships. It was also clear that the Arab Lebanese could
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not change their dominant, ethically based behavior
overnight, nor were they willing to do so. As a conse-
quence, mutual avoidance was evident between nurses
and clients. Other ethical care expectations of many
Arab clients made them uncomfortable with nurses,
particularly when nurses gave medications to them with
the left hand rather than the right hand, as the left hand
is unclean and the right hand is clean. By respecting eth-
ical care proscriptions derived from religious beliefs,
nurses could give congruent care to Arab Lebanese,
which they valued and appreciated. When the nurs-
ing staff learned of Arab Muslim ethical values and
rights, the clients responded in a cooperative and ap-
preciative manner. It is this important body of trans-
cultural nursing research knowledge that helps nurses
to provide culture-specific and congruent ethical care
decisions and actions. Transcultural nurses realize the
importance of ethical, moral, and legal cultural expec-
tations and that there is intracultural variability that
must be identified and respected.

In the author’s search for universals or common-
alities of shared ethical care knowledge, there was
evidence from the 1983 to 1989 research study with
Mexican Americans, a few Native American groups,
Chinese Americans, Arab Lebanese, and Vietnamese
Americans that they shared some similar ethical care
values.57 The commonly held values were filial respect,
obedience, and deference to their elderly but with slight
variations in the cultural care expressions and mean-
ings. It was of interest that Chinese Americans who had
been in America for 5 years retained very strong ethical
care practices with moral obligations as being obedi-
ent to authority, compliant, and deferent to their el-
derly but especially older Chinese government official
in the United States. From the five cultures cited above,
there were explicit ethical prescriptions for what ought
to be or should be ethical caring behaviors and with
moral commitments of what made their actions right
or wrong. These cultural informants were pleased to
identify and explain the meanings of such care expec-
tations from their religious beliefs, kinship practices,
and explicit cultural values that supported filial respect
and obedience as care essentials for the elderly. These
ethical and moral care values are still evident today
to guide nurses in giving culture-specific and ethically
congruent nursing care to clients of these five cultures
in the United States.

In studying these cultures in the hospital con-
text, the author’s research findings revealed that
Anglo-American nurses showed less overt respect for
clients of the five above cultures, and especially with
Anglo-American elderly. For Anglo-American hospi-
tal nurses, care of the elderly was often viewed as a
duty or task, and nurses often expressed a preference
to care for young or middle-aged hospitalized clients.
Anglo-American nurses encouraged the elderly to be
self-reliant and independent, which was in contrast to
the above non-Anglo cultures. Self-care was impor-
tant to Anglo-American nurses. They followed Orem’s
Self-Care Deficit Theory that nurses had been encour-
aged to use in their professional nursing education. In
contrast, the Mexican and Vietnamese elderly clients
did not like self-care practices as they were not con-
gruent with their traditional emic cultural values and
ethical expectations. It was also observed that Anglo-
American nurses would avoid Vietnamese and Chinese
clients who could not speak English. These clients,
therefore, felt neglected and that they were not re-
spected and requested that their extended family care
for them in the hospital. In general, Anglo-American
professional nurses were uncomfortable and not con-
fident in giving care to elderly clients of non-Anglo
background and who were not acculturated to Anglo-
American lifeways and values.

In the American (ANA) nursing literature and in
the Code of Ethics of Nursing there are ethical guides
for patient care.58 Some of these ethical statements
pose problems as some do not fit all Western and non-
Western cultures and some are inappropriate transcul-
tural principles. These “social values,” however, are
viewed as “essential professional ethical values” and
as a code to guide all nurses and cultures. Cultural ig-
norance of diverse ethical values of different cultures
and lack of comparative ethical and moral values of
Western and non-Western cultures need to be under-
stood to provide professional and congruent care. A
critical and urgent need remains for nurses to discover
transcultural ethical and moral values of Western and
non-Western cultures and to use available transcultural
nursing research-based culture care concepts, princi-
ples, and practices. Such culturally based knowledge
is essential for culturally competent and ethical code
principles. Nurses need to shift from relying mainly
on their own ethnocentric personal or cultural values
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to consider and use specific emic values and practices
with clients of a designated culture. The use of culture-
specific ethical values can greatly reduce cultural im-
position practices, can decrease ethical conflicts and
legal suits, and can ensure beneficial, satisfying, and
culturally congruent nursing practices. Transcultural
nursing education on ethical values remains impera-
tive today for all nurses worldwide to prepare a new
generation of nurses to be ethically knowledgeable,
competent, flexible, and reliable in a transcultural nurs-
ing world. Keeping an open and flexible mind with
diverse cultures is essential, as well as being able to
learn from other cultures how to provide ethically based
care. At the same time nurses’ ethical and moral values
need to be respected and upheld, but not imposed on
clients.

Contextual Spheres of Ethical
Culture Care and Conflict Areas

In this last section five contextual spheres of ethical and
moral culture care will be briefly discussed from dif-
ferent perspectives: 1) personal or individual; 2) pro-
fessional or group; 3) institutional or community; 4)
national, cultural, or societal; and 5) worldwide hu-
man culture.59 These five spheres can be viewed as
different contexts that give meaning to and influence
ethical, moral, and legal decisions or actions. They are
the reality contexts or perspectives in which nurses and
clients function and that provide a basis to understand
and accurately assess ethical behavior. The five con-
textual spheres of knowing and understanding can also
be used to guide nursing decisions and actions related
to ethical and moral decisions.

As nurses consider the five contextual spheres of
ethical, moral, and legal behavior, they will recognize
the author’s principle that cultural understanding and
making appropriate responses to different contexts are
essential for therapeutic nursing care practices. Since
the spheres reflect different cultural frames of refer-
ence for meaningful ethical nursing care decisions and
actions, an example of the United States with its dom-
inant focus on individual personal views, rights, be-
liefs, and actions is clearly evident. Ethical decisions
for Anglo-Americans are strongly focused on individ-
ualism as essential. Such high emphasis on individu-
alism contrasts with the People’s Republic of China in

which the dominant value is for “the collective societal
good.” Decisions in China are societal rights and com-
munal obligations with communal rights and duty to
the central government. These rights are made known
and explicitly used as normative Chinese cultural rules
and regulations. Today, more young Chinese are seek-
ing democratic rights in their homeland; still, the au-
thoritative dominant norm prevails as some individuals
struggle or protest to the societal collective or the man-
dates of the Chinese society. These dominant Chinese
culture care values of obedience and compliance also
support the collective work group norms in the People’s
Republic of China. Traditional Chinese immigrants to
the United States follow these norms.60 These same
cultural values of obedience and compliance were
clearly evident during the June 1989 prodemocratic
student’s movement in China. The central political
committee of the communist government (Politburo)
denied all individual or personal wishes of students as
they actively rallied for a democratic society and gov-
ernment in the 1989 event. These strong collective cen-
tral government norms were of deep concern to many
Americans who greatly value individual freedom, the
right to be heard, human rights, and religious rights. For
Anglo-American students, the Chinese cultural norms
and ethical values of obedience, compliance, and defer-
ence to authority were difficult to accept along with the
brutal killings in the government square and religious
oppression. Interestingly, Chinese American students
who had come from China since 1980 and who were
studying at a Midwestern university told the author that
they felt obligated to value obedience and deference
to their government to prevent being killed or kept in
prison if they returned for a visit to China.

In the Western world of nursing, especially in the
United States, the nurse’s individual and professional
etic values and perceived personal rights are dominant
ethical values governing what nurses should or ought to
do. Therefore, United States and Canadian nurses often
become upset, protest, or march if their perceived indi-
vidual or professional rights are violated. Institutional
or group ethical norms or values are often questioned
and viewed with suspicion if leaders are too authorita-
tive or threaten individual’s human rights, autonomy,
and decisions.

Most nurses deal with at least three major sets of
ethical spheres of rights. First, there are the personal
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(emic) cultural ethical values that the nurse has learned
in the family culture context in the early and ongo-
ing life with the family. Second, there are professional
(etic) cultural values that the nurse learns while in
schools of nursing. Third, the nurse is expected to
live by and value the societal or dominant cultural
values such as the American cultural lifeways and eth-
ical expectations.61 This latter set of values cannot be
ignored as nurses and nursing profession members are
expected to serve society as public citizens in hospitals
and agencies or wherever they are employed. In addi-
tion, nurses belong to a global human culture in which
there are certain obligations, and they are expected to
be sensitive and to respond to worldwide human car-
ing needs of people. This global or worldwide sphere
of ethical values has yet to be fully studied and adopted,
but is being pursued by transcultural nurse researchers
with the theory of Culture Care and in transcultural
discussions.

As the professional nurse travels, reads, and func-
tions in a global nursing context, many diverse ethical
and moral values become evident. Transcultural nurses
can play a major role in helping nurses extend their
knowledge beyond their local or professional cultures
to consider global ethical, moral, and legal viewpoints.
When this goal is accomplished, nurses will be better
prepared to respect diverse cultural values and beliefs
and to function competently and knowingly in differ-
ent cultures. Nurses will learn how to accommodate
and sometimes restructure human values to meet cul-
tural needs of specific individuals. Nurses learn about
different contextual and global ethical spheres of know-
ing and experiencing as important for understanding
and functioning professionally in a multicultural world.
Transcultural perspectives of ethical knowledge and
the use of appropriate culture care ethical practices are
essential for nurses to become culturally competent.
When these expectation are reached, one can predict
less cultural burnout, cultural imposition practices, eth-
ical offenses, and a decrease in legal problems and con-
flicts. Clients and nurses can become coparticipants to
provide culturally congruent nursing care with nurses
respecting and using transcultural ethical knowledge in
informed, sensitive, and meaningful ways. Nurses will
also know how to meet JCAHO standards and those
of different nursing cultures, as well as specific client
cultural care rights and values.62

Reflecting on the author’s extensive research and
that of other transcultural nurses over the past four
decades (1960 to 2002), there remains a great need for
the client’s and nurse’s ethical and cultural values to be
known, respected, and acted on sensitively.63 Clients
are becoming astute to assess the nurse’s cultural values
and institution’s norms to govern their actions accord-
ingly. However, today, the client’s ethical cultural care
beliefs and values still get limited attention by nurses
because of lack of knowledge about them. When clients
acquiesce to nurses’, physicians’, or institutional eth-
ical norms, or if clients’ cultural actions fail to fit or
comply with the values of the professional staff, one
can find signs of cultural tension and conflicts. Nurses
and physicians need help to understand and respect the
clients’ cultural values and arrive at appropriate cul-
tural decisions. In the hospital context, clients may ac-
cept the professional staff’s ethical values and choices
to get care, the treatment desired, or funds. Clients who
are strangers to the staff often feel vulnerable to assert
their own rights and especially to “save face” or to be
submissive to authority of physicians and nurses. Such
ethical issues need to be dealt with by nurses and other
personnel to prevent legal action.

Currently, with acute and chronic illnesses, the
high cost of health services, and managed care prac-
tices, American clients may feel their human rights
are violated with limited voice of their needs. Clients,
especially those from non-Western cultures, may find
that staying in modern Western hospitals with managed
care policies and practices is offensive because of the
short hospital stay, the high costs, and no time to fit
treatments and care practices to their values and needs.
Again, clients may feel that if they do not comply, they
will not receive care or treatments. Hence, clients may
remain silent and not make their ethical values and ex-
pectations known to nurses and other health personnel.

The author has also discovered that with some cul-
tures such as the Philippine, Korean, and mainland
Chinese, clients want and expect the physician and
nurse to make decisions for them. This is especially
evident when they are in the hospital and, because
of their cultural value beliefs, are deferent and obe-
dient to those in authority. This contrasts with Anglo-
American clients who value making and asserting their
own independent decisions “as their American cultural
and ethical right of freedom.” Middle- and upper-class
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Americans are becoming more active not only in choos-
ing their hospitals, physicians, nurses, and other thera-
pists, but also in trying to reform or change the health
care systems and medical practices that are offensive.
The “Patient’s Bill of Rights” is a document in the
United States that reflects the client’s growing rights
to protect their individual ethical rights and freedoms.
In the future such major ethical and cultural value dif-
ferences must be anticipated and known for congruent
nursing care and ethical obligations in health systems.

Critical Questions and Research Areas
Given these above five differential contextual spheres
that influence the nurse’s ethical decisions, the nurse
should consider what ethical decisions are appropriate
or inappropriate in these different contextual spheres of
functioning. Is there a hierarchical ordering in which
one sphere supersedes the other in different cultures?
What happens if the “traveling nurse” follows Western
personal or national types of universal-like ethics in an
unknown non-Western culture such as the Republic of
South Africa? How will the nurse know what is ethi-
cally or morally desired for the client, or for the com-
mon good in the strange cultures where the nurse is
employed? Or, if the nurse makes an ethical care deci-
sion from a deontological stance, how congruent will
this decision be with what is best or fair for the individ-
ual unless the nurse knows the cultural values, beliefs,
and practices? What ethical or philosophical actions vi-
olate the ethical values of non-Western cultures? These
are important transcultural ethical and moral issues and
research questions that merit systematic study in this
21st century.

As more nurses become prepared in transcul-
tural nursing and ethics courses, ethical theoretical
knowledge, research findings, principles, codes, and
covenants, it will enable nurses to use transcultural
ethical knowledge appropriately. Nurse ethicists also
need to be prepared in transcultural nursing or com-
parative ethics to be effective teachers, researchers,
and consultants in this specialty area. An encouraging
development is that qualitative paradigmatic research
methods such as phenomenology, ethnonursing, and
use of metaphors, narratives, and life histories will con-
tinue to be extremely valuable to discover embedded
and covert ethical, moral, and legal values that exist in

human cultures.64 Subjective, intuitive, spiritual, and
nonverbal ethical and moral meanings and expressions
are also important to discover ethical and moral cul-
tural phenomena. Ethical behavior remains extremely
difficult to measure or be treated as empirical data, but
in-depth descriptive and interpretive data findings are
valuable to use in care practices. Most assuredly, tran-
scultural ethical, moral, and legal research studies with
education must increase markedly in nursing in this
new century along with religious and spiritual knowl-
edge that buttresses ethical and moral actions.

Transcultural Nursing and Health
Care Principles
From observing and studying many cultures the past
four decades, I have formulated several ethical, moral,
and legal principles for comparative transcultural nurs-
ing and health care. These principles can be used in
Western and non-Western cultures as common or more
universal ways to understand and help cultures. They
are as follows:

1. The principle of moral justice to redress the gap
between the rich and the poor worldwide

2. The principle of cultural respect and human rights
to preserve human cultural heritage, values,
beliefs, and lifeways

3. The principle of benefits of the common good to
justify and support shared resources for the
betterment of human beings and sociocultural
justice

4. The principle to serve and protect others from
destructive acts

5. The principle of frequent ethical and moral
assessments to strengthen ethical and moral
decisions in beneficial ways in diverse and similar
cultures

These principles when fully understood and applied
could increase quality care services.

It is also important to restate that transcultural
nurses are interested in discovering both universal and
diverse ethical and moral principles. Contrary to some
nurses’ views, transcultural nurses do not hold that all
ethical values and beliefs are relative to each culture or
that there are no universal ethical and moral truths or be-
liefs guiding human beings. Nor is transcultural nursing
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all based on cultural relativism or that all cultures are
totally unique. Cultures worldwide have some shared
and common values and beliefs of what is “right and
wrong” among diverse cultures. It is these philosophi-
cal, ontological, and epistemic views that are important
to the discipline. I hold there are some universal val-
ues and “truths” grounded in moral theology, philoso-
phy of life, and supernatural beliefs that are powerful
influencers of ethical, moral, and legal thinking and
decisions. Such epistemic, religious, and ontological
knowledge sources must become known and used for
ethical and moral guides to decision making with cul-
tures. If nurse ethicists fail to become knowledgeable in
transcultural nursing and anthropology research find-
ings with diverse and universal ethical and moral per-
spectives, they will continue to be handicapped in their
endeavors. Recently, some nurse ethicists have begun
to realize the importance of transcultural nursing re-
search and ethical-moral care practices. Some ethicists’
work provides some intraprofessional dialogue to ad-
vance transcultural ethical and moral knowledge de-
velopment such as work by Davis, Silva and Donnelly,
and a few others.65−67

Summary
In this chapter the author has discussed that transcul-
tural ethical, moral, and legal knowledge remains very
important in human caring, but still limitedly explored
to advance transcultural and general nursing research,
education, and practice. Western nurses tend to rely on
their own personal and professional (etic) ethical val-
ues as guides to care for clients. Likewise, non-Western
nurses have their own ethical and often emic cultural
values to guide their ethical practices. The theory of
Culture Care and use of qualitative research methods
with findings have been a major source for helping
nurses discover ethical, moral, and legal aspects of hu-
man care. Understanding and appropriately respond-
ing to people of diverse ethical and moral expectations
requires in-depth knowledge of cultures and general
ethical philosophies and use of relevant research find-
ings for specific cultures. A major challenge remains to
discover diverse and common universal ethical, moral,
and legal culture care values worldwide in this 21st

century. Several transcultural principles were presented
along with research findings to guide cultural, specific

and universal care practices. While transcultural nurses
have opened the doors to the importance of transcul-
tural ethical, moral, and legal practices, considerably
more research and education of nurses is needed to
advance the knowledge and practice base worldwide.
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CHAPTER 15
Anglo-American (United States)
Culture Care Values, Beliefs,
and Lifeways∗

Madeleine Leininger

To work effectively with people of diverse cultures, one must first understand
their own cultural heritage as a means to understand other cultures. This
understanding should reflect differences and similarities in order to know and
appropriately respond to the wonderful gift of diversity among human
beings. LEININGER, 1970

The Anglo-American way of life tends to be-
come obscure because many contend that if one
lives in the United States that “all Americans

are alike and there are no differences among them.”
This is a myth as there are cultural differences and
variations among Americans by virtue of their diverse
cultural heritage, specific values, and cultural life-
ways. Within the American culture are the dominant
Anglo-Americans who are mainly Caucasian immi-
grants from European countries whose lifeways reflect
their cultural beliefs, values, and practices. The United
States remains a land of immigrants except for Native
Americans who are the first national original people.
Thousands of immigrants, refugees, and migrants con-
tinue to settle each year in the United States. Attracted
by democracy, freedom of speech, and many eco-
nomic opportunities, Anglo-American beliefs and life-
ways are so pervasive that one assumes all Americans
are alike, but cultural diversity exists among Anglo-
Americans because of the specific cultural heritages

∗ In this chapter the term Anglo-American refers mainly to people
of Caucasian ancestry who have lived in the United States and
have been fully acculturated. It does not include new or recent
immigrants or refugees who are now living in the United States
but who are not acculturated or not citizens of the country. This is
an updated chapter from a previous writing on Anglo-American
culture beginning in 1970 until the present time.

from many places in the world. Some contend America
is a “melting pot,” a “tossed salad,” or a “stew.”
Others speak of dominant cultures in a specific geo-
graphic area. The purpose of this chapter is to present
the Anglo-American cultural values and lifeways that
have become known as “Anglo-American” in the
United States. Such knowledge is important to under-
stand Anglo-Americans and to distinguish them from
other cultures who have different health care needs or
expectations. Since Anglo-American nurses are cur-
rently the largest health care providers in the United
States, it is important to understand this dominant cul-
ture with its variations and similarities.

Importance of Understanding
Historical and General Features
of Anglo-Americans

The original term Anglo is derived from Latin and
refers to one of the four Germanic peoples together with
the Saxons, Frisians, and Jutes who invaded England
from the third to the sixth century as the Romans re-
treated. These Germanic tribes displaced the native
Celts who eventually referred to all their Germanic con-
querors as Anglo-Saxons.1,2 When the colonists im-
migrated to America from England beginning in the
1600s, they brought English cultural values, language,
and many beliefs to the United States. Gradually,
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these Anglo-Saxons or English people became kno-
wn as Caucasians; Anglo-Americans are often re-
ferred to as “WASPs,” that is, White, Anglo-Saxon,
Protestants.3–5 This large cultural group, along with
other immigrants such as the Irish and Polish who were
not Protestant, has for many centuries profoundly in-
fluenced and shaped the legal, economic, health care,
educational, religious, political, and cultural values of
the United States of America.

The genetic and physical features of Anglo-Saxons
are quite heterogeneous with Mediterranean, Alpine,
and Nordic racial features and influences of the Celtic,
Teutonic, and Scandinavian peoples. The Anglo-Saxon
culture prevailed over successive waves of immigra-
tion to America, much as the Anglo-Saxon world
of early England absorbed Celts, Norse, Danes, and
Frenchmen.6 Arsenberg and Niehoff maintain that the
United States has several streams of culture flowing
side by side, but assert there is a national, white middle-
class with its origins from Western European cultures.
They state the following:

The language is English, the legal system derived
from English common law, the political system
of democratic elections comes from France and
England, the technology is solidly from Europe,
and even more subtle social values such as egali-
tarianism (though modified) seem to be European
derived. Anglo-Saxon civil rights, the rule of law,
and representative institutions were inherited from
the English background.7

Essentially, the English were the first Europeans to
colonize the Americas in large numbers even though
they were preceded in the Southwest by smaller num-
bers of Spaniards. The English gave the Anglo-Saxon
label to Anglo-Americans in that their origins were
derived from the original inhabitants of the British
Islands who were subdued by the Celts.8 The latter
ancestors first appeared in central Europe and later
moved to northern France, southern Britain, and fi-
nally Ireland. However, as these people immigrated to
the United States, they still became known as “Anglo-
Americans.” Arsenberg and Niehoff, and McGill and
Pearce say that Anglo-Americans had British roots that
led to cultural values such as the nuclear family that
were largely derived from pre-industrial Britain. These
cultural values and others became Anglo-American
values in the United States.9,10

For several decades many anthropologists and so-
ciologists have been studying Anglo-American core
values.11–21 These scholars with their rich descriptions,
theories, and narrative accounts have been extremely
helpful to grasp the general features of the Anglo-
American culture and to identify differences among
other cultures in the United States and elsewhere such
as the Japanese, Chinese, and Russians. Understanding
the overt or subtle differences about Anglo-Americans
can help nurses to prevent cultural clashes, imposition
practices, cultural stresses, and other problems that
may arise between nursing staff and clients. In addi-
tion, knowledge of the history of Anglo-Americans has
been extremely valuable to facilitate communication,
to guide decision making, and to prevent gross misun-
derstandings between cultures within and outside the
United States.

It is strange but true that often Anglo-American
cultural values and patterns of thinking and acting are
usually not studied until outsiders comment or raise
questions about “Anglo ways.” Most Anglo-Americans
take their culture for granted as a part of their lifeways
and may fail to recognize its unique features. Some-
times, people from very different backgrounds speak of
Anglo-American behavior as strange, peculiar, or even
bizarre. Becoming aware of such differences of Anglo-
Americans in relation to other cultures is important so
that not all people in America are assumed to be the
same. For example, the author has often heard outsiders
say that Anglo-Americans tend to be so individualis-
tic and autonomous that they have difficulty valuing
or conforming to group norms and other ways of liv-
ing when outside the United States. Some non–Anglo-
Americans view Anglo-Americans as highly material-
istic and competitive and too technologically oriented.
Other outsiders or visitors find that “Anglos” tend to
take many kinds of pills to avoid physical pain or suf-
fering and keep them healthy. Anglo-Americans who
travel to very different cultures in the world also dis-
cover that other cultural groups dress, speak, and act
differently. Such differences noted by outsiders about
the Anglo-American culture makes one pause to un-
derstand the why of the intercultural differences within
and between cultures worldwide. Knowledge and un-
derstanding of one’s own culture and that of others
remain the hallmark of professional nurses and schol-
ars, but especially of transcultural nurses as they work
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today with people of many different cultures in any
typical health care context and remain attentive to ac-
culturation, assimilation, and enculturation processes.

Since the mid 1950s, the author has been studying
and observing Anglo-Americans and changes in their
values, beliefs, and communication modes to advance
transcultural nursing knowledge and improve nursing
care practices.22,23 Identifying differences and similar-
ities of Anglo-American and other cultures is helping
to dispel the “all alike American syndrome” in nursing
and helping nurses to be attentive to subtle or gross
differential client care practices. Some of the greatest
problems of Anglo-American nurses have been ethno-
centrism and cultural blindness in which nurses fail
to recognize cultural variations among Americans and
between other cultures. Of course, nurses in other cul-
tures also have this problem. Anglo-Americans tend to
be “lumped and dumped together as all alike” with-
out awareness of subtle and major differences. Such
tendencies have led to cultural clashes, stereotyping,
racism, legal suits, and inadequate care. Cultural aware-
ness of Anglo-Americans is essential for cultural care
competencies. It is difficult to be knowledgeable or to
care for others without understanding one’s own and
other cultural values. Nurses learn about themselves
and others through education and people contacts.24

Through the study of transcultural nursing, nurses
are realizing that most United States hospitals, clinics,
community agencies, and corporate institutions have
historically been largely established and maintained
with dominant and largely unicultural Anglo-American
values and practices. This is evident in nursing educa-
tion and practices in hospitals, health care agencies, and
most organizational structures dealing with health care.
However, among these Anglo-American values, there
are specific cultures that need to be recognized such
as Swedish, Danish, Finnish, German, Italian, Greek,
and many other immigrant, native, and minority cul-
tures. These cultures live and function in the United
States and need to be understood in client care and
staff relationships. Transcending specific cultures are
some common Anglo-American values, beliefs, and
practices that are shared and have been passed on to
succeeding generations as dominant Anglo-American
values as cited above by many scientists and writers
of Anglo-American culture. Knowledge of the dom-
inant or overriding Anglo-American culture, values,

beliefs, and lifeways are important along with other
immigrant cultures living in the United States. Nurses
need to understand the Anglo-American cultural values
and lifeways to be effective, competent, and sensitive
to this culture and many others. Let us turn to some
of these dominant Anglo-American cultural values in
the United States, remembering that there will be some
individual differences among the dominant values.

Dominant Anglo-American
Cultural Values

Since cultural values are the powerful directive forces
that give meaning and direction to human action and
decisions, Anglo-American cultural values identified
below are held to be essential to understanding and use
in practices. The values identified below came from
decades of research on Anglo-Americans with a focus
on culture care meanings and actions using the Culture
Care Theory. These values are also generally reaffirmed
from anthropological and sociological research and
writings such as those by DuBois, Fried, Gorer, Hall,
Kluckholn and Kluckholn, Mead, Nash, and Stewart
and Bennett.25–32 In this chapter, the following Anglo-
American middle- and upper-class cultural values are
identified and discussed with a focus on transcultural
nursing care meanings and practices, largely from tran-
scultural nursing research and practice.33–35

1. Individualism and self-reliance
2. Independence and freedom
3. Competition, assertiveness, and achievements
4. Materialism
5. Dependence on technology
6. Equal gender roles and rights
7. Instant time and action (doing)
8. Youth and beauty
9. Reliance on “scientific facts” and numbers

10. Generosity and helpfulness in crises

Individualism, Freedom, and Competition
Unquestionably, most Anglo-Americans value indi-
vidualism, self-reliance, and being quite autonomous
in thinking and actions. They value their individu-
alistic freedom to speak, act, and be on their own
and generally dislike being treated as a collectivity
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or group. Personal identity and uniqueness as indi-
viduals are important to most Anglo-Americans. Nash
contends that Americans are the most individualis-
tic people in the world, which he holds comes from
their traditional English pre-industrial norms and from
American industrialism.36 Anglo-Americans want to
be recognized as individuals and as being self-reliant,
independent, and self-determining persons. They also
value privacy and having their own material goods
and possessions. Most adult middle- and upper-class
Anglo-Americans are socialized and rewarded and pro-
mote themselves with the idea of being unique and hav-
ing their own things, name, and of being self-reliant and
focused on oneself. Such values are taught at home at an
early age and reinforced in schools and work. For exam-
ple, Anglo-American children are taught at a very early
age to feed themselves, brush their teeth, dress them-
selves, make decisions, and talk independently in their
unique and individualistic ways. Children learn early
what belongs to them as their material possessions and
about their owner’s rights. Such child-rearing encultur-
ation practices and others are related to individualism,
self-reliance, freedom of speech, and autonomy. These
values are sharply different from Chinese, Vietnamese,
and many other non-Western children who are taught
to value being part of a group (often large families),
living communally, and sharing material goods.

Anglo-Americans dislike being constrained or
having their freedom infringed on by others, espe-
cially by government and institutional policies or prac-
tices. Speaking openly about almost any matter is val-
ued, defended, and protected by Anglo-Americans.
Hence, policies or decrees that limit such expressions
are often resisted, avoided, or responded to negatively.
Political ideologies and practices such as Marxism
or working for the collective good tend to be ques-
tioned by most older Anglo-Americans. Accordingly,
Anglo-American nurses usually resent autocratic or op-
pressive leaders that suppress their individual rights,
autonomy, freedom, or special ways of doing their pro-
fessional work.

The Anglo-American cultural values of competi-
tion, achievement, and assertiveness are visibly part
of everyday living. Competition and achieving mea-
surable outcomes are supported. Likewise Anglo-
American nurses have become more competitive in

recent years and like to show their achievements, worth,
and measurable gains in “products” or money. Most
women’s rights and goals are professionally upward
bound at home, outside work, college, or in public are-
nas. Anglo-American nurses pursue their competitive
and assertive efforts to achieve by tapping available
rewards and by competing with other individuals and
groups in the workplace. “Playing the game” and gain-
ing access to key people, positions, and awards have
become important to Anglo-American nurses in recent
decades or in the “new” culture of nursing.

The Anglo-American values of achieving, being
competitive, and getting key positions, honors, or re-
wards may be directly at odds with nurses and clients
of other cultures who do not value these attributes. For
example, traditional Native Americans in the United
States and Canada generally do not promote competi-
tion and achievement because they believe these values
lead to disharmony with others and their environment.
Being aware of such differences among cultures can
prevent major cultural clashes, offensive acts, non-
compliance, and negative nursing experiences. These
values are also important in nursing education and ad-
ministration, especially when nurse leaders are promot-
ing competition and achievement activities between
students, staff, and others. Nurses from non-Western
cultures that value cooperation, interdependence, and
avoiding open competition often experience cultural
strain, conflicts, and dislike for their work. Transcul-
tural nurses can be helpful to bring an awareness and
understanding of these cultural value differences to
nursing staff, to educators, and to others who are not
knowledgeable of such cultural differences. There are
many incidences and unfavorable outcomes that can be
identified in schools of nursing and in health services
today where competitive actions and fierce competition
behaviors fail to be recognized, let alone dealt with in
nursing situations.

Materialism and Technologies
Other dominant Anglo-American middle- and upper-
class values are materialism and reliance on tech-
nological goods and equipment. Anglo-Americans
value having material goods and a great variety of
high-technology products as conspicuous items in
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their homes and work environments. Many Anglo-
Americans feverishly work to get money and often pos-
sess many different material items, technologies, and
electrical products that are obtained to make their work
easier and more efficient. Several cars, television sets,
freezers, computers, and a great variety of electrical
or mechanical appliances can be found in middle- and
upper-class Anglo-American homes. High-tech gad-
gets are viewed today as essential and justified in work
and play, and Anglo-Americans may buy several vari-
eties of small technologies to be sure there is always
one to replace the other. Moreover, as new technologies
come on the market, the old one (which is often still
functional) tends to be discarded. Cultural anthropolo-
gists have been studying this behavior and found that
most Anglo-Americans dispose of more material and
technological goods than any other culture or country in
the world.37 Future archaeological digs will undoubt-
edly reveal lots of technologies, aluminum cans, plastic
products, and other materials as belonging to the 20th

and 21st century Anglo-Americans. Being modern, pro-
gressive, and possessing material goods are often as-
sociated with success and status; hence, money for the
newest and latest products on the market is valued.

The concept of conspicuous consumption of mid-
dle- and upper-class Anglo-Americans is evident as
wasteful and as a “throw away” culture. Having
the newest, latest, and most efficient technologies in
Anglo-American middle- and upper-class homes, of-
fices, and places of leisure is highly desired. Such vast
amounts of materials, goods, and electronic equipment
contrast sharply with Anglo-American poor (lower
class) and minorities, refugees, and new immigrants
into the United States who have limited material goods,
money, and modern technologies. In fact, many of these
cultures could live for months or years from what is
thrown away by wealthy upper-class Anglo-Americans
in material goods and foods. Still today, the poor, home-
less, and others may be found scrounging in garbage
cans and other places for food and clothing to sur-
vive. Living on “toss aways” is a way of daily and
nightly life for these people in America and with other
cultures where conspicuous material goods are absent
or limited. Today, many different electronic and tech-
nological products and large and beautiful homes and
cars have become a dominant hallmark of upper-class

Americans, which contrasts sharply with the poor and
lower class.

Many kinds of technologies in hospitals, clinics,
and more recently in homes can be found in health
facilities. Modern computers, x-ray machines, special
instruments, and a great variety of powerful technolo-
gies are evident to assess and promote medical and
nursing treatments. Health care systems have become
technology centers with health personnel depending on
such equipment for professional services. Nurses and
physicians have become technologically dependent for
health care services in hospitals and homes by requir-
ing effective and safe technologies. Hospitals continue
to buy the latest and most effective technologies as
their budgets permit. Similar purchases can be found
in wealthy homes today for their own private health
uses and for instant self-diagnostic and treatment pur-
poses. However, in America not all cultures believe in
and use such technologies. For example, the Old Order
Amish do not value the use of high technologies unless
for very specific reasons. If an Amish member is threat-
ened by illness and death, they may refuse to use some
hospital services that have high technologies. Gener-
ally, such considerations are weighed very carefully so
that the use of technologies does not violate Amish re-
ligious beliefs and caring values. Nurses prepared in
transcultural nursing teach and alert other nurses to
these areas of cultural conflict so that the Amish client
and the family are not offended or demeaned for not
using high technologies and other hospital or health
products.38 Moreover, if such technologies are used
with ignorance or inappropriately, this may influence
their total well-being or may threaten their survival ac-
cording to Amish beliefs and values.

Gender Roles and Rights
Another dominant Anglo-American middle- and up-
per-class value is that males and females should be
treated with equal respect, rights, and role opportu-
nities in the home, work place, or anywhere. Equal
gender rights and opportunities are promoted and de-
fended for Anglo-American women if their rights are
violated, neglected, or oppressed.39 During the past
two decades with the feminist movement in the United
States there has been an active pursuit of equal rights
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for women in different education and service cen-
ters. Anglo-American women have been active to ob-
tain salaries comparable to their male counterparts
and to seek some of the top positions traditionally
held by men in diverse organizational settings. Anglo-
American nurse leaders have been especially active in
making men and women aware of their behaviors, es-
pecially to reduce acts and decisions that are offensive
and oppressive to women. Most female nurses have
worked hard to free themselves from being dominated
by male physicians and other patriarchal and power
control practices.40 Some progress has been made as
there are more signs of nurses moving into some top
leadership positions, gaining access to better employ-
ment environments, and getting salaries fairly equal to
men. There are, however, still gender gaps in salaries
with women doing the same kind of work but receiving
less pay and less recognition.

This gender struggle of Anglo-American women
and nurses may be an enigma for women and men
in non-Western cultures.41 For some non–Anglo-
Americans the push by women for equal rights with
men is frightening as some gender role differences
are important in their cultures. Non-Western nurses
are sometimes surprised to find Western nurses im-
posing and pushing for equal rights when they do not
know the culture and consequences when women dras-
tically change their traditional cultural roles and be-
haviors. Abuse and severe battering of women may
occur when male spouses in some cultures learn about
wives’ drastic changes in their roles. There are, how-
ever, women today in non-Western cultures who are
interested to change traditional oppressive gender prac-
tices and will seek Anglo-American nurses to help
them make changes. Transcultural nurses are extremely
important to help women from diverse cultures be-
cause they know that some changes can lead to harmful
consequences.

Transcultural nurses have ethical and moral re-
sponsibilities to protect men and women who may
not fully understand using Anglo-American values, be-
liefs, and practices. Assisting clients and staff who
have different gender values than Anglo-Americans
is, therefore, an ethical responsibility so that cultur-
ally congruent, safe, and meaningful practices can oc-
cur. Some Anglo-American feminist nurse leaders who

have not been prepared in transcultural nursing may
impose their gender role expectations onto other cul-
tures as a result of cultural ignorance and strong fem-
inine interests worldwide. It should also be noted that
males in the United States and overseas may be chang-
ing some of their traditional values and practices to
protect their rights and to prevent feminine discrimina-
tion practices in homes, health institutions, and soci-
ety. Male cultural rights organizations are found in the
United States. There are also current and unresolved
philosophical, religious, legal, and biosocial controver-
sies about gays, lesbians, and changing gender identi-
ties in the United States and other places in the world.
Male and female nurses are actively involved in these
issues today.42

Time Value and Doing
Turning to another Anglo-American value, the meta-
phors “time is money” and “time must not be wasted”
reveal that time is a dominant value in the American
culture. If time is not appropriately used and respected,
Anglo-Americans often become angry, frustrated, rest-
less, and upset. Moreover, maintaining time schedules
and meeting time expectations are linked to being seen
as competent, successful, and efficient in America.
Anglo-Americans want technologies as “time savers”
or “extenders” to help them to use time to be success-
ful or to have leisure time. Figuratively, time dictates
where one should be day and night. Many Americans
today are born into the world by the clock, work by
the clock, get married by the clock, and can die by the
clock. Time truly pervades most Anglo-American life-
ways. Transculturally, the power of time and its uses
regulates Americans considerably more than in most
cultures in the world.

Reflecting on time, a contrast example with the
Papua New Guinea (non-Western culture) whom I lived
with and studied for nearly 2 years was clearly dif-
ferent from Western time values. The Gadsup had no
mechanical or electronic timepieces in the 1960s. They
had no sense of Western clock time in the 1960s in their
daily and nightly activities, and only very recently do
a few men have watches. The Gadsup, however, did
have a general concept of time based on daily activi-
ties of living such as the rising and setting of the sun,
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changes in plant growth, and changes in their village ac-
tivities, physical environment, life-death, and historical
events.43 There are a few other cultures in the world in
which time is not the central focus for living and well-
being, but this may change in time. Such awareness
of time differences is extremely important for nurses
to gain cooperation and to provide culturally congru-
ent and satisfying care. Accommodating and adjusting
to the rhythm of other cultural lifeways based on their
concept of time, their values, and their lifeways are very
important in transcultural nursing.44

Western nurses are keenly aware of differen-
tial time concepts. In many hospital contexts, Anglo-
Americans consider that they receive “good care” when
nurses respond quickly to their calls, whereas clients
from another culture believe time means “the nurse will
come later and will be more compassionate and caring
when they come.” Some Anglo-American clients, if
delayed more than 10 minutes with the nurse, may be-
come very impatient and angry, and some may want to
leave the hospital.

The concept of time is also closely related to an-
other Anglo-American value, namely that of doing.45

Being active and doing something have been strong
normative expectations for most Anglo-Americans, es-
pecially nurses and other health personnel. People are
evaluated today on “production outcomes.” How much
one produces or what activities have been completed
with numbered outcomes are important. Producing and
doing are again related to Anglo-American success,
promotion, and rewards. Quantifiable data, measurable
(empirical) outcomes, and cost savings are emphasized
and rewarded. Anglo-American nurses feel very com-
pelled to “produce” and show what they have done
or how much they have completed in their clinical
work and with clients, students, and others. This Anglo-
American value of doing and measuring outcomes of-
ten comes into noticeable conflicts with non-Western
nurses in which doing and measuring outcomes are
often not valued such as with many groups in South
Africa, Mexico, and Indonesia. Transcultural nurses
who value and practice caring by listening to, giving
time, and offering care as presence to clients, takes
time, but sometimes there is “no time allowed” by su-
pervisors and others for whom time must show mea-
surable outcomes.

With respect to doing and producing, managed
care practices in the United States have become a crit-
ical problem for professional nurses who deeply value
human caring and quality services to clients. With man-
aged care, the goal is to get clients in and out of the
hospital (or any official health care service) as quickly
as possible to reduce costs whether healed or not. Out-
come in numbers of clients served is also valued by
insurance companies and hospital managers as essen-
tial to managed care philosophy, goals, and cost sav-
ings. Often, the short client time in the hospital and
rapid health services by different professionals leads
to nurse and client frustrations and sometimes unfavor-
able client outcomes. Time, doing and cost saving are
clearly evident with managed care and often counter
to some clients needs and professional nursing care
practices.46 Indeed, clients are often dismissed within
1 to 3 days, and transcultural nurses and others who
know the therapeutic value of human caring often see
negative outcomes with managed care operations. Cul-
tural differences among clients in relation to the mean-
ing of doing and caring, especially with Vietnamese,
Mexican-Americans, and Native Americans, are very
important in healing and client care satisfactions and
are often limitedly considered in managed care.

Space and Environment Values
Another Anglo-American value is space and territory,
especially with middle- and upper-class Americans.
Anglo-Americans seek ways to increase their space at
home and at work. Space is viewed as money and neces-
sary to handle material goods they have bought and pos-
sess as essential to their style of living. The more square
footage, extra bedrooms, bathrooms, office, storage,
and garage space the better for Anglo-Americans.
Wealthy Anglo-Americans in United States have ad-
ditional space for physical exercise rooms, televisions,
and computer rooms, as well as space for large kitchens
and entertaining areas. Considerable money is needed
to purchase large homes, hospitals, and other territorial
areas. Most new hospitals and clinics are built today to
accommodate new technologies, equipment, treatment
facilities, client comforts, grief rooms, research and
laboratory space, and many other space needs. Anglo-
American nurses in the hospital and clinics value space
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in comparison to earlier days when nurses usually had
very small nursing stations and areas to care for clients.
Nurses working in the community and homes look
for space with home care practices today with new
modern health care technologies and other equipment
in the home. Non-Western nurses in remote, less devel-
oped and economically poor areas often have limited
space and learn to use whatever is available in their im-
mediate environments. Nurses from non-Western cul-
tures often experience cultural shock when they come
to the United States and other Western countries to
practice hospital nursing. They are overwhelmed to see
so much space with modern equipment and beautiful
patient rooms.

Youth and Beauty Values
Youth and beauty are two other dominant cultural val-
ues of Anglo-Americans. These values can be noted in
the public media, television, Internet and other elec-
tronic modes, and in the performing arts. Beauty and
youth usually bring attention, praise, and rewards such
as with annual beauty queens. These values may get
transmitted to nurses’ preference to care for youths and
attractive clients, with less interest in the elderly who
appear less attractive in body appearance and dress.
Some American nurses enjoy caring for the elderly.
Unfortunately, elder abuse with families is of concern
in some United States nursing homes. Such practices
to elders are quite very different from how the el-
derly are treated in non-Western cultures. For exam-
ple, in non-Western cultures such as the Philippine,
Japanese, Korean, Thai, and others, the elderly are gen-
erally revered, deeply respected, valued, and shown
much kindness and affection by caretakers and fam-
ilies. These elderly are especially valued for their wis-
dom and advanced years by their families, groups,
communities, and organizations. The Anglo-American
emphasis on “good looking, young, and beautiful” of-
ten leads nurses wanting to make the elderly appear
younger than their chronological age by offering youth-
ful hairstyles, younger-age clothing, and special fa-
cial cosmetics. Anglo-Americans like to keep people
young, beautiful, active, and vibrant and to prevent ag-
ing. These values become a dominant part of nurses’
norms, attitudes, and practices. There are many im-
migrants in the United States who value the elderly

and care for them by integrating their kinship, reli-
gious, and desired cultural values into elder care. The
Korean, Philippine Americans, Arab-Americans, Old
Order Amish, and Japanese Americans expect respect-
ful caring to their elderly.47 In general, youthfulness,
beauty, and old age are culturally constituted, defined,
valued, and expressed in the Anglo-American culture.
Transcultural nurses help other nurses to understand
and provide care that fits the culture.

Reliance on Facts and Numbers
Still another dominant Anglo-American value is to rely
on scientific facts and numbers gleaned from televi-
sion, radio, research studies, newspaper articles, and
reports as “the scientific truths.” Facts that are quantifi-
able or statistical figures are greatly valued by Anglo-
Americans as “hard” empirical data. Only recently
some Americans are beginning to value nonquantifi-
able data and listening to faith and life stories, events,
and rich narratives as credible information. Subjective,
symbolic, nonnumerical, spiritual, or religious infor-
mation tend to be viewed as less reliable, less accurate,
or not the “real facts” to use. The United States pub-
lic media extols and holds “scientific facts,” statistics,
or measurable indicators as the most credible truths.
The realization that scientific facts can be manipulated
and altered to fit certain motives or goals is often hard
to accept by many number and statistical advocates.
Transculturally, people of different cultures have many
different ways of knowing what is “true” and how they
know the truth as science.48 Life experiences and qual-
ity of life and living may be more important than statis-
tical facts in some cultures. Quality indicators of health
maintenance and healing care will be emphasized, dis-
covered, and valued more in this century by consumers.
Accordingly, nurses will discover that client cultural
values of caring, well-being, and spirituality cannot
usually be reduced to measurable numbers or finite out-
comes but are powerful in healing. Letting clients tell
what they know and how they experience life and ar-
rive at their healing facts are important. Eastern cultural
philosophers were early to discuss quality lifeways and
nonreality (spiritual) ideas as different ways of know-
ing people and the world. Transcultural nurses learn
these qualitative cultural values to promote quality of
life, healing, and well-being.
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American Generosity and Helping
A highly positive feature of Anglo-Americans is their
generosity to others and especially in times of crisis,
suffering, gross neglect, disabilities, or tragic situa-
tions. Americans generally take pride in being gener-
ous by giving money, direct help, and sharing resources
to those in need, especially when called on or when
they know about major natural or other kinds of catas-
trophes such as tornadoes, floods, storms, explosions,
mass killings, and accidents. Most wealthy, middle-
class, and even poor Anglo-Americans are quick to
respond to worthy causes and crises, as shown dur-
ing and after the terrorist attacks on the World Trade
Center and the Pentagon on September 11, 2001.
Indeed, many Americans have helped poor and op-
pressed cultures who have experienced war, famine, de-
struction, and other obvious needs. The Honduras crisis
with the terrible hurricanes in 1998, the droughts and
tornadoes in the Midwest, large forest areas burnings,
and loss of property are a few examples of American
generosity giving money, prayers, and direct help. Re-
ligious beliefs and being charitable in giving to others
are motivating factors for many Christian and Jewish
Americans to share their wealth or resources. Cloth-
ing, money, and other items are generously given by
Americans through local, religious, and community or-
ganizations. These are very positive values that give
Anglo-Americans an altruistic and charitable image.
Sometimes, Anglo-Americans may be less generous in
countries such as those in Africa or South America if
they do not understand the culture, the people’s his-
tory, and human needs. Television and the internet are
powerful means today to learn about distant and un-
known cultures, especially the poor, oppressed, and
neglected.

United States Rural and Urban
Comparative Cultural Values
and Care

Other important areas to study are dominant rural and
urban cultural values and care expectations that charac-
terize the United States. Understanding recurrent and
comparative patterns of how rural and urban people
live in America with their dominant care meanings and
expectations are important and different knowledge

areas for transcultural practitioners. The author, with
graduate students and faculty, has studied United States
rural and urban lifeways over several decades and has
identified and documented dominant themes as pre-
sented in Table 15.1. Using the qualitative (emic and
etic) ethnonursing research method with the Culture
Care theory, the domain of inquiry studied was focused
on major, recurrent rural and urban American cultural
values and care meanings with actions across different
areas of the United States. This domain of inquiry was
important to guide nurses in practicing nursing care in
rural and urban America to provide culturally congru-
ent and specific care to these cultures. As people move
from rural to urban lifeways, acculturation factors need
to be assessed, as well as environmental and ecologi-
cal community resources.49 As one studies Table 15.1,
several contrastive or different dominant themes be-
come evident with rural and urban Americans. These
differential cultural values and care meanings of mainly
Anglo-American middle-class and some poor cultures
are important reflective research-based knowledge for
nurses to use in care practices.

Historically, it is important to know that many im-
migrants and those born in the United States in the late
19th and early 20th century began their lives living on
American farms to earn a modest living and to sur-
vive with large families. However, with the industrial
revolution and with periods of drought leading to eco-
nomic farm depression, rural people gradually moved
to urban community areas for new job opportunities to
survive.50 The shift from rural to urban or suburban life-
ways was a major cultural change and cultural shock
for many rural people. Much later, urban Americans
moved to the rural areas, and they experienced cultural
differences from their urban lifeways with both desired
and less desired features. Urban nurses may encounter
cultural differences and culture shock when they be-
gin to provide care to rural people in an urban context
often because of different cultural beliefs, values, and
lifeways.51 The lack of nursing research-based knowl-
edge of cultural values and care meanings often leads to
cultural clashes, cultural conflicts, and cultural imposi-
tion problems as nurses help rural and urban clients in
different cultural and environmental contexts. Unfor-
tunately, there has been limited transcultural nursing
research-based knowledge to guide the nurses using
rural-urban care meanings and values.
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Table 15.1 United States Comparative Rural and Urban Major Cultural Values and Care Meanings* (Mainly
Middle Class and Diverse Cultures)

Rural Culture Urban Culture

Dominant Cultural Values Focused on: Dominant Cultural Values Focused on:
1. Family and community interdependence 1. Less family and community orientation dependent
2. Living in isolated (geographic) areas 2. Living close to people
3. Conservative views (“let’s wait and see”) 3. Many politically active with assertive views
4. Question drastic changes and distrust of “city folks” 4. Changes and problems resolve quickly
5. Low context communication modes 5. High context communications modes
6. Limited access to health services and costly 6. Access to diverse health services with costs
7. Reliance on folk (generic) care 7. Reliance on latest professional services

Caring Means Caring Means
1. Active concern for others (family and “my neighbors”) 1. More concern for self or group
2. Helping others as “good neighbors” 2. Getting experts to quickly help
3. Reciprocity in relationships over time 3. Friendship with social ties
4. Knowing how to improvise and “to use what you have” 4. Knowing latest or best professional care services
5. To remain practical and “use good common sense” 5. Use medical media facts and popular care modes
6. Rely on known family (folk) care remedies and 6. Rely on known medical facts, pills, surgery and

treatments (good tolerance for pain) professional treatments (less tolerance for pain)
7. Overcome handicaps & inconveniences 7. Get help to deal with handicaps
8. Direct help and assistance within family or from friends 8. Get specialized services soon as possible

∗ Leininger’s research with colleagues (1985–1999).

Transcultural nursing research findings shown in
Table 15.1 provide important holding information ab-
out dominant differences between rural and urban
clients to guide nurses caring for individuals and fami-
lies in rural and urban communities. Essentially, this is
knowledge for transcultural community nurses, which
should gradually replace traditional community or pub-
lic health nursing knowledge to focus on care mean-
ings and value differences between rural and urban
cultures as shown in Table 15.1. For example, some
major cultural value contrasts from rural to urban are
as follows:

1. Limited versus good access to rural health care
2. Rural conservative views compared to active

political urban views
3. Dependence on generic (emic) folk practices

versus professional urban (etic) practices
4. High versus low context communication modes
5. Rural family and community focus versus urban

individualism

With caring meanings there are also major contrasts
from rural to urban such as the following:

1. Concern for others versus concern for self
2. Reciprocal care versus friendship care
3. Being “practical” versus using medical facts
4. Improvising to give care with limited equipment
5. Reliance on home remedies versus professional

medicines and treatments
6. Family help versus help from strangers or

professionals

These scientific findings on the rural and urban cultures
are essential to increase cultural competencies and fa-
vorable caring outcomes. Other countries also need to
study and share their rural-urban dominant cultural val-
ues and care practices to arrive at what are universal and
diverse features for culturally competent practices.

In worldwide societies, there are other kinds of cul-
tures and subcultures that need to be studied transcul-
turally such as the drug, alcohol, elderly, adolescent,
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gay and lesbian, and the homeless subcultures, as well
as the cultures of poverty and affluence. These cultures
should be studied with specific criteria that differentiate
subcultures from cultures (see definitions earlier in the
book on these concepts). Subcultures have unique and
distinct values that reflect differences from the domi-
nant culture; hence, specific criteria must be used by
the researcher as shown in the chapter on the subcul-
ture of the homeless to identify differences in certain
areas within the larger culture. Subcultures are difficult
to study because they reflect embedded, covert, and of-
ten subtle features within the dominant cultures.52 Re-
cently, gay and lesbian subcultures are being studied as
shown in the work of Eliason.53

Culture of Death and Life
Finally, in this chapter it is important to discuss briefly
the Culture of Death and the Culture of Life. These
two cultures are presently popular topics in the United
States but also in other places in the world today. Health
personnel, religious leaders, ethicists, social scientists,
and lay consumers frequently discuss these two cul-
tures. It is of interest that in 1968, Pope Pius VI first
addressed the Culture of Life as he spoke about pre-
serving life of newborns and preventing the unjustified
killing of human beings.54 Since then, Pope John Paul II
and other Catholic moral theologians have frequently
addressed these cultures in religious and public arenas.
It has, however, been Pope John Paul II who has made
the concepts of the “Culture of Life” and the “Cul-
ture of Death” meaningful and explicit.55 The Jewish,
Muslims, and other Christians are also speaking about
the culture of life and death and human rights.

The Culture of Life focuses on the prevention of
killing newborns, the elderly, the deformed, or the
handicapped as moral, ethical, and God-given rights
of human beings by moral theologians, religious lead-
ers, and some ethicists. In contrast, the Culture of Death
promotes values, beliefs, and practices that lead to end-
ing the life of individuals or groups for a great variety of
reasons such as personal inconveniences, cost factors,
overpopulation fears, poor quality of life, undue suf-
fering, and absence of caretakers. The pro-choice and
pro-abortionists, euthanusiasts, and neo-Nazi killers
are some groups who ascribe to the Culture of Death.
Individuals facing death penalties for heinous criminal

offenses are also discussed with different views about
rights to death and to life.

In some states in the United States such as Oregon
and in other countries such as the Netherlands laws
have been passed to support the Culture of Death by
assisting the elderly to die. The terminally ill, as well
as deformed humans and heinous criminals, are also
prescribed to die. Major ethical and moral decisions
are ongoing about the right to take life and especially
that of innocent human beings who have been given life
by God. Catholic moral theologians and other Chris-
tian, Jewish, and Muslim groups are also active discus-
sants holding to the position that a human life is sacred
and no other human has a right to kill another human
being such as killing the unborn or taking the life of
the elderly, handicapped, and others. This philosophy
and the actions related to the Culture of Life and the
Culture of Death have many implications as transcul-
tural nurses work with different cultures who have
different views about life-death matters. There are
presently many ethical and moral personal dilemmas
with nurses who are caught personally and profession-
ally with decisions and participation in the Cultures of
Life and Death.

Transcultural nurses who are knowledgeable about
cultural value and belief differences need to discuss
ideas with staff and clients as fundamental human rights
of cultures. Nurses are expected to uphold their own be-
liefs and practices, educate clients but not impose their
values on clients who may espouse different beliefs
than the nurse. With the growing interest to integrate
spiritual and religious values, moral and ethical princi-
ples, beliefs, and truths into healthcare, one can antic-
ipate that the Cultures of Life and Death will remain
important discussion areas.

Summary
In this chapter Anglo-American middle and urban cul-
ture care values, beliefs, and lifeways in the United
States have been presented. While individual and group
cultural variabilities exist among all Anglo-Americans,
still there are dominant cultural patterns and care
meanings that have been identified from transcultural
nursing in-depth emic and etic research studies as pre-
sented in this chapter. These research findings serve as
holding or reflective knowledge for nurses. Rural and
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urban Anglo-American research cultural values and
care meanings were also presented using the Culture
Care theory with the ethnonursing research method.
These dominant values and care meanings serve as
valuable holding research-based knowledge to help
nurses provide culturally congruent care practices or
for teaching and research purposes. Subcultures and the
Culture of Life and Death were presented. Most impor-
tantly, this chapter emphasized that nurses and others
need to be knowledgeable about Anglo-American cul-
tural values and action modes to be helpful in provid-
ing therapeutic and responsible transcultural care prac-
tices. Transcultural nursing research findings need to
be incorporated into all areas of nursing and especially
with Anglo-American nurses as they care for other cul-
tures to prevent cultural clashes, pain, and destructive
outcomes. It is also important to remember that the
roots of culture are deep and seldom change quickly,
and therefore culture care practices are predictable and
can be used effectively to respect client variabilities.
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CHAPTER 16
Arab Muslims and
Culture Care

Linda J. Luna

Caring for Arab Muslims poses a real challenge
to most nurses today since Western awareness
of their unique cultural beliefs, values, and life-

ways is just beginning to develop. Muslim religious val-
ues and the worldview of Islam are markedly different
from the values that underpin life in the Western world.
Understanding these values requires that nurses learn
about the religious and cultural factors, social structure
features, and health care features, as well as their own
cultural background. The central and important goal
of transcultural nursing necessitates learning about the
culture and then developing care practices that are cul-
turally congruent with the values of the people. Deliver-
ing culturally congruent care further requires becoming
aware of one’s own culturally learned assumptions. To
be unaware of our culturally learned assumptions is not
consistent with the notion of culturally competent care
and transcultural nursing practices.

Today, more nurses are beginning to recognize the
importance of transcultural nursing and the evolving
body of knowledge about the influence of cultural fac-
tors on health and care behaviors and lifeways. Such
knowledge is extremely imperative in professional
practice to bridge the gap between the experiences and
worldview of the nurse and that of the client or the
family whose cultural values, lifeways, and worldview
may be quite different from those of the nurse.

In this chapter some fundamental transcultural
concepts and ethnonursing insights will be presented
to help nurses understand and care for Arab Muslim
clients. Leininger’s Culture Care Theory with a focus
on worldview, ethnohistory, social structure (especially
religion and kinship), language, cultural values and
beliefs, and environment will be presented.1,2 Trans-
cultural nursing care guidelines and practical applica-
tions to support ways to provide culturally congruent

care will be offered as derived from the literature,
from the author’s research of Middle Eastern peo-
ple, and from direct field experience with several
Arab cultural groups in a large community in the
United States.3−5 These experiences, as well as almost
15 years’ residence in the Middle East, have been
most valuable in understanding the importance of trans-
cultural nursing knowledge and in developing clinical
skills to care for and communicate with Arab Muslim
clients.

Leininger’s Theory of Culture Care Diversity and
Universality provided the theoretical frame of refer-
ence for this chapter and the author’s research.6 The
theory was used to discover and understand cultural
values and lifeways of the Arab Muslims through
an analysis of social structure, worldview, language,
and environmental features. With the theory, Leininger
holds that care is essential to human health and well-
being and is the major feature that distinguishes nursing
from other disciplines.7 The goal of the theory is to pro-
vide culturally congruent care to individuals, families,
and cultural groups. While the concept of care is cen-
tral to Leininger’s theory, the concept of health is also
studied in relation to care to discover the relationship
of health (well-being) to care. Health and care behav-
iors are held by Leininger to vary transculturally and
to take on different meanings in different cultures.8,9

Leininger postulates that if one understands the mean-
ings and forms of care, one can predict the health or
well-being of human beings.

Culturally congruent nursing care requires in-
depth knowledge and direct experiences with cultural
groups. Congruent and effective nursing care needs
to be grounded in transcultural knowledge to achieve
care congruence and health. The three nursing care
decisions or actions that Leininger holds to provide
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culturally congruent care for clients and that were stud-
ied by the author were 1) culture care preservation and/
or maintenance, 2) culture care accommodation and/or
negotiation, and 3) culture care repatterning and/or re-
structuring. These three modes or patterns of care are
helpful to consider as the nurse uses knowledge from
Arab Muslim clients to plan and give nursing care. If
these modes of action are used, Leininger predicts there
will be fewer signs of cultural conflict and stress be-
tween the nurse and client and fewer negative responses
from clients in nursing care practices. Culturally con-
gruent care will reflect the nurse’s knowledge of and
sensitivity to clients’ cultural lifeways. Clients will find
nursing care more acceptable and satisfying. Accord-
ingly, the nurse will feel more satisfied and rewarded
in her or his care practices.10

Learning About Arab Muslims
At the outset it is important to state that a review of
nursing care literature reveals limited research related
specifically to the Arab Muslim culture and to nursing
care phenomena. Islam is the fastest growing religion
in the world with an interesting and important ethnohis-
tory. Yet many misunderstandings and myths continue
to exist in the West about Islam and the Arab culture.

It is important to realize that considerable vari-
ability exists within the Arab Muslim culture as Arabs
come from a number of countries throughout the
Middle East and North Africa. Because of such vari-
ability, some ideas may not be directly applicable or
relate specifically to all Arab Muslim groups in the
world. In this chapter only some knowledge about Arab
Muslims in the United States will be discussed, rather
than focusing on all Arab Muslim cultures and their
variabilities worldwide.

To begin, the nurse needs to know which groups are
represented by the term “Arab Muslim.” Frequently, the
terms “Arab” and “Muslim” are used as being synony-
mous, which is not accurate. Not all Arabs are Muslim,
and not all Muslims are Arab. To understand this state-
ment, let us explore further the differences and some
ethnohistorical facts.

Most Arab scholars view the Arab world as stretch-
ing from Morocco to the Arabian Gulf. Although ref-
erence is made to the “Arab world,” there exists no
single Arab nation, but rather a number of separate Arab

states. Countries that make up the Arab world are the
countries of North Africa, including Morocco, Algeria,
Tunisia, Libya, Egypt, Somalia, Sudan, Djibouti, and
Mauritania; the Middle Eastern countries of Lebanon,
Syria, Iraq, Jordan, and Saudi Arabia; and the states and
territories bordering the southern and eastern edge of
the Arabian peninsula such as Yemen, Bahrain, Kuwait,
and the United Arab Emirates.11 Although most in-
habitants of these Arab countries are Muslim, there
are several million Christian Arabs who reside within
these boundaries, including Maronites of Lebanon and
the Chaldeans of Iraq. A commonly accepted meaning
for the term “Arab” is “any person who resides in the
area stretching from Morocco to the Arabian Gulf, who
speaks Arabic, and who takes pride in the Arab culture
and the Arabs’ historical accomplishments.”12

In contrast, a Muslim is a practitioner of the faith
of Islam. Most Muslims, however, are not Arab.13 With
the expansion of Islam in the 7th century, the reli-
gious culture moved out of the Arabian peninsula in
all directions to embrace many cultural groups. To-
day, the largest Muslim states are situated outside the
Middle East in Indonesia and the Indian subcontinent.14

Pakistani and Indonesian Muslims, however, are not
Arab Muslims. Arab Muslims are Muslims who orig-
inate from any of the previously mentioned coun-
tries that comprise the Arab world, that is, Lebanese
Muslims, Saudi Muslims, Egyptian Muslims, etcetera.
Actually, Arabs constitute only 25% of the world’s
Muslim population, a fact that surprises most people.15

Muslims are divided into two major and legitimate
religious orthodoxies, the Sunni and the Shi’a, plus
a number of smaller orders. The Sunni constitute the
largest group of Muslims, whereas the Shi’a are a mi-
nority. With regard to the major beliefs and practices of
Islam, there are similarities and differences. The points
of divergence revolve around the issue of early leader-
ship following the death of the Prophet Muhammad.
The nursing concepts and research findings addressed
in this chapter apply to both groups of Arab Muslims,
the Sunni and the Shi’a, as well as to the smaller groups.

Ethnohistorical Aspects of Arab
Muslim Immigration

There are currently no reliable statistics on the number
of Arab Muslims in the United States. Various sources
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give estimates on the number of Arabs as a whole, while
others approximate the total number of Muslims. Naff
attempts to separate the two by citing the approximate
number of Arabs in the United States to be roughly
two million, 10% (or 200,000) of whom are Muslim.16

There appears to be a consensus among Arab writers
that such figures are a conservative estimate, since sev-
eral regional wars in the Arab world during the past
decade have motivated many Arab Muslims to migrate.

Early Arab immigrants to the United States were
primarily Christian. Haddad contends that the first
major influx of Arab Muslims to the United States
occurred between 1875 and 1912.17 The incentive for
migration at this time was to achieve financial suc-
cess similar to that reported by the earlier arriving
Christians. Most of the early Muslim immigrants were
single males who planned to return to their homeland
after accumulating a certain amount of wealth. Many
of these early arriving Muslim males did return home;
however, a significant number stayed on in America and
were instrumental in establishing institutions and orga-
nizations to preserve the Islamic faith. A second wave
of Muslims came to the United States before World
War II, followed by a third wave from 1947 to 1960
and a fourth from 1967 to the present.18 During these
periods various political and economic factors in the
Arab world such as wars and coups d’etat, as well as
an expanding American economy and changes in the
United States immigration laws, provided incentives
for Arab Muslims to migrate.19

Many Arab Muslim scholars tend to emphasize
a distinction between early arriving immigrants and
those who came in later years, with the latter identified
as better educated and with greater numbers from the
professional class. Haddad notes that such a distinc-
tion may be exaggerated, since many later immigrants
were not professionals, but rather were part of the flow
of “chain immigration” of relatives joining other family
members in the United States.20 Chain migration con-
tinues to characterize the migration patterns of most
Arab Muslims with the exception of the Yemenis, who
are primarily men who come to work, save money, and
return to Yemen.21

The early growth of Islam in America showed an
adaptation of traditional practices to a new environ-
ment. As the presence of more and more Muslims in
urban American communities grew, mosques, Islamic

centers, and other educational institutions developed to
teach and perpetuate the faith to the next generation.22

Since the early 1970s, events in the Middle East have
precipitated a strong tendency among many Muslims
to return to the essential teachings of Islam. There has
been a movement in many Muslim communities in
the United States toward reform or reviving traditional
Islamic practices. Many new immigrants, as well as an
increasing number of earlier arrivals, are reaffirming
their total commitment to Islam as a way of life. To
provide effective nursing care, nurses need to be aware
of these changes and the increased religious awareness
on the part of many Arab Muslims.

The World View of Islamic
Culture and Nursing
Considerations

To care for Arab Muslim clients effectively, nurses
need to be aware of the worldview of Islam as a cultural
influence on the daily life of the people. The worldview
of a cultural group is their way of looking at reality and
the world around them. One aspect of worldview is the
role of religion, as it gives meaning to living, dying,
and the maintenance of health and care practices.

The religion of Islam began in the center of Arabia
during the 7th century and is a monotheistic religion—
to associate other gods with Allah (God) is a capital
crime. The term “Islam” is an Arabic word meaning
“the act of submission or resignation to God.”23 For the
Muslim believer, the Qur’an (or holy book of Islam) is
the absolute authority of the word of God, and under-
standing this tenet is essential to understanding Arab
Muslim clients. To Muslims, “the Qur’an is the ac-
tual word of God transmitted by the angel of prophecy,
Gabriel, to the Prophet Muhammad, who transmitted
it to the people.”24 As such, it lacks any tampering or
changing by human leaders. Muslims resent reference
to Islam as Muhammadanism, since the term implies
divinity to Muhammad. According to Muslim belief,
Muhammad was merely a man and the messenger of
God, but he was in no sense divine.

The single most important feature of the world-
view of Islam is the concept of tawhid. Tawhid, a verbal
noun derived from the root wahada, carries the mean-
ing of “unity” or “intense unification.”25 The idea of
unity refers to the unity of the Supreme Being (Allah)
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and the subsequent unity of nature. Tawhid, or the doc-
trine of absolute unity, affirms that “there is only One
Creator who deserves our praise and gratitude and
whose guidance needs to be followed.”26 The existence
of God is not in isolation; rather, all the world is united
in God. Tawhid is the fundamental principle of Islam
from which all other principles are derived. The obe-
dient Muslim lives his life in a way that reflects tawhid
in the unity of mind and body, a tenet that is essential
to grasp in planning nursing care interventions.

Tawhid implies that all Muslim believers are a
single brotherhood, the ummah, which knows no supe-
riority in terms of color or ethnicity. Prayer and recita-
tion of the Qur’an are said daily by Muslims all over
the world in the Arabic language, even though Arabic
is not the mother-tongue of most Muslims. An Arab
Muslim, however, has no superiority over a non-Arab
Muslim; rather, all are members of a universal com-
munity of Islam, the ummah. This “unity in diversity”
is a distinctive feature of the permeating world view
of tawhid and is the major reason many people from
minority cultures are attracted to the religion of Islam.

The moral and ritual obligations that help Muslims
lead a disciplined life are summed up in five main duties
known as the pillars or foundations of Islam.27

1. The first is a confession of faith: “There is no God
but God, and Muhammad is the Prophet of God.”
The confession of faith is uttered on a number of
occasions such as birth and death.

2. Prayer is the second duty of Muslims and is said at
five specified times each day.

3. The third pillar is the obligation of almsgiving, or
giving to the needy. The Qur’an stipulates that one
should share with the less fortunate the blessings
of wealth that God has given.

4. The fourth duty required of Muslims is fasting
during the holy month of Ramadan, during which
no food or drink is taken during daylight hours.
Many Muslims extend this to oral medications,
although according to Islamic law, the ill are
exempt from the obligation of fasting as are
travelers or others whose health could be at risk
from fasting.

5. The pilgrimage to Mecca, the holy city of Islam, is
the fifth duty that every pious Muslim strives for at
least once in a lifetime.

The above duties for Muslims produce a sense of ful-
fillment, well-being, and health and are a source of
guidance in today’s perplexing world.

Within Islam, the concepts of halal and haram
are important to understanding Muslim culture. Halal
describes those things that are permissible or lawful
according to the tenets of Islam, and haram describes
those things that are forbidden.28 For example, the code
of halal applies to the manner in which meat is slaugh-
tered. To be considered halal and lawful for consump-
tion, an animal must be slaughtered in accordance with
certain Muslim prescriptions, that is, the use of a sharp
knife to spare the animal unnecessary pain, recitation
of verses from the Qur’an, and facing toward Mecca.
However, the code of halal is demanded in other ac-
tivities also such as in manner of dress. According to
Islamic doctrine, clothing and adornment must take into
consideration the principles of decency, modesty, and
chastity for both men and women.

There are many nursing implications related to the
worldview of Arab Muslims that should be kept in mind
as nurses care for patients of this faith. Like members
of any religious group, the intensity of an individual’s
belief and faith will vary. For example, the devout Arab
Muslim who has a diabetic condition may find the sense
of spiritual health and well-being brought about during
the fast of Ramadan equally as important as maintain-
ing a diet that balances insulin requirements. Maintain-
ing spiritual health and well-being is important since
the concept of tawhid implies that physical health is
not separate from the spiritual dimension; that is, there
is mind-body unity. The Arab Muslim view of health,
therefore, correlates with the worldview concept of
unity reflected in tawhid. In working with an Arab
Muslim client who has a diabetic condition and who
wishes to fast during Ramadan, the nurse could use
Leininger’s decision-action mode of culture care
accommodation/negotiation in an effort to allow the
client to retain his beliefs and practices, but could
negotiate ways in which dietary and metabolic needs
can be met to prevent insulin imbalances and maintain
holistic health.

Still another nursing consideration centers around
the performance of prayer. Before entering into oblig-
atory prayer, the Muslim believer carries out ritual
cleansing according to Islamic tradition. This ritual
cleansing includes washing the feet up to the ankles,
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washing the arms to the elbows, and washing the face
and the inside of the ears.29 A part of the worship ritual
includes removing the shoes and facing toward Mecca.
For women, covering the hair is also required. Some
Muslims may not feel the need for daily prayer, while
others may see this practice as essential to recovery
or maintenance of health and well-being. During the
culturological assessment, the nurse should assess the
client’s wishes regarding prayer and the desired fre-
quency. If prayer is desired, the nurse may provide
assistance with the ritual cleansing or allow a family
member to assist, especially if the client is of the oppo-
site sex. Providing a basin of water and finding a quiet
place for the client to perform the religious duty sup-
ports culture care accommodation as in important nurs-
ing intervention. Religious articles such as prayer rug
or a copy of the Qur’an are often brought from home
for the Arab Muslim client to the hospital or clinic.
These articles should be treated with respect, and noth-
ing should ever be placed on top of the Qur’an, as it is
a sacred object.

For many Arab Muslims, observing the fast of
Ramadan and performing the religious obligations of
prayer are important cultural expressions for maintain-
ing health and preventing illness. The nurse should at-
tempt to assess the meaning and importance to the client
of these rituals, since for many Arab Muslims they
function as more than simple acts of worship. Fasting
and prayer help to maintain a pure heart, a sound mind,
and a clean, healthy body.

The culturally knowledgeable and sensitive nurse
will realize the concern of many Arab Muslim fe-
males for modesty. Taking measures to provide cul-
ture care accommodation and culture preservation by
respecting the female’s modesty should be an inte-
gral part of nursing care. The traditionally oriented
female usually expects to have female caregivers.30

The nurse should remain with the female client dur-
ing any type of examination or procedure and give
special attention to draping and preventing unneces-
sary exposure of the body. The Muslim female may
desire to have another female relative present, and, oc-
casionally, she may wish to have her husband present
during a health examination, especially if the health
provider is a man. Culture care accommodation is an
important transcultural nursing mode of caring for Arab
Muslims.31

Language Significance,
Symbolism, and Nursing Care

In caring for Arab Muslim clients, language expres-
sion and use can serve to facilitate care. Language is
more than simply a medium of communication. It is
a means to understand the cultural values and beliefs,
worldview, and perceptions of health and care. To Arab
Muslims, Arabic is regarded as the most perfect of all
languages, since it was the vehicle through which the
message of Islam was revealed. Inherent in the reli-
gious significance of Arabic is the conviction that the
Holy Qur’an cannot be translated into other languages
without losing a great deal of meaning. For this reason,
Muslims, regardless of their native tongue, pray and
recite the Qur’an in Arabic. Knowledge of the Arabic
language brings a great deal of prestige to the Muslim
who can speak and read it.

The Arabic language has developed in three forms.
There is a distinction between various regional dialects
of Arabic; a modern standard Arabic utilized by radio,
television, and press media; and the classical written
Arabic of the Qur’an. All spoken dialects are consid-
ered inferior to the classical form, which is regarded as
ideal and complete, being the revealed word of God. Al-
though Arabic is a relatively difficult language to learn,
the Arab Muslim client who speaks no English appre-
ciates, respects, and is influenced by the nurse who
makes an effort to communicate in Arabic. Besides
using the language for exchanging ideas, facility in
Arabic creates a positive atmosphere of acceptance that
is conducive to constructive communication and caring
modes. For many clients, language poses a tremendous
barrier when attempting to enter the Western health
care system. For this reason, many available commu-
nity services are frequently unused by Arab Muslim
clients. Bilingual staff and translators are helpful in
dealing with the non-English speaking client; however,
learning a few simple phrases and greetings in Arabic
will facilitate establishing and maintaining a caring re-
lationship with the client and the family.

Every culture and religion has its own set of sym-
bols that give insight into underlying cultural norms and
values. By assessing the client’s symbolic construction
of reality, the nurse can get close to thoughts, actions,
and feelings of the client and can deal with barriers that
might otherwise interfere with effective nursing care. A
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variety of symbolic icons, objects, and forms of human
expression provide support in the life of Arab Muslims.
As mentioned earlier, religion is all-pervasive. Seldom
does an Arab Muslim make a promise or plan of action
without uttering the term Inshallah (if God wills).32

The utterance reflects the Muslim belief in divine au-
thority for all intended actions. Prayer beads are a com-
mon symbol of Islam used by both males and females.
Similar to a rosary, the string usually consists of thirty-
three beads and is used in private worship to recall
the ninety-nine attributes of Allah listed in the Qur’an.
The use of prayer beads is a reminder to Muslim
clients of the nearness of God and thereby serves to
reduce anxiety and provides a sense of peace and
well-being.

From the very beginning of Islam, there has been
a reluctance among Muslim artists to render reality in
human or anthropomorphic form. Any symbolic rep-
resentation of the Prophet Muhammad or his family
is avoided; instead, reality is depicted through abstract
art and calligraphy. Again, the concept of tawhid is in-
herent in the geometric patterns known as arabesque,
which have no beginning and no end, thus giving the
impression of infinity. The purpose of such art for
Muslims is to direct one toward the remembrance of
Allah.33 A variety of cultural values are inherent in the
above concepts of language use and symbolism. The
nurse should be attentive to Arab Muslim clients when
giving care or treatments or when carrying out actions
that conflict with the clients’ cultural values, symbols,
and language meanings.

Social Structure Factors and
Nursing Care

To comprehend fully any culture, but especially Arab
Muslim culture, social structure factors are very im-
portant to understand. Religion is a major factor of
social structure for the Arab Muslim client. Another
important factor is family and kinship ties. The nurse
needs to have holding knowledge of the importance
of the family as the major unit of the social organi-
zation of the Arab Muslim culture. The Arab Muslim
is born into an extended family that fashions and uses
kinship ties to achieve various daily activities, values,
and goals throughout life. It is largely within the family
that a person derives his or her sense of identity. In all

matters an Arab Muslim is expected to place family or
group concerns before any individual concerns.34 This
often means making great personal sacrifices to put the
good of the family foremost. However, certain advan-
tages are inherent in such a system. Bashshur points out
that an extended family provides multiple role models
for children who vary in age, sex, and other personal
and social attributes.35 Furthermore, the extended fam-
ily serves many of the naturalistic caring functions that
are delegated to institutions in Western cultures (money
lender, job placement center, and nursing home), as dis-
covered by the author’s research.36

Age commands a great deal of authority in an ex-
tended Arab Muslim household. Elderly Arab Muslims
are treated with a great deal of respect.37 Aged parents
usually live with their oldest son because it is con-
sidered disrespectful for old parents to live alone. Ac-
cording to the Qur’an, taking care of one’s family is as
important as other religious duties.

Until recently, nursing homes or homes for the
aged were unknown in the Arab world. Even though a
few such institutions now exist, for example, in Egypt,
the idea of sending one’s parents to a nursing home is
still undesirable and counter to cultural norms. Elkholy
notes that senility among the aged appears to be a rare
occurrence in the Middle East, since the elderly gain
status with age rather than experiencing loss of self-
esteem and self-worth, as is often the case with the
elderly in the Western cultures.38

Islam and the teachings of the Qur’an provide
cultural rules that guide family living and influence
care practices. The nurse should be aware of these
cultural norms and function within their orientation.
The Arab Muslim culture strongly upholds the married
state, which is reinforced by the Qur’an teaching that
“men and women are created mates, a pair, to treat each
other with affection and compassion within the bonds
of matrimony.”39 Celibacy, for the purpose of dedicat-
ing one’s life totally to God’s service, is not highly
regarded in Islam. Instead, Muslims are encouraged to
marry, since the single state is considered unnatural and
potentially leads to sin.40

Arab Muslims value and have a strong procre-
ation orientation that is supported by Islamic beliefs.
Children are regarded as God’s greatest gift since they
bring continuation of life. Although the Qur’an makes
no reference to contraception, birth control and family
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planning are traditionally sensitive topics since there
tends to be a strong belief that the number of children
to be born is determined by Allah. It is usually not
within the traditional role of the Muslim woman to de-
cide alone on a family planning method. The husband is
generally consulted, but the attitude toward birth con-
trol and family planning will vary with acculturation,
education, and according to the country of origin. Abor-
tion is not allowed under Islamic law.

Cultural Food Values and
Care Considerations

Cultural values and beliefs regarding food and nutri-
tion are important factors to consider in nursing care.
Functions, beliefs, and practices of food-use vary cross-
culturally.41,42 The nurse assesses the use and function
of food as an important dimension in understanding
Arab behavior and health outcomes. As with other re-
ligious groups, Arab Muslims subscribe to a number to
dietary rules and taboos derived from religious law. Un-
der Islamic law the consumption of pork, alcohol, and
improperly slaughtered meat (meat that is not halal) is
forbidden. Since few hospitals provide halal meat on
the menu, the Muslim who observes strict dietary regu-
lations may select a vegetarian diet when hospitalized.
Furthermore, many American processed foods use pork
products such as lard, which poses a problem for the
Muslim client. Using Leininger’s culture care accom-
modation mode of decision-action, the nurse should
first assess with the client the extent to which dietary
restrictions are observed, and then take steps to accom-
modate the client in the choice of food. Most Muslims
when hospitalized expect and appreciate accommoda-
tion to their dietary laws, even though they may be less
diligent in other religious practices.

Food and diet vary considerably throughout the
Arab world; however, in all Arab Muslim cultures,
food is closely associated with hospitality and quality
of care. The traditional sign of Middle Eastern hospi-
tality is the serving of a small cup of Arabic coffee
to visitors, regardless of the time of day. Certain rules
of etiquette govern the serving of coffee. The elderly
are served first and generally men before women, al-
though this may vary throughout the Arab world. To
refuse a cup of coffee from one’s host is considered
disrespectful and uncaring.

Bread is a major staple of diet of most Arab
Muslims. While many families purchase bread daily
from an Arab bakery, many Muslim women in the
United States continue to make bread at home in the
traditional fashion. Bread is generally eaten at every
meal and symbolizes the abundance of God’s bless-
ings. Should a piece of bread accidentally fall to the
floor, the Arab Muslim may pick it up and touch it to
the lips and forehead while uttering praise to God for
giving bread to eat.

A field study conducted by the writer with
Lebanese Muslims in a large, urban United States city
revealed diet to be the area of least acculturation, in that
the people have maintained the food habits of their na-
tive country.43,44 Neither frozen nor canned foods were
eaten with any regularity. Instead, foods were cooked
fresh daily and a variety of spices and herbs (e.g.,
za’atar, yansoun, na’ana) are used for both cooking
and medicinal purposes. Meleis notes that “American
food is thought to be too bland for Arab patients,” and
therefore food is often brought into the hospital from
home.45 Hospitals that provide services to a large Arab
population need to consider employing a transcultural
nutritionist or transcultural nurse to facilitate effective
caring practices, since food is closely linked to care,
health and well-being.

Health, Illness, and Care Beliefs
and Practices

According to Leininger, health, illness, and care are
largely cultural phenomena with meanings that vary
significantly according to cultural background.46 Care
is seen as influencing the health state of individu-
als, families, and groups, whereas health tends to be
congruent with and reflect many care practices and
philosophical orientations.47 Health includes more than
just physical and psychological dimensions; it encom-
passes important social and cultural aspects of well-
being as well. Understanding health, illness, and care
from a cultural frame of reference is important accord-
ing to Leininger,48 since culture provides the frame-
work for human behaviors, including health and care
practices. Prior to initiating a plan of care, it is im-
perative that nurses assess the clients’ perceptions
of their health-illness state in light of their cultural
values, beliefs, and patterned lifeways. These emic
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interpretations are important for guiding the modes of
nursing interventions.

Several traditional beliefs regarding health and ill-
ness still prevail among many Arab Muslims. One
example is the phenomenon of the “evil eye” (ain
al-hasud), as one of several supernatural origins of dis-
ease or misfortune. Referred to in the Qur’an, central to
the phenomenon is the belief that one can project harm
or misfortune on another by admiring that person’s pos-
sessions with jealousy or envy. Any form of admiration
thus becomes suspect as a potential vehicle for casting
the evil eye, and blue-eyed persons and women with-
out children are particularly thought to have evil-eye
power.49 Aswad, based on anthropological fieldwork
in a Muslim village in Turkey, identified that the evil
eye is often attributed to the in-marrying female who
has access to family secrets on marriage but who retains
a strong bond to her natal family.50 To avert the evil eye
such things as blue beads or charms with verses from
the Qur’an are worn. These should not be removed in
the caring process unless it is unavoidable since the
client may then consider himself or herself particularly
vulnerable to evil forces within the environment. The
nurse can avoid contributing to any suspicions of cast-
ing the evil eye by refraining from overt expressions
of admiration for an infant and by uttering the term
“Bis-mallah” (God’s blessings) and touching the
infant.

Visiting patterns in Arab culture have been recog-
nized by a number of anthropologists as constituting
important social and political functions.51−53 Through
ethnonursing research with Arab Muslims in the United
States, the writer discovered that visiting, as an im-
portant sign and reflection of caring behaviors, was
expressed in a variety of beliefs and actions.54 For ex-
ample, traditional practices in the Middle East neces-
sitate the visiting of the sick by relatives, neighbors,
and friends. These visits constitute a social caring obli-
gation to the point that illness often becomes a social
gathering—a time when family and friends come to-
gether and social ties are renewed. When an individual
is hospitalized, there is a more deeply felt obligation of
family and friends to visit. Islam teaches that visiting
a sick person, along with other good deeds, is an act
through which a believer obtains nearness to Allah.55

To fail to visit at the time of illness is considered dam-
aging to the social relationship and may result in a

complete severing of social ties. Although visiting is
expected on other occasions such as marriage or birth,
failure to do so at these times may affect the relation-
ship, but it usually does not result in complete severing
of relations.56

Rather than label the Arab Muslim family prob-
lematic because large numbers of visitors show up at
visiting hours, a culture care accommodation of cul-
tural and religious obligations to visit the sick should be
kept in mind by the nurse along with the inherent thera-
peutic benefits to the client. The nurse should anticipate
this critical cultural need and provide a comfortable lo-
cation in the hospital setting that would accommodate
several visitors. Attention to these essential, indigenous
acts of care/caring by family and friends should be an-
ticipated, recognized, and accommodated rather that
criticized if the goal of culture care congruence is to be
attained.

Attitudes toward death and dying and the cultural
expression of grief are other important areas that the
nurse needs to consider in providing culturally sensi-
tive care to Arab Muslim clients. Traditional Muslim
beliefs support the deterministic position that what-
ever happens in life is a result of destiny, or God’s will.
Therefore, a traditionally oriented Muslim may believe
that the time of death is predetermined; when death is
to occur, there is nothing that can change it.57 However,
a sense of hope always remains, since it is believed that
only God knows when death will occur. The nurse can
assist Arab Muslim clients in maintaining a sense of
hope by avoiding the utterance of a potentially fatal
outcome or avoiding the communication of a terminal
diagnosis to a client or the family.58 The subject of
death is usually avoided, since there is a belief among
some that to “speak of death is to bring it about.”59 For
this reason the nurse should be extremely cautious in
counseling Arab Muslim clients with terminal cancer or
other fatal illnesses. Western models, which encourage
terminal clients to talk about approaching death, may
be inappropriate in the context of Arab Muslim culture.

Death in the Arab Muslim culture is another occa-
sion that enhances the solidarity of family and social
relationships and allows for the expression of grief.60

Traditional rituals of grief differ among urban and vil-
lage residents throughout the Arab world. In the past,
the death of a villager was traditionally accompanied by
loud wailing, crying, and moaning of female members
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and often tearing of the hair and clothing. Although this
tradition is undergoing change, visiting by family and
friends for several days after death remains an expecta-
tion and, as with illness, is a social obligation. Another
custom that continues is the wearing of dark colors
by female relatives during mourning. Ceremonies and
mourning for the deceased may extend for a period of
40 days up to 1 year following death.

According to Islamic law, a Muslim who dies
does not own his body; therefore, organ donation or
transplantation is usually not considered, nor are post-
mortem examinations.61 Burial, rather than cremation,
is considered the only lawful means of disposing of the
body. The nurse may discover that a Muslim family
may prefer a family member or friend to carry out the
task of preparing the body after death, since special rit-
uals of washing the body and wrapping it in a special
cloth shroud are part of Islamic belief.

Summary
Transcultural nursing care of Arab Muslim clients can
be extremely rewarding if the nurse is knowledge-
able about their culture care and health meanings and
lifeways. Knowledge of the complex social structure
features, worldview, language, and cultural values are
critical in promoting and maintaining care for Arab
Muslim clients. The centrality of religion and the fam-
ily are closely interrelated and reflect many aspects of
health and care. This chapter has presented an overview
of some of these major features. The importance of cul-
turalogical health care assessment for each client and
family cannot be overemphasized, since cultural back-
ground, education, and degree of acculturation influ-
ence variation in cultural patterns. Although this chap-
ter has focused on the Arab Muslim client, it should be
kept in mind that some cultural similarities exist among
Arabs and apply also to patterns of Arab Christians.
The use of Leininger’s Culture Care theory with the
Sunrise Model for modes of nursing action are most
valuable to assess and make decisions regarding care
that is culturally specific and congruent to the Arab
Muslim client. Only through the use of transcultural
nursing care knowledge and sensitivity to clients can
nurses be effective in providing culturally congruent
and meaningful healthcare. The Culture Care theory
has been most useful to this research for over a decade

for discovering transcultural knowledge and for un-
derstanding the Arab Muslims’ worldview and social
structure factors, as well as their language, history, and
the environmental context in which health and well-
being are expressed and become known.

References
1. Leininger, M., “Leininger’s Theory of Culture Care

Diversity and Universality: A Theory of Nursing,”
Nursing Science Quarterly, 1988, v. 1, no. 4,
pp. 152–160.

2. Leininger, M., Culture Care Diversity and
Universality: A Theory of Nursing. New York:
National League for Nursing Press, 1991.

3. Luna, L., Care and Cultural Context of Lebanese
Muslims in an Urban US Community: An
Ethnographic and Ethnonursing Study
Conceptualized Within Leininger’s Theory, doctoral
dissertation: Ann Arbor, MI: UMI Dissertation
Services (order number 9022423), 1989.

4. Luna, L., “Care and Cultural Context of Lebanese
Muslim Immigrants with Leininger’s Theory,”
Journal of Transcultural Nursing, 1994, v. 5, no. 2,
pp. 12–20.

5. Luna, L., “Culturally Competent Health Care: A
Challenge for Nurses in Saudi Arabia,” Journal of
Transcultural Nursing, 1998, v. 9, no. 2, pp. 8–14.

6. Leininger, op. cit., 1991.
7. Leininger, M., “The Phenomenon of Caring:

Importance, Research Questions and Theoretical
Considerations,” Caring: An Essential Human
Need, M. Leininger, ed., Thorofare, NJ: Charles B.
Slack, 1981.

8. Leininger, op. cit., 1988.
9. Leininger, op. cit., 1991.

10. Ibid.
11. Arab Information Center, Who Are the Arabs? New

York: The League of Arab States, 1986.
12. Almaney, A. and A. Alwan, Communicating with

Arabs, Prospect Heights, IL: Waveland Press, 1982.
13. Adams, C., “Islamic Faith,” in Introduction to

Islamic Civilization, R. Savory, ed., New York:
Cambridge University Press, 1979.

14. Fry, G. and J. King, Islam: A Survey of the Muslim
Faith, Grand Rapids, MI: Baker Book House, 1980.

15. Martin, R., Islam: A Cultural Perspective, Upper
Saddle River, NJ: Prentice-Hall, 1982.

16. Naff, A., “Arabs in America: A Historical
Overview,” Arabs in the New World, S. Abraham

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095B-16 PB095/Leininger November 13, 2001 9:7 Char Count= 0

310 Section III / CULTURE CARE THEORY, RESEARCH, AND PRACTICE IN DIVERSE CULTURES

and N. Abraham, eds., Detroit: Wayne State
University Center for Urban Studies, 1983.

17. Haddad, Y., “Muslims in the United States,” Islam:
The Religious and Political Life of a World
Community, M. Kelly, ed., New York: Praeger,
1984.

18. Ibid.
19. Abraham, S., “Detroit’s Arab-American

Community: A Survey of Diversity and
Commonality,” Arabs in the New World,
S. Abraham and N. Abraham, eds., Detroit: Wayne
State University Center for Urban Studies, 1983.

20. Haddad, Y., “Arab Muslims and Islamic Institutions
in America: Adaptation and Reform,” Arabs in the
New World, S. Abraham and N. Abraham, eds.,
Detroit: Wayne State University Center for Urban
Studies, 1983.

21. Aswad, B., Arabic Speaking Communities in
American Cities, New York: Center for Migration
Studies, 1974.

22. Haddad, Y., The Muslims of America, New York:
Oxford University Press, 1991.

23. Ahmad, K., Islam: Its Meaning and Message,
London: Redwood Burn Limited, 1975.

24. Hassan, R., “Peace and Islamic World View,”
Occasional Papers: Proceedings of International
Conference—The Quest for Peace Beyond Ideology,
M. Max, ed., Detroit: Wayne State University, 1981.

25. Al Faruqi, L., “Unity and Variety in the Music of
Islamic Culture,” The Islamic Impact, Y. Haddad,
B. Haines, and E. Findly, eds., New York: Syracuse
University Press, 1981.

26. Hamid, A., Islam: The Natural Way, London:
MELS Publishing Company, 1996.

27. Bates, D. and A. Rassam, Peoples and Cultures of
the Middle East, Englewood Cliffs, NJ: Prentice
Hall, 1983.

28. Ibid.
29. Fry and King, op. cit., 1980.
30. Luna, op. cit., 1998.
31. Leininger, op. cit., 1991.
32. Weekes, R., Muslim Peoples: A World Ethnographic

Survey, London: Greenwood Press, 1978.
33. Al Faruqi, op. cit., 1981.
34. Barakat, H., “The Arab Family and the Challenge of

Social Transformation,” Women and the Family in
the Middle East: New Voices of Change, E. Fernea,
ed., Austin, TX: University of Texas Press, 1985.

35. Bashshur, R., “Aspects of Family Organization and
Personal Adjustment in Arab Society: Contrasts

Between Traditional and Western Models,”
unpublished paper, 1986.

36. Luna, op. cit., 1994.
37. Kulwicki, A., “Health Issues Among Arab Muslim

Families,” Family and Gender Among American
Muslims, B. Aswad and B. Bilge, eds., Philadelphia:
Temple University Press, 1996.

38. Elkholy, A., “The Arab American Family,” Ethnic
Families in America: Patterns and Variations,
C. Mindel and R. Habenstein, eds., New York:
Elsevier, 1981.

39. Marsot, A., “The Changing Arab Muslim Family,”
Islam: The Religion and Political Life of a World
Community, M. Kelly, ed., New York: Praeger,
1984.

40. Ibid.
41. Leininger, M., Transcultural Nursing: Concepts,

Theories, and Practices, New York: John Wiley &
Sons, 1978.

42. Leininger, M., Transcultural Nursing: Concepts,
Theories, Research, and Practice, Columbus, OH:
McGraw-Hill College Custom Series, 1995.

43. Luna, L., “Health and Care Phenomena Among
Lebanese-American Muslims,” unpublished field
study, Detroit: Wayne State University, 1986.

44. Luna, op. cit., 1994.
45. Meleis, A., “The Arab-American in the Health Care

System,” American Journal of Nursing, 1981, v. 81,
pp. 1180–1183.

46. Leininger, op. cit., 1978.
47. Leininger, op. cit., 1991.
48. Ibid.
49. Spooner, B., “The Evil Eye in the Middle East,” The

Evil Eye, C. Maloney, ed., New York: Columbia
University Press, 1976.

50. Aswad, B., “Key and Peripheral Roles of Noble
Women in a Middle Eastern Plains Village,”
Anthropological Quarterly, 1974a, v. 47,
pp. 9–27.

51. Altorki, S., Women in Saudi Arabia: Ideology and
Behavior Among the Elite, New York: Columbia
University Press, 1986.

52. Aswad, B., “Visiting Patterns Among Women of the
Elite in a Small Turkish City,” Anthropological
Quarterly, 1974b, v. 47, pp. 9–27.

53. Joseph, S., “Women and the Neighborhood Street in
Borj Hammoud, Lebanon,” Women in the Muslim
World, I. Beck and N. Keddie, eds., Cambridge:
Harvard University Press, 1978.

54. Luna, op. cit., 1994.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095B-16 PB095/Leininger November 13, 2001 9:7 Char Count= 0

Chapter 16 / ARAB MUSLIMS AND CULTURE CARE 311

55. Al Muzaffar, The Faith of Shi’a Islam, Great
Britain: The Muhammadi Trust, 1982.

56. Altorki, op. cit., 1986.
57. Baqui, M., “Muslim Teachings Concerning Death,”

Nursing Times, 1979, v. 75, no. 14,
pp. 44 – 45.

58. Meleis, A. and A. Jonsen, “Ethical Crises and
Cultural Differences,” The Western Journal of
Medicine, 1983, v. 138, no. 6.

59. Racy, J., “Death in an Arab Culture,” Annals of the
New York Academy of Science, 1969, v. 164,
pp. 871–880.

60. Fakhouri, J., Kafr El-Elow: An Egyptian Village in
Transition, Prospect Heights, IL: Waveland Press,
1972.

61. Henley, A. and J. Clayton, “Religion of the
Muslims,” Health and Social Service Journal, 1982,
v. 97, pp. 918–919.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095B-16 PB095/Leininger November 13, 2001 9:7 Char Count= 0

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



CHAP-17 PB095/Leininger October 18, 2001 8:34 Char Count= 0

CHAPTER 17
African Americans
and Culture Care

Marjorie G. Morgan

One of the largest minority groups living in
the United States today is that of the African
Americans. It is important that professional

nurses understand this culture to provide culturally con-
gruent nursing care. Because of the variability among
African Americans living in different places in the
United States, the nurse needs to take into account
both the diverse and the common beliefs, values, and
lifeways of the people when planning nursing care for
them.

The worldview of African Americans comes from
their cultural heritage and their experiences in the
United States. The worldview of most nurses comes
mainly from living in this country, but also from
nursing education and clinical practice. When an
African American seeks professional services, the
nurse and client may have difficulty understanding each
other unless the nurse has knowledge of the African
American culture. Differences in culture care values,
beliefs, and practices between the nurse and client
may lead to cultural conflicts and less beneficial care
for the client. If the nurse does not understand and
accept the cultural characteristics of the client, the
client may decide to reject the nursing care that is
offered.

In this chapter, Leininger’s Theory of Culture Care
Diversity and Universality1 will be used to identify pat-
terns of care through beliefs, values, and practices of
African Americans. This theory is useful to help nurses
learn about care that can contribute to the health and
well-being of African Americans. While using the the-
ory, an understanding is awakened that the lifeways
and beliefs of the people tend to be embedded in the
religious, political, economic, and other aspects of the
social structure of the people. In addition to social struc-
tures, the language and environmental context of the

African Americans have to be considered to get an ac-
curate picture.

In the use of Leininger’s theory, the generic folk
care and health beliefs are contrasted with professional
health beliefs of nurses and other professional health
care providers. Understanding these contrasting folk
care and health beliefs, values, and practices enables
nurses to use this knowledge to make nursing care de-
cisions. Through the use of culture care knowledge,
the nurse can provide practices that facilitate three dif-
ferent modes of action or decisions. The three modes
from the Culture Care Theory are nursing care preser-
vation/maintenance, accommodation/negotiation, and
repatterning/restructuring. Using these modes of care,
the nurse can provide culturally congruent and culture-
specific care to African American clients.2

Ethnohistory and the African
American Caring and
Health Ways

Nurses who practice transcultural nursing consider that
it is important to know the history of a people to un-
derstand the way in which the people view their world
and their health care. For example, many of the folk
remedies of the African Americans came from the time
that they spent in slavery in the United States. Since
there were often no physicians and nurses available to
the slaves, they had to depend on remedies that they
brought with them from Africa.3,4 This system of folk
healing was then passed down from generation to gen-
eration until the present time, when many of the same
remedies are still in use.5

The history of African slavery began in 1444 when
Henry the Navigator took 165 Africans to Portugal on
a slave ship.6 The practice of moving people from West
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Africa in slave trade lasted for approximately four cen-
turies. As Masrui has stated, “No people in history
have been forcibly exported in such large numbers as
Africans. And the Americas were the largest recipients
of these reluctant exiles.”7 About ten million Africans
were removed from Africa and brought to the Americas
by slave ship, crossing the Atlantic Ocean in a 6- to
10-week sea voyage known as the Middle Passage.8

Africans were brought to the New World where they
were held as slaves in North and South America and the
Caribbean. At the same time, many European countries
were involved in the colonization of these same areas.
Osborne refers to Sherlock who stated that the three
institutions of African slavery, European colonization,
and a plantation economy gave impetus to the Creole
society, which was common to the Caribbean, southern
United States, and Central and South America.9,10

From this history and from the Creole society
grew the belief and value systems of many African
Americans. Snow found that the elements of their
health belief system come from a variety of sources,
including European folklore, Greek classical medicine,
the cultures of West Africa, and modern scientific
medicine.11 Plantation owners and overseers came
from Europe, so the slaves combined the European
folklore, which they learned from their masters, with
their African remedies to deal with injury and illness.
Often the European methods included the Greek clas-
sical remedies since most Europeans had education in
the Greek and Roman traditions. Years later, as African
Americans left the rural areas of the South to find
work in the urban North and the West, reliance on the
biomedicine system began to be seen as the people be-
came more acculturated to the dominant American way
of health. However, many of the folk practices from the
rural South are still found wherever African Americans
live.

After the Civil War in 1870, the Fifteenth Amend-
ment to the United States Bill of Rights gave former
slaves the right to vote. Civil rights legislation of 1875
opened public accommodations and jury duty to the
same people. However, ways were found by the white
majority of Americans to deny these rights.

The rise of the automobile industry in Detroit and
other industries in the North provided employment op-
portunities bringing many African Americans North
from the South. Bailey12 states that, indeed, over one

million people moved from the South to the North be-
tween 1910 and 1930. Bailey sees the migration as
happening from “push-pull factors,” as the people were
“pushed out of the South because of the boll weevil,
flooding, disenfranchishement, and the effect of the
Jim Crow acts.” They were at the same time pulled
to the North “by increased demand for their labor.”13

Dr. Martin Luther King and the Civil Rights move-
ment were instrumental in getting the 1964 Civil Rights
Bill passed by Congress. This legislation banned dis-
crimination in jobs, schools, public accommodations,
and voting. While racism is still found in the United
States, African Americans have carved out a niche in
the society through the exercise of their rights. Today,
many elected officials are African American. Better
educational opportunities have enabled more African
Americans to reach their dreams of professional life.
However, as an African American colleague stated,
“many” still does not translate into “the majority.”

More recent history of African Americans has in-
cluded a rise in Afrocentric awareness as the concepts
of plurality and cultural heritage consistency have be-
gun to gain prominence in the United States. The old
American belief in the “melting pot” as being the proper
means to enfold new and different cultures into the
fabric of the land has been questioned. Nathan Glazer
and Daniel Patrick Moynihan in 1963 asserted that
“negroes” were Americans with no African beliefs
and practices left to value.14 Masrui, writing in 1986,
saw a new pride rising and re-Africanization occur-
ring after years of attempts by the Western world
to dis-Africanize Black Americans.15 More African
Americans are now learning about their cultural her-
itage in schools and colleges throughout America, but
all too often the history of African Americans is usually
limited to that provided during “Black History” month
or that taught to African American students who have
the time and money to fit such a course into a plan of
study. Black history often has been poorly integrated
into formal American history courses.

Nurses who understand the care, health, and ill-
ness beliefs, values, and practices that rise from the
ethnohistory of the African Americans can plan and
provide better nursing care. Knowledge of social struc-
ture, worldview, and environmental context also help
the nurse to identify and understand the beliefs, prac-
tices, and values. These factors will be considered next.
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Social Structures, Worldview,
Health, and Care

Studying human care with reference to the African
American worldview and social structure can be a chal-
lenging yet most stimulating learning endeavor in light
of the diversity that exists among African Americans
in the United States. Bloch has stated that factors such
as social class, age, sex roles, region or location in the
United States, socialization patterns, individual life ex-
periences or circumstances, and ongoing changes in the
cultural environment all contribute to variation in the
African American group of people.16 However, among
these variations some common characteristics in be-
liefs, values, and practices prevail.

In the United States there are over 33 million
African Americans who make up 17% of the American
population. The majority live in industrial Midwestern
and Northeastern cities of the United States and in
the rural South. About 53% live in the southern states
where in-migration is equal to out-migration.17

No matter where in the United States African
Americans live, one of the most important social struc-
ture features in this group is the extended family and its
kinship ties. The extended family is one that includes
not only people related by blood, but also those who are
brought into it as fictive kin, such as boyfriends, preach-
ers, family friends, and many others. Close friends
from organizations such as sororities, fraternities, and
church are considered brothers and sisters or aunts
and uncles.18 The concept of “my brothers and sisters”
and “my aunts and uncles” must therefore be consid-
ered to include many who may not be related by bio-
logical ties. A review of pertinent literature shows that
this African American family closeness often goes be-
yond geographical, legal, political, and economic bor-
ders. Members of the extended family lend support to
one another by gifts, child care, financial help, home
repairs, and advice for personal problems.19−22

Stack23 and Twining24 discovered in their studies
that families in an indigent African American com-
munity practiced cooperative sharing and swapping of
goods and services within the kinship system as strate-
gies for survival. Families that have been separated be-
cause of members moving from one geographical area
to another find that family reunions, marriages, and
funerals are valuable times to maintain the family.25

These celebrations and rituals also reinforce bonds of
solidarity and closeness in caring for each other in the
African American community.

Many researchers have explored and debated the
basis for the strength of the extended family in the
African American community. Some classic writers
argue that the African American family has its roots
in Africa,26,27 while others view the influence of the
American political, economic, and social struggles as
contributing to the values and characteristics of the
family.28−30 Aschenbrenner found that the values re-
lated to the family were “1) a high value placed on chil-
dren; 2) the approval of strong, protective mothers; 3)
the emphasis on strict discipline and respect for elders;
4) the strength of the family bonds; and 5) the ideal of
an independent spirit.”31 There is evidence of a caring
ethos among extended family members that strength-
ens many African Americans in times of crisis and that
enables them to face daily living and survival.32,33

Specific statements related to the family and health
care were given in articles by African American nurses
Bloch34 and Thomas.35 When a member of a family is
ill, the family is less likely than in some other cultural
groups to see this as a personal burden, but will instead
view the problem as a family illness. Both authors state
that there is a strong tradition of having kinfolks “sit
up” with a family member who is ill. The family in the
African American community usually has one person
who is given the duty to make the major decisions for
other family members, including those related to care
and health concerns. Sometimes, health decisions are
refused until this person is consulted.

Religion is another important factor of the social
structure that influences the care and health values, be-
liefs, and practices of African Americans. A belief in
a higher power extends to every facet of life, including
health. Many African Americans believe that without
the power of God no one can be healed or saved from
death. Gospel and African American folk music re-
flect this belief in God’s or Jesus’ healing power.36 The
moral teachings from the church can lead to good car-
ing and health practices. Health is attributed to “living
right.” For example, by not doing too much “partying”
and by doing good deeds, health will come as a “bless-
ing from God.”37

The belief that God, health, and illness are closely
connected can be found in the work of several
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researchers. Leininger reported statements from her in-
formants such as “If you follow what is in the Bible,
you will be well and stay well,” “The Bible teaches
you how to keep well and avoid evil thoughts and ac-
tions that could make you ill,” and “One has to let
Jesus be the healer. . . . People who are not working
with Jesus have to use other people to heal them.”38

Roberson stated that Bible passages were frequently
cited as sources for particular health beliefs by her in-
formants. One of the key beliefs that she found was that
God does nothing bad to people, but that he can turn a
person over to the devil who can then cause malevolent
illnesses.39 The ability for God to give relief from ill-
ness is found in William’s ethnography about members
of a Black Pentecostal Church.40 He quoted several of
his informants about God and illness. One person tes-
tified, “When my bronchial tubes were stopped up and
I could not breathe for myself, I needed an artificial
respirator and God got in them tubes.” Another per-
son said, “I got a sore throat yesterday. God is a throat
specialist.”

African American churches are not only places of
worship, they often function as “an escape mechanism
from the harsh realities of daily life.”41 Church activi-
ties furnish opportunities for many African Americans
to have roles of respect such as preacher, deacon, usher,
choir leader or member, or Sunday School leader. The
minister, along with deacons, members of missionary
circles, choir members, Sunday School teachers, and
others, will often expect and be expected to visit a
member of their congregation who is ill. These peo-
ple offer encouragement and meet the spiritual needs
of the person and the family in stressful situations such
as an illness.42,43

There is, however, diversity in the religious beliefs
of African Americans, and nurses should not assume
that all clients are Christian. Some African Americans
are followers of Islam, some embrace the Jewish
faith, and others belong to various other groups with
diverse beliefs.44 Getting information from clients
about their religious beliefs is part of the culturalogical
assessment.

Education is another aspect of social structure that
is extremely important to African Americans. Older
members of the group have a great desire for their chil-
dren to obtain a good education as a means for advance-
ment in society. During the past three decades the illit-

eracy rate in the United States has dropped apprecia-
bly, and college enrollment has increased. Still, there is
great discrepancy in the different races when education
is taken into consideration. For example, while 20% of
white Americans have bachelor degrees, only 10% of
black Americans achieve this higher education.45 This
increased opportunity for education has not translated
into an equitable situation in the job market for African
Americans. According to Sidell, only 47% of African
American college graduates earn the same income that
Anglo-Americans earn with high school education.46

Many authors have advanced the idea that eco-
nomic factors have a major effect on the lifeways of
the African Americans and on their health.47−49 Dur-
ing a 20-year period between 1962 and 1982, the
percentage of African Americans living below the
poverty level was twice that of Anglo-Americans.50

Rather than improving, recent figures based on the
1994 census show a wider disparity, with 9% of
Caucasians living below the poverty level, while 30%
of African Americans do so.51 As Sidel stated, “If
you’re poor, you’re more likely to be sick, less likely to
receive adequate medical care, and more likely to die
at an early age. The effects of poverty on health and
general well-being are clear-cut and profound.”52

Studies have shown that the inability of many
African Americans to get health care within the pro-
fessional system is caused by their impoverished eco-
nomic state.53 While many factors may be related to
the high morbidity and mortality rates in the African
American population, lack of professional care result-
ing from poverty contributes to the high rates of heart
disease, cancer, hypertension, tuberculosis, and infant
deaths in this group.54

The author has found in both her research and
her practice of nurse-midwifery that many pregnant
African American mothers do not receive needed pre-
natal care because of a lack of medical insurance,
money, transportation, and other factors associated
with poverty.55 A study in the Morbidity and Mor-
tality Weekly Report,56 based on research from 1987
to 1996, reported that while the morbidity-mortality
rate for white women fell from 5.5 to 5.0 per 100,000
live births, the rate for African American women rose
from 18.8 to 20.3.

Poverty also contributes to concern with the
present rather than with the future. Living with poverty
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forces many African Americans to think about the
day-to-day necessities of life, rather than about what
might happen in the future. The nurse will soon learn
that for some African Americans taking time off from
work for nursing care or medical treatment is not con-
sidered important when money has to be earned for
food, shelter, and other basics for the extended fam-
ily, especially for those needs of the children and the
elderly. Sometimes, health care has to receive less
attention.

The cultural philosophy of being present oriented,
rather than future oriented, is sometimes combined
with a fatalistic view about illness and pain. Consid-
ering these values and philosophical beliefs, the posi-
tive effects of preventive and continuing health care, as
taught by some nurses and other health care providers,
are often difficult for the African American client to
understand.

African Americans and Their Folk
Health Care System

The inability of some African Americans to get pro-
fessional health care does not mean that the people do
not get any health care. Instead, the African Americans
have long had a folk or generic health care system.
This folk system is the traditional way of caring and
healing. Most people seek out extended family mem-
bers, friends, and neighbors for advice on illness, car-
ing, and curing. There is also use of folk health prac-
tices and healing ways brought originally from Africa.
Herbs and nonprescription drugs are often used. Assis-
tance may be sought from folk practitioners and faith
healers, with reliance on the professional health sys-
tem only during extreme injury or illness.57 Bailey,58

in a study in an urban community, discovered a cul-
tural pattern of seeking health care. He found six steps
were taken by African Americans when faced with
illness:59

1. The illness appears.
2. Individual waits for a certain period of days.
3. The body is allowed to heal itself while the

individual uses prayer or traditional, generic
healing regimens.

4. Individual evaluates daily activities and may try to
reduce work or stress.

5. Individual seeks advice from a family member or
some friend (church leader and/or traditional,
generic healer included).

6. Individual finally attends health clinic or sees
family physician.

Research by Capers also found that many African
American people use their religious beliefs, friends and
neighbors, root doctors, spiritual healers, and magic
vendors before they seek professional health care.60

She reported that her informants felt that the treat-
ments provided by generic or folk healers seemed to
“lie closer to the everyday experiences and worldviews
of the clients than the more esoteric explanations based
on a biomedical model of health and illness.”61 Moth-
ers and grandmothers are often consulted, especially
in health care related to babies. For example, advice is
frequently sought for such things as colic.62

Leininger stated that the informants she inter-
viewed in the southern part of the United States gave
several cognitive reasons for beliefs related to profes-
sional health care. She reported that the people did not
trust such care because they felt that it was danger-
ous, unfriendly, slow, costly, and strange and that they
were not treated as “whole” people. They preferred to
trust generic, traditional care and used many folk care
practices to maintain well-being and health.63

To identify ways in which African Americans re-
main well or become ill, Leininger’s theory of studying
care values, practices, and beliefs is important. Some of
the beliefs and practices within the African American
folk or generic system of health care and curing came
to the United States from Africa and have been passed
down from generation to generation as part of the trans-
mission of culture.

For African Americans good care can lead to good
health. Good care and good health depend on being in
tune with nature and its forces. Illnesses are classified
as natural ones when they have natural causes. For
example, illnesses are caused by such things as
exposure to cold air, rain, heat, impurities in the air,
or bad food or water without adequate protection.64

An example of a natural illness is arthritis-type pain.
The cause of the pain is seen as exposure to cold air or
to rain. Prevention is to bundle up with heavy clothes,
carry an umbrella, or stay indoors during inclement
weather. When one is exposed to the elements, illness
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may be revealed much later in life. A close African
American friend of the author was told by older
women that she was running a risk of getting arthritis
when she did not remain in the house for 6 weeks after
her child was born.65 In this author’s clinical practice
with postnatal clients, if a new mother calls to report
a complication and is told to come to the clinic, she
will often reply that she cannot go out yet, because her
mother or grandmother told her she could not. Respect
for the opinion of the elder is paramount.

In the face of illness brought on by natural forces,
books may also be consulted by African Americans
such as the Farmer’s Almanac, which contains infor-
mation on the position of planets, the phases of the
moon, and weather forecasts. These natural forces are
seen as important factors that can affect the health and
well-being of people.66

This writer also found in her own research that
many books written by and for African Americans that
relate to holistic health care are being sold in African
American bookstores. These books contain instruc-
tions for herbal remedies and ways to use heat and cold,
crystals, massage, and meditation in generic health
care. These can be considered as generic care modal-
ities to improve the health and well-being of African
Americans.67

The opposite of natural illness is unnatural illness.
Unnatural illnesses are caused by evil influences on the
person in the form of witchcraft, hoodoo, voodoo, or
rootwork. While the professional health care person-
nel work to treat and possibly cure natural illnesses,
they usually have limited effect on unnatural ones. For
these illnesses, generic or traditional healers must be
consulted.68,69

Traditional healers use roots, herbs, potions, oils,
powders, tokens, rites, and ceremonies in their heal-
ing practices. These healers will often combine sec-
ular and religious rituals in their care and curing of
African Americans. The patient is sometimes told to
go to a candle store to get oils, incense, candles, soaps,
and aerosol room sprays to repel evil forces.70 In the
Southern part of the United States where this writer
practiced nursing, the doors, window frames, and sills
are painted light blue on many houses in the African
American community. This is also to keep out the
“haunts,” “haints,” or evil spirits that can cause un-
natural illnesses.71

When African Americans enter the professional
health care system, they often bring these beliefs with
them. Bloch suggested that when an African American
goes to a professional health care provider, the nurse or
doctor should assume that the client has already tried
some generic healing methods. The professional needs
to ask what treatments have been used to be sure that
there will be no conflict or incompatibility with the
professional modes of helping the person.72

Language and the Power of Words
Language is an important aspect to be considered in
studying any culture. Specific words and nonverbal ex-
pressions related to African American health beliefs,
practices, and values are often expressed in nurse-
client situations in the cultural context. Many can be
heard and observed by nurses in the home, hospi-
tal, and clinic. There are diverse patterns of thinking
and expressing ideas about care, health, and illness
in the African-American culture. There are sometimes
differences between the Anglo-American and African
American languages that the nurse needs to recognize.
Smitherman wrote that the language is particularly im-
portant in the African American culture. According to
the same author, Anglo-Americans depend on the writ-
ten word to shape their lives, while African Americans
uses a spoken mode that is based on the African “orally
oriented background.” Smitherman continued that the
power of life itself in Africa came from the concept of
Nommo or the “magic power of the word.” The power
of Nommo can be seen from the traditional African cul-
ture where “. . . a newborn child is a mere thing until
his father gives and speaks his name.”73 This same im-
portance of naming a baby can be seen in American
hospitals’ newborn nurseries. Distinctive names that
reflect the African cultural background of the parents
are often given to their new boys or girls by their moth-
ers, fathers, or grandparents.

In American hospitals and clinics many nurses
and physicians report that they are too busy to spend
more time to get to know, to understand, and to explain
illnesses and care to their clients. For many African
American clients, who come from an oral tradition,
time spent for conversation is seen as more important
than nursing care, medical treatments, or recordkeep-
ing. African American patients think that the nurse does
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not care if she has not talked and listened to them. As
Smitherman stated, “No medicine, potion, or magic of
any sort is considered effective without accompanying
words.”74 The nurse needs to be aware of the value of
oral stories, legends, and personal experiences in car-
ing for African American clients. These oral accounts
enable the nurse to understand ways to link folk and
professional care together for culturally competent care
practices.

Some African American clients in the health care
settings may use a style of communication that is cul-
tural in nature but foreign to the health care providers.
The use of Black English, a distinctive language that
reflects African heritage combined with historical fac-
tors of American life, may lead to misunderstandings
in a health care setting and a lack of sensitive modes of
caring. Smitherman wrote that 80% to 90% of African
Americans use Black English some or all of the time.75

This varies with the geographical area in which the
client lives and the age and educational background
of the person.76 Black English is a highly oral, styl-
ized, rhythmic, spontaneous language with the mean-
ing of words dependent on the environmental context
in which they are said.77 If the nurse does not under-
stand what is being said, it is important to clarify ideas
with the patient and the family.

A particular problem can arise in treating African
American clients related to their health and illness
expressions. For example, the nurse needs to under-
stand the various ways in which the term blood is
used by some African Americans. Blood can be called
high or low, rich or poor, thick or thin, up or down,
clean or defiled, sweet or sour, and new or used. Since
the terms are used in so many different ways, with,
for example, “low blood,” “low blood pressure,” and
“low blood count” being considered equivalent, the
nurse needs to clarify what is meant when blood is
referred to by the client.78

The nurse can confuse many clients of any cultural
group with the use of highly technical health terms.
This may result in the client not understanding, but
pretending that he or she knows what is going on. An-
other reaction of the client may be anger and suspicion
of the nurse who is trying to communicate. The patient
may get frustrated when the nurse does not understand
what the client is saying. Unfortunate, embarrassing
situations can arise from not understanding terms such

as “I’ve got to make water” indicating the need for uri-
nation. Another complaint of a client went untreated
because the nurse did not realize that the client had a
swollen gland, when the patient complained of having
a “kernel.”

From the above study of the worldview, so-
cial structure, language, and environmental context of
African Americans, one can find patterns and expres-
sions of care that contribute to health and well-being or
that lead to illness. For example, the extended family
has many caring ways such as being concerned about
or for one’s brothers and sisters. These attitudes and
actions can lead to health and well-being as predicted
in Leininger’s theory. In addition, transcultural nurses
have studied and discovered specific care meanings,
which will be discussed next.

The Meaning of Care
Several researchers have done ethnographic and eth-
nonursing studies of African Americans and have de-
termined the meanings and actions that express care in
that culture. In Leininger’s theory culture and care are
directly linked and must be considered in the planning
and delivering of culturally congruent care. Leininger
studied care phenomena among African Americans liv-
ing in a rural area of the southern United States. She
found that one manifestation of care came from “con-
cern for others.” Within this construct were patterns
of providing for the needs of brothers and sisters, be-
ing aware of others’ needs, and helping others obtain
these needs. Other expressions of caring were seen in
“being present” in the community and of being “in-
volved with” family and neighbors. She discovered
that “touching” others within the community, partic-
ularly in times of sorrow and loss, was important to
demonstrate care and caring. Finally, “sharing” showed
care in the African American group that she studied.
This had such diverse meanings as the sharing of food,
sharing religious experiences, sharing as a survival
strategy, and the responsibility of family members to
share.79

In an indigent urban area, Stack80 reported that
care was demonstrated by her African American in-
formants by sharing of goods and services but with
the added activities of swapping. As she points out,
sharing generally implies the giving of something
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to another person without obligation, and swapping
entails an exchange relationship with the obligation to
eventually return an item or activity of equal value to
the giver. Both sharing and swapping care activities
provided what the author calls a “. . . steady source of
cooperative support to survive.”81

In her research with extended families in Chicago,
Aschenbrenner reported that both men and women
agreed that it is of supreme importance to care for and
bring children up properly. Care for the young ones in-
volved strict discipline and teaching them to have love
and respect for their elders.82

Osborne found that this respect for the elderly ex-
tends well into adulthood.83 The extended family often
is multigenerational. In a study in 1988 Flaherty84 re-
ported on caring functions of grandmothers who took
care of the infants of their adolescent daughters. Four
of these caring functions were, “. . . managing activities
to meet family needs, caretaking of the infant activi-
ties, coaching or role-modeling the maternal role, and
nurturing and loving the mother and the grandchild.”85

Care was also shown to the daughter by assessing the
new mother’s attitude about mothering, assigning with
expressions the mother’s ownership of the baby, and
patrolling the new mother’s lifestyle and life goals.86

In this author’s research, four main themes
emerged from the data related to African American
women and prenatal care. These were 1) cultural care
meant protection, presence, and sharing; 2) social struc-
tural factors that greatly influenced the health and
well-being were spirituality, kinship, and economics;
3) professional prenatal care was seen by the women
as necessary and essential, but there was distrust of
noncaring professionals and other barriers to care; and
4) folk health beliefs and practices and indigenous
health care providers were widely used by pregnant
women in the African American community.87

A study by Mann et al., describing the personal ex-
periences of pregnant African American women, out-
lined some of the provisions of practice that contributed
to the care and well-being of the women. Recognition
by nurses of the meaning of pregnancy as a transitional
period from childhood to adulthood to motherhood was
an important theme. Further, stresses as experienced
by the women included a lack of material things and
emotional support. Finally, the heightened need for in-
terpersonal support with other significant people such

as other women, mothers, and partners was put forth in
interviews with the women.88

Culturally Congruent
Nursing Care

To plan for and provide culturally congruent profes-
sional nursing care, the nurse bases decisions on a cul-
turalogical assessment to see if the clients’s health be-
liefs and practices should be maintained, accepted, or
changed in some manner. From this assessment of the
cultural beliefs, values, and practices of the client, the
nurse uses Leininger’s three care modes of nursing de-
cisions and actions. As stated earlier, these three modes
are culture care maintenance/preservation, accommo-
dation/negotiation, and restructuring/repatterning. If
current health care beliefs and activities are beneficial,
then the nurse will use culture care maintenance or
preservation. If there is need for change in the care of
a client, a decision must be made regarding whether
and how the care can be modified with cultural care
accommodation or negotiation or whether it needs to
be changed by cultural care restructuring or repattern-
ing. A few examples of these modes for planning and
carrying out nursing care will be presented.

In caring for the African American client, nurses
should consider the cultural values of extended fam-
ily and religious beliefs. The nurse should preserve
the right of the client to draw on these resources for
strength and support. Culture care maintenance and
preservation would be used to ensure that the family
and church members could stay with the client to ex-
press their “concern for” and “involvement with” the
client. Sometimes, nurses have to use several modes to
provide culturally congruent care. In the case of family
and others visiting in the hospital, more than just cul-
ture care preservation may be needed. Accommodation
to these caring needs may entail the nurse’s using his or
her skills to negotiate with physicians or case managers
in the health care institution. This is particularly true if
the client is an in-patient where there are hospital rules
against visitors at certain times of the day or night.
The nurse’s knowledge of the cultural importance of
family and religion to the African American client’s
well-being should strengthen her ability to teach the
hospital authorities and other practitioners about this
and to then use cultural care negotiation effectively.
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The cultural value in the African American com-
munity in relation to time needs to be considered
in planning or providing nursing care. Nurses have
been taught that being on time and paying attention
to the clock is a fine value and attribute in the Anglo-
American culture and in the nursing subculture. The
African American patient may be inclined to adhere to
a less rigid or more flexible time orientation.89 Nurses
may maintain the cultural value of flexible time for their
client by accommodating or negotiating with him or her
about when a bath is desired or what time a tray should
be served. On the other hand, this flexibility might not
be therapeutic in regard to when a medicine or treat-
ment is given. Here the nurse would discuss the matter
and then develop a specific negotiation or repatterning
care plan.

The trend for short-term hospital care has meant
that many nurses are moving into the community to
care for patients. This has made transcultural nursing
care even more important as clients are less likely to
change their usual folk or generic health care practices
in their homes than they are in a strange and frighten-
ing environment such as the hospital. Evidence of the
folk health system of African Americans is often more
apparent when nurses go to the homes of their clients.
Such things as religious statues, candles, oils, incense,
and ointments may be seen at the bedside of clients.
Some professional healthcare practitioners find humor
in and may ridicule clients about objects of this sort
or about generic healthcare practices and practitioners.
The transcultural nurse, however, will recognize the im-
portance of incorporating the folk healthcare practices
and traditional healers of their clients into the planning
and delivery of professional health care.

When giving care in the home, the nurse will of-
ten find multigenerational extended family living under
one roof. Health care interventions may be ineffective
and ignored if the key members of the family are not
consulted and included in the planning and delivery of
care. Attention to the family and their beliefs, partic-
ularly the elders in the group, can lead to culturally
congruent care that is meaningful and accepted more
readily.

Most nurses realize that using derogatory, offen-
sive, and discriminatory words to describe members of
cultural groups will hinder the provision of culturally
based care. However, a second form of giving offense,

which is sometimes not as apparent, is stereotyping. To
stereotype is to assign a trait or belief to all members
of a group, rather than realizing that people are indi-
viduals and that cultural variabilities exist. Some of the
stereotypical beliefs about African Americans are that
they all eat watermelon and soul food, that all of the
men play or favor basketball as a sport, that all live in
dysfunctional families with no concern for their own or
others’ property, and that “they” all love gospel music.

A striking example of stereotyping was given by
one of the members of the Harlem Boys’ Choir on
television recently. He said that when the group trav-
els, many Anglo-Americans ask the African American
boys if they are a basketball team. The young man
told his questioner that instead they are members of a
choir that sings the works of many composers, includ-
ing Mozart, Bach, and others.

A culturalogical assessment regarding the individ-
ual and family, performed by a transculturally prepared
nurse who is mindful of the cultural beliefs, practices,
and values, can help prevent rigid stereotyping and pro-
filing and can increase awareness of cultural variability
that prevails among African Americans.

While many nurses in the United States place high
value on independence, technology, and legal factors
in the society, the African Americans view family, re-
ligion, and economic factors as being more important.
Nurses must realize this difference in worldview and
cultural values and use their transcultural nursing skills
to meet the needs of their African American clients.

Putting Transcultural Nursing
Research Findings into Practice

With the finding that the African American elderly are
respected authorities in their culture and that credence
is given for their wisdom, an outreach program was
devised based on this knowledge in the public health
district where this author works as a nurse-midwife
and transcultural nursing specialists. She and a col-
league went to African American churches to present
diverse viewpoints of pregnancy to the elder mem-
bers in the churches. The elders would then relay
the information to their daughters and granddaughters.
The program was called Yesterday, Today, and Tomor-
row and consisted of a discussion between the two
nurses. The author presented the folk or generic ideas of
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pregnancy and childbirth, while her colleague gave the
newer more scientific and professional information.
This method demonstrated culture care preservation
and culture care accommodation by showing respect
for the generic ideas, while at the same time teaching
current pregnancy practices. The program was consid-
ered to be a success. At the churches the presenters felt
well received and had the opportunity to respond to
many questions from their audience.

Summary
The purpose of this chapter was to discuss some of the
transcultural care, health, and illness beliefs, practices,
and values that are found among African Americans
in the United States. Because of the wide diversity
of beliefs and practices in this culture, nurses need to
learn about the value of transcultural concepts, prin-
ciples, and practices, as well as to recognize the im-
portance of using a culturalogical assessment when
planning care for clients. The cultural beliefs, values,
and practices of African Americans are many and var-
ied. The dominant cultural values are the extended
family, religious beliefs, and education. Care beliefs
and practices include concern for, respect for, involve-
ment with, presence with, nurturing of, touching of,
and sharing with other people, particularly those in the
extended family, in the African American community.
Transcultural nurses are prepared to incorporate these
caring values, beliefs, and practices into professional
nursing care with the generic folk care practices and
beliefs.

Sawyer, in her summary of a research study, says
that her data demonstrate the importance of nurses
and other health care providers recognizing the impact
of racism on the lives of African American women,
confronting the common assumptions that all African
Americans are alike, and assessing each woman in-
dividually to provide respectful, effective, and stress-
reducing care.90

Transcultural nurse specialists can be helpful in
guiding other nurses in these important ways of car-
ing for African Americans. This chapter demonstrated
the discovery of care values and practices through
the use of the Theory of Culture Care Diversity and
Universality. Discovery of the care, health, and illness
beliefs embedded within social structure, worldview,

language, and cultural context of African Americans
provides a sound and reliable basis to understand
this culture. Several modes of action can be used
to provide nursing care such as culture care mainte-
nance/preservation, accommodation/negotiation, and
repatterning/restructuring. These modes are used to
plan and provide culturally specific congruent care.
This is the goal of Leininger’s theory and the goal of
transcultural nurses so that African American clients
can receive quality care that helps them recover from
illness and maintain their caring lifeways in society.
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CHAPTER 18
South African Culturally
Based Health-Illness
Patterns and Humanistic
Care Practices

Grace Mashaba∗

Knowing and respecting the culture of one’s
clients is a major factor in providing congru-
ent and effective health care in any country,

including South Africa. This country is not culturally
homogeneous, but reflects cultural diversities. With
multiracial and tribal differences in South Africa, cul-
tural diversity exists with many generations of Western
influences by whites. Health care personnel need to
consider the possibility of their indifference to distinct
cultural values being a barrier to healthy communica-
tion, understanding, and mutual acceptance between
the health care provider and the recipient of care. Such
indifference reflects a lack of caring, which can leave
the client wounded inwardly, even with the best nurses
and the best technologies. Barker, a medical practi-
tioner for many years at Charles Johnson Hospital,
Nqutu, sounds this warning:

We should cease from scorning those who pass our
hospitals to the care of the traditional medicine man,
or seeing this movement as necessarily retrogres-
sive. It is nothing of the kind, but rather a barome-
ter of our failure to satisfy that part of a sick man’s
consciousness which he reserves for himself.1

The purpose of this chapter is to present, explain,
and introduce the reader to those aspects of traditional
cultural practices of Africans of South Africa that per-
tain to health and illness. This is to highlight those hu-
manistic nursing care practices that are based on tran-

∗ Dr. Mashaba died in 1998, but this chapter remains her impor-
tant contribution to transcultural nursing.

scultural nursing theory with the goal to improve health
care to people in South Africa. This is especially impor-
tant for nurses in South Africa, but also for nurses com-
ing to this country desirous to understand and work with
the people with a transcultural nursing perspective.

South Africa and Its People
South Africa refers to the area that lies south of the
Limpopo River. This includes the Republic of South
Africa and its independent and self-governing states
of Transkei, Ciskei, KwaZulu, Venda, Gazankulu,
Bophuthatswana, Lebowa, Qwaqwa, and Kangwane,
as well as the countries that were previously British
protectorates and are therefore outside the borders
of the Republic. These are Swaziland, Lesotho, and
Botswana. There continues to be a marked inter-
mingling of populations of these countries. Swazis,
Basothos, and Batswanas cross their borders to seek
work primarily in the mining industry in the Republic
of South Africa. Health and nursing services of the
Republic must, of necessity, serve all these cultures.

South Africa’s major cultures are indigenous
Africans (who can be further subdivided into Sotho,
Tswana, Shona, Zulu, Xhosa, Venda, Swazi, and oth-
ers); Coloreds (who are a culture that developed from
marriages between Anglo-Caucasians and Africans);
Anglo-Caucasians, or Anglo-Europeans who immi-
grated from European countries; and Asians who
came from the Middle and Far East. Although Anglo-
Europeans are the political majority, Africans are
the numerical majority. The total population of the
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Republic of South Africa in 2000 was about forty-four
million. Africans were thirty-three million; Coloreds,
about four million; Anglo-Europeans, about six mil-
lion; and Asians a little more than a million.2

If the country’s goal of “health for all” is to be
realized, nurses need to make an effort to reach the nu-
merical majority by getting to know the African folk
traditions, beliefs, and values to meet their health care
needs. Providing culturally congruent care should im-
prove nursing care and reduce illness, especially in
the light of Gumede’s statement that “. . . over 80%
of African patients visit the traditional healer before
coming to the doctor and to the hospital.”3

The Cultural Background
of African Healers

From anthropological data, Africa is one of the old-
est countries in the world. Archaeological data attest
to finding hominids back millions of years. Many peo-
ple, however, have come into the country. Since the
18th century, when British and Dutch missionaries and
settlers came to Africa, there has been an ongoing
movement to Westernize the indigenous African people
who long inhabited the continent. To date, cultures are
mixed, but the more dominant culture of South Africa
has become Westernized. However, health-illness be-
liefs and values vary within and between the cultural
groups with respect to traditional and Western prac-
tices. In light of this reality, nurses need to assess the
extent to which the health practices and behaviors of
patients conforms to the Western model or to generic
folk ways.

Spector maintains that values exist on a contin-
uum and that a person can possess value characteris-
tics of both a consistent heritage (traditional) and an
inconsistent heritage (acculturated).4 African values,
beliefs, and practices have a tight grip on their prac-
titioners, more than appears on the surface. Gumede
maintains that his informant, a teacher, said it is a dis-
grace for a teacher, a graduate, or a nurse to say that he
or she once used traditional medicinal practices such as
ukuncinda (to lick); ukubhema (to inhale medicine like
snuff); and ukugcaba (to be incised and have medicine
rubbed into the incisions). These folk treatments are,
however, practiced by affluent Africans, as well as
by the less affluent, to achieve their desired goals.5

Further, Gumede gives many examples to illustrate that
neither living in the rural areas nor in the urban area
of the city of Johannesburg shakes the African’s be-
lief in witchcraft as “one of those things which be-
long to the childhood of our race.”6 Gqomfa, a senior
professional psychiatric nurse speaking at a National
Convention on Holistic Health and Healing testifies as
follows:

Customs, rites, rituals, and ancestral spirits make
up a culture whose complexities are bewildering to
the Western orientated person; yet these traditions
have been carried on from generation to generation
without the benefit of the written word. I, as a Xhosa
tribesman in my own right, have attended and as-
sisted at rites and rituals never for a moment doubt-
ing their importance within the Xhosa cosmology.7

As a way of reducing the cutting edge from the
competition between African traditional doctors and
Western medical practitioners in South Africa, there
are rumblings of a movement to have dialogue with
traditional healers and to even bring them within the
fold of health services. A bold, positive step in this
direction has been taken through passing the KwaZulu
Act No. 6 of 1981, providing for the practice of African
medicinemen, herbalists, and midwives. Gumede stud-
ied, presented, and explained a list of the inyanga’s (tra-
ditional herbalist) pharmaceutical medicines or healing
modes,8 which was an improvement on earlier, similar
work by Bryant.9 These statements support the fact that
nurses need to know and understand the established
cultural lifeways and values of Africans and others
of diverse color and creed. Such knowledge will en-
able nurses to help clients and to win their confidence
and cooperation in a genuine and competent way. Both
generic folk and new health (Western) practices need
to be understood.

The African Tradition of Health,
Illness, and Healing

Literature shows that the worldview of African nations
across the continent have much in common. Diver-
sity is largely limited to the use of different termi-
nology because of differences in languages. Accord-
ing to Ngubane, it is possible for a Zulu traditional
medicine practitioner to operate in a Sotho, Xhosa,
Shona, and Thonga society.10 This is reflected in the
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works of Kenyatta,11 Krige,12 Lienhardt,13 Bryant,14

Vilakazi,15 Kuper,16 and Gumede.17 Accordingly, the
health-illness status of Africans becomes a major area
for nurses to understand.

In the African lifestyle there are ceremonies, cus-
toms, and rituals for every stage of human develop-
ment, from birth to death at an old age, which, if
observed, bring about a normal steady state of individ-
uals and families. Traditionally, for an African health
and healthy living are interwoven with religion, which
is a way of life and of daily living. It is not confined to
worship on one particular day. Africans believe in the
existence of God or a supreme being, but each nation
gives Him a different name. Zulus call Him Mveling-
gangi; Sothos, Modimo; Xhosas, Tixo; Shonas, Mwari;
and Tsongas, Tilo.18 Traditionally, this supreme being
is not approached directly through individual prayers.
He is approached through the ancestors or spirits of
dead relatives (amadlozi or abaphansi). A bond exists
between the living and the ancestral spirits in that the
latter not only safeguard the living and make them suc-
cessful in their undertakings, but they also intercede for
the living people to the unseen God. When a relative
dies, a beast is slaughtered and a ceremony is made
to bring back the spirit of the dead relative from the
grave to the family house, so that this spirit can be with
other ancestral spirits and look after the living family
members. Regular sacrifices must be made to the an-
cestors to retain the well-being, health, and welfare of
the family.19

When misfortune or illness strikes in the family,
when an illness is not responding to treatments, or if a
newly wed bride does not conceive, it is interpreted to
mean that the ancestors are angry. The head of the fam-
ily or the afflicted person then slaughters a goat, brews
beer, and pleads with ancestors (ukushweleza). In re-
sponse, the ancestors reverse the situation or problem.
At times, the ancestors decide to pay a visible visit to the
family, and so they become a particular kind of harm-
less snake that enters the house. Family members do
not chase or kill such a snake, because it is symbolically
a visitation by ancestors. A story is told of a woman
who once found and kept a puff adder in her clay pot
for weeks believing that it was the ancestors. Ances-
tors also communicate messages to the living members
through dreams. Therefore, being in harmony with an-
cestors and keeping the ancestors appeased promotes

health and prosperity. For this reason, nurses are often
faced by a patient who fails to improve after being hos-
pitalized for weeks and requests to go home. The client
may or may not explain the reason for this request to
the nurse and other health personnel. Members of the
family or the client become convinced that his or her
illness is caused by the anger of the ancestors (ulaka
lwabaphansi). A sacrifice is needed to appease them.
At times, leaving the hospital against medical advice is
because of the realization that one’s illness cannot be
cured by the white man’s medicine and caring modes
because it is the disease of the African people (ukufa
kwabantu). It can be cured and cared for only by tradi-
tional healers, and it is thus culture-bound.

There are also cultural belief practices and taboos
that are observed and, if maintained, lead to a state of
health and protection against evil forces. Some cus-
toms are no longer kept, and several taboos have been
abandoned as superstition. For some people failure to
observe these culturally based taboos affects the whole
person physically, psychologically, and in sociocultural
relationships. Some of the customs that are still ob-
served are paying ilobolo, or paying bride money or
giving cattle to the parents of the girl that one intends
to marry. Burial of the dead, mourning in a traditional
way, and circumcision of boys carried out in the moun-
tains accompanied by a certain ceremony are often cus-
toms that can be identified in African lifeways. In the
process of circumcision, occasionally some of the boys
develop an infection and come to the hospital.20

Most importantly, to retain a healthy state Africans
must try to maintain a balance with their environmental
surroundings and between people. People often go to
the extent of using medicine to maintain this balance.
It is alleged that using such medicine not only ensures
protection against evil spells, but also ensures a positive
reaction and relationships with other people. Employ-
ers and authorities do favors or even promote one even
if one does not deserve promotion. When an individual
is the accused in a court case, such medicines are used
to help the person win the case, even if this individ-
ual is actually guilty. If the individual uses very strong
medicine for maintaining balance, this can adversely
affect other people with whom one associates and they
can fall ill as a result of such influences. This is called
ukweleka ngesithunzi, meaning to overpower or over-
shadow other people. For this reason people who live
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together are strengthened at the same time to keep this
balance among them.21 Transcultural nurses function-
ing in South Africa would need to understand these in-
digenous beliefs and practices to be effective and prac-
tice what Leininger refers to as culturally congruent
care.22

Traditional Cure of Illnesses
Apart from accidents and animal bites, diseases are be-
lieved to take one of the following forms. There are
those diseases that are natural such as flu, diarrhea, and
others. These are cured by herbs, most of which are
commonly known by most people and can be found
in one’s surroundings. There also are indigenous or
culture-specific diseases or illnesses that are caused by
the anger of the ancestors. There is also a group of ill-
nesses that is related to witchcraft. Witchcraft practices
can bring about illness through eating food or drinking
a beverage with medicine that has been deliberately
added to the food to harm the victim. Pulmonary tuber-
culosis is one such illness. It is called idliso because the
victim ingested poisonous food. At times, a person falls
acutely ill from “walking over medicine” that has been
deliberately put in the path, with the intention to harm
this person. This is called umego, meaning “jumped
over medicine.” There are times when an evil spell is
cast to make one ill.

Witches also magically use lightning to kill peo-
ple. Some illnesses are caused by dreaming, seeing, or
being sent “familiars,” which can be a snake, baboon,
river dwarf, owl, tiger, or other animal. Witches or night
sorcerers use charms to cast a spell on the above-named
animals. Thereafter, the animal is under the sorcerer’s
control and carries out his instructions entirely. Vic-
tims of these familiars get very ill.23 At other times,
people are possessed by wandering evil spirits or spir-
its of the ancestors, which leads to serious illness. It
is believed that most of the above-stated diseases and
illnesses cannot be cured by Western medical practi-
tioners. However, some illnesses such as umego, which
can lead to cellulitis of the leg; idliso, which is known
as pulmonary tuberculosis; and other illnesses can get
cured through Western treatments and medications if
used by the people.

Traditionally and in Africa’s long history, it is a
popular practice to go to a diviner or diagnostician

(isangoma) to find out who bewitched the sick person.
This is done regardless of whether the sick person dies,
recovers, or remains chronically ill. In most instances of
witchcraft-induced illnesses when the patient is acutely
ill, wastes away, or can be mentally deranged, medical
tests and investigations will show nothing abnormal. At
times, it could only be an elevated temperature. Knowl-
edge about the African traditional beliefs and practices
is essential to understanding African behavior, which
seems strange or baffling to Western health personnel.
The healer (inyanga) uses one or more of the follow-
ing methods to heal the afflicted person. Use is made
of emetics (ukuhlanza); enemas (ukuchatha); inhaling
medicine (ukubhema); steaming (ukugguma); licking
medicine (ukukhotha or ukuncinda); making small ra-
zor incisions on different parts of the body and rub-
bing in medicine (ukugcaba); and chewing a root or
bark and then spraying this in the air from the mouth
(ukukhwifa).24

With the advent of Christianity there came a new
breed of healers called African spiritual healers. They
heal using the same means as traditional healers such
as emetics, enemas, and steaming, but instead of using
medicine they use candles and water. Spiritual healers
take ordinary water, pray for it to have medicinal prop-
erties, and then give it to patients. Patients are instructed
to either drink it, wash with it, or use it for steaming, en-
emas, and so on. They communicate with ancestors, but
give them the name of izidalwa or izithunywa. Spiritual
healers have prophetic powers and pray to God and to
Jesus Christ. “Saved Christians” refer to this phenom-
ena as spiritualism to differentiate the works of spiritual
healers from the miracles of God and the Holy Spirit.

These brief accounts are essential holding knowl-
edge for the transcultural nurse. They are very impor-
tant to know, interpret, and understand African tradi-
tional values, beliefs, and lifeways. The nurse should
not impose these practices on African patients because
some Africans may be acculturated and have accepted
other beliefs as the Islamic religion and others. Some
are committed, saved, and born-again Christians. Many
people in these groups have tried to distance themselves
completely from the inyanga-sangoma syndrome, for
they use methods within their religion to fight magic
spells and evil spirits. There are also some people in
South Africa who have become indifferent or deny such
traditional practices. Today, however, most Africans

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



CHAP-18 PB095/Leininger November 13, 2001 9:13 Char Count= 0

Chapter 18 / SOUTH AFRICAN CULTURALLY BASED HEALTH-ILLNESS PATTERNS 329

essentially hold a firm belief in the magicoreligious
aspects of their traditional culture and use some West-
ern caring and curing practices. Indeed, traditional folk
(generic) care and cures are some of the oldest and most
complex in the world, and the nurse needs to learn about
them.

Looking to the Future
In the future, South Africa will be a fundamentally dif-
ferent society from what it is today. This means that
nurses need to be prepared and open-minded to culti-
vate an atmosphere of mutual respect and trust between
themselves and the people. In support of this, Gumede
maintains that “As we learn more about other people’s
cultures and values, as our understanding and our hu-
mility grow, as our prejudices erode . . . (we can) have
much to learn from each other.”25

Leininger, our transcultural leader and founder,
has also held to this view for many decades. Trying
to relate to clients in terms of identifying and respect-
ing their culture is not meant to create stereotypes or
to divide people. On the contrary, it purports to en-
able the nurse to forge links across people of different
cultures. In fact, according to Leininger, “Nurses will
have to learn about their own cultural background and
how their cultural values facilitate or serve as barriers
in helping people of different cultural orientations.”26

This statement serves to clarify and explain the inten-
tion of this presentation lest we fall into the trap de-
scribed by Nakagawa who warns, “Too often we are
drawn to the colorful or exotic aspects of cultural man-
ifestations and inadvertently lead students to strength-
ening rather than reducing stereotyping.”27 Most of all,
cultures are not static. On the whole, South African
people align themselves with more than one culture
and can be described as culturally multifaceted. The
nurse needs to capitalize on commonalities while be-
ing mindful of diversities.28 This is especially impor-
tant with Africans seeking democratic lifeways and less
oppression and racism.

Humanistic Caring Practices
The foregoing information should enable culture-
sensitive and knowledgeable nurses to develop nurs-
ing care plans and practices that promote culturally

congruent care with Leininger’s three action modes.
During the assessment phase of the nursing process
nurses can accumulate facts and information that lead
not only to a nursing assessment, but also to under-
standing of client’s fears and anxiety about particular
health problems. A client may dream of a baboon and
thereafter wake up with a severe headache. When talk-
ing to a client, the nurse will discover that the client
is anxious and worried more about the dream than the
headache. In other words, being a victim of a famil-
iar requires, besides taking headache pills, a traditional
healer’s treatment to remove the evil spell. A client may
refuse surgical removal of a tumor if this tumor is per-
ceived to be the result of the anger of the ancestors and
surgical removal therefore amounts to defying or disre-
garding the ancestors. This may be difficult for Western
nurses to understand, especially medical-surgical nurse
specialists.

Knowledge of African health-illness cultural prac-
tices can help nurses understand and interpret culture-
specific terms accurately. In this way proper communi-
cation can be fostered even with a traditionally oriented
African patient. If the client reports that his swollen
painful leg is due to umego, the nurse will understand
this to mean that the client “jumped over medicine.”
Another patient may explain the cause of his chest pains
as being idliso, meaning that he ate poisoned food or
drink. This implies that, in addition to assisting the pa-
tient to recover from tuberculosis chest pains, the nurse
has to deal with the client’s cultural belief, which may
cause him to abandon hospital care and go for tradi-
tional healing.

Culture Care Preservation
and Maintenance
At this stage of nursing assessment, patients’ re-
sponses can be analyzed using Leininger’s Accultur-
ation Health Care Assessment Enabler for Cultural
Patterns in Traditional and Nontraditional Lifeways.
This Enabler provides criteria that are gradated from
1 (mainly traditional) to 5 (mainly nontraditional).29

Such ratings will show the position of the particular
client on the traditional and nontraditional continuum.
Nurses can then make decisions on nursing action using
Leininger’s Culture Care theoretical model. This model
focuses on culture care preservation and maintenance,
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culture care accommodation, and negotiation and cul-
ture care repatterning and restructuring.30

There are aspects of this culture that could be pre-
served and maintained by the nurse in the process of
giving nursing care. The African belief in a supreme
being could be strengthened. In daily contact with the
client, the nurse can discuss how this supreme being
is the creator, giver, and taker of life and that this be-
ing is actually superior to forms of magic and to any
force. Strong reliance on this being should enable the
patient to be resilient to the influence of evil forces and
magic spells. As this reliance grows, patients will be-
come less likely to yield to the notion that their fate is
in the hands or at the mercy of witches and ancestors.
Guidance and support can be given to patients to talk or
relate regularly to this supreme being to build a stronger
person-to-God relationship. However, ancestor respect
needs to be understood.

Kinship ties can be preserved and maintained
through involvement of the family in care practices.
The family support and cooperation that is evident in
making decisions about traditional healing practices
needs to be used by nurses. Nurses can get information
from relatives to either support or refute the client’s
statements. Relatives can be consulted, especially if the
patient is unable to answer questions properly. They can
be involved in a decision to give consent for a surgical
operation when the client is hesitant. Members of the
family can be asked to take on roles to facilitate recov-
ery of their sick relative. They can remind and assist
the client to take pills or treatment, watch for signs of
bleeding, assist with ambulation, or assist the patient
with exercises for a limb to return to its normal func-
tioning. Nurses may identify other aspects that can be
maintained to the advantage of specific therapeutic and
humanistic caring practices.

Culture Care Accommodation
and Negotiation
With respect to culture care accommodation and ne-
gotiation, an example of the client’s reliance on herbs
can be used. Nurses need to be familiar with medici-
nal herbs that are commonly used by African people.
Gumede’s list of herbs will give guidance and explain
the pharmacological action of these herbs, as well as
their side effects.31 Clients using these herbs are usually

not aware of other actions and effects of herbs apart
from what the traditional healer prescribes. The nurse
can establish the nature, action, and effect of medic-
inal herbs that a client insists on using. Based on the
nurse’s professional knowledge of the medicine, dis-
cretion can be used to accommodate continued use of
the medicine while the client is undergoing hospital
care. This should be the case if the medicinal herb will
not interfere with prescribed care. On the contrary, if
the herb causes vomiting when the patient is supposed
to rest the gastrointestinal tract, depress appetite when
the patient needs to have regular meals and a nourishing
diet, or cause mental alertness when the patient must
relax and sleep, then the nurse should negotiate with
the patient for suspension of use of the herb, at least,
pending the outcome of hospital care.

Traditional healers could be allowed to visit their
clients while hospitalized or at home. This opportunity
could be used by nurses to secure the cooperation of the
healers and promote holistic well-being. The nurse can
negotiate for a compromise on the traditional healer’s
part for suspending and omitting some of the healer’s
prescriptions using the principle discussed in the pre-
vious paragraph. The traditional healers could also be
encouraged to refer to nurses those clients that appear
to be problematic. If the traditional healer is taught
about healthy habits such as eating a balanced diet and
cleanliness of people, houses, and the environment, the
traditional healer may be persuaded to use these ideas
and practices with clients.

Culture Care Repatterning
and Restructuring
African clients could be taught ways to perform minor
skin incisions (ukugcaba) and circumcisions through
hygienic means to reduce the risk of infection and to
do these common folk home practices properly. The
nurse could negotiate with physicians, if necessary, to
have these surgical operations done by health person-
nel or under their supervision. Client education as part
of nursing care plans is an essential means for repat-
terning and restructuring aspects of traditional culture
and caring modes. In the case of pulmonary tuberculo-
sis, alleged to be idliso, clients can be assisted to focus
attention on what causes the illness instead of consult-
ing the isangoma to establish who is responsible for
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inflicting the disease. Other patients with a similar di-
agnosis can be used as a reference and support group.

The idea of maintaining balance in the traditional
sense could be repatterned around the prevention of
spreading an infectious disease to other members of
the family. Nurses could emphasize to patients that the
microbes that caused the disease from which the clients
are suffering should be prevented through immuniza-
tion and/or certain precautions against spreading them
to other people and disturbing balance. Susceptibility to
diseases caused by microorganisms can be structured
and patterned around the idea of susceptibility to magic
and evil spells. Clients can be helped to understand that
poor nourishment, lack of fresh air, dirt, and unclean-
liness raise the level of susceptibility not only to mi-
croorganisms but also possibly to evil spirits and magic
spells. In this way nurses can repattern for meaning-
ful and acceptable care. In evaluating nursing care, the
nurses could consult and involve the client and relatives
to get their opinion on the effectiveness of care given
and suggestions for improvement.

Summary Considerations
Africans, like members of other cultures, are proud
of their cultural identity and heritage. There are prac-
tices and beliefs that may need to be considered rather
than dismissed as myths or superstition in view of the
fact that strong traditional healing has been part of
African culture for years and some aspects should be
protected.32 For the African these beliefs are real be-
cause they have been handed down by their foreparents
or ancestors, and they are firmly held to be important
and efficacious. Nurses should not ridicule these be-
liefs because in doing so it may antagonize and repel
the client from the nurses. This will defeat the goal of
quality nursing care and health for all.

Respect for other people’s culture has implications
also for nonclinical nursing areas. Nurse administrators
and nurse educators should serve as role models by re-
sisting the tendency to be ethnocentric in their dealings
with colleagues and students. The nurse administra-
tor has to recognize culturally constituted situational
variations in role expectations of the staff. Through
staff development the nurse administrator should as-
sist a colleague in resolving conflicts between the pas-
sive traditional role of a woman and the assertive pro-

fessional role of a client’s advocate. The professional
nurse needs to take the initiative to negotiate, restruc-
ture, and repattern activities discussed earlier to help
patients take responsibility for their own health and to
attain culturally congruent care.33

The nurse educator who has African students in her
class should be careful of sole reliance on unicultural
educational practices. Students will probably imitate
the nurse educator and adopt unicultural approaches
in caring for clients. The educator needs to be flexible
and transculturally knowledgeable to support culturally
congruent care and practices known in the student’s en-
vironment and culture. There will be organizations and
social groups in the community with which students
can establish contact for mutual education and infor-
mation toward enabling more and more people to be
health conscious within and outside of their culture.

Clinical nurse researchers need to discover and re-
spect the adherence by clients to their traditional life-
ways and to establish credibility of African subjective
experiences and thinking. In view of the fact that South
Africans are in a state of great cultural transitions and
that transcultural nursing research focuses on subjec-
tive and objective experiential humanistic inquiry, re-
search studies can help generate some new and tra-
ditional knowledge about South Africans in terms of
who they are, what they do, and where they want to go.
A cultural analysis of different people of all cultures
with variations is essential rather than to assume that
all Africans in the country share the same beliefs about
health, illness, and healing.

Transcultural nursing remains essential and mean-
ingful today in South Africa as the people continue to
assess and use the best of indigenous (folk), traditional,
and their rich, cultural heritage with that of different
Western cultures. Professional nurses, however, need
to maintain an open discovery attitude using transcul-
tural nursing theories and concepts to develop creative
ways to practice nursing. This will enable them to pro-
vide meaningful care to their people and to others in
the country.

This paper was written in 1991 before the Na-
tional Election in April, 1994. The traditional health-
illness conditions and care practices are still an inte-
gral part of the culture with some Western practices. It
was also written before the democratization era began
in recent years with Mandela and other African and
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non-African leaders under great stresses and conflicts.
Most important, it was written before the current pan-
demic AIDS/HIV conditions, but those are covered by
O’Neil in Chapter 12 in this book.
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CHAPTER 19
Family Violence and Culture
Care with African and
Euro-American Cultures
in the United States

Joanne T. Ehrmin

Violence is a complex phenomenon affecting
people in diverse cultural groups. In the United
States, violence has continued to occur in al-

most epidemic ways within and between cultures as
it has in many other places worldwide. In the United
States, many clients have come into health care facil-
ities for physical, emotional, and cultural care related
to violence. Victims of stabbings; gunshot wounds; in-
fant, child, and adult abuse (physical, sexual, cultural,
and emotional) are but a few of the people health care
professionals treat. Frequently, the first people outside
the family to care for these victims of abuse and vi-
olent acts are nurses. Cultural care factors related to
intergenerational meanings, expressions, and practices
of family violence remain limitedly documented, stud-
ied, or understood. This chapter is a contribution to
meet this important need.

Leininger1 hypothesized that throughout the his-
tory of Homo sapiens, caring for self and others was
a critical factor for human survival but that the car-
ing dimension had been limitedly investigated. This
researcher was interested in discovering the meaning,
source, and general knowledge about violence in fam-
ilies from an intergenerational perspective. Such re-
search was needed for new knowledge and practices
in the nursing discipline and for all health service
providers. Transcultural nursing knowledge about vi-
olence would help to reveal values, beliefs, and ex-
pressions from informants or victims of violence and
from their emic (insider) perspective rather than an etic
(outsider) perspective. The researcher was particularly
interested in studying African and European American

(Euro-American) violence intergenerationally. This
knowledge seemed imperative for understanding vio-
lence from a cultural perspective with a focus on culture
care meanings, expressions, and practices.

Purposes and Domain of Inquiry
The purposes of this transcultural ethnonursing re-
search study were 1) to discover expressions of vio-
lence with African and Euro-Americans in the United
States intergenerationally, 2) to discover cultural differ-
ences and universalities or commonalties with African
and Euro-Americans related to violence intergenera-
tionally, and 3) to discover culture care practices that
African and Euro-Americans in the United States could
use to reduce intergenerational conflicts and maintain
peaceful and healthy lifeways. The researcher held that
family violence was culturally learned, expressed, and
transmitted intergenerationally and that the theory of
Culture Care would be useful to study this domain.
The domain was focused on intergenerational mean-
ings, expressions, and practices of family violence and
culture care with African and Euro-American cultures
in the United States. The theory of Culture Care became
most helpful to systematically discover the culture care
practices and ways to prevent violence and to maintain
peaceful and healthy lifeways intergenerationally in a
culturally congruent manner.

Significance of Study
With the alarming rise in violence today, nurses in hos-
pitals, clients’ homes, local communities, and other
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nursing centers are increasingly caring for clients and
families who have experienced noncaring or violent
acts. The researcher was interested to discover transcul-
tural nursing knowledge about comparative cultural
family violence meanings, expressions, and practices
of African and Euro-Americans in the United States.
The manner in which families express conflicts or are
able to experience peaceful caring relationships was
of interest, as well as how families use caring to pre-
vent or control violence. These seemed to be impor-
tant knowledge areas for nurses and other health care
providers. Leininger predicted the expressions of vio-
lence and intercultural conflicts are “. . . often based on
intergenerational breaking of normative cultural values
and practices” and that “. . . an understanding of tran-
scultural caring patterns of potential violence within
and between cultural groups could help nurses to work
effectively and knowingly with cultures to prevent se-
rious acts of violence and to promote health caring
behaviors.”2

Research Questions
In keeping with the qualitative research paradigm, sev-
eral broad-based research questions were used as a
guide to study the domain of intergenerational mean-
ings, expressions, and practices of family violence and
culture care with selected African and Euro-American
cultures in the United States. The following questions
were used with this ethnonursing research study:

1. What are the meanings, expressions, and practices
of intergenerational family violence among
African and Euro-American cultures, as well as,
how is violence prevented or controlled?

2. What are the comparative social structure factors
influencing covert and overt expressions of family
conflicts, violence, and/or peaceful ways of
African and Euro-Americans?

3. What are the family caring or noncaring meanings,
expressions, and practices related to violence from
an intergenerational perspective among African
and Euro-Americans?

4. How do worldview, social structure factors,
environmental context, language expressions,
ethnohistory, and cultural care values and beliefs
influence family violence with consideration of
enculturation and socialization processes?

Theoretical and Conceptual
Framework

The theory of Culture Care Diversity and Universal-
ity was chosen for this investigation because it is a
theory to discover holistic dimensions related to fam-
ily violence.3,4 This broad, open, and comprehensive
in-depth theory was held as essential to explicate com-
plex and multiple factors such as the worldview, so-
cial structure, environmental context, and cultural care
values and beliefs influencing intergenerational fam-
ily violence. According to Gordon, theoretical per-
spectives must be developed “. . . which allow for a
movement away from a locked-in application of mod-
els and paradigms developed for a Eurocentric soci-
ety to Afrocentric beliefs and lifestyles.”5 Leininger’s
Sunrise Model depicting the components of the Culture
Care Theory served as an important guide to concep-
tualize and guide the researcher to study the domain of
inquiry.6,7 Since human care with a transcultural com-
parative focus was held by the theorist to be the essence
and dominant domain of nursing, this theory was rel-
evant to this investigation focusing on family care and
violence.

Orientational Definitions
In keeping with the philosophical underpinnings of the
qualitative research paradigm, the following orienta-
tional definitions were used in this study to maintain
an open inquiry research approach to discovery. Def-
initions such as care, culture, and culture care were
derived directly from Leininger’s Culture Care The-
ory. They are not presented here, as they have been
presented in other chapters in this book and are found
in other sources, but the following definitions were im-
portant to this study:8,9

African American: Refers to people of African
ancestry who identify themselves as African
American.

European American: Refers to people of European
ancestry who identify themselves as European
American.

Intergenerational: Informants with families having
three generations (two descending and one
ascending) of the designated cultures.
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Family Violence: Refers to the action of one or
more individuals that is intended to lead to
physical and cultural harm to another family
member.

Review of the Literature
Since this was the first documented transcultural qual-
itative in-depth nursing research study on family vi-
olence intergenerationally with a focus on culture
care and noncare beliefs, values, practices, and ex-
periences within Culture Care theory, only literature
closely related to this domain of inquiry is presented.
In her initial study of “Culture Care of the Gadsup
Akuna of the Eastern Highlands of New Guinea,”
Leininger discovered from several key informants that
cultural beliefs and values of peace as health pro-
moting, included “. . . having a peaceful and caring
social world if we (Gadsup) are to maintain good
kinship ties, share foods, and perform our work . . .

we must also follow the ways of our good ancestors.”10

Leininger discovered care and noncare beliefs, ac-
tions, cultural values, and practices among the Gadsup
Akunans. She stated the following:11

Violence behaviors were evident when kinship and
social expectations were violated, cultural taboos
overlooked, and role responsibilities neglected.
Noncaring manifestations were usually altered by
physical punishment to children, strong negative
verbal responses to adults by the villagers, and open
talks to those who violated cultural practices.12

Hence, cultural taboos and violations of values and
daily practices were clearly identified and dealt with
by the Gadsup related to violent behaviors. Moreover,
desired behaviors and values related to violence were
explicitly taught, largely through role modeling and
enculturation socialization processes. Several genera-
tions over many years were considered in dealing with
values or noncaring actions.

In Rosenbaum’s study on cultural care with Greek
Canadian widows, most informants spoke about “great
mutual respect and shared love,” but a few widows
discussed “. . . unhappy marriages related to alcohol
abuse.”13 Rosenbaum reported that cultural conflicts
sometimes led to violence, which were linked to
neglected or violated care values of “reciprocation,

concern, love, companionship, family protection, and
helping.”14

Although violence has been described as a ma-
jor public health issue in the United States, few stud-
ies specific to culture, culture care, and violence have
been documented in the literature.15–17 Malone identi-
fied the importance of conducting nursing research on
violence in the United States, particularly in “Black”
communities where “Black-on-Black homicide is the
leading cause of death for adolescent and young adult
males, rendering them an endangered species.”18 She
likened the experience for children growing up in vi-
olent communities to that of “living in a war zone.”19

Increasingly, nurses will be required to recognize and
deal with the emotional distress of child and adolescent
victims who have either witnessed or have directly ex-
perienced violence in their communities.20

Ethnohistory
In this section a brief ethnohistorical account of the
African and European American cultures in the United
States will be presented, focused on meanings, expres-
sions, and practices of violence but with recognition
that a full history is beyond the space limitations. How-
ever, ethnohistory is essential to understand the people
with their patterns and practices related to violence.

Ethnohistory of African Americans
An ethnohistorical account of African Americans can-
not be isolated from the context of slavery and its
long historical roots. The African Diaspora began in
1444 when Henry the Navigator took 165 Africans
to Portugal. Following the abolition of slavery, racism
and segregation were rampant in the southern United
States. In 1875 Tennessee adopted the “Jim Crow” law,
separating Blacks and Whites on trains, depots, ho-
tels, restaurants, and theaters, and other southern states
quickly followed. White supremacy was established
with lynchings becoming commonplace practices and
clashes between the races routinely occurring on a daily
basis.21,22

Although African Americans had occupied the
lowest rung on a rigid caste system in the southern
United States, labor recruiters had misrepresented the
North as “the promised land.” The people frequently
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found themselves competing for scarce jobs leading
to hostile and racist sentiments between the diverse
cultural groups in the North.23 African Americans,
out of necessity, were forced to a strange and of-
ten cruel land, and they were exploited and con-
strained at the bottom of a social class system. Baer
and Singer stated that African Americans, “. . . cling
to cultural patterns that by their existence chal-
lenged the naturalness and certitude of day-to-day
subordination.”24 The African American ethnohistori-
cal background reflects strong evidence of segregation,
hardships, suffering, discrimination, and other unfavor-
able human experiences in their long history.

Leininger’s recent research findings with the
African American culture and the additional ethnonurs-
ing data have served as a guide for nurses caring for
clients from diverse cultures.25 Reflecting on the re-
search and care findings for the African American cul-
ture, Leininger identified the following cultural val-
ues: “extended family networks, religion valued with
many Baptists, interdependence with ‘Blacks,’ daily
survival, technology valued, folk (soul) foods, folk
healing modes, and music and physical activities.”26–28

Ethnohistory of Euro-Americans
European immigration into the United States began on a
large-scale basis in the early 1800s because of discon-
tent with existing European conditions and a height-
ened awareness of many American opportunities.29

The Ellis Island Immigrant Station was used to process
large numbers of immigrants into the United States.30

Interestingly, many United States citizens who live in
the land of immigrants have had some hostile views
about immigrant groups, while at the same time proudly
professing to be a “land of refuge” and “an asylum for
the oppressed.”31

Early 17th century patterns of family life in the
United States were fairly consistent with fathers as the
identified head of the household, with women as wives
and helpmates who were clearly subordinate, and with
children trained to be obedient and respectful to oth-
ers. Cultural family values of discipline, orderliness,
and productivity were held in high regard. Paternal au-
thority began to decline in the mid 18th century. Fa-
thers no longer had control or influence to select their

children’s mates, occupations, or residence. The influ-
ence of kin such as grandparents, aunts, and uncles di-
minished, and “. . . the nuclear family became increas-
ingly autonomous.”32

Ethnohistorical and transcultural nursing research
findings for the European/Anglo American culture
identified by Leininger included the following domi-
nant cultural values prevailing today: “. . . individ-
ualism with a focus on a self-reliant person, inde-
pendence and freedom, competition and achievement,
materialism (things and money), technology depen-
dent, instant time and actions, youth and beauty, equal
sex rights, leisure time, reliance on scientific facts and
numbers, less respect for authority and the elderly, and
generosity in time of crisis.”33 Hence, ethnohistorical
factors differed considerably between African Amer-
ican and Euro-Americans, especially regarding their
history, attitudes, and lifeways.

Research Design
Ethnonursing Research Method
The ethnonursing qualitative research method devel-
oped by Leininger, which was designed to systemat-
ically study the theory of Culture Care, was chosen
for this study.34–36 The researcher held that to gain an
in-depth understanding of intergenerational meanings,
expressions, and practices of family violence and cul-
ture care with African and Euro-Americans, the eth-
nonursing qualitative research method was appropri-
ate and essential to study the domain. A major part
of the ethnonursing method is to tease out covert and
complex data with the use of enablers. The major en-
ablers used in this ethnonursing study were: 1) The
Leininger Stranger to Trusted Friend Enabler to facil-
itate obtaining data as the researcher moved from a
distrusted stranger to a trusted friend; 2) The Leininger
Observation-Participation-Reflection (O-P-R) Enabler
used to facilitate and guide the researcher to gain
in-depth knowledge about culture care and noncare,
meanings, expressions, and practices related to family
violence; 3) A Semi-Structured Inquiry Enabler was
developed by the researcher to obtain culture-specific
data related to the domain; and 4) Short Family His-
tory Narratives, or comfortable talkouts, were used to
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obtain intergenerational, culturally based family care
and value patterns.37,38 Acculturation factors were as-
sessed related to the extent that informants focused on
traditional or nontraditional lifeways.

Criteria for Selection of Informants
The following criteria were used for selection of key in-
formants in this study: 1) Middle-class African Amer-
ican and Euro-American families who were born and
lived in the United States for at least 10 years; 2) Infor-
mants currently living in a large urban community in
the United States; 3) Informants with families having
three living generations of the designated cultures (el-
dest or first generation, middle or second generation,
and youngest or third generation); and 4) Informants
who spoke English and volunteered to participate in
the study. Four key African American families (12 in-
formants) and three Euro-American families (9 infor-
mants) were included in this study. Key informants are
most knowledgeable about the domain of inquiry and
are held to reflect the norms and values of the cul-
ture under study.39 General informants in this study
included eight African Americans and seven Euro-
Americans. General informants met the above iden-
tified criteria (1, 2, and 4), but were not required to
currently have three living generations within their
family. General informants are not as fully knowledge-
able about the domain, but have general ideas about the
domain and culture under study.40 Although Leininger
generally recommends a ratio of 1:2 key to general
informants in an ethnonursing research study, the re-
searcher was able to reach saturation with the data
collected from the key and general informants in this
study.41

Data Collection, Entry, Coding,
and Analysis
Data obtained from this ethnonursing qualitative
research study were entered and managed using
the Leininger-Templin-Thompson (LTT) Ethnoscript
Qualitative Software.42 Data entries included a wealth
of detailed raw emic data from African American
and Euro-American informants that included verba-
tim statements and many hours of observational data

collection. Two to three interviews were conducted
with key informants lasting approximately 2 to 3 hours;
one to two interviews were conducted with general
informants lasting approximately 1 to 2 hours. Re-
searcher dialogue, theoretical speculations, feelings,
and environmental contextual data were also included
for a full and detailed account. The coding was done
by use of the Coding Data System for the LTT Field
Research Ethnoscript, which reflects categories and
domains from the Culture Care Theory.43 Additional
codes unique to this study were added as new or unex-
pected data was collected from informants. Data were
analyzed using Leininger’s Four Phases of Ethnonurs-
ing Data Analysis guide, which can be found in other
chapters in this book.44

Research Study Findings
In this section findings are presented from the en-
ablers used, including the Observation-Participation-
Reflection Enabler and the Stranger-Friend Enabler,
which focused on the domain of inquiry and the the-
ory of Culture Care. Patterns and themes were identi-
fied related to intergenerational meanings, expressions,
and practices of family violence and culture care of
the African American and Euro-American informants.
African American themes will first be presented fol-
lowed by the Euro-American themes, followed by a
brief discussion of each major theme.

African American Culture
Four universal African American cultural themes were
discovered in this study from the raw data, descriptors,
and patterns. The first African American theme was as
follows:

For African Americans, teaching respect was iden-
tified as a parental responsibility necessary for
survival care and influenced by traditional family,
religious, spiritual, and cultural lifeways.

Respect was considered an important cultural care
value, particularly by the elder or first generation
informants to prevent violence and other unfavorable
behaviours. Informants talked about the young, espe-
cially males, as increasingly involved with the criminal
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justice system and frequently being incarcerated for vi-
olent crimes. Teaching the children early in life through
the enculturation process about care as respect for el-
ders, including those in authority, was a valued cultural
care belief and practice to prevent violence and to sur-
vive. The first generation of grandparents believed that
some children today had not been taught to respect
their elders as they themselves had learned as children
and, in turn, had taught their own children. Moreover,
the older generation believed that the young today had
not learned a sense of fear and respect for others, which
they believed was responsible for an increase in African
American children becoming involved in gangs and le-
gal problems. One key informant stated:

The problem today is people don’t have that fear.
People always have to know the lines not to cross.
I always knew the lines and avoided crossing them.
They also don’t have respect for others or even for
themselves.

Respect was identified as a twofold reciprocal care
practice for children, namely, to have respect for their
elders and for adults to respect their children. One
key informant said: “The kids feel bad, they’re bad
and they’re angry. And they’ll say any inappropriate
word to their mother, because they don’t care any-
thing about respecting her if she hasn’t held respect for
them.”

Ten African American key informants talked about
physical punishment as “whoopings,” and maintained
whoopings were not physical or psychological vio-
lence, but a parental responsibility as a disciplinary
measure for the child. One key informant said: “I don’t
believe whoopings are violence. Had to do that as a part
of the parent’s responsibility in raising kids.” Another
key informant stated: “We got whoopings . . . but I was
never punished unjustly where it was abuse or anything.
I believe violence is murdering and rapings.” The prac-
tice of whoopings as “disciplining” was viewed as a
means to set limits and teach respect to the child begin-
ning in their early years and was not viewed as abusive
or punitive in nature.

All three of the third-generation grandparents
spoke about differences in child-rearing practices to-
day. Past care practices were to teach children respect
and responsibility, but in their view this was not being

done today with the present young generation. An el-
der, first-generation key informant stated: “I gave the
teachers permission to whoop the kids, then they got
a second whooping when they got home, ’cause they
shouldn’t have gotten the first. Those teachers aren’t
allowed to do that stuff today.”

A third-generation key informant identified the
word “whooping,” but reflected her educational prepa-
ration in psychology and used the word “hitting.” This
reflected a change in cultural values and beliefs based
on a socialization process within the mainstream
American educational system. This informant said:
“My mother never believed in hitting. So even before it
was popular not to hit kids, my mother never believed
in it.” A sense of frustration and a tendency to leave the
responsibility of raising children to the parents was re-
flected as an important parental enculturation process.
Another key informant stated:

My grandson is about 16 years old. I have some
problems with him. Kids today aren’t like they used
to be. They don’t mind. They don’t do what you tell
them, and they don’t respect their elders, like I did,
and like my kids did. I tell him to go out and do
snow shoveling, and he says no way. I don’t talk to
him anymore because if he didn’t do what I asked
him to, I’d have to ask him to leave. To avoid having
to ask him to leave, I don’t ask him to do anything
anymore. Now I talk to him through his mother.

From the above data, teaching respect to the young was
held as an essential and almost imperative parental re-
sponsibility in raising children. First-generation grand-
parents identified the necessity of teaching the young to
respect others as a means to decrease violence and non-
caring lifeways. The reciprocal nature of respect, with
adults also respecting children, was discovered as an
important intergenerational care practice. Elder infor-
mants expressed a concern for differing child-rearing
practices today and believed this reflected a parental,
or second-generation, enculturation process.

The second major theme discovered was as
follows:

For African Americans, conflicting culture care val-
ues and societal values lead to changes in patterns
of communication, diminished parental responsi-
bility, and a general lack of direction in the home
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and increased violence and substance abuse as in-
fluenced by kinship, religious, spiritual, and cul-
tural values and lifeways.

Changing societal values were held by all African
American informants to be in conflict with culture care
values and were considered to have a major influence on
violence today. Parents, especially mothers, who had an
increase in responsibilities outside the home and no one
at home to “teach” the children were identified as the
major concerns. Key informants talked about parental
role conflicts, especially with mothers participating in
mainstream societal beliefs and practices of working
outside the home and maintaining busy schedules. Sev-
eral informants talked about these changing societal
patterns conflicting with traditional culture care val-
ues, beliefs, and practices. Such changes were held to
lead to noncaring child-rearing practices in the home.

Inadequate communication and “not taking re-
sponsibility” for problems were also identified by the
youngest generations of African Americans to have in-
fluenced an increase in violence. One key informant
stated: “I don’t believe violence would happen if par-
ents would communicate with their kids. A good way
to talk about things that happen during the day to ev-
eryone in the family is at dinner. Parents aren’t there
to take care of their kids anymore.” Although another
key informant did not believe there were patterns of
violence in her own family, she described a broader
cultural pattern of “. . . decreased communication and
not caring enough to be parents. Parents are taking too
little responsibility . . .” She believed this had led to an
increase in violence within her own culture.

Nine key informants maintained that parental use
of drugs and alcohol in the home led to an escalated
use of drugs and alcohol by the children with increased
signs of violence. Noncaring, which was held as “not
taking responsibility” in the parental role, was associ-
ated with the rise in violence today. Although “parents”
were discussed in general terms, more specifically the
“mother” was blamed for problems with the children.
One key informant stated:

Where the parent’s problems are coming from
right now are the mother not using her intelligence
around her kids, not using a basic thing like up and
up livin’, and being sober minded. You can’t smoke

and drink and lie around talking all type of garbage
around your kids.

Another key informant stated:

We’re always told the way you behave is a reflection
of your parents, or the way they teach you your
values and stuff, but it doesn’t seem that it’s like
that any more. Some of the parents behave the same
way or worse than the children.

From the above statements conflicts in traditional cul-
tural care values and beliefs about parental role respon-
sibilities with mainstream societal values and beliefs,
particularly with the mother and the increasing de-
mands outside of the home and away from her children,
were identified as related to an increase in violence
today. The importance of communication within the
family to decrease noncaring lifeways was expressed
by the youngest generation. Parental use of drugs and
alcohol in the home was associated with an increase
in violence and noncaring practices and attributed to a
rise in the use of drugs and alcohol by children.

The third major theme was as follows:

For African Americans, caring for oneself and oth-
ers was believed to reflect a loving connection to
God, as influenced by their religious, spiritual, and
cultural values and lifeways.

Belief in God was held by all key informants as es-
sential to maintain caring lifeways and to prevent vi-
olence. One key informant stated: “The reason for so
much violence today is because people don’t have faith
in the Lord. Loving the Lord helps people love and re-
spect themselves and others.” Informants talked about
respecting and caring for “others,” as well as “oneself,”
which came through a loving connection to God. An-
other key informant stated: “You need to respect and
take care of yourself. You learn this through loving the
Lord.”

African American informants described care as a
sense of “group spirit” and “brotherly/sisterly” love and
support derived from their religious/spiritual and cul-
tural values and lifeways of doing good on this earth.
It was not a goal or end result in and of itself, but
rather that positive benefits would come to those who
gave freely of themselves to their brothers and sisters
with the Lord’s love. One key informant said: “I value
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helping others who can’t help themselves, or need to
show them the way. You can’t do it to get something
in return. But God always sees you. You get back the
positive or negative you dish out.” Respect was held as
a major cultural care value associated with maintain-
ing caring and nonviolent lifeways, which were deeply
embedded in the religious values and beliefs of African
Americans. One informant stated: “Respecting your-
self and your fellow brothers and sisters, you have to
do that if you don’t want violent ways.”

These informants’ statements reaffirmed the im-
portance of religious beliefs and their close relation-
ship to caring practices to prevent violence and to
become “other” directed. The concept of respect was
strongly equated with promoting caring and nonvio-
lent lifeways and practices and was largely embed-
ded in the informant’s religious/spiritual and cultural
values and beliefs. Although informants talked about
the importance of “self respect,” a strong regard for
promoting the value of “other respect” was repeatedly
noted. The “Lord’s love” was bestowed on those who
demonstrated love and respect for their “brothers” and
“sisters,” which led to other caring modalities and non-
violent lifeways and practices.

The fourth major theme was as follows:

For African Americans, a diminished sense of “we-
ness,” viewed as care, was believed to have led to
an increase in violence.

All 12 African American key informants talked about
the significance of helping their “brothers” and “sis-
ters,” referred to as an act of “we-ness,” and caring. The
“we-ness” concept was viewed as maintaining caring
and nonviolent cultural lifeways in the past since the
days of slavery. One key informant stated: “Being loyal
to each other was caring. I always believed in togeth-
erness. That’s my talk. When you have togetherness,
you can live.”

Several elder key informants expressed a sense
of loss in changing societal and cultural values to-
day and a strong regard for values of “times past.”
They believed the cultural value their generation had
placed on helping one another had been lost with the
younger generation. One key informant added: “Used
to be we could always depend on each other.” A
general informant spoke about the African American
cultural value in helping one’s brothers and sisters with

this comment: “I believe the Black culture helps their
own, more than Whites do.” Yet, this same informant
talked about the increasing commonality of violence
among all cultures: “Today though, I’m starting to see
decreased differences between cultures in violence,”
demonstrating a need to extend care and positive re-
gard to all our “brothers” and “sisters,” regardless of
one’s cultural identity.

From the above key and general informant state-
ments, theme four substantiates the close connection of
caring and nonviolent lifeways. Informants repeatedly
described the concept of “we-ness” as a caring mode
and essential today to prevent violence. An underlying
sense of loss was expressed by the first or older gener-
ation with respect to the cultural care values of helping
others, particularly in times of need. The prevalence of
violence as a societal trend was repeatedly noted, and
informants stressed the importance of “helping others”
as a means to return to caring lifeways and decrease
acts of violence.

In summary, four universal themes were abstracted
from African American key and general informants
from descriptors and patterns. Similarities and dif-
ferences were systematically identified among inter-
generational informants. Many repeated patterns from
observations and interviews confirmed and substan-
tiated meanings-in-context. Unquestionably, the in-
fluence of religious/spiritual and cultural values and
lifeways and other social structure factors on intergen-
erational meanings, expressions, and practices of fam-
ily violence and culture care for African Americans
was discovered.

Euro-American Culture
Three Euro-American universal culture care themes
were discovered from the raw data, descriptors, and
patterns. The first Euro-American universal theme was
as follows:

For Euro-Americans, misplaced anger, violent fam-
ily expressions, and ineffective patterns of commu-
nication were associated with noncaring practices
and lifeways.

Eight key informants and five general informants,
from all generations, spoke about noncaring prac-
tices they had experienced with other family members.
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They spoke of problems in expressing their anger ap-
propriately to others and that noncare practices had
been learned and passed on intergenerationally. Infor-
mants talked about “silence” as a cultural noncare prac-
tice to communicate anger. One key informant said:
“When my mom gets mad at me, she won’t talk to me.
One time she didn’t talk to me for four days. Her mother
used to do that with her too.”

They also talked about misplaced anger with chil-
dren and spouses, described as the inability to commu-
nicate their anger with the appropriate individual(s).
Informants spoke about “hitting” their children or be-
ing “hit” as children. One key informant stated: “My
mom used to hit me. I was afraid of her. I wouldn’t
call it abuse, because it didn’t happen all the time, but
my mom used to get mad at me, for no reason, and she
would start slapping me.” Three key informants talked
about learning to communicate in this manner from
a family member, usually a mother or father. In talk-
ing with three generations within the same family, the
researcher was told about the noncaring practices of ex-
pressing one’s misplaced anger as learned cultural val-
ues and lifeways. One first-generation key informant,
a grandmother, stated:

I didn’t drive and I was home all the time, and that
was kind of rough. I took in ironing. I’d have to do
all that after the kids were in bed. So then I was up
to about 3:00 in the morning, ironing and cleaning.
Spanking a child is not child abuse, it didn’t harm
us. I just spanked my kids when they were little if
they did something. I think a lot of the reason I did
it was being tired, and I might have taken it out on
the kids.

The daughter (second generation) talked about learning
to express anger from her mother. She said: “My mom
was the same way. If she was angry at Dad, she used
to take it out on us kids, and I’m the same way.” The
granddaughter (third generation) in this family said:

With my mom, if she’s angry, she’ll hit one of us,
and I feel that that’s how I learned how to deal with
anger. I just get afraid of that. When I get angry, I
just want to hit. I don’t care what I hit or who I hit.
I’m just afraid one of these days I won’t be able to
control myself.

In talking with three generations within one family,
noncaring expressions and ineffective communication

was learned and passed on intergenerationally. The
researcher observed the difficulty for several infor-
mants in talking about personal experiences with vi-
olence, yet they were able to talk about violence with
respect to the “other” (brother, neighbor, etc.). One key
informant stated:

There was never violence with us, not like with my
older brother and his kids. That was violence. He
would be really violent with his kids. We would
get after him sometimes, because even when the
kids were little, he would get angry about some-
thing and then take it out on the kids and really beat
’em. The older boy is a little slow today, and we
thought maybe it was from getting hit in the head
or something. The oldest boy ended up in jail.

Another key informant spoke about the violence she
had witnessed at a neighbor’s home. The concept of
misplaced anger as noncaring and violence passed
on intergenerationally is well delineated in this infor-
mant’s comment: “My one neighbor takes a belt to her
kids. But I think she had a horrible home life. I think it
happened to her a lot. I think she’s angry, and I think
her kids are going to be the same way. I think it’s a
vicious cycle. I think her kids will do that too.”

In Theme 1, Euro-Americans identified noncaring
as learned cultural values and practices with ineffec-
tive patterns of communication frequently expressed
as misplaced anger that led to violent family expres-
sions. Noncaring and ineffective patterns of communi-
cation, described as misplaced anger, were associated
with violent family expressions. These patterns were
culturally learned and passed on intergenerationally.

The second Euro-American theme was as follows:

Euro-Americans believed noncaring role modeling
led to an increase in societal violence, particularly
among children.

Caring and nonviolent role modeling was believed to be
an important responsibility of parents, yet these Euro-
American informants (from three generations) felt it
was “somehow missing today.” All key and general in-
formants were concerned about a general lack of caring
role models with the “younger generation.” Violence on
television, noncaring parents, and rapidly changing so-
cietal and cultural care values were “blamed” for the
increase in American violence today. Informants be-
lieved “care” was needed in the home and was held to be
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a parental responsibility by instilling caring attitudes in
their children through socialization and enculturation
processes. One key informant said: “A lot of the vi-
olence is coming from families who don’t care what
their children are doing.” One key informant spoke
about the abuse she had experienced from her mother:
“I know with my mom, the way she would spank me,
like grandma did it with her. A lot of it is passed on.”
This same informant did not believe she was noncar-
ing or violent with her children; yet, her 16-year-old
daughter said: “I’m afraid of my mother.”

Care was identified as a learned cultural value
passed on intergenerationally with one diversity view.
One informant stated: “Caring comes naturally. You’re
either born with it or you’re not. Caring has to
come from within.” All other informants identified that
care was influenced by what was taught in the home.
As one key informant stated: “Caring is something we
learn at home, it’s either there or it isn’t.” Changing cul-
tural values and beliefs, particularly those related to so-
cial structure factors, were associated with an increase
in violence in American society today. Several key in-
formants who had “chosen” to stay home and raise
their children recognized that their children were “do-
ing things different today.” One key informant stated:
“I think the answer to all this violence is that mothers
should be home with their kids, because too many kids
are left on their own.”

From Theme 2 the data substantiated that role
modeling was an essential means to instill caring
meanings, expressions, and practices in children. First-
generation informants believed constructive role mod-
eling had been lost with the young generation, but was
held to be the responsibility of the parents to help chil-
dren learn and practice caring through socialization and
enculturation. Violence was associated with noncaring
and/or absent role models for children within society
and most importantly within the home environmental
context.

The third major theme was as follows:

For Euro-Americans, an increase in substance
abuse was associated with an increase in expres-
sions and practices of noncaring and violence
within the family and in society in general.

Substance abuse was repeatedly identified to have a
major influence on the increase in family and societal

violence. It was often referred to by key informants as
a “culture of alcohol and drugs” in America. Several
informants spoke about personal experiences with al-
cohol and drugs, particularly in their own family. Key
and general informants frequently identified a connec-
tion to alcohol and drug use with violence in the home.
One key informant talked about her own experiences
with witnessing violence as a child because of her fa-
ther’s alcoholism in the following verbatim descriptor:

There were a lot of violent times with my mom
and dad in our younger years, cause my dad was
an alcoholic. He drank a lot. I can remember him
beating her, kicking her, throwing her on the floor,
things like that. My oldest brother, who’s the black
sheep of the family, also drinks a lot. Maybe he saw
a lot of stuff. He holds a lot against mom and dad.

Seven key and five general informants also talked about
the use of drugs and alcohol today, particularly with
the youngest (third) generation. One second-generation
general informant talked about the difficulty to raise a
child today with the increase in use and availability of
alcohol and drugs: “With teenagers today and the drugs.
I wouldn’t want to raise a teenager today. I mean you’ve
got the drugs and the drinking. It’s too easy for them
to get.” Euro-Americans linked the rise in intergener-
ational family and societal violence with an increase
in the use of alcohol and drugs. Both key and general
informants talked about the likelihood of violence and
noncaring practices in homes in which parents were
using alcohol and drugs. First- and second-generation
informants expressed concerns about changing soci-
etal and cultural values with respect to instilling caring
values in the young.

In summary, three universal themes were ab-
stracted from Euro-American informant descriptors
and patterns with similarities and differences among
informants. Observations and interviews with key and
general informants revealed the extent to which their
cultural values and lifeways and other social structure
factors influenced intergenerational meanings, expres-
sions, and practices of family violence and culture care
for Euro-Americans.

Table 19.1 presents a succinct overview of the find-
ings for both groups related to the four universal themes
for the African American informants and three univer-
sal themes for the Euro-American informants.
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Table 19.1 Comparative African and Euro-American Care/Noncare Meanings, Expressions, and Practices

African Americans Euro-Americans

Tend to talk about “whoopings” Tend to talk about violence with the “other,” i.e., brother,
parents, neighbors, but not in the present personal,
married, or significant relationships

Do not believe it is violence

Physical punishment done to “teach” children to “respect”
elders and those in authority and thought of as teaching
“survival care”

Physical punishment done out of “frustration,” “exhaustion,”
and misplaced anger

Mother more likely to use physical versus verbal punishment In addition to physical punishment, mothers tend to withdraw
love and will not interact or talk to child when angry with
child (mothers also frequently experienced this from their
own mothers)

Mother and/or grandmother is responsible in the family to
promote care

Mother is responsible in the family to promote care

Responsibility of increase in violence is attributed to no one
being at home to “teach” the children to care

Responsibility for an increase in violence is attributed to
mothers working outside of the home and not being
available to care

Discussion of Findings
Culture Care Nursing Judgments,
Decisions, and Actions
With the Theory of Culture Care Diversity and Univer-
sality, Leininger predicted three major modalities to
guide nursing judgments, decisions, or actions to help
nurses provide culturally congruent care.45,46 The three
modes are 1) cultural care preservation and/or mainte-
nance, 2) cultural care accommodation and/or negotia-
tion, and 3) cultural care repatterning or restructuring.
Based on the findings in this study, the three modes
of cultural care nursing judgments, decisions, and ac-
tions will be discussed next in relation to the domain
of inquiry.

Cultural Care Preservation/Maintenance Cul-
tural care preservation/maintenance would be used
by nurses to strengthen the cultural values and be-
liefs of extended family, neighborhood, and community
systems for members of both cultures. It would be es-
pecially important to draw on religious/spiritual factors
with African Americans. The nurse would encourage
preservation/maintenance of caring relationships with

extended family members to facilitate a meaningful
understanding of child rearing and intergenerational
caring practices to prevent family violence. He or she
needs to recognize noncaring expressions and prac-
tices of African American family violence patterns and
then draw on local community resources such as men-
tal health agencies or family parenting classes or dis-
cussion groups to preserve and maintain caring modes
among family members.

The church setting would be important to strength-
ening, maintaining, and preserving community bonds
of togetherness or the “we-ness” valued by African
Americans. Local church groups could promote the
cultural care value of respect for self and others, or
one’s brothers and sisters, and especially the elderly.
Nurses should focus on maintaining family support and
respect for individuals within African American fami-
lies, groups, and communities. Knowledge is essential
to preserve “we-ness” through verbal and nonverbal
communication modes. Cultural identity roots and val-
ues need to be preserved and maintained with pride. Lo-
cal library, educational, community, and church centers
with African American heritage activities would also
be encouraged and maintained.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095B-19 PB095/Leininger October 19, 2001 8:48 Char Count= 0

344 Section III / CULTURE CARE THEORY, RESEARCH, AND PRACTICE IN DIVERSE CULTURES

The Euro-American value of inspiring the young
to embrace cultural meanings, expressions, and prac-
tices of care through the use of positive role models
needs to be preserved and maintained. Personal expres-
sions of care that parents, spouses, and children want to
pass on to first and second generations could be taught
and maintained as model caring practices for the young
or third generation in diverse environmental contexts
to prevent violence and destructive conflicts.

Cultural Care Accommodation or Negotiation
For African Americans, cultural care accommodation
or negotiation means accommodating their lifeways
with family, church, and local community interests
to prevent or lessen violence tendencies or acts. This
means referring clients to parenting classes in local
churches and to counseling agencies that have sup-
port groups for parents dealing with life stresses ex-
perienced by single and/or working parents. Since all
third-generation informants identified care as the need
to have time to communicate with parents, family mem-
bers are encouraged to identify strategies to accommo-
date this need with their children to prevent violent
acts. Religious and spirituality needs are accommo-
dated along with family kinship ties to promote caring
and nonviolent lifeways.

With the Euro-Americans desire for “self-
improvement” and new “life skills,” transcultural
nurses would accommodate this need by guiding them
to self-help and lifeway groups to improve skills to
deal with misplaced anger. Families might attend sup-
port groups on anger management and/or Alcoholics
Anonymous and Al-Anon groups for families having
difficulties with substance abuse. Euro-Americans with
family violence difficulties require culture care accom-
modation and negotiation modes to reduce violence
through educational home and community programs.

Nurses’ judgments need to be held in abeyance,
and they need to avoid blaming, accusing, or other
modes of noncaring practices with both African Amer-
ican and Euro-American cultures. Intergenerational
family violence needs to be discussed by nurses in
family and community group sessions. Nurses need
to assess African Americans and Euro-Americans for
substance abuse, and they need to accommodate and
negotiate culturally congruent treatment for clients.
African Americans could be encouraged to seek care

for substance abuse within their local church and com-
munity groups and with professional care service agen-
cies. Nurses might also have Euro-Americans “focus
on care of self” through individual therapy referrals,
which may require culture care accommodation and/or
negotiation practices.

Cultural Care Repatterning and Restructuring
Cultural care repatterning and restructuring for African
American parents would include helping them learn
to take responsibility for teaching caring and non-
violent lifeways to children. Whooping as generic
care may have short-term benefits to control violence,
but it always necessitates repatterning and restruc-
turing to maintain nonviolent caring practices. The
youngest generation of both African Americans and
Euro-Americans were being influenced by American
socialization processes of not using physical forms of
punishment with children, but the elder generations of
both cultural groups and some second-generation in-
formants held to their respective cultural values and
beliefs that there are indications and benefits for some
“whooping” and mild hitting when children need it.
Second and third generations need to understand that
care, as respect, is a reciprocal practice with children.
Local churches and community groups need to be as-
sessed to help the young or third generation in survival
care and to avoid becoming involved in gangs and legal
systems.

Euro-American noncaring patterns of family vi-
olence need to be repatterned and restructured, espe-
cially to deal with misplaced anger and taking anger out
on family members. Therapeutic patterns of commu-
nication such as learning to appropriately express feel-
ings, particularly anger, with family members needs
to be taught to children and adults throughout the life
cycle. Providing ways to assist clients in repatterning
anger without resorting to noncaring and violent prac-
tices is important. Such an action mode might well
break the cycle of family violence. Repatterning by use
of role modeling with Euro-Americans could improve
parent-child relationships. Nurses might role model
caring communication patterns with children and make
referrals to community agencies such as “Big Brother”
and “Big Sister” organizations to develop caring posi-
tive role models for culturally congruent lifeways that
are health promoting.
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Repatterning and restructuring preconceived neg-
ative judgments about violence that are not viewed as
caring nursing modes need to be made with African
Americans and Euro-Americans in co-informant ways.
Blaming or passing other negative beliefs to clients
was found to be noncaring and nonbeneficial. If blam-
ing and/or judgmental attitudes were used by nurses,
it could be a major barrier to helping clients in cultur-
ally congruent ways and clients may avoid discussing
or seeking help for noncaring and violent lifeways and
practices from disapproving and critical nurses.

In-depth understanding of intergenerational vio-
lence is essential nursing knowledge to alter a noncar-
ing cycle that is passed on from one generation to the
next. The nurse needs to seek appropriate time to dis-
cuss such an issue with clients in a co-informant way as
advocated by Leininger and should work to repattern
destructive and noncaring patterns of violence. Non-
caring and culturally incongruent modes of working
with clients that alienate and/or silence clients and per-
petuate a cycle of violence intergenerationally need to
be consciously avoided by nurses.

The author recommends the following “TCN
CARE Repatterning Guideline” based on Leininger’s
major TCN concepts and principles, which could fa-
cilitate ways to provide culturally congruent care.47,48

The research findings from this study also need to be
used within the Theory of Culture Care and the do-
main of inquiry investigated in this study on intergen-
erational family violence for African Americans and
Euro-Americans.

Take the time to learn specific cultural values,
beliefs, and practices about care.

Communicate and maintain care modes to clients
within a culturally congruent manner.

Negotiate, accommodate, and nurture cultural
values, beliefs, and practices that facilitate
caring.

Coordinate family and community referrals for
clients to facilitate intergenerational caring
values, beliefs, practices, and expressions of
care.

Accommodate, preserve, and maintain cultural
care values, beliefs, and practices of clients.

Restructure lifeways that are noncaring or violent
intergenerationally.

Empathize with clients and avoid judgmental
nursing decisions and actions by providing
culturally congruent care that leads to health
and well-being.

The reader can use this “TCN CARE Repatterning
Guideline” with other transcultural nursing concepts
and principles along with research findings from other
cultures related to violence.

Summary
This study, conceptualized within Leininger’s Theory
of Culture Care Diversity and Universality, demon-
strates the importance of nurses caring for clients
experiencing difficulties with intergenerational fam-
ily violence within a culturally congruent manner.
Leininger’s Theory of Culture Care was essential to
discover social structure factors regarding intergenera-
tional family violence within the African American and
Euro-American cultures. This study further demon-
strates the potential role of the transcultural nurse to
discover, alleviate, or diminish intergenerational vio-
lence that is widely prevalent in the United States. Tran-
scultural nursing research studies on violence such as
this study can assist nurses who are practicing within
a similar context to care for clients experiencing vio-
lence within a culturally congruent manner. The use of
Leininger’s Theory of Culture Care with concomitant
research findings contributes to the growing body of
transcultural nursing knowledge, and the findings need
to be used to provide culturally congruent care—the
goal of the theory and a worldwide human need.
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CHAPTER 20
Elder Care in Urban
Namibian Families: An
Ethnonursing Study

Cheryl J. Leuning, Louis F. Small, and Agnes van Dyk

Overview

Since Namibia’s independence in 1990, the popu-
lation of elders (persons 65 years old and older)
in urban communities is growing steadily and re-

quests for home health care, health counseling, respite
care, and residential care for aging members of society
are overwhelming the health care system. This study
expands transcultural nursing knowledge by increasing
understanding of generic (home-based) patterns of el-
der care that are practiced and lived by urban Namibian
families. Guided by the Culture Care Theory and the
ethnonursing research method, emic (insider) mean-
ings and expressions of care and caring for elders have
been abstracted from data collected through semistruc-
tured interviews and observations with selected urban
family members and synthesized into five substantive
themes. The themes, which depict what caring for el-
ders means to urban families, include the following:

1. Care as nurturing the health of the family
2. Care as trusting in the benevolence of life as lived
3. Care as honoring one’s elders
4. Care as sustaining security and purpose for life

amid uncertainty
5. Providing care within rapidly changing cultural

and social structures

These findings add a voice from the developing world
to the body of transcultural nursing knowledge and in-
crease understanding of several culture care constructs,
including respect, presence, being connected, and pro-
tection. Findings are blended with professional care
practices to facilitate culturally congruent nursing care
for elders and their families in urban Namibia.

To care is to be compassionate and so form a com-
munity of people honestly facing the painful reali-
ties of our finite existence. —Henri J.M. Nouwen

The population of the world is growing older. By
2025, one out of every four persons in the developed
world (about 25%), and one out of every eight persons
in the developing world (about 12%) will be 65 years
old or older.1 This latter percentage constitutes over
70% of the world’s elders as developing regions con-
tinue to experience burgeoning population growth.2

Such extensive demographic change will affect the
economic, cultural, and social well-being of the entire
global community and simultaneously present urgent
challenges for health care systems serving persons of
all cultures.

Since Namibia’s independence in 1990, the el-
der population in this southwestern African coun-
try has grown steadily. Increases in the number of
elders have touched all cultures in Namibia. Most
Namibian people trace their descent from two aborig-
inal groups, the Bantu from north central Africa and
the hunter-gatherers or San Bushmen from southern
Africa. Several cultures have evolved from these orig-
inal Namibians. Owambo, Herero, and Kvango peo-
ple speak similar Bantu languages and share common
traditions, while the Nama, Damara, Colored, Baster,
and San groups speak Khokhoi languages and share
somewhat different traditions. European and Afrikaner
people in Namibia trace their origins to Germany,
the Netherlands, and South Africa, respectively, thus
introducing additional cultures and traditions to the
country.3 Although cultural differences exist among
Namibians, their common experiences through the
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centuries and their collective struggle against apartheid
have created powerful bonds among people and a na-
tional sociocultural identity that emphasizes unity and
understanding rather than diversity.

Historically, Namibian families of all cultures have
cared for elders at home. Women have assumed major
responsibilities of looking after aging family members
and those with fragile health, while the entire fam-
ily has devoted time and resources to elder care. To-
day, many factors have altered these family traditions.
Opportunities for young people, including women, are
enticing extended families to migrate from rural home-
lands to cities where both men and women can pur-
sue education and careers. When younger members of
urban families become busy with school or jobs, it is
increasingly difficult for them to provide adequate so-
cial, cultural, physical, and/or emotional care for their
elders. Additionally, the AIDS pandemic in Namibia
poses an unprecedented health threat. As the leading
cause of death and hospitalization in the country, AIDS
is claiming the lives of women and men who constitute
the work force — persons between the ages of 20 and
49.4 What this means for elders is difficult to discern.
Will they have any surviving children or grandchildren
to care for them? Will elders be the sole support and
care providers for their grandchildren?

While AIDS is talking its toll on young people, de-
mographic data suggest that Namibian people are living
longer today than they ever have before. About 5.6% of
the 1.6 million people in Namibia — 90,100 people —
are over 65 years of age, and within this age group, 60%
are over 75 years old, and 20% are over 80 years old.5

Like elderly individuals in other parts of the world, the
frail oldest of the old in Namibia require a great deal
of assistance and supportive care to remain at home.
Chronic illnesses, including arthritis, hypertension, re-
curring respiratory infections, cancer, and diabetes are
associated with increasing age in Namibia. When fami-
lies are not able to care for elders at home, other options
are limited. Often the elders simply do not get the at-
tention they need, or they are moved into one of the few
old age homes in the country where families are still
expected to assist residents with daily needs, including
clothing and food. As Namibian nurses begin develop-
ing models of assistance and support for families and
elders in urban communities, it is critical to know and
understand culturally valued patterns of care within the
family.

Domain of Inquiry and Purpose
of the Study

Emic (insider) cultural meanings and expressions of
care and caring for elders in selected urban Namibian
families was the domain of inquiry for this study. The
purpose of the study was to increase transcultural nurs-
ing knowledge and understanding of generic (home-
based) patterns of elder care within urban Namibian
families. The study identified culturally congruent
community-focused nursing care for elders and their
families by combining generic care and professional
nursing care.

Theoretical Framework
Leininger’s theory of Culture Care Diversity and Uni-
versality with the ethnonursing research method was
used to guide this study within the philosophy and sci-
ence of human caring.6–12 The major premise of Cul-
ture Care Theory is that care is the essence of nurs-
ing and a universal human experience with diverse
meanings and unique patterns of expressions in dif-
ferent cultures.13,14 Culture, the gestalt of human ex-
perience and knowledge, includes the “. . .values, be-
liefs, norms, patterns, and practices that are learned,
shared, and transmitted intergenerationally” that influ-
ence care meanings and expressions.15,16 Differences
(diversities) and similarities (universals) in care knowl-
edge and practices among persons, families, groups,
and communities were predicted by the theorist to be
shaped or influenced by the worldview, environmen-
tal context, language, and cultural and social dimen-
sions (including kinship, religion, cultural values, po-
litical, legal, technology, economics, and education) of
cultures. Furthermore, the theorist predicted that care
meanings and expressions greatly influence and ex-
plain the health or well-being of individuals, families,
groups, and communities.17–19 Health is constructed by
persons and communities as they live in harmony with
their cultural and physical environment, including their
own biology, and the totality of their human experience.

The theory of Culture Care has been designed
by the theorist with a rigorous qualitative method of
discovery and analysis, namely, the ethnonursing re-
search method. This method brings forth explicit di-
verse and universal culturally based care meanings
and expressions from emic (insider) and etic (outsider)
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perspectives related to health, illness, and dying pat-
terns. The ethnonursing research method is a sys-
tematic way of exploring, knowing, and confirm-
ing culturally based individual and group knowledge
about care and health in the discipline of transcul-
tural nursing.20–24 Philosophically and epistemologi-
cally, ethnonursing data are grounded with people as
knowers. Researchers learn from people (culture care
informants) how they define, experience, express, and
value health and care. With the theory, the research is
guided through the research process toward discover-
ing generic care (learned at home and within the family
and community) and professional care (formally taught
and transmitted through professional institutions, such
as the university) patterns and perspectives.25,26 Thus
the Culture Care Theory facilitates discoveries and pos-
sibilities of bringing together generic and professional
care knowledge that can lead to providing culturally
congruent nursing care to individuals, families, groups,
and communities with their full participation and input.
This is ultimately the goal of the Culture Care Theory.

The assumptions in this study were derived and
modified from Leininger’s work27,28 and include the
following:

1. Care is the essence of nursing and a distinct,
dominant, central, and unifying focus of the
discipline.

2. Caring for elders within the family is a universal
human experience with specific meanings and
expressions that are culturally and socially
determined.

3. Urban Namibian families face unique experiences
and challenges as they care for elders.

4. Urban Namibian families have developed
culturally specific meanings and expressions of
care and caring for elders that are essential for
individual and family health and survival.

5. Those members of the family who are primarily
responsible for the care and well-being of elders
will identify themselves and/or be identified by
other family members.

6. Family members who have primary responsibility
for the care of elders will discuss their caring
activities and the meaning they ascribe to caring.

7. Culturally congruent nursing care is essential to
the health of elders, their families, and the
communities in which they live.

8. Culturally congruent care occurs when the nurse
knows and can participate in emic and generic
meanings and expressions of care.29–33

The following orientational definitions were based
on the theory of Culture Care Diversity and Univer-
sality, but were formulated to focus on the domain of
inquiry of this study:

� Health—a dynamic experience of well-being
that is culturally defined and that enables
persons to live and die with dignity.

� Culture care (noun) / caring (gerund)—learned
ways of valuing, supporting, and fostering one’s
own or another’s health and well-being.

� Urban family with elders—a group of people
related by marriage and/or kinship that identify
themselves as a family, have lived in an urban
community for more than one year with at least
one member of the family who is over 65 and
who relies on the family for care related to
activities of daily living, finances, and/or other
health needs.

� Urban community—a community of over
20,000 inhabitants and with an industrial,
business, and retail center.

� Key culture care informant—a person who
identifies her or himself (or is identified by
others) as the primary care provider for an elder
and is knowledgeable about care.

� General culture care informant—a member of
the family (other than the primary care
provider) who has experience living with and
caring for an elder; a person who is frail and
elderly and dependent on family for care;
and/or members of the nursing profession or
other health professions who have experience
caring for elders and have general viewpoints
about culturally based care.

Research Questions
Questions relevant to the domain of inquiry included
the following:

1. What are the care practices, beliefs, and values
related to caring for elders in urban Namibian
families?
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2. What are the emic meanings and expressions of
care and caring?

3. How does the cultural context of the urban
community influence meanings and expressions of
care for the elderly?

4. Which family members assume primary caring
roles?

5. What cultural differences and/or similarities exist
in care meanings and expressions among urban
Namibian families?

6. In what ways do worldview, cultural and social
dimensions, ethnohistory, and environmental
context influence care practices of the Namibian
elders?

Literature Review on the Care
of Elders

Aging is a transcultural phenomenon influenced by
multiple factors in human communities throughout
the world. Since the early 1980s, family care for el-
derly members has been the subject of extensive study
in nursing, gerontology, social work, and anthropol-
ogy. Most studies have investigated the psychosocial
and physical aspects of family care giving such as
personal burden,34–39 economic gains and losses to
the family,40,41 general health of caregivers,42–45 and
care giving competence.46 Other studies have noted
that elderly individuals themselves experience over-
whelming fears of abandonment,47 and that fami-
lies who face the necessity of caring for an elder
need a great deal of support from the health pro-
fessions, including information and education.48,49

Lack of appropriate instruments to study care phe-
nomena and health relative to elders has also been
documented.50 Studies of elder care within institu-
tions have described generic and professional care pat-
terns among Anglo- and African-American residents,51

and personal control as a determinant of elder well-
being.52

Anthropologists who study aging among diverse
cultural groups tend to focus on age as a structural
feature of society,53,54 on the life experiences of
elders,55,56 and/or on understanding and interpreting
human behavior relative to aging.57 These studies iden-
tify valuable information about the meanings of age
in different sociocultural settings and the status and

treatment of elders, but they do not specifically con-
nect cultural meanings and practices to patterns of care
and health within the family.

Studies of elder health done in southern Africa
focus on the exponential growth rate of the elderly
population,58 changes in the extended (traditional) fam-
ily system, rural to urban migrations,59 the AIDS
pandemic,60 limited financial resources available to
support elders in communities throughout Africa,61–64

and institutional care as a “last resort” for elders.65,66

Like studies done in other parts of the world, these
studies are not generalizable to Namibian society. Ad-
ditionally, the dominant paradigm undergirding most
elder care research is logical positivism, in which phe-
nomena are explained with a set of variables that can be
“measured” by objective observation.67–69 Elder care
research within a human science70–74 or a naturalistic75

paradigm that seeks to understand, describe, and ex-
plain the meaning of care and health as lived and
experienced is also a valuable, and still underrepre-
sented, perspective in the accumulating body of nursing
knowledge.

Research Method and Design
Leininger’s76–78 ethnonursing qualitative research
method was used to examine systematically the do-
main of inquiry. Several enablers were used as
part of the method: the Stranger to Trusted Friend
and Observation-Participation-Reflection enablers,79

along with three specific enablers designed for study of
the domain of inquiry. These enablers included the sys-
tematic and respectful ways the researchers entered into
the communities and lives of informants; the ways of
engaging informants in meaningful dialogue, namely,
the semistructured interview guides and processes of
language translation; and the ways of leaving infor-
mants with appreciation for their contributions to emic
and etic understandings of elder care within the family.
The Observation-Participation-Reflection enabler di-
rected the focus of the research to in-depth observations
followed by semistructured dialogue that was guided
by informants’ knowledge and experiences. The op-
portunities to “get close to people, study the total con-
text, and obtain accurate emic data from the people”80

were important and woven into the entire research
process.
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Inviting Participation and Respecting
Informants’ Rights
Persons from urban communities in a large metropoli-
tan area were invited in a purposive manner to par-
ticipate in this study. Community health nurses and
members of the research team identified most of the in-
formants (Color Insert 11). Key and general informants
were selected according to criteria in the orientational
definitions cited earlier. Eleven women between 21 and
71 years of age who had cared for an elder member of
the family at home for two to 15 years comprised the
pool of key informants. Key informants had lived in the
city for 6 or more years, and all but one was single. Two
were widows, five had never been married, and three
were divorced or separated from their partners. Addi-
tionally, there were 18 general informants in the study,
including elder members of the community, frail el-
ders who were dependent on a family member for care,
professional nurses, other family members, and mem-
bers of the community who were responsible for elder
care. The most common kinship relationships between
key informants (primary caregivers) and elders (care re-
ceivers) were parent-child and grandparent-grandchild,
or more specifically, parent-daughter and grandparent-
granddaughter.

Two institutional review boards for the protection
of human rights in research approved this study. The
review boards represented the institutions with which
the team of researchers were associated. An Informed
Consent Statement was read to each informant in the
language of her/his preference (Afrikaans or English)
prior to the first meeting with them.81,82 Each infor-
mant signed or made her/his mark on the statement.
Several informants preferred that their names remain
unchanged in the study, as the stories told are their sto-
ries and they wanted to be identified with their stories
and experiences.

Collecting, Describing, and Documenting
Raw Data
Observation-participation and data collection were
based on the following ethnonursing philosophic, epis-
temic, and ontological principles: 1) Maintaining a per-
spective of open discovery, active listening, and gen-
uine learning in the total context of the informant’s
world, 2) being active and curious about the “why”

of whatever is seen, heard, or experienced, and being
appreciative of what informants shared (reflecting on
local, emic, and professional, etic, points of view), and
3) recording whatever is shared in a careful and con-
scientious way to preserve full meanings and infor-
mant’s ideas.83 Specific inquiry enablers took the form
of meetings with informants in their homes, conducting
the meetings in a language informants were most com-
fortable speaking, and designing and using a semistruc-
tured interview guide to facilitate conversations about
emic meanings and expression of care focused on the
domain of inquiry. The interview guide included, but
was not limited to, the following examples of questions
and statements: Tell us what is it like for you to care
for . How did it happen that you begin caring
for ? From childhood, what do you remember
about elders in your family?

All conversations were translated into English dur-
ing the discussion. English is the official language in
Namibia. However, most informants’ mother tongue
was one of the African languages or Afrikaans. There-
fore, not all informants were comfortable expressing
complex ideas and experiences in English. Two of
the three researchers fluently speak and write both
Afrikaans and English. Detailed notes were taken and
transcribed into Word Perfect 8.0 for ease of cod-
ing, analysis, and transmission via e-mail between the
United States and Namibia. Guided by the phases of
the ethnonursing method, raw data (transcriptions of
verbatim interviews/conversations with informants and
detailed observations made in informant’s homes and
communities) were read and re-read by the researchers.

Analysis of meaning followed contemplative pro-
cesses where hunches about contextual meanings and
symbols were identified and preliminary interpreta-
tions were made in the form of notes that attempted to
answer the questions, “What’s happening here?” and
“What does this mean?” When categories and group-
ings of data began to emerge, descriptive codes were as-
signed to data groupings based on the domain of inquiry
and research questions. Codes and categories were con-
tinuously compared to determine patterns and recur-
rent patterns were studied for their meaning. Patterns
were the researchers’ best statements that reflected the
meanings and experiences of the informants. Patterns
were eventually scrutinized to discover saturation of
ideas and to identify similar or different meanings,
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Figure 20.1
Cultural care descriptors, patterns, and themes.
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expressions, structural forms, interpretations, or expla-
nations related to the domain of inquiry. Informants
were asked to clarify and explicate findings at all stages
in the analysis. In this way, patterns of care were ex-
amined and confirmed in the context of the informants’
experiences.

During the final phase of the ethnonursing anal-
ysis, substantive concepts, or themes, were abstracted
from the patterns and relationships between and among
patterns and themes were identified. The substantive
themes depict what care and caring for elders means
within urban Namibian families and how care is ex-
pressed. Figure 20.1 presents raw data (emic verbal de-
scriptors), patterns, and substantive themes that were
discovered from data analysis. These statements give
evidence of data to support the sociocultural dimen-
sions of the theory, especially the kinship, religion,
spirituality, cultural values and lifeways, technology,
and economics within the context of the Namibian
environment.

Rigor, or trustworthiness of the study, was demon-
strated by being attentive to qualitative criteria of cred-
ibility, confirmability, meaning-in-context, recurrent
patterning, saturation, and transferability.84–86 That is,
the “truth,” accuracy, or believability of findings were
mutually established among the researchers and infor-
mants; direct observations and repeated documentation
were reaffirmed by informants and researchers contin-
uously. Situations, settings, and experiences of infor-
mants and researchers became meaningful in context
as the symbols and activities were explained within
the specific and total contexts in which they occurred.
Repeated instances and sequences of events and expe-
riences were documented for saturation evidence over
the 2 years while the study was in process. The cul-
ture care categories and meanings became apparent as
information about care meanings and expressions be-
came redundant, and no further data or insights were
generated. Transferability of this study’s findings to
different contexts is contingent on similarities of the
cultural contexts and other similarities such as the re-
search purpose, domain of inquiry, and research design.

Findings with Discussion
Figure 20.1 presents the major themes with patterns,
descriptors, and raw data. Each theme will be discussed

in this section. First, however, it is important to note
that women clearly were the primary caregivers for el-
ders in urban Namibian families, and they were most
able to describe in detail their caring experiences. Al-
though men were supportive of women’s efforts, they
knew very little about what women did for elderly fam-
ily members and seemed generally uninterested. One
young man said, “Sure, I admire what my sister does
for our Ouma (grandmother), but I don’t know a thing
about taking care of someone. We leave that up to
women.” The literature supported the near universal
tendency for women to assume the primary care giving
role for frail elders and other family members among
cultural groups throughout the world.87–95

Findings showed more cultural similarities than
differences. Subtle differences in culture care pat-
terns were noted between Herero families and Nama,
Damara, Colored, and Baster families. These differ-
ences were associated with cultural norms and values
related to kinship structures and will be discussed as
substantive themes are presented. The other research
questions are answered in the discussion of the sub-
stantive themes.

Substantive Theme One: Care As
Nurturing the Health of the Family
Nurturing the health of the family was supported by
the cultural and social structure dimensions of kinship,
religion, and spiritual beliefs. Informants explained
that “family members are expected to look after one
another” in Namibian society. The care patterns em-
bedded in this theme were being physically present
and available to elders, making a commitment to care
“full-time,” and attending to the physical and spiritual
needs of elders. A 54-year-old woman who cared for
her 88-year-old father stated, “I never leave Pa alone.”
Likewise, the elders expected to always have some-
one in the family close by them. When one person in
the family assumed a primary caring role, this freed
other family members to pursue their own dreams and
ambitions. It also kept the family members’ feelings
of pride about the family intact. An informant said,
“The children are happy I am doing this [caring for
her father]; they would not like to see their grandfather
in an old age home.” Other studies have noted that a
family’s emotional well-being and ability to function
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is influenced by successfully providing care for
elders.96,97

Key informants also spoke of caring as a commit-
ment: “When you make a commitment to care, you
make a promise and you must carry it out.” Caregivers
said that caring for an elderly parent or grandparent was
something one did “full-time.” The “full-time” com-
mitment to care was demonstrated in a variety of ways.
Only two of the eleven key informants worked outside
their homes. Most caregivers elected to forgo educa-
tion or employment, explaining that “caring is my life
now.” A young woman (key informant) said that when
she began caring for her mother she resigned from a
job. In their study of caregiver hardiness, Piccinato and
Rosenbaum also found that the commitment of a care-
giver was critical to their being able to carry on the
caregiving role.98

The care pattern of attending to the physical and
spiritual needs of the elder also nurtured the health of
the family. Informants believed that caring was both
a physical and a spiritual activity. One key informant
explained, “You cannot separate the physical from the
spiritual; caring to me is both and the same.” All key in-
formants spoke of a deep and fundamental faith in God.
Living that faith by praying for each other and helping
people in need, beginning with members of their own
families, were consistent practices in Namibian soci-
ety. In addition to feeding, bathing, and giving elders
“tablets,” caregivers said they also walked with the el-
der to church or took them via a taxi or car, prayed with
them and for them, and read the Bible together. Chang
et al. documented that caregivers of disabled elders
who relied on religious or spiritual beliefs to cope with
caregiving had a better relationship with care recipients
and lower levels of depression and role submersion.99

Key informants in this study said that their faith in God
helped them to keep going from day to day. One care-
giver stated, “Praying on your knees and reading the
Bible is where you get your strength. The Lord doesn’t
get tired.”

Substantive Theme Two: Care As
Trusting in the Benevolence of Life
Caring for an elder also meant trusting in the benevo-
lence of life as lived moment by moment. Reflected in
this theme was a confidence that all of life was unfold-

ing and becoming what it was meant to be. Key and gen-
eral informants believed that “things were the way they
should be” and that their day-to-day security would
continue because “God’s providence would never fail.”
The cultural and social dimensions of religion, kinship,
and life experiences influenced this theme. Key infor-
mants spoke of a strong faith in God “to provide for
everyday needs,” as well as a persistent certainty in the
adage that “your kin will take care of you.” An elder
said, “I know they will look after me. I don’t even think
about it.”

Four patterns of caring supported the theme of
trusting in the benevolence of life. One pattern was
accepting the caregiver role without deliberation. Key
informants viewed themselves as the most capable of
taking on the role of caring for an elder within their fam-
ily. One caregiver said she assumed the role of caregiver
because her brother and her sister could not provide a
stable home for the mother. Another said, “She’s my
mother and I’m the youngest. All my brothers and sis-
ters are out working and I must do this.” All caregivers
felt that they were doing what they were meant to do.
Caring for an elder was described as a “gift from God
that brings joy and meaning to my life.” A key infor-
mant declared, “My power comes from caring. I care
with thanksgiving, joyfulness, and high spiritedness.”

Living from day to day, praying in times of diffi-
culty, and letting go of worries were three additional
care patterns that supported persons’ trust in the over-
all benevolence of life. A key informant summarized,
“I do not plan for tomorrow or the future. Why? We
live life from day to day. All my worries, I pray about.
What good is worry? God will provide. I believe this
because it is my experience.”

Substantive Theme Three: Care As
Honoring One’s Elders
Honoring one’s elders was a significant expression of
caring in urban Namibian families (Color Insert 12).
Care patterns of being respectful; keeping elders from
despair and loneliness; warning elders and family
members about destructive lifestyle choices; and pro-
tecting elders from theft, harm, and/or wrongdoing sup-
ported this theme. Listening, doing what the elder asks,
keeping them clean, never leaving them alone, and
dressing them in dignified clothing were all important
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ways of expressing care as respect. Generally, these
care practices were similar among the cultures rather
than diverse. However, an Herero informant explained
that in the extended Herero family the eldest man or
woman is the “head of the family.” Family members
cannot do anything without consulting this elder. She
or he gives permission for persons to marry, sell cattle,
go to school, and to do just about anything. Anthropo-
logical accounts of aging in Herero society support the
Herero informants’ stories about older people receiving
care as deference and respect.99a Key informants, rep-
resenting Nama, Damara, Colored, and Baster cultures,
did not share this formalized kinship care practice with
the Herero. Nevertheless, all informants spoke of the
importance of care as respecting an elder for their life
and the care contributions they have made and continue
to make for the health of the entire family.

Appreciating an elder’s care contribution to the
household, and in many cases relying on their contri-
butions, kept elders from despair and loneliness. For
example, several elders explained how they cared for
children by watching them and making meals. Other
elders were able to bathe themselves and do some of
the lighter housekeeping. One elder talked about what
being appreciated meant to her: “When you are old
you feel you’re only in the way . . . but they [the chil-
dren] like me and they listen to me and I want to be
with them.” Several transcultural nursing studies re-
port that reciprocal caring practices enhance within the
family.100–103

Caregivers in this study also felt that poverty con-
tributed to the destructive lifestyle choices prevalent in
Namibian society and escalated the potential for harm
and wrongdoing. One caregiver said, “I am worried
about the poorness of the elders, and the children do
not always support them. I talk to the children about
how to look after the elders. I tell them not to abuse al-
cohol and to look after the elders so families do not suf-
fer.” Key informants said caring for an elder meant that
families and caregivers in particular had to protect their
elders. In the sociocultural context of limited resources
in Namibia, harm was described as “being robbed of
a pension check,” or “having things taken from you.”
Other transcultural nursing studies cite care as protec-
tion from harm. Wenger noted, in her study of health
care issues in urban and rural contexts, that urban fam-
ilies were often more concerned with care as safety and

prevention of violence than rural families.104 Morgan,
in her study of prenatal care among African American
women, found that care as protection was viewed to
be essential to the health and well-being of mothers
and infants.105 Morgan also documented the effects of
poverty on health and well-being in her study of care
patterns among African Americans.106 Caregivers in
this study were diligent about caring for elders by pro-
tecting them from violent experiences. For example,
caregivers went with elders to pick up their pension
checks each month, or they had made arrangements so
that they could pick up the pension check themselves
to avoid an elder being robbed.

Because of limited access, few elders had bank
accounts in Namibia, and pension checks were usually
distributed in the form of cash. This demonstrated pro-
tective care was a primary care practice undertaken by
the caregiver to ensure the physical safety and well-
being of an elder.

Susan’s story (Figure 20.2) illustrates the protec-
tive care patterns in honoring one’s elders and it sum-
marizes other features of this theme.

The cultural social structure dimensions of techno-
logy and economics influence this theme. Widespread
poverty and high unemployment contribute to the lim-
ited access to technology in Namibia, including limited
access to checking accounts and cars. Nevertheless, the
spiritual philosophy of the Judeo-Christian command-
ment to “honor your father and your mother that their
days may be long upon the land that the Lord God
gives them” is a strong influence on culture care of
elders.

Substantive Theme Four: Care As
Sustaining Security and Purpose for Life
Having a place to live and a reason for living was im-
portant to all informants in the study — caregivers and
elders. Care as sustaining security and purpose for
life in the midst of uncertainty was a mutual process
where the elder and the caregiver both provided care
to enhance each other’s security and sense of purpose.
Many of the homes in which the elder and primary
caregiver were living were owned by the elder, and all
but one elder shared her/his pension check ($N160 per
month or $US30) with the caregiver and the house-
hold. Many elders expressed care as “working for the
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Literal Descriptor: Susans story
I cared for my father for 8 years until he died in April of 1998. He
was 89 years old. Im an only daughter and therefore I knew that it
was my responsibility as well as my privilege to care for my father.
Caring for me meant never leaving Pa alone, looking after his
emotional well being as well as his spiritual and physical well being,
and keeping him from making choices that to me seemed
destructive to health.  For many years my father smoked. As he
became older, I knew that he must quite smoking because he was
coughing more and more. My friends and I began praying that my
father would stop smoking and he eventually was able to give up
cigarettes completely.  So for the last five years of his life he did not
smoke. I also made arrangements with the pension agency to fetch
Pas pension myself. This prevents thieves from stealing his money.
Pensions are distributed in cash---N$160 per month. (This is about
US$35.) I often feel very alone with my caring responsibilities.
Sometimes this frightens me and sometimes I feel sad and guilty for
becoming frustrated and impatient with Pa.  But I cannot even go
next door to have tea without thinking that he may need something
and try to get up and he might fall. I want to care for him, but I also
wish I could get out of the house and perhaps try getting a job and
earning a bit of cash, so that I would have some money to spend on
nice food and things for the house.

↑
Care as being
respectful

      ↑
Care as
keeping elders
from despair
and loneliness

     ↑
Care as
warning elders
& family
members of
destructive life
style choices

     ↑
Care as
protecting
elders from
theft, harm, &
wrong doing

Cultural & Social
Structure Dimensions

             
Technology           
⋅ Few checking accounts
⋅ Pensions given out in

cash
⋅ Few people have cars     

                

Economics                  
⋅ Poverty is widespread
⋅ Ones family is oneself 
⋅ Unemployment is high

                         

Spiritual philosophy    
⋅ Resources are limited      

  ⋅ Honor your father and
your mother that their days
may be long upon the land
that the Lord God giveth
them
Commandment IV

         

↑ ↑ 
↑

                

Figure 20.2
Susan's story and the substantive theme of care as honoring elders.

children, and the children working for the elders.” Also,
family members often helped the primary caregiver and
the elder with money and occasionally with time when
they stayed with the elder to relieve the primary care-
giver. An informant stated: “The pension of elders is so
low in Namibia. If it were not for my son and his wife,
Pa and I could not live on his pension. So they help us
from time to time with money.”

Caregivers did not discourage an elder from partic-
ipating in household chores if she or he was able. One
key informant, who thought she was probably 90 years

old, got up every morning at 7:00 AM and made mealie
pop porridge for her great-grandchildren before they
went off to school. She was very proud of the ways in
which she expressed care by contributing to the smooth
running of the household. Also, the relationship be-
tween Tane Elie and Fritz depicts the theme of care as
sustaining security and purpose for life:

Fritz is not Tane Elie’s father, but an elder for whom
Elie has assumed the role of primary caregiver. Tane
Elie began to care for Fritz when she found him
homeless and sleeping on the street. Fritz had no
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family, he was depressed, lonely, and drinking heav-
ily. One of the arrangements Elie made for Fritz was
to have him watch over a neighbor’s house. In return
Fritz could live in this family’s back yard and come
over to Elie’s for meals. Fritz lives (or more accu-
rately sleeps) about three houses away from Elie.
“It’s not much,” Elie explained, “but having his own
space is an important way of respecting Fritz’s in-
dependence.” In caring for Fritz, Eli explained that
she had to keep him from becoming too lonely be-
cause when he was lonely he would get depressed
and begin to drink again. Elie warns Fritz about how
destructive such a lifestyle is and for the last cou-
ple years he’s been listening to her. Elie also warns
families in the community about drinking and ne-
glecting their parents or grandparents. Elie explains
that her strength to care comes from God. She is an
active member of her church and prays for people
constantly. About caring, Tane Elie said, “Caring is
my life — it’s me and who I am.”

Other informants spoke of fulfilling the biblical calling
to care for their aging parents. This gave them peace of
mind and the purpose of living out their Christian call-
ing. Caring within this perspective resulted in blessings
or spiritual rewards. The ultimate reward was the secu-
rity of knowing one had a place in heaven. A caregiver
said, “Caring for my father means that I will receive a
reward from God. This is one of my goals in life.”

Substantive Theme Five: Providing Care
Within Rapidly Changing Cultural and
Social Structures
As cultural change sweeps through Namibian society,
Western values of individualism and personal achieve-
ment are being assimilated into Namibian lifeways.
Since independence in 1990, educational opportunities,
employment, and mobility have touched the lives of all
Namibian people. Care patterns of balancing traditional
gender roles and responsibilities with individual desires
to take advantage of new opportunities and “making
do” with less were evident in caregivers’ experiences.
Key informants who were committed to caring for an
elderly relative said that it was becoming increasingly
difficult to do so for economic reasons. One caregiver
who found it necessary to work outside her home said,
“I love my mother . . . but I feel a great deal of stress.
It is difficult to cope and I do not really care for my-

self . . . I do not have time.” Others who were managing
with the elder’s small monthly pension check and help
from relatives expressed worry that the children were
not learning the values of the Namibian culture, partic-
ularly the value of caring for elders. Values of making
money, getting an education, and acquiring common
household items that make life more comfortable were
competing with cultural care obligations to remain at
home and care for the elders. Elders also expressed con-
cern that young people were not as respectful as they
were in the past, and that the future of today’s youth
was not very secure. One elderly women said, “I worry
a lot about the children’s children; not so much about
my own children. The older children are married, but
the grandchildren are still young. How are they going
to live?”

Informants all talked about making do with less
and less. An informant that was responsible for a fam-
ily of 10 said that “being poor is the hardest thing for
me and for my family . . . we must always live in the
shadow of doing without something and it seems our
choices are so limited.” The realities of moving into an
economic system that relies on money as a currency
rather than bartering of services, time, and goods has
only recently been internalized for many people. Pur-
suing an education and making a commitment to a ca-
reer are exciting and difficult choices for they often
mean giving up or “doing without” something else. As
such, change and shifting values are ever-present para-
doxical experiences that influence care practices within
Namibians families today.

Three Theoretical Culture Care
Modes for Culturally
Congruent Care

Culture Care Preservation
and Maintenance
Informants thought that the culture care patterns
and substantive themes describing and explaining the
meanings and expressions of care for elders should
be preserved and strengthened. Clearly all informants
in the study — elders and their caregivers alike —
believed the well-being of the family, as well as the
integrity and dignity of elder family members, were
maintained when elders were cared for at home. Caring
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for one’s elders at home fostered a sense of security and
purpose for life in the midst of change and uncertainty.
Widespread poverty, AIDS, sociopolitical controversy,
and a rapid explosion of information and technology all
heightened the uncertainty in peoples’ lives. Having the
security of being connected to and cared for by a family
in the midst of rapid cultural change was reassuring.

Transcultural nursing actions and decisions asso-
ciated with culture care maintenance and preservation
should focus on working more closely with the private
sector. For example, churches have already begun to
organize support groups for persons caring for elders
at home. The role of nursing in community-oriented
care practices as these requires careful exploration.
The skilled leadership and competence of transcultural
nurses has the greatest potential for strengthening and
sustaining community transcultural care practices.

Culture Care Accommodation
and Repatterning
Culture care accommodation and repatterning refers
to those professional actions and decisions undertaken
with persons, families, groups, and/or communities to
strengthen health and well-being.107,108 In Namibia,
the community and family are the constant sources of
care for elders. Therefore, it is important for nurses
to strengthen ways of supporting families and com-
munities, particularly primary caregivers and elders.
In this study key informants said they wished nurses
knew where all the elders lived in a community and
that a nurse would be available for them. In this way
the professional care system was viewed as helpful,
but not substituting for one-on-one family care giv-
ing. Rather, caregivers were asking for a blending of
professional care and generic (home-based) care, a car-
ing approach widely supported in transcultural nurs-
ing literature.109–118 An informant said, “Just having
a nurse know me and know that there is an elder in
this house would make all the difference.” Others reit-
erated, “I need to have somebody to ask if I’m giving
him the right tablet or if I must get something different.
Who can I talk to about this? I need a nurse who will
care about what I’m doing.” Most primary caregivers
said, “I really don’t know where to turn for help.”

Although the “rewards” and satisfaction of caring
for an elder were evident, caring was a taxing practice

and required a caregiver’s complete devotion to the
holistic needs of their elder relative. Comments like,
“I do not really care for myself because I do not have
time,” and “I had to take care completely of him, so
I had very little time to think about myself,” exempli-
fied the caregiver’s experience. Caregivers also expe-
rienced guilt. They said, “I didn’t care enough,” and
“Sometimes I become cross and impatient and I felt
too terrible.” Elders as well expressed guilt and discour-
agement for keeping their family members from doing
other things. These remarks reflect what has been dis-
covered through other research, namely, that the phys-
ical, emotional, cultural, and social health of the entire
family is altered by caring for an aged family member
at home.119–124

The findings from this study call for culture care
repatterning of community health services available
for elders and their families for transcultural nursing
practices. First, there is a clear need for more com-
munity health nurses with transcultural competencies.
Even though nurses would not be expected to take over
family care practices, they would be expected to offer
health guidance and to monitor and foster the health of
elders and family caregivers through community-wide
decisions and/or actions. Second, nurses need to be-
come skilled in mobilizing and working with the private
sector to develop new programs and models of transcul-
tural community nursing practice. Both of these calls
for action are challenging nurses to become vocal and
articulate advocates for elders and their families at the
policy level, to expand their collaborative leadership
skills, and to seek liaisons with new community health
partners. Government resources for community health
services are not going to increase in the near future.
In the wake of the overwhelming acute care needs of
a growing HIV-positive population, nurses cannot de-
pend on traditional kinds of support for needed com-
munity health services. Culture care repatterning calls
for creativity, resourcefulness, and above all a relation-
ship with the community. Informants in this study said
that a model of care that is urgently needed is commu-
nity respite care for elders. This care service would give
family members release time from their full-time car-
ing commitments of always being present for the elder.
It would bring them peace of mind, as well, because
they would not have to be providing protective care
24 hours a day. Elders would also get a break in their
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routine and have opportunities to socialize with persons
beyond their immediate families. Caregivers clearly
demonstrated great resourcefulness and commitment
when it came to caring for elders at home. Partnering
with them would be an excellent beginning to culture
care repatterning in urban communities.

Significance of Study
and Discussion

Findings from this study are valuable for several
reasons. First, data provide nurses and health care
providers in Namibia with guidance for developing
culturally congruent community health policies and
practices for families and elders in urban communi-
ties. Second, the meanings and expressions of care and
caring contribute special insights to the growing body
of transcultural nursing knowledge relative to Namibia.
Findings also raise public and professional awareness
about the significant contributions Namibian families
are making to the health and well-being of elders in
their communities. Importantly, the Culture Care The-
ory substantiates generic and emic care practices that
have been identified and can be blended with profes-
sional care, as found in this study. Third, findings pro-
vide guidance for nursing curriculum development in
transcultural community health care. Medical models
of diagnosing and treating health concerns on an in-
dividual basis, though helpful and important, are not
sufficient to respond to the health concerns of the care-
givers and elders in this study. Nurses will need to be
knowledgeable and skilled in transcultural community-
oriented actions, including political advocacy, collab-
oration, securing of resources, resource distribution,
and outcome assessment as these activities pertain to
the health of communities and groups.

The aging of populations in all countries brings on
great challenges, as well as great changes. Nurses are
the largest group of health care providers in Namibia
and worldwide. Well educated in the theory and prac-
tice of primary health care,125 Namibian nurses have
demonstrated their ability to make a difference in the
health and well-being of communities.126 Neverthe-
less, more transcultural nurses are needed in Namibia
today, especially nurses who will be persistent in de-
veloping new and relevant ways to provide culturally
congruent care to meet the community health needs of

families with elders. As the diverse population in
Namibia ages, persons of all cultures in the country will
at some point require nursing’s attention. Currently, the
oldest living man in Namibia is a San Bushman who
is thought to be about 112 years of age. The San cul-
ture is not represented in this study. Additionally, the
Afrikaner culture, the Ovambo culture, and the German
culture, among others, were not represented. What are
the meanings and expressions of care for elders defined
and lived by these cultural groups? Clearly, additional
transcultural nursing research knowledge is needed that
is relevant to the culture care needs of elders from all
cultures.

Cultural change will continue to sweep through
Namibian society as demographic trends shift toward
increasing longevity. The 21st century is one of great
potential and great apprehension. Never before have
young people in Namibia had so many choices and op-
portunities; and never before have their choices been
so limited by the life-threatening HIV infection. Who
will care for the elders in the next century? Where will
“childless” elders live? Namibians must make consci-
entious decisions about where to allocate scarce re-
sources and how best to mobilize those resources to
provide for the health and well-being of all citizens in
this new republic. Transculturally prepared and com-
petent nurses will be crucial in the decision-making
process. Guided by Culture Care Theory, nursing edu-
cation, practice, and research findings offer sound cul-
turally congruent knowledge for better and meaningful
care to elders and their families in the 21st century.
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CHAPTER 21
Culture Care of the
Mexican American Family

Anita Berry

In the United States the Mexican Americans are
a cultural group that is rapidly increasing in
numbers.1 This is particularly evident in the south-

western United States, which is close to the Mexican
border. Although some group Mexican Americans with
other Hispanics, it is important for nurses to recognize
that Puerto Ricans, Cubans, Central Americans, and
other Hispanic groups share some cultural similarities,
but each have their own distinct culture. Based on the
author’s research of childbearing families,2 many years
of clinical practice, and a review of the transcultural
nursing literature, this chapter will examine the culture
care of the Mexican American family in the southwest-
ern United States.

Through the study of transcultural nursing, nurses
are becoming increasingly aware of how cultural val-
ues, beliefs, and practices can affect health care.
Leininger’s Theory of Culture Care Diversity and
Universality3 provides a theoretical nursing framework
to study the holistic lifeways of a culture to discover
and understand how individuals and groups view health
care within their cultural contexts. Leininger holds that
care is universal, but that the patterns and modes of care
vary among cultures with their diverse generic and pro-
fessional care practices. Care is viewed by Leininger4

as an essential element throughout people’s lives from
birth to death; it is the central and dominant focus
of nursing. Nurses assist clients from diverse cultural
backgrounds in their care practices. Moreover, profes-
sional nurses come from many different cultures with
their own values, beliefs, and lifeways. Thus, cultural
differences often exist between the health care provider
and care recipient, which can lead to conflicts, stresses,
and cultural imposition phenomena.

With the theory of Culture Care, Leininger holds
that cultural factors are important in client care and in

providing congruent nursing care to clients. It is cul-
turally based care that is predicted to enhance clients’
well-being and health or to face disabilities or death.5

In developing an in-depth understanding of a culture it
is necessary to understand the multiple dimensions of
culture in the client’s life. The author used Leininger’s
ethnonursing research method to gain in-depth knowl-
edge of the Mexican American culture.6 This is an in-
ductive method designed to discover emic (people’s)
and etic (professional) knowledge about the domain
of inquiry. This method was designed to fit with the
Culture Care Theory. The Sunrise Model was used to
explicate the components of the Culture Care Theory
as a means to obtain both breadth and depth of knowl-
edge. The Sunrise Model and the theory focus on the
dimensions of worldview, ethnohistory, and language,
as well as cultural and social structure factors such as re-
ligion, kinship, and cultural values and lifeways. These
dimensions, the major tenet of predicting cultural diver-
sities and universalities, and the three modes of nursing
care actions and decisions have provided the frame-
work for this chapter, which presents the culture care
of the Mexican American family in the southwestern
United States.

Ethnohistorical Context of
Mexican Americans

It is important to review the historical context of any
culture as it aids in an understanding of the culture and
its worldview and social structure dimensions that in-
fluence health care. Mexico began as part of Mesoamer-
ica, which consisted of what is now central Mexico,
Guatemala, El Salvador, and Honduras. Today, Mexico
is bordered by Guatemala and Belize to the south and
the United States to the north. It is ranked as the third
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largest in size and second largest in population of all
the Latin American countries. The 1990 census esti-
mated that 85 million people live on its 761,000 square
miles.7

Many sophisticated cultures developed in Meso-
america, such as the Olmecs, Toltecs, Mayans, and
Aztecs.8,9 The Aztecs dominated central Mexico un-
til their conquest by Spain in 1521. The Spaniards then
dominated for 300 years during which time the indige-
nous people blended many aspects of their lives with
the Spaniards. Syncretism of cultural values and beliefs
occurred in areas such as religion, language politics, art,
family ties, and medicine.10−13 Syncretism is a process
by which people of different cultures blend or adapt
various beliefs and practices to form a relationship that
has meaning for them.

Spaniards settled in a portion of what is now New
Mexico. The Mexican Revolution occurred in 1910,
and this led to Mexican independence from Spain
in 1921. Mexico invited settlers from the United
States into its sparsely populated areas of the northern
Mexican territory, particularly in what is now known
as Texas.14 Conflict eventually arose between the
Mexican government and the United States settlers in
the Texas area. This led to the settlers claiming the ar-
eas as the Republic of Texas between 1836–1838.15

War between the Republic of Texas and Mexico began
in 1846, and Mexico ceded to the United States much
of what is now considered the southwestern United
States in the Treaty of Guadeloupe Hidalgo in 1848.16

There were approximately 75,000 Spanish speaking
inhabitants in that territory, most of whom were of
Spanish-Indian heritage. The majority chose to remain
as Mexican American residents and were guaranteed
certain rights under the treaty. However, through legal-
istic manipulations many of the Mexican Americans
lost their land and rights and became laborers for the
norteamericanos.17

Because of the poor economy in Mexico, immi-
gration across the border to the United States has con-
tinued to the present time. In the 20th century immi-
grants came in three major waves. The first wave arrived
by the 1920s following the political upheaval of the
Mexican revolution (1910–1929). Free rail transporta-
tion was provided by the Mexican government to
the border, and an estimated one person in five left
Mexico.18 The majority of the immigrants settled in

Texas as agricultural workers. The second wave in the
late 1920s brought craftsmen, as well as laborers. The
new immigrants met the need in the United States for
additional workers willing to work at low wages. When
the depression of the 1930s occurred, Mexicans who
were either legal or illegal residents were deported to
Mexico.19 This government deportation action typi-
fied the erratic pattern of immigration laws during the
20th century with the United States encouraging entry
in times of labor shortages and setting up restrictive
policies in times of economic recession.20,21 The third
wave of immigrants occurred in the 1940s when there
was a shortage of laborers because of World War II. At
this time the bracero program was begun in which tem-
porary workers were recruited (without their families)
to work in the United States for low pay for 6 months
without the legal protection that United States citizens
received. The bracero program was terminated in 1964
as a result of growing opposition by organized farm
workers who were citizens of the United States since
where braceros worked, the prevailing wage dropped.22

In addition, substandard living and working conditions
existed for many of the farm workers.

Once in the United States, the majority of immi-
grants settled in the southwestern United States or trav-
eled through the Midwest to work in agriculture such
as in the sugar beet fields of Michigan.23 In 1985 the
U.S. immigration law was revised to allow for reunifi-
cation of families.24 Through the amnesty program of
1986, two million undocumented workers and families
received permanent legal status in the United States.25

The flow of undocumented aliens has not diminished
across the common border of the United States and
Mexico because of the continued depressed economy in
Mexico and the opportunity to earn money in the United
States to support their large families.26 Thirty-nine per-
cent of all undocumented aliens in the United States
in 1992 were from Mexico, 43% of whom resided in
California.27

Worldview and Religion
of Mexican Americans

Cultures have a way of viewing the world around them
that influences how they respond to life experiences,
including generic and professional health care.28 The
Mexican American worldview is tightly woven with
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the concept of a divine will that has ultimate control
over their lives. While intercessions with God may be
attempted, there remains a worldview that one must
accept what God gives. A classic statement was written
by Madsen,29 “What the Anglo tries to control, the
Mexican-American tries to accept.”

Religion is an important part of the Mexican Amer-
ican social structure and is embedded in their daily
lives. To understand the role of religion one must go
back to the Spanish invasion of Mesoamerica. The
Aztecs had an elaborate religious system in place be-
fore the arrival of the Roman Catholic Spaniards. The
Aztecs had a pantheon of deities, and multiple cere-
monies were held related to the various deities through-
out the year.30 The Spaniards were determined to im-
pose their religion on the Aztec society.31 Many of the
Aztec temples were destroyed and replaced with Chris-
tian structures. The conversion process was greatly fa-
cilitated by a vision of a brown-skinned Virgin Mary
seen by a native boy who had been converted to
Catholicism.32 This vision of the Virgin of Guadalupe
occurred at the site of the shrine to the Aztec goddess
Tonantzin who was the mother of all gods.33 Our Lady
of Guadalupe continues to be revered today by Mexican
Americans. The Roman Catholic church has many
saints and rituals, which may be viewed to be simi-
lar to the Aztec worshipping their traditional multiple
gods. The Aztecs had a history of respecting and adopt-
ing gods from conquered tribes and even maintained a
temple for the adopted gods.34 The Indians were able to
syncretize beliefs and practices from the Catholic and
Aztec faiths into religious practices that were mean-
ingful for them.

Faith is a major sustainer against the trials of daily
life for Mexican Americans. The majority of Mexican
Americans are Roman Catholics.35 Their worldview
is evident in statements such as, “I have faith,” “God
will take care of me,” and “It’s best to put it in God’s
hands.”36 Many mothers are concerned for the safety
of their children outside of the home. Frequently, they
will walk them to school and then rely on God to take
care of them during the day. Not all Mexican Ameri-
cans attend church regularly, but religiosity is evident
in their homes in pictures of Jesus or the Virgin Mary,
statues, and calendars with a religious theme. Through-
out a Mexican American community the markets and
other shops carry religious candles with pictures of

various saints, Jesus, or the Virgin Mary, which are
used for special prayers. When there is an illness in the
family, they may go to the church for a special mass.
Depending on God leads Mexican Americans toward
being more present rather than future oriented, which
has important implications for health care.37 Preventa-
tive professional health care is not available in much
of Mexico, and many Mexican Americans believe that
whatever happens to them is God’s will. In the United
States, professional nurses can do a culture care as-
sessment to ascertain the Mexican American’s beliefs
to form a culturally congruent nursing care plan that
incorporates preventive health care practices.

Mexican American Kinship
One of the most important social structures in the
lives of Mexican Americans is family and kinship
ties.38,39 In contrast to the worldview of many North
Americans who value individualism and success,
Mexican Americans are collectively oriented.40 To
most Mexican Americans the value and sense of obli-
gation to their families surpass their individual needs.
Familialism does not diminish with succeeding gener-
ations and is just as strong in the third generation as the
first.41

Mexican American extended families prefer to live
near their kin but not necessarily in the same household,
which was a prevalent care practice in the past. There
is a desire for the family members to reciprocate care
through frequent visits or telephone contact because
the lack of daily contact makes them feel “all alone.”42

The concept of family extends beyond immediate rela-
tives to include fictive kin or compadres.43 Compadres
are friends or consanguinal relatives who are chosen
for special occasions such as baptism, confirmation, or
first communion.44 A strong mutual care bond devel-
ops and fictive kin are accorded a lifetime family status
with reciprocal care practices. Fictive kin are often de-
scribed in phrases such as, “She’s like my mother.”
In addition to care as emotional support, families and
compadres also provide care through succorance to one
another with exchange of transportation, baby-sitting,
food, material goods, and financial support. When fam-
ily members immigrate from Mexico to the United
States, they frequently receive care from relatives
such as financial assistance, housing, and emotional
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support, even though these relatives have limited re-
sources. These practices are not viewed as an imposi-
tion but a family obligation for care.

Mexican American family members have tradi-
tionally held certain roles. The elderly are esteemed and
respected, and children are expected to obey parents
and elders.45 The elderly are valued for their generic
or folk care knowledge and experience, which often
takes precedent over professional health care advice.
The nurse should be aware what generic care is being
given and have respect for the role that family mem-
bers have in the provision of that care. When there is
an illness, members of the family will usually go to the
elder mother first as, “She knows what to do.” There
is a family obligation to care for the parents as they
get older. As one young woman said, “She took care of
me when I was little, now it’s my turn to take care of
her.”46 This was deemed a care privilege rather than a
care burden.

Mexican American families are often viewed as
patriarchal with male dominance (machismo) and fe-
male passivity.47 The woman is responsible for care
within the household, and the husband provides care
as the protector and financial provider. While many
woman would like to work outside their homes, the
husbands often object. As one husband said, “Who
would fix my food? Who can take better care of the
children than you?”48 In Mexican American fami-
lies the typical role of the female has been reproduc-
tion and care of the family. Finkler49−51 stated that in
Mexico the role of women is to suffer. Villarruel’s52 re-
search revealed a cultural obligation to accept pain. The
professional nurse should consider this when making
care decisions and actions related to pain for Mexican
American clients. The expectation of suffering is par-
ticularly evident in childbearing and child care. One
elderly woman said that in Mexico, “I had 15 children,
but three died. I had a baby every year until I stopped.
My husband was mad at me for not having more.”53 The
average number of children per family in Mexico de-
clined from 6.3 in 1973 to 3.8 in 1990.54 For economic
reasons some Mexican American families in the United
States wish to limit the number of children to provide
better care for them. However, the final decision re-
garding use of birth control rests with the husband.
It is important for the nurse to keep in mind the role
of the husband and religious beliefs when caring for

Mexican American women. Some husbands practice
care for their wives by agreeing to the use of contracep-
tives, but are reluctant to agree to the more permanent
form of tubal ligation in case the family desires more
children. Male vasectomies are not culturally accept-
able as they, “Make you less a man.” The husband of
a mother pregnant with her fourth child reported that
there was conflict with his mother who had had 16 chil-
dren in Mexico. The mother disapproved of the couple’s
desire not to have more children. He told her, “When I
was little, we didn’t have shoes and only one meal a day.
Do you want me to bring up my children that way?”55

The father felt that he could be a better care provider
for his family by limiting the number of children.

Respect and family honor are important care con-
cepts in the Mexican American culture. Stasiak56 found
that giving respect, protecting family honor, and being
with one’s family were forms of caring in Mexican
American families. In traditional Mexican American
families pregnancy outside of marriage is considered
noncaring, shameful, and shows a lack of respect be-
cause it violates family honor. The woman may be os-
tracized and, while this usually does not mean physical
abandonment, it may mean deprivation of the emo-
tional care support from her family during the preg-
nancy. As one unwed woman stated, “Mother turned
her back on me. She’s embarrassed.” The father is
the ultimate authority in the traditional Mexican fam-
ily, and sons have responsibility for protective care of
their sisters. A second-generation Mexican American
woman stated that in Mexico, “If the oldest brother
thinks you have done something to shame the parents
or is disrespectful he will make you leave. It happens
all the time.”57

Mexican Americans accord professional nurses re-
spect for their health care knowledge. They value the
health care instruction that nurses can provide and have
made comments such as, “I wish they would have ex-
plained more.”58 Mexican Americans view personal-
ization (personalismo) of interactions as a form of care
as cultural respect.59 A small social exchange before
beginning professional nursing care, inquiring about
the family, addressing the person by last name, and
showing personal interest increases satisfaction with
health care as evidenced by comments such as, “They
seemed concerned,” and “They ask how I feel, if I have
any questions.”60
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Cultural Beliefs of Mexican
Americans Related to Health
and Illness

The Mexican concept of disease and healing prac-
tices are a syncretism (blending) of Aztec and Spanish
beliefs.61 In the Mexican American culture there is a
folk belief system regarding cause and cure of illnesses
that has been transmitted across generations.62 These
concepts are intricately interwoven with religious be-
liefs that stress the omnipotence of God, the inevitabil-
ity of suffering in life, and lack of personal control.
Disease is thought to result from either supernatural
or natural causes. The mind and body are thought to
be one, and achieving balance in all aspects of life is
considered important. This is evident in the hot-cold
theory, which is based on balance within the body and
with the outside elements. Air, water, foods, herbs, and
medicines are believed to have hot-cold properties, but
there is no uniform consensus within the Hispanic cul-
tures as to which substances are hot and which are
cold.63 An interesting example of the hot-cold concept
has been evident during the Mexican American child-
bearing period when during pregnancy it is believed
that a woman has difficulty maintaining heat because
of the developing fetus and then again in postpartum
when she and the infant are very susceptible to cold
entering the body.64 Generic (folk) care practices at-
tempt to keep the body in balance through certain care
prescriptions handed down through the elder women of
the family. One belief is that a person should not walk
around without some foot covering or subject the feet
to cold as this can result in foot pain later in life. As
one woman related, “I went near some refrigerators in
the store after my last child and now I still have [foot]
pain.”

During the period of la cuerentena (first 40 days
after birth), Mexican American women are thought to
be particularly susceptible to harm from cold, and so
some women avoid taking showers, washing their hair,
air drafts, and consuming iced drinks. These beliefs
can readily be accommodated in professional nurs-
ing care practices after childbirth. Mexican American
women gave specific belief examples of physical harm
from cold that they had suffered themselves or that
they heard of from acquaintances who had been af-
flicted. Examples include cold air on the back reducing

breast-milk production, drinking cold water could
“make your teeth fall out,” and getting cold could
“cause your monthly blood to come all the time.”65

Generic care practices that were considered to be im-
portant, especially through la cuerentena, were to keep
the infant warm, as well as the mother, by the use of care
practices such as providing multiple layers of clothing,
head coverings, and blankets regardless of the ambi-
ent temperature. During summer months in some cli-
mates it may be necessary to educate the mother on
thermoregulation of the newborn to repattern this care
practice. Many mothers are concerned about air enter-
ing the infant’s body through the umbilical cord and
will use fajitas as a preventive care practice. Fajitas are
cloth bands applied around the abdomen to cover the
umbilicus until the cord dries and falls off. One mother
stated that it was not necessary to use the fajita when
the infant was lying on his back because, “He won’t get
air in then, but when he’s lifted up it can go in,” which
was believed to make the infant ill. The major nurs-
ing care concern is preventing umbilical cord infection
while maintaining this generic culture care practice.

There are Mexican American culture care prac-
tices concerning food in pregnancy. In a prenatal con-
text the mothers expressed that, “You can’t watch your
weight. You have to eat everything for your baby. When
you’re pregnant, you’re suppose to eat even if you’re not
hungry.”66 As one young Mexican American woman
stated, “We Mexicans eat a lot!” The families demon-
strated care by preparing food and satisfying any crav-
ings of the mother for the health of the fetus. This may
be a health care concern as the traditional diet con-
sists of beans, which are sometimes fried in lard and
tortillas made with lard. Also, carbonated beverages
have replaced some of the healthier drinks such as fruit
juices.

A folk disease of concern of new mothers is caida
de mollera, or “fallen fontanel,” which is thought to
occur by pulling the nipple out of an infant’s mouth
too rapidly or by a fall.67 This folk belief was traced
back to the Aztec belief in the loss of tonalli through
the fontanel.68 Tonalli is one of the three souls and is
thought to be located in the same area of the fontanel.
The symptoms in the infant are depressed fontanels,
restlessness, and poor appetite, which correlate to the
health care professional’s diagnosis of dehydration.
The folk cure is to restore the fontanel through gravity

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095B-21 PB095/Leininger November 13, 2001 9:29 Char Count= 0

368 Section III / CULTURE CARE THEORY, RESEARCH, AND PRACTICE IN DIVERSE CULTURES

or pressure on the palate. This folk belief and re-
lated practices are of significant concern to health care
providers as the family may delay taking the infant in
for professional care while they first attempt traditional
care/cure practices that could be life threatening for a
young child with dehydration.

Diseases may result from magical thinking, which
may or may not have evil intent.69 Mal de ojo (evil
eye) is believed to cause illness in children. Some in-
dividuals are thought to be born with a strong vision,
which can be unintentionally projected when admiring
a child. These individuals may not know they have this
strong vision, but the effect of it can be prevented by
the protective care practice of individuals touching the
child, especially when admiring him or her. In con-
trast, witchcraft always has evil intent. Brujas practice
noncare by placing hexes on people through the use of
image magic with dolls, photographs, or incantations.70

Hexes may be removed through prayers and religious
sacrifices. Some Mexican Americans believed that dur-
ing pregnancy women should avoid viewing an eclipse
as it may cause structural deformities in the fetus, par-
ticularly cleft lip. To avoid this, women will wear safety
pins or metal keys under their outer clothing to de-
flect the eclipse. Ortiz de Montellano71 traced this back
to the Aztecs who wore obsidian knives for a similar
purpose.

Use of herbal preparations is a common generic/
folk care practice among Mexican Americans.72,73 In
Mexico herbalists are available to prescribe the tradi-
tionally appropriate medicinal remedies. In the United
States it is usually an elderly woman who is considered
the expert. In Mexican American communities there
are botanicas (folk medicine pharmacies) where vari-
ous combinations of herbs, candles, religious symbols,
and other objects are available for purchase to treat
disease and to maintain or regain health. Herbal prepa-
rations may be administered through bathing in a mix-
ture of herbs, rubbing the herbs on the body, or drinking
teas. One of the more common tea herbs is manzanilla
(chamomile), which is thought to be helpful in gastroin-
testinal problems for adults, as well as colic in infants.
During labor herbal teas may be taken by expectant
mothers for warmth and as uterine irritants to facilitate
contractions.74 Knowledge of perceived causes of folk
illnesses and generic/folk care therapies can assist the
nurse in decisions and actions for culturally congruent

care by combining generic and professional care
practices.

Economic, Political, and
Legal Factors

Economic, political, and legal aspects have a major
impact on all the interrelated social structure factors
but in particular on family dimensions and those fac-
tors facilitating adequate health care in the Mexican
American culture. Diminished financial resources fre-
quently impact the ability to access professional health
care. Despite Hispanic men having a higher rate of par-
ticipation in the workforce than other cultural groups,
Hispanic families have the highest rate of poverty
among all cultural groups.75 First-generation Mexican
Americans are primarily employed in construction,
manufacturing, and the service areas, which do not al-
ways provide adequate health care benefits, although
upward employment mobility is found in subsequent
generations. Undocumented workers fare even worse,
having low pay and few benefits as job opportuni-
ties are limited. Despite their poverty level, Mexican
Americans have a low rate of participation in welfare
programs.76 This may be because of their strong work
ethic and the major care construct of succorance in the
family, which may serve as a buffer when finances are
diminished.

There has been increased political pressure in the
United States to reduce the cost of professional health
care to indigent noncitizens. Leininger77 identified that
generic and professional health care could be influ-
enced by government and political pressures. Because
of the high cost of professional health care for the unin-
sured, political decisions have been made as to the
availability of health care and who will receive it.78

An example was the passage of Proposition 187 in
California in 1994, which barred undocumented im-
migrants from receiving any social services, including
health care. Lack of professional health care for undoc-
umented Mexican Americans is a source of concern as
they value these services. As stated by one man, “It’s
better here because in Mexico they just let you go. They
don’t do nothing. It’s God’s will. Here . . . they don’t let
anyone die. When you die, it’s because it’s your time.”79

The bureaucratic process of obtaining health care
can be frustrating for Mexican Americans, especially
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for first-generation immigrants. Because of their pov-
erty status many are eligible for government assisted
health care, which requires completing multiple com-
plex forms. “Here there is so much paperwork” stated
one woman.80 Also, many new immigrants have dif-
ficulty with transportation to the various health clin-
ics because of their impoverishment. Reliance on bus
transportation can be difficult, particularly when chil-
dren need to accompany the parent.

Obtaining legal status as a Mexican immigrant is
desired, not only for access to professional care ser-
vices but also to be able to cross the border back into
Mexico to visit relatives with whom they have strong
family ties. Some families had to leave children with
relatives in Mexico when they immigrated. Generic
care was given by the relatives by providing for the
children until their parents could return. Parents de-
sired to bring their children back from Mexico, but as
one undocumented father stated, “It’s too hard, and
what if we can’t get back?”81 Obtaining legal status
can be a challenge as many new immigrants do not
understand the legal process and are vulnerable to un-
scrupulous individuals who purport to be able to assist
them in becoming a documented immigrant. This was
evidenced by an undocumented individual who stated,
“There was a lady who said she could do the papers.
We paid her $500. By the time we went to look for her
she was gone.”82

Language, Education,
and Technology

The social structure factor of education is influenced in
the Mexican American culture by language,83 which
in turn influences both professional and generic health
care. Many of the immigrants come to the United
States with a limited elementary school education,
which is reflective of the normative level in Mexico,
not a lack of interest in education.84 The overall ed-
ucational levels of Mexican Americans trail behind
those of other Hispanics, African Americans, and
European Americans.85 With each subsequent gen-
eration the educational level of Hispanic people has
risen.86 While first-generation Mexican Americans are
often monolingual in Spanish, the second generation
usually has developed some English language skills
through attending school, although Spanish may be

spoken at home. As a means to preserve their cul-
ture, one young mother stated, “In the house they must
speak Spanish. Outside it is okay to speak English
with their friends.”87 Lack of ability to speak English
can complicate accessing professional health care as
not all providers have staff that are bilingual. While
some providers may feel that it is the client’s obliga-
tion to learn English once they are in the United States,
it can lead to misunderstandings. Informants have re-
ported that they have encountered bilingual health care
providers who, on finding out that the informant spoke
some English, would refuse to speak in Spanish to
them, which the informants viewed as being disrespect-
ful and a noncaring practice. Even health care literature
translated into Spanish may not be helpful for some in-
dividuals because of their limited educational level and
inability to read.

The United States culture values the use of tech-
nology in all aspects of life, which is particularly ev-
ident in health care.88 According to Leininger,89 high
technology in Western nursing practices tends to act
as a barrier between client and nurse when the empha-
sis is put on medical equipment. Jordan90 provided an
example of this distancing in her research on births in
four cultures. Videotapes of births in the United States
where electronic fetal monitoring was used revealed
that during a 5-minute segment the nurse looked at
the monitor 19 times. The nurse evaluated the uterine
contractions by looking at the monitor rather than the
client. Mexican Americans prefer that nurses provide
more personalized care. While appreciative of the ben-
efits of advanced technology, new immigrants usually
are not accustomed to such sophisticated professional
health care in Mexico; consequently, they may need
additional explanations from the health care provider.
There is a desire on the part of Mexican Americans for
the nurse to provide a combination of generic (person-
alized) and professional health care.

Culture Care of the Mexican
American Family

Transcultural nursing knowledge of the values, beliefs,
and practices of Mexican Americans can contribute to
the provision of nursing care that is culturally congru-
ent with their lifeways. Meanings and expressions of
culture care are embedded in the worldview, language,
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social structure, and environmental context.91 It is im-
portant that nurses providing professional health care to
Mexican Americans understand holistic cultural care to
avoid ethnocentrism and cultural imposition practices.
It is also very important to recognize that all clients are
individuals and to avoid cultural stereotyping. A cul-
turalogical assessment can provide the basis for using
Leininger’s three modes of culture care to develop a
nursing care plan with actions and decisions that are
congruent with the client’s cultural values, beliefs, and
lifeways.

Through the culture care preservation or mainte-
nance mode of nursing care the nurse can assist the fam-
ily to continue those cultural practices that are helpful
in attaining or sustaining their health and well-being.
When there may be conflict between the client’s generic
health care beliefs and practices and those of the pro-
fessional health care provider, the nurse can act as a
cultural broker.92 A cultural broker is a nurse who is
knowledgeable about the client’s culture and the pro-
fessional health care system and who mediates between
the client and health care professionals to support the
client’s cultural beliefs by using the nursing care mode
of accommodation or negotiation.

In the Mexican American family the nursing
modes of culture care preservation or maintenance and
accommodation or negotiation are especially impor-
tant in relation to the areas of kinship, religion, famil-
ial roles, respect, and generic folk care practices. There
are many culture care beliefs and practices of Mexican
Americans’ lifeways that are beneficial to their health
and well-being and that the nurse can support. A cultur-
alogical assessment will assist the nurse in providing
culturally competent care. For instance, spiritual care
beliefs and practices are a major source of strength that
are woven into the life of the Mexican American family,
particularly when there are health care needs. The nurse
may notice religious symbols such as medals, rosaries,
or pictures when caring for a Mexican American client
in the hospital. To preserve this cultural practice the
nurse will want to ensure the safety of these articles
during hospitalization such as when surgery is required.
Since Mexican Americans have a spiritual dependence
on God as part of their worldview, it is important to
facilitate the presence of spiritual advisors and provide
a time for prayer if desired. This will demonstrate care
as respect for their spiritual beliefs.

Families are of major importance in the Mexi-
can American lifeways. Wherever a nurse cares for a
Mexican American client, there usually will be family
members or fictive kin (compadres) involved. Since the
family provides major psychological support and suc-
corance as care practices, the nurse needs to consider
the importance of family members to the client and
how to best incorporate them into professional nursing
care. Care as respect for Mexican Americans’ genera-
tion and gender should be combined with professional
care practices. If decisions must be made, the role of
men and their authority in the family need to be consid-
ered. As family presence is an important culture care
practice, when hospital rules limit the number of visi-
tors and visiting hours, the nurse could negotiate with
the family, staff, and hospital administration regarding
family visits. When family presence is not permitted,
the nurse could attempt to be in frequent contact with
the client and reassure the client that call lights will
be promptly answered as there is often a fear of being
alone. Thus, culture care accommodation/negotiation
may be an important nursing action when caring for
Mexican Americans in the hospital.

A cultural assessment of the generic care that was
given to the client prior to coming for professional
health care will enable the nurse to determine which
culture care modes to use. Respect should be shown
toward the role of the elders in the family providing the
generic care. If the generic care was beneficial or not
harmful, then the nurse may chose to use culture care
preservation/maintenance by giving positive feedback
on the health benefits of the practice. For example, in
pregnancy, generic care precautions about using illicit
drugs, alcohol, or tobacco are consistent with profes-
sional health care practices. If the pregnant Mexican
American woman is found to be wearing metal to ward
off the effects of an eclipse, the nurse can show re-
spect for that cultural belief by not removing the pins
as it is not a harmful care practice. When mothers want
to use fajitas on the infant’s umbilical cord, the nurse
can instruct about frequent cord cleansing and changes
of the umbilical band to prevent infection while still
preserving this generic culture care practice. Culture
care accommodation may be appropriate if, for exam-
ple, the family wishes to bring certain foods or teas
into the hospital when such foods are not incongru-
ent with professional health care practices. If generic
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care is not beneficial, the nurse may work with the
client and family to use the care mode of repattern-
ing/restructuring of generic care. Mexican Americans
are very receptive to professional health care education
through which repatterning may be accomplished. As a
form of respect the Spanish language is generally pre-
ferred when bilingual nurses are available. The nurse
may find it necessary to construct an educational en-
abler using pictures and phrases in Spanish and English
keeping in mind the level of education of the client to
provide culturally congruent care.

Summary
Care of the Mexican American family offers an op-
portunity for the transcultural nurse to provide cultur-
ally congruent care that can be rewarding and benefi-
cial for the family and the nurse. In this chapter some
of the Mexican American cultural values, beliefs, and
practices related to health care have been discussed.
The primary cultural lifeways were presented relative
to the involvement of kin, presence, family roles, cul-
tural generic care/folk practices, use of the Spanish lan-
guage, and respect. Leininger’s Theory of Culture Care
Diversity and Universality provided a holistic guide
to discovering the lifeways of a people. The Sunrise
Model was useful as a comprehensive cognitive map
for performing a culturalogical assessment, including
worldview, language, environmental context, and so-
cial structural factors of kinship, religion, cultural vales
and lifeways, political and legal, technology, economic,
and educational. Through using the ethnonursing re-
search method values and beliefs that are embedded in
a culture can be discovered and then made known to
transcultural nurses as the basis for their professional
nursing care.

It is the goal of the Culture Care Theory that all cul-
tures be cared for by nurses who are knowledgeable and
can integrate generic and professional care to provide
culturally congruent care that is satisfying and health
promoting for clients. Examples of Leininger’s three
care modes of culture care preservation/maintenance,
culture care accommodation/negotiation, and culture
care repatterning/restructuring were presented to illus-
trate how culturaly congruent nursing care can be pro-
vided to Mexican American families. After reading this
chapter, it is hoped that nurses will have a better un-

derstanding of how to incorporate generic cultural as-
pects into their professional nursing care for Mexican
American families.
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CHAPTER 22
Philippine Americans
and Culture Care

Madeleine Leininger

Culture provides intergenerational patterns for living, surviving, and dying.
LEININGER, 1995

The number of Philippine immigrants to the
United States has steadily increased since World
War II, and among them are Philippine nurses

who are one of the largest groups of foreign-born
nurses practicing in the United States.1,2 Philippine
nurses have come to this country largely for eco-
nomic and political reasons, but also to advance them-
selves through American nursing education and prac-
tice experiences.3,4 With the increase of Philippine
nurses in nursing service and educational contexts,
there have been some signs of intercultural tensions
and conflicts largely related to misunderstandings.5,6

Differences in cultural beliefs, values, and lifeways
between Anglo-American and Philippine nurse im-
migrants have been frequently identified in hospitals,
clinics, and schools of nursing. For example, Anglo-
American nurses who are assertive in the work sit-
uation and who also value individualism, autonomy,
and competitiveness often come in conflict with Philip-
pine nurses who do not value these attributes. Instead,
traditionally oriented Philippine nurses tend to value
ways to maintain smooth working relationships and
be deferent to those in authority. Such cultural differ-
ences may prevail in the work situation, but may not
always be recognized with the busy daily activities of
the nurses. These differences are, however, the source
of tension, nurse burnout, distrust, and other problems
that limit nurses’ effectiveness. Moreover, intercultural
staff problems can lead to work dissatisfaction and
resignations and reduce the quality of nursing care to
clients.

In this chapter the author shares her nursing re-
search findings of the Philippine people living in a large
urban Midwestern community and also draws on re-
lated nursing and anthropological studies focused on
Philippine health and nursing care aspects. There were
very few nursing studies of Philippine nurses and client
care until the author’s study in the mid 1980s and those
of her students in recent years. The need, however, for
discovering cultural factors in nursing care and the ed-
ucation of Philippine and other nurses has been clearly
evident for several decades. This need has been evi-
dent with the active recruitment of Philippine nurses
to meet nurse shortages in the United States and other
countries since Philippine nurses are the largest immi-
grant group.7,8 The lack of research in this area has
been, in part the result of the tendency to overlook
the importance or role of Philippine nurses as immi-
grants from their homeland to a country such as the
United States. Moreover, nurse researchers with no
preparation in transcultural nursing have been hand-
icapped in studying Philippine nurses and understand-
ing the meaning of their behavior and needs. With
the advent of transcultural nursing, interest in this ne-
glected culture has grown. Spangler’s study and that
of the author are major studies of importance.9,10 In
this chapter the author will draw on these findings
and other available sources (including her consultant
visits in the Philippines [beginning in the 1970s], her
work as advisor to the Philippine Nurses Association
in the United States, and her educational and service
experiences) to help nurses understand the Philippine
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culture to improve client care and intercultural nurse
relationships.

Ethnohistorical Dimensions
Philippine nurses who immigrated to the United States
came from the Philippine Islands, which are located
in the Pacific Ocean near the eastern edge of South-
east Asia. There are 7100 islands in the Philippines,
only some of which are inhabitable. Nearly fifty mil-
lion people live in three main regions of the Philippines,
namely, Luzon, Mindanao, and the Visayas.11 There are
eight major language groups and 87 dialects. Manila is
the capital of the Philippines and is the industrial and
educational center of the country.

The Philippine people were influenced by several
groups who immigrated to the islands beginning in
the 17th century such as the Indonesians, Malaysians,
Chinese, Japanese, Spanish, Europeans, and North
Americans.12 These peoples came to the Philippines
for trade, war, exploration, conquest, and many other
purposes. Prior to the 1500s little was known about the
Philippines until the Spanish and Portuguese reported
on them. Magellan claimed the islands for Spain in
1521, and with the Spanish conquest came Christianity
and Roman Catholicism. The Philippine Islands were
named after Philippe II of Spain, and the islands were
initially placed under the administration of the viceroy
of Mexico as part of Spain’s New World empire.13

With Spanish control for three decades, trade with
China, Japan, and other southeast Asian countries be-
gan to increase. Roman Catholicism became the major
religion in the Philippines under Spanish rule. The
Portuguese, Dutch, and British made attacks on the
Philippine Islands and occupied them finally in 1762.

After several revolts by the South American
colonies against Spain, the people of the Philippines
became critical of Spanish rule, the clergy, and forced
labor. This led to the emergence of a nationalist
movement under Jose Rizal (1861–1896), and af-
ter his execution General Emilio Aguinaldo resigned.
Then came the Spanish-American War of 1898, and
later the United States gradually passed acts to give
the Philippine people more autonomy and freedom.
Manuel Quezon was elected the first president of the
Commonwealth.14 Independence, however, was not
given to the Philippines until after the end of the

wartime occupation of the country by the Japanese
(1942–1945). During World War II, nearly 40,000
Philippinos were killed. On July 4, 1946, the Republic
of the Philippines was proclaimed and Manuel Roxas
became the Republic’s first president.15 Since then, the
Philippine people have been threatened by communist
guerrillas, rebels, and with autocratic leaders such as
Carlos Garcia and Ferdinand Marcos. In 1985 Corazon
Aquino became the first woman president of the Philip-
pines and took office with the goal of providing a demo-
cratic government. Gloria Macapagal-Arroyo is the
current president of this country of 79 million people.

Theory and Research to Discover
Philippine Culture Care

The author used the Culture Care Theory and the eth-
nonursing research method to study twenty key and
thirty general Philippine informants living in an urban
Midwestern city from 1984 to 1986. Since the theory
and method have been presented in earlier chapters,
they will not be discussed here. She also studied vio-
lence, care, and health from 1993 to 1995 with selected
families in Detroit.

Worldview, Religion, and Kinship Factors
The majority of Philippinos have a deep sense of loy-
alty and pride in their country, language, kinship ties,
philosophy of life, and religion. Accordingly, infor-
mants in the author’s study viewed the world as “a
gift from God” that they were to care for and respect
and in which to live in harmonious relationships with
one another. The majority of Philippinos are Roman
Catholic, with nearly 80% belonging to this faith. Ap-
proximately 9% are Protestant, 6% Muslim, 3% an-
imist, and 2% of other religious views.16 It is of in-
terest that when the Spaniards found the Muslims in
the southern Philippines, they called them Maros after
the Muslim Moors of Spain and Morocco. The Maros
fought the Spanish, disliked Americans, and continued
to defend the Manila government. Roman Catholicism
has greatly influenced the daily lives of Philippinos, and
they have many religious ceremonies and feasts. The
informants reaffirmed the importance of Catholicism
and frequently told the researcher how it helped them
deal with political oppression, economic pressures,
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illnesses, uncertainties, and recurrent stressful life
problems. A typical comment was, “I always leave my
life in the hands of God, and God will take care of me.”
The majority of key and general informants (92%) reg-
ularly attended church and religious ceremonies. Car-
ing ideas were closely linked to the informant’s reli-
gious beliefs, especially to be deferent and respectful
to authority and to maintain charitable and smooth re-
lationships with others.

Strong kinship ties have always been evident with
the Philippinos, and this was true with the key and gen-
eral informants as they talked about the great impor-
tance of extended family members and of depending
on each other. The care constructs of mutual help, kin
obligations, compassion, and direct care were expected
and discovered norms in daily kinship relationships.
This finding also confirmed DeGracia’s comment of
Philippino families showing 1) unquestioned respect
for and deference to authority, 2) strong family unity
with social control over its members, and 3) an em-
phasis on extended family obedience to preserve and
give the family a good name.17 Acts of disloyalty, mis-
conduct, or delinquency were held to bring shame to
the extended family members in the author’s study. In-
formants told how family members are obligated to
provide assistance to their kin and to show respect for
one another, mutual aid, and support in times of crisis
and threats of illness. One Philippine American infor-
mant, who has lived in the United States for more than
10 years, said, “Our family in the Philippines remains
important, and we have many extended family mem-
bers back home that we help.” The informants told how
they spent much time together and shared food, advice,
and money in their urban homes in the United States as
they had when they lived in the Philippines. The study
revealed that many elderly family members were be-
ing cared for in their homes, and none were reported to
be in commercial nursing homes, as this is counter to
their beliefs. The informants did not endorse the idea
of nursing homes for their elderly because it is the re-
sponsibility of the extended family members to care
for them in their homes. Most evident was the fact that
children were socialized to care for and respect their
kin, especially their elders. The informants were proud
of and talked enthusiastically about their elders and all
family members, as well as about good times together.
The Philippino informants were expected to keep close

family ties and maintain a deep sense of loyalty, mutual
respect, and obligation to each other. Accordingly, they
would share anything they had with one another.

There were several important culture care values,
which were derived from the Philippine religious kin-
ship and worldview, to support extended family rela-
tionships. These caring values were held to be very im-
portant to support family well-being, healthy lifeways,
and smooth relationships. The major cultural value of
pakikisama was identified, which refers to maintaining
smooth harmonious interpersonal relationships, and to
get along with others. The term pakikisama is a caring
value and means “to go along with.” Philippinos are
taught how to get along with each other and practice
pakikisama in all their relationships. Conceding grace-
fully and without conflicts or disharmonious relation-
ships was important to all key and general informants
in the study.

Amor propio was another cultural value identified;
it refers to personal esteem, honor, and “saving face.”
Traditionally, it has been important to preserve social
relationships, maintain a sense of self-esteem, and save
face. Maintaining Philippine self-esteem and avoiding
social shame, or hiya, was discussed with the researcher
by all informants. Several said, “One must not shame
(hiya) oneself for others. Shaming or depreciating an-
other Philippino could cause the person to lose face and
experience a loss of amor propio.

Still another closely related value was utang na
loob. The term refers to an obligation in which one per-
son is expected to help another by mutual reciprocity.18

The recipient of help is morally bound to repay the
helper at some time, and this was known and valued by
all families studied. A “give and take” among relatives
and other friends was expected as they cared for one
another, without expectations of money or instant re-
payments of any kind. If a monetary debt was incurred,
the recipient was not expected to repay the money or
kindness until a later time, and then it was like receiv-
ing a gift during a time of need. Finally, there was the
cultural care value and belief of bahala na, or to “leave
oneself to the will of God.” This value permeated the
thinking and explanations given to the researcher by
many informants. It referred to accepting the will of
God and resigning oneself to His will.19

From a political viewpoint, Philippinos have tradi-
tionally experienced many different kinds of political
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leaders and government ideologies with practices of
threats, violence, and unexpected actions. Their ethno-
history has reflected past patterns of political conflicts
and clashes related to government affairs, and the peo-
ple have coped with diverse changes.20 Maintaining
respect for those in political roles of authority was dif-
ficult when one did not especially like their way of
functioning. Several informants expressed their con-
cerns about this matter. Data for this study was col-
lected during the Marcos regime, and most informants
were very guarded about sharing any political ideas for
fear of retribution to themselves or harm to their fam-
ilies in the Philippines. Indeed, the informants were
quite afraid, tense, and very restless about the politi-
cal condition of their homeland and the political power
of the Marcos regime during the 1980s. In fact, 90%
of the key and general informants said they came to
the United States to avoid political oppression, vio-
lence, and killings. In addition, they spoke about their
desire for better jobs to improve their economic situa-
tion, buy a home in America, and send money back to
their Philippine kinsfolk.

Economics and Education
Traditionally, the Philippine people lived in rural com-
munities and depended on a subsistence farming in-
come from small plots of land. The economic pattern
of living was valued. Many informants in the study
missed this lifeway in the United States while living
in a large urban community where only a few had gar-
dens, called their “small farms.” Agriculture had also
been their traditional means of livelihood by raising
crops such as copra, rice, corn, abaca, sugar, fruits, veg-
etables, and tobacco in the Philippines. Land use was
valued, but it was always a major and long-standing
problem in their homeland. Key and general urban in-
formants living in the United States said it was difficult
to adapt to a complex urban life with high technolo-
gies and complex jobs and to work with Americans
and their competitive work ethic. Approximately 80%
of the informants were middle-class professionals, that
is, nurses, engineers, common laborers, and tradesmen,
who were pursuing additional education so they could
be retained in their professional positions. All the in-
formants said they saved money to buy (or build) a
home with modern plumbing, appliances, and other

conveniences. They were very pleased with how their
frugal lifeway had enabled them to purchase a home
and be financially successful in the United States.
However, all the informants missed their farms with
homegrown vegetables and fruits, which they talked
about often, and the elderly especially remembered
their vegetable farms “back in the homelands” in the
Philippines.

Education has been traditionally valued by most
Philippinos in the past and still is valued today in the
United States. All the informants talked about their ea-
gerness to go to school or college and become a “good
professional.” All the informants except those over 65
were or had been recently involved in educational pro-
grams or courses. Educational preparation was held to
be extremely important for Philippinos to get ahead and
to retain good positions in urban society. None of the
informants had top administrative positions in the city.
Parents were most supportive of their children getting
an education and felt it was their responsibility and obli-
gation to educate them. The informants spoke of initial
problems with learning English, but they had mastered
the language over time. Older Philippinos learning
English relied on younger adults or children to learn
the new language. Families were very proud and sup-
portive of their children who had earned a degree or
received a diploma, and these awards were framed and
placed in a prominent place in their living rooms.

Dominant Ethnocare Values,
Beliefs, and Practices

From many interviews and observations of the
Philippine informants in their natural and familiar
home settings and in other life situations, several
dominant culture care constructs were discovered and
confirmed.21,22 These care constructs were ideas em-
bedded in the worldview, social structure, environmen-
tal context, and language. The informants often shared
their ideas about care, health, and illness in their home
settings, often while having tea with the researcher.
Their warm and gracious hospitality was always evi-
dent, and they were pleased to talk about differences
and similarities of living in the Philippines and the
United States. Care meanings were important to dis-
cuss, especially their kinship and religious practices.
They also talked about the noncaring political behavior

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SPH P2: MRM/UKS QC: MRM/UKS T1: MRM

CHAPTER-22 PB095/Leininger November 22, 2001 8:58 Char Count= 0

Chapter 22 / PHILIPPINE AMERICANS AND CULTURE CARE 379

of authoritative and aggressive leaders in the two
cultures.

The first important care construct of Philippine in-
formants in this study was that caring means to main-
tain smooth and harmonious relationships with others,
but especially with family members. One was a caring
individual or family member if one could maintain fa-
vorable relationships with others at home, in the hospi-
tal, at work, or wherever one functioned or lived. To be
caring was to avoid unnecessary conflicts, confronta-
tions, and disruptions. The cultural value of pakikisami,
or “getting along,” was a dominant guide of ways to re-
late to others. The informants held that a caring person
would get along with others, be gentle, and be able to
control stresses and conflicts to remain well or healthy
and to prevent illnesses, tensions, and shame. Philip-
pino caring ways would also support self-esteem and
ways to be healthy or remain well. (They used the latter
terms interchangeably).

The second meaning and action mode about care
or caring was to show respect for others. All Philippine
informants held a strong belief that care meant showing
respect for those you lived and worked with but espe-
cially for families, the elderly, and those in authority.
The older informants aged 55 to 65 years gave several
examples of respect for the elderly such as being at-
tentive to, giving assistance, and helping older family
members. To be a caring person or group member one
should be able to anticipate and offer assistance to oth-
ers. Respect was a positive signal that one could give
to others in time of need in a manner that was support-
ive. Preserving one’s self-esteem and that of the family
was a desired goal, especially because one respected
the person as God’s representative.

The third dominant care construct by the Philip-
pine informants was that care meant reciprocity. Care
as reciprocity meant giving to others and receiving in
time of need or when assistance was evident. Reci-
procity as care was giving help freely without hesita-
tion or reservation and not expecting immediate return.
Reciprocity was giving and receiving between individ-
uals or the family group in a sincere and spontaneous
way. Reciprocity as care was like a gift to another that
was not expected or requested from the giver. Infor-
mants disliked it if they gave Anglo-Americans some-
thing and the latter felt they had to pay them back im-
mediately. Reciprocity with a Philippino caring ethos

meant giving in anticipation and without an immediate
“give-back.” Reciprocal caregiving should always fit
the time, occasion, and event. Philippine nurses who
perform acts of reciprocity as caring would never ex-
pect to return immediately acts of kindness, but rather
would wait until a need arose. Moreover, caring acts
needed to be given graciously and sincerely by the
caregiver. In traditional Philippine lifeways, the care-
giver is often obligated to receive help at a later time.
The concept of utang na loob, or the “give and take”
of a relationship, was upheld by all informants. The
informants spoke about the qualities they liked about
a nurse who showed proper mutual reciprocity and
could combine this attribute with respect for others.
Several examples were given of the nurse caring for
the elderly and providing respect, but also reflecting
the “give and take” between the nurse and the older
client, whether ill or well. Care as reciprocity was an
important means to attain well-being. Unfortunately, in
this country, Philippine reciprocity tends to be viewed
by Anglo-Americans as a debt to be paid back, which
was disliked by Philippine nurses who knew reciprocity
from their cultural orientation.

The fourth dominant meaning of care was pre-
serve one’s self-esteem or face (amor propio) and also
avoid shame (hiya). A caring person or family would
not demean or threaten the self-esteem of another be-
cause one needed to “save face.” A caring person was
careful not to reprimand another person or group in
public situations as this would lead to being a noncar-
ing person and shaming consequences. For example, if
a nurse were to reprimand a Philippine nurse in front
of other nurses, this would be most hurtful and shame-
ful to the Philippine nurse and a source of conflict and
tension. This was often observed between Philippine
nurses and Anglo-Americans in the hospital and was
identified as noncaring behavior. A caring nurse would
be aware of hiya and avoid inducing shameful feelings
in another. Shaming Philippine individuals and older
men and women was always viewed as noncaring be-
havior that should be avoided at all times, because it
decreased one’s self-esteem and honor and led to inter-
cultural negative feelings about the persons involved.

Another caring construct discussed by the infor-
mants was the obligation to care by providing physical
comfort to those who showed signs of restlessness and
discomfort. Spangler’s hospital study clearly showed
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that Philippine nurses knew how to anticipate and pro-
vide physical comfort measures to the sick, helpless,
and those experiencing pain as an obligation to care.23

A variety of thoughtful strategies were evident to pro-
vide physical comfort measures to clients in the hos-
pital that led to the clients’ well-being, recovery, and
relief of pain and other discomforts. Care as providing
physical comfort measures was often demonstrated by
acts of tenderness as caring. Physical comfort and ten-
derness as care in the author’s study reflected a com-
bined skill of using gentle touches to help others with a
compassionate and kind attitude. Gentle touches were
soft and given in a sustained manner, according to sev-
eral key women informants. Such touches were con-
trasted with those given by Anglo-American nurses,
who were inclined to touch in a hard or firm manner.
Gentle nursing care meant moving in a slow and delib-
erate touching way with thoughtful consideration of the
person. Being quiet, providing privacy, and being pleas-
ant were also viewed as caring and were linked with
gentleness and physical comfort measures. Philippine
nurses were skilled in providing generic caring modes,
which Anglo-American and other nurses could learn
from Philippine caring practices.24

Culture-Specific Nursing Care
Using the above specific care findings generated from
transcultural nursing research, the theorist predicted
that such generic emic care constructs could lead to
professional, culturally congruent care if used in a spe-
cific and conscientious way by nurses. The nurse would
need to consider ways to use these specific care con-
structs in relation to the three predicted or advised
modes, namely, culture care preservation or mainte-
nance, culture care accommodation or negotiation, and
culture care repatterning or restructuring when caring
for Philippine American clients.25 Culture care preser-
vation would be important in the use of care related to
saving face and self-esteem and thus avoiding shame.
The nurse would preserve respect for and deference
to Philippine clients in giving culture-specific care. In
addition, the care construct of mutual reciprocity or
the give and take in nurse-client relationships would
be very important. Providing mutual reciprocity and
maintaining self-esteem would need to be given full
consideration in the care of Philippine clients in this

country or in their homeland. The nurse would need to
maintain ways to provide physical comfort measures
and tender, gentle touches to Philippine clients in the
hospital, home, or elsewhere. Comfort care should be
provided in a quiet, gentle, and respectful way without
reducing self-esteem or making clients feel shamed. All
of these culture care values would need to be considered
culture care preservation and maintenance measures by
the nurse to provide culturally congruent nursing care
practices.

With the above dominant care constructs in mind,
the nurse would consider culture care accommoda-
tion or negotiation in caring for Philippine clients.
The nurse could provide culture-specific care with this
modality by accommodating the client’s expressed de-
sire for fish, rice, vegetables, and other “hot-cold” foods
to restore or maintain their health. Sometimes, there
may be medical reasons why these foods may not be
given, but frequently they can be given as therapeutic
healing modes to Philippine clients. Several informants
talked about Anglo-American nurses and physicians
who were not aware of their folk food preferences and
how staff needed to accommodate their food prefer-
ences. Some were afraid to mention that they wanted
such foods for fear of being shamed or losing self-
esteem if their ideas were rejected. Nurses should un-
derstand and provide these important culturally based
foods. Over 95% of the informants, who had lived in the
United States for more than 10 years and were clients
in the hospital, said they longed for their native foods,
but had difficulty getting the foods, especially rice and
fish. They believed their native foods help them to re-
cover and were much more nutritious than many of the
American hospital junk foods such as potato chips and
fried hamburgers. They felt Americans should eat more
native Philippine foods to maintain their health. Cul-
ture care accommodation was a recurrent suggestion by
informants with foods, folk healing medications, and
respect for using all the caring modes described above
such as nurses accommodating respect for privacy and
comfort measures as needed.

Culture care repatterning or restructuring would
be used when new professional treatments and caring
patterns needed to be modified or changed in relation to
caring for Philippine clients. These would greatly vary
with each Philippine client who became ill or who was
ill but living at home. If self-esteem had been lost or
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threatened, the nurse would consider with the client
how to reestablish and repattern self-esteem to pre-
vent exposure to shaming incidents in the hospital or
home. The nurse would need to be cognitively aware
of ways to repattern or restructure any of the dominant
care constructs already identified and described above.
This would require creative thinking and planning by
the nurse with the client’s family to provide culturally
congruent care. The nurse could develop a plan with
the Philippine clients to repattern his life to regain self-
esteem or self-respect if there was a strong fear of loss
of self-esteem. These factors would be especially im-
portant in dealing with pain as Philippine clients do
not like to complain, especially about pain. The Philip-
pine elders contended that pain was a gift from God and
should be accepted as suffering for God, but if pain was
strong, the nurse should offer the client a little pain re-
lief. Philippine clients become discouraged and some
depressed if they cannot maintain their self-respect and
deal with insults and offensive interpersonal situations.

Some general culture care principles to provide
culturally congruent care to Philippine clients with tra-
ditional cultural values would be the following:

1. Show deference, respect, and kindness to clients,
especially the elderly. Consider that the elderly
prefer to be cared for in their home by extended
family members rather than in a nursing home.

2. Involve and facilitate extended family members in
nursing care activities whether at home or in the
hospital as essential for the client’s wellness or
ability to face death.

3. Consider ways to maintain nonaggressive
relationships with Philippine clients and avoid
open confrontations and the loss of self-esteem.

4. Respect clients who value privacy and quiet time
as essential to their recovery or well-being.

5. Accept gifts that reflect mutual reciprocity without
feeling compelled to immediately return a gift.

6. Ask clients how they would like to be cared for,
what comfort measures they would like to receive.

7. Consider that pain may be viewed as a gift from
God, and often the client can endure more pain
than most Anglo-Americans or Jewish Americans.
However, small doses of medications to relieve
postoperative or chronic suffering may be essential
to clients.

The above nursing care considerations are important to
provide culturally congruent care to many Philippine
clients, especially those who value their past lifeways
and practices. If the Philippine client is fully accul-
turated to another lifeway or living patterns, cultural
assessment would be needed with changes in care
practices.

Folk Health Beliefs and Values for
Transcultural Caring

Folk health beliefs and values continue to play an im-
portant part in Philippine caring and health ways. Many
of these folk values are based on the “hot-cold” the-
ory related to illness and wellness states. Excessive
exposure to heat or cold, for example, being out in the
sun, taking a hot shower, or exposure to intense anger,
fright, violence, or excitement, is believed to be harm-
ful because it leads to imbalances and illnesses. If a
client experiences these extremes or imbalances, the
nurse needs to consider ways to counteract excessively
hot or cold states with the goal of helping the client
regain a balance or normal state. Hospitals are often
viewed as places where clients are exposed to exces-
sive amounts of heat or cold with food, air, treatments,
and noise, which can lead to imbalances and illnesses.
Nurses should be aware that air conditioning and ex-
cessive temperatures in the clients’ room are of concern
to some Philippine clients and their relatives.

In Jacano’s ethnography of a barrio in the Philip-
pines he found that the people believed that hot air is
absorbed through the pores and goes to the brain to pro-
duce mental illness.26 Likewise, key informants in the
author’s study spoke about excessive heat that makes
them ill in the work place, at home, or in the hospi-
tal. They also told how the wind was associated with
spirits (ingkanto) and leads to pains and aches by pen-
etrating the body. These folk beliefs are considered in
the nursing care with other care constructs discussed
above and with the awareness that some clients have
stronger beliefs in folk practices than others. The au-
thor’s culturalogical assessment guide helps to assess
the extent and focus of folk beliefs.

Stern et al. in their study identified several folk
beliefs and practices related to pregnancy and child-
bearing such as the belief in keeping the baby small
for an easier delivery, avoidance of dark-skinned fruits
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and vegetables during pregnancy to prevent darkening
the skin, and using chicken soup to stimulate breast
milk.27 Their study provides additional guidelines to
consider with mothers during childbirth. Similar folk
practices and beliefs were identified by the author along
with a variety of folk herbs, medicines, and mother
care practices based on traditional or generic folk care.
For example, the mothers spoke about “winds hangin”
to cause potential mother-infant problems. The impor-
tance of family privacy and keeping the mother and
child warm and out of drafts after childbirth were
also discussed. These informants confirmed that nurses
would be giving good care if they knew and acted on
these factors.

Several key informants told how they used home
remedies to allay stress and pressure problems now that
they are living in an urban environment. They compared
it with their past living in rural Philippine communi-
ties, which were peaceful and quiet. They identified
different folk illnesses that are still caused by hot and
cold imbalances and threats, and they often use folk
home treatments and medicines to counteract these ill-
nesses and restore their health. Many informants talked
about cold winds in the winter that caused abdominal
cramps, colds, pneumonia, and high fevers. They were
combining their generic folk and a few professional
healing modes, but still relying on folk ways because
of costs, efficiency, and easy access.

Mental Labeling Discomforts
Several Philippine informants in the author’s study
were deeply concerned about the tendency of some
psychiatrists, nurses, and other mental health person-
nel to view their behavior as “psychotic,” “paranoid,” or
“severely depressed” when they were quiet and uncom-
plaining. These key informants talked about their quiet
manner and reluctance to share ideas with professional
strangers, especially psychiatric staff, “because they do
not understand our lifeways and often misdiagnose us.”
Remaining quiet and answering questions from physi-
cians made them uncomfortable as the questions often
did not fit their cultural frame of reference. Many dis-
liked referrals to psychiatrists because their statements
and the cultural lifeways of their families were misun-
derstood. This was evident with Philippine informants

who had lived in the United States for more than 20
years. Most nurses and others in the mental health
field were unaware of these potential cultural problems
and misunderstanding of clients’ behaviors that seem
strange or different. Being passive and quiet may not be
psychotic. Philippine informants said they had to learn
how to protect themselves against strangers to remain
well and to help outsiders understand their cultural pat-
terns and learned lifeways. Moreover, the professional
nurse needs to realize that most non-Western cultures
do not believe in treating the mind separately from the
body. They have long viewed the person as a cultural
and holistic being rather than people having separate
mind and body parts. Such a mind-body dichotomy is
often very strange to cultural groups such as Philip-
pinos who expect to be viewed as a total functioning
and whole person.

Transcultural Clinical Nursing
Stresses and Conflicts

In this last section, a few common and recurrent
problems occurring between Philippine and Anglo-
American nurses will be identified from the author’s
research, other studies, and from direct clinical experi-
ences with clients and nurses.

It is well known that Anglo-American nurses
value assertiveness, independence, direct confronta-
tions, competition, autonomy, technological efficiency,
and individualism. These cultural values also reflect
many of the dominant cultural values of middle- and
upper-class Anglo-Americans in the United States.
These values, however, may often be in conflict with
the values of Philippinos and lead to serious problems
between Anglo- and Philippine American nurses. In
Spangler’s recent comprehensive study of cultural val-
ues and practices of Anglo-Americans and Philippine
Americans in a hospital context, she identified such
concerns and problems.28 Her study clearly revealed
the differences between Anglo-Americans and Philip-
pine Americans, as well as some areas of similarity,
with the use of Leininger’s Culture Care Theory to fo-
cus on cultural values and nursing care practices in the
two cultures. (The reader is encouraged to read Span-
gler’s chapter in Leininger’s book Culture Care Di-
versity and Universality: A Theory of Nursing, 1991).
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Philippine nurses did not espouse all Anglo-American
values, but rather relied on maintaining their cultural
values discussed above such as maintaining smooth
relationships, indirect communication, respecting au-
thority, remaining quiet at times, avoiding shame, and
maintaining self-esteem. In clinical settings, Anglo-
American nurses often expect Philippine nurses to be
like them and to know how to be confrontational, effi-
cient, quick, and politically assertive. Anglo-American
nurses may not realize how offensive these behav-
iors may be to Philippine nurses who are new to this
country or dislike some American values. Moreover,
Anglo-American nurses in clinical settings often do
not like Philippine nurses to be passive, quiet, or stay
together. Such Philippine behaviors and practices are
often viewed by Anglo-American nurses as being clan-
nish, resistant to American ways, and showing a dislike
for Anglo-American nurses. When Philippine nurses
on a clinical unit speak in their native language and
exclude Anglo-American nurses, this often leads to
feelings of distrust and interpersonal tensions that may
continue and influence staff relationships and influence
client care outcomes.

In several nursing service consultations in the
United States during the past two decades, the author
has identified several recurrent themes of difficulty be-
tween Anglo-American and Philippine nurses. Anglo-
American nurses often complain about Philippine
nurses being “far too passive, quiet, groupish, and de-
pendent on physicians.” Philippine nurses complain
that Anglo-American nurses are “far too aggressive,
confrontational, direct, and noncaring” in their ways.
They also feel that sometimes they are given some
less than desirable nursing tasks that Anglo-American
nurses dislike doing. Many Philippine nurses were
aware of intercultural tensions and their struggles to
preserve their self-esteem and confidence and to avoid
being confronted in public settings or before other
nurses in conferences. Philippine nurses often feel pow-
erless to deal with these situations, and some viewed
them as signs of discrimination or prejudice. Some
Philippine nurses told how depressed they were with
such encounters with feelings of loss of self-esteem
and respect. Some Philippine nurses had resigned,
and others had been dismissed from the nursing unit
when tensions or conflicts were excessive. Covert anger

and resentment could be identified between Anglo-
American and Philippine American nurses, but these
transcultural problems were seldom discussed on the
nursing units. The Philippine nurses disliked the fact
that they held no top administrative positions such
as head nurse or supervisor. This was of concern to
some Philippine nurses who had been employed for
many years on a unit. In talking with Anglo-American
nurses, it was evident that they thought the Philip-
pine nurses’ deference to authority (especially physi-
cians), their quiet manner, and passivity was largely
related to limited nursing education and preparation
in American lifeways. It is also important to remem-
ber that if Philippine nurses were excessively shamed
or pushed too far when trying to get them to do
something they dislike, some would become angry
and make their position known in a firm and direct
manner.

In sum, understanding transcultural nursing prob-
lems, behaviors, and patterns of interaction between
Anglo-American and Philippine American nurses is
extremely important to facilitate quality nursing care.
The transcultural nursing knowledge generated from
research with the use of the Culture Care Theory dis-
closed many valuable and important insights to guide
nursing practices. Culture care values, meanings, and
actions need to be used to provide congruent care for
good health outcomes and to improve nurse and client
relationships. Nurses need to be knowledgeable about
traditional and changing Philippine cultural values and
caring lifeways through culturalogical assessments to
improve nursing practices. Both Philippine and Anglo-
American nurses have unique contributions to share to
advance and improve human caring modalities, but the
challenge is to recognize and understand these contri-
butions and to use them appropriately in nursing care
contexts as culture care accommodations.

During the past decade with the use of transcul-
tural knowledge and education and clinical mentoring,
Philippine and American nurses are sharing and en-
joying more of their unique contributions as comple-
mentary to client and human relationships. Philippine
friendships and hospitality are valued along with their
moral values. The Philippine Nurses Organization has
grown across the United States and overseas, and this
has been a unifying force for all Philippine nurses.
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CHAPTER 23
Culture Care Theory and
Elderly Polish Americans

Marilyn McFarland

Transcultural nursing research remains essential
for nurses to advance knowledge of the elderly
from diverse cultural backgrounds. Since the

elderly will continually be a major subculture in the
world in need of nursing care today and in the fu-
ture, transcultural nursing research of the elderly re-
mains crucial for quality care services. Understanding
elders from their cultural background remains essen-
tially a new area of study and practice for professional
nurses.

This study examined care and health perspectives
of elderly Polish Americans and how this knowledge
can improve health care practices. Nurses who are
knowledgeable about culture care and its influence on
improving health will be able to see the benefits of
providing culturally congruent care to the elderly. This
study was based on Leininger’s theory of Culture Care
Diversity and Universality with use of her conceptual
Sunrise Model.1,2 Several research questions guided
this transcultural care study:

1. In what ways do the factors related to the social
structure and worldview in Leininger’s theory
influence the care and health patterns of elderly
Polish Americans?

2. What specific cultural care values, beliefs, and
practices influence Polish American elderly
health?

3. What Polish American care practices and
expressions appear to be most congruent with
healthy and beneficial lifeways for the elderly of
this cultural group?

4. What nursing care implications can be identified
from the ethnonursing data to provide culturally
congruent care for the Polish American
elderly?

Research Method
Informants
Data were gathered from extensive observations and in-
depth interviews with three key and five general Polish
American informants by the investigator along with
an extensive literature study about Polish Americans.
This study was an ethnonursing qualitative investiga-
tion using Leininger’s method and enabling guides. The
qualitative naturalistic inquiry method was chosen be-
cause of the absence of in-depth emic data about Polish
American elderly. It was an appropriate way to enter the
unknown world of this culture. They key and general
informants ranged in age from 58 to 84 years old, and
seven of the eight lived in a Polish neighborhood in a
northern city in mid-Michigan which has a population
of approximately 43,000 persons.3 The data were col-
lected by the investigator over a two-year period with
three to four interviews and observation-participation-
reflection times with the key informants. As data were
collected, the focus was on theoretical premises, espe-
cially studying the worldview, kinship, and social, cul-
tural, political, technological, economic, religious, and
educational factors that seemed to influence the care
and health of elderly Polish Americans. In addition,
the generic and professional systems were studied.

Data Analysis and Evaluation Criteria
The data were analyzed in this study by using
Leininger’s four phases of data analysis.4 The analysis
began with collecting and documenting the raw data
(first phase), then identifying descriptors (second
phase), and discovering patterns (third phase), and
ended with abstracting major themes (fourth phase).
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The Leininger-Templin-Thompson (LTT) computer
software was used for coding and classifying the data.5

Data analysis was an on-going process throughout the
study.

The following qualitative criteria were used for
analysis of the data: credibility, confirmability, mean-
ing-in-context, recurrent patterning, saturation and re-
dundancy, and transferability.6 Credibility referred to
the believability of the study findings established by
the researcher through repeated engagements over a
three month period with the informants. Confirmabil-
ity was achieved by repeated accounts from the in-
formants and by mutual agreement of the findings by
the researcher and the informants. Meaning-in-context
referred to the lifeways of elderly Polish Americans
that reflected a tendency to recur in patterned ways.
Saturation referred to evidence of having taken in
all that could be known about the phenomena un-
der study. Redundancy was related to saturation and
referred to the tendency to get similar and repeated
data. Transferability referred to whether the findings
might have similar meanings in a similar context, but
generalizability was not the goal of this qualitative
study.

Orientational Definitions
Since the orientational definitions help the researcher to
discover meanings from the informants, the following
definitions were used:

1. Culture Care: Those supportive or facilitative acts
specific to the Polish American culture which
assist elders to improve their health and lifeways.7

2. Cultural Health: A state of well-being which is
culturally defined and includes the ability to
perform daily role activities.8

3. Polish American: Refers to any individual whose
parents or grandparents were born in Poland and
immigrated to the United States and who identifies
himself/herself as a Polish American.

4. Culturally Congruent (nursing) Care: Refers to
those cognitively based assistive, supportive,
facilitative, or enabling acts or decisions that are
made to fit with the cultural values, beliefs, and
lifeways of elderly Polish Americans in order to
provide or support meaningful, beneficial, and
satisfying health care or well-being services.9

5. Emic: Refers to people’s views expressed in their
own words and actions.10

6. Etic: Refers to the outsider’s or researcher’s
views.11

Theoretical Framework
This study was conceptualized within Leininger’s the-
ory of Culture Care Diversity and Universality.12,13

Leininger views care as a universal phenomenon but
with some predicted diverse expressions, meanings,
and patterns of care in different cultures. She contends
that these care expressions, patterns, and meanings may
take on different meanings in different contexts. The
theory of Culture Care Diversity and Universality has
been important to establish nursing knowledge about
what is similar (more universal) and different (more di-
verse) about care within and among cultures. Leininger
also predicts in her theory that professional nursing care
combined with generic (folk) care would provide care
that would be congruent with a particular culture’s be-
liefs, values, and practices. It would lead to maintaining
healthy lifeways for people. The goal of her theory is
to provide culturally congruent care to clients of di-
verse cultures that would contribute to their health and
well-being.14,15 For the elderly, this goal would be es-
pecially important to maintain their health. The care
which is culturally congruent would also be predicted
to be satisfying, meaningful, and beneficial to them.

The Leininger conceptual Sunrise Model was de-
veloped to depict various aspects of the worldview and
social structure dimensions of a culture which influence
care and ultimately the health status of people through
the contexts of language, ethnohistory, and environ-
ment. The Sunrise Model serves as a cognitive map to
guide the researcher in studying the theory in relation
to these factors: technological, religious, kinship, and
social factors, cultural values and lifeways, and politi-
cal and legal factors.16,17 According to the theory these
factors, as well as ethnohistory and environment, in-
fluence care patterns and expressions and, in turn, the
health and well-being of individuals and groups. The
theory is holistic and helps the researcher examine mul-
tiple factors influencing the health and well-being of el-
derly Polish Americans in relation to human care. This
broad theoretical view of the Polish American elderly’s
lifeways provided a comprehensive and holistic means
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to understand their total nursing care needs. Most im-
portantly, if care of Polish American elderly is known
from their emic point of view, professional nursing care
(largely etic) could be predicted to be more congruent
with their health and well-being.

Since the theory contributes to the transcultural
nursing field, which focuses on comparative studies of
cultures and their care patterns, values, and practices,
knowledge of the Polish American elderly should con-
tribute to transcultural nursing knowledge. Although
this study explored care of the elderly in depth in one
cultural group, transferability of the findings from this
study with full cognizance of similar context might
provide new and different transcultural approaches to
nursing care of elders.

Leininger’s Culture Care theory rests on several
premises which were used in this study and which focus
on describing, explaining, predicting, and interpreting
nursing phenomena from the people’s emic perspective
and contrasting data from the etic view. The following
premises were used to guide this study.18

1. Culturally specific care is essential for elderly
Polish Americans for their health, healing, growth,
and survival.

2. The Polish American culture has generic (folk)
care knowledge and practices that influence
professional culture-care practices.

3. Polish American care values, beliefs, and practices
are influenced by and embedded in the world view;
language; religious, kinship, political, educational,
economic, and technological factors; cultural
values; ethnohistory; and environmental context of
Polish Americans.

4. Culture care meanings and patterns that influence
the health and well being of Polish American
elders can be used by nurses with Leininger’s three
modes to provide culturally congruent professional
nursing care.

Ethnohistory, Worldview, Language,
and Environmental Context of Elderly
Polish Americans
To help understand the Polish American elderly of
today, an overview of their history and culture is pre-
sented first. The history of the culture provides back-

ground information to understand people in their past
and present environmental contexts. It also gives clues
to human care and health.

Two and one half million immigrants came to the
United States from Poland during the late nineteenth
and early twentieth centuries, and by 1972 between 5.1
and 6 million Americans claimed a Polish heritage.19

According to the 1980 United States Census, over 8
million people claimed Polish American ancestry and
the Polish people made up the eighth largest cultural
group in the United States.20 Most Polish immigrants
who came to the United States during the late nine-
teenth and early twentieth centuries were village peas-
ants, and they came to America primarily for economic
and political reasons.21 In 1600 Poland was the largest
country in Europe, but in 1795 Poland was partitioned
by the neighboring countries of Russia, Prussia, and
Austria and ceased to exist politically. Austria, Russia,
and Germany had little regard for the economic wel-
fare of the Polish people under their rule.22 By the
late 1800s there was political discontent and great eco-
nomic hardship in the three sectors of Poland, and many
Polish people decided to emigrate.23–25 All informants
in this study were second- or third-generation Polish
Americans whose parents or grandparents had come to
the United States during the late nineteenth and early
twentieth centuries.

One key informant, a third-generation Polish
American woman, explained the hardships in Poland
in the late 1800s and early 1900s:

My grandmother told me how the Poles suffered
under Germany; the people had to use German ex-
clusively in the schools and in the churches. They
could practice Catholicism but not in Polish. There
were strikes because the Polish people were forced
to use German in the schools. The Russian sector
was even worse, Poles were not educated at all,
not even to read and write. In Austrian Poland life
was very poor, as it was in all the sectors, but the
Austrians were not so oppressive.

A general informant, a sixty-five-year-old woman,
reflected on the reasons her family came to the United
States:

In 1880, my grandmother and grandfather and
their four children left Poland because things were
bad—not enough food and they were poor. My
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grandmother told me how her mother held on to
the wagon as they left and cried for them not to go.
She knew she would never see them again. It had to
be really bad there to leave your families and know
you would never be back.

Polish immigrants often migrated into Michigan
after brief stopovers in other states. Many came to
Detroit, Grand Rapids and then smaller cities farther
north where they found work as laborers. Even though
most Polish people were originally farmers, they event-
ually sought factory work because it offered year-round
employment.26 A local Polish American priest, Bishop
Povish, wrote, “The first occupation of the Poles (in this
city) was in the sugar beet fields, then they went into the
sawmills, the manufacturing of lumber products, and
finally into the factories of the modern industries.”27

A second-generation, sixty-four-year-old Polish
American male general informant who was a retired
electrician told the story of how his family eventually
settled in the city and made their living:

My mother and father were born in Poland and came
to the United States in the 1880s. My dad was six-
teen when he came here with his parents . . . first to
Chicago, where there was work in the steel mills,
and then to this city. He met my mother in Chicago,
married her there, and then they came (here) to do
farm work in the sugar beet fields. Eventually he
went to a factory. Dad was a sheep herder in Poland,
but here the factory work in the foundry paid better
than farm work.

Polish immigrants typically settled in Polish nei-
ghborhoods that insulated new arrivals against the cul-
tural shock of immigration (Color Insert 13). When the
Polish arrived in this mid-Michigan city, they chose to
live close to a large Polish American church built in
1874 on the southern edge of the city. One sixty-four-
year-old female general informant commented on the
Polish neighborhood which is still located around the
parish church:

Well, everyone says the Polish neighborhood starts
south of Columbus Avenue, but I really think it is
pure Polish south of Seventeenth Street. We were
on the edge of the city, so everyone in the neighbor-
hood could have a garden and a cow. Most Poles
who came here were farmers, so even though they

worked in the factories, we did some farming, right
here in the city. In the neighborhood we stayed close
and lived close. All my aunts and uncles lived either
across the street or around the corner.

The fifty-one-year-old daughter of an eighty-four-
year-old female general informant commented on the
current Polish neighborhood:

A lot of Polish people still live in the neighbor-
hood . . . our church, St. Stan’s, has a lot to do with
it. The church here is part of the Polish families. We
attend St. Stan’s and most people in this neighbor-
hood do. My husband and I stayed in this neighbor-
hood so our kids could go to the parochial school.
This is why a lot of young families have stayed.

Many people who live in this neighborhood still
identify themselves as Polish Americans. According
to the 1990 United States Census, of approximat-
ely 39,000 people who live within the city limits,
7300 claimed Polish ancestry; 4200 of these Polish
Americans live in the traditionally Polish neighborhood
within the city limits.28

Worldview includes the way people look outward
toward others and their world to form a picture about
their perspective life.29 Bukowczyk explained that even
though Polish Americans had made economic and po-
litical progress by the end of World War II, they tended
to think in the passive voice the world acted upon
them.30 Their worldview was fatalistic and focused in-
ward on their family, home and Polish American neigh-
borhood and parish. The elderly Polish Americans
in this study have broadened their worldview in re-
cent years and have looked outward from the Polish
American neighborhood to the rest of the United States,
Poland, and the world. More recently they have viewed
themselves as a vital part of the larger world, and they
are proud of their Polish American heritage.

Through the 1950s, parish schools taught the
Polish language and Polish history. The parish school
preserved the Polish language, encouraged students
to acquire the cultural traditions of their parents, and
developed familiarity with Polish history.31 Although
Polish is no longer taught in parish schools, Polish
Studies programs in colleges and universities provide
courses in the Polish language and history.32 All
elderly informants in this study spoke at least some
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conversational Polish and remembered when it became
un-American to speak Polish. However, informants
have expressed a new pride in the Polish language and
in their ability to speak and read the language.

Review of the Literature
on Polish Americans

A review of the literature on Polish Americans revealed
several historical and ethnographic studies of this cul-
ture. There have also been several nursing studies
published about this cultural group. The studies con-
firm that Polish Americans value their culture, tradi-
tions, and the Polish language, and are devoted to their
Polish families, neighborhoods, and parishes (Color
Insert 14).

There have been several historical studies of Polish
Americans. In 1927 Thomas and Znaniecki conducted
a sociological and historical study of the migration of
the Polish people to the United States and the Polish
immigrant experiences in the Polish American parishes
of the early 1880s.33 These authors described the Polish
parish as much more than a religious association for
worship under the leadership of a priest. They stated:

It [the parish] became the social organ of the com-
munity . . . it . . . assumed the care . . . of the group
by organizing balls, picnics, and arranges religious
services . . . It was the center of information for new-
comers and acted as a representative of the Polish
American community with other American institu-
tions which tried to ready the Polish community for
political or social purposes.34

Wytrwal compiled a social history of the Polish
people in America.35 He focused on the economic and
political factors in Poland and in the United States that
influenced the Polish people to migrate. In the 1880s
and early 1900s young Polish men were subjected to
conscription into the armies of the three partitioning
powers, and peasants were being forced off their land.
At the same time, there were jobs available in American
industry and the Polish people believed they could earn
more money and make a better living in America.

Bukowczyk, after a dozen years of historical re-
search, wrote a book about the Polish experiences
in America.36 He described Polish immigrants as ru-
ral people with customs and values oriented toward

stability, family, security, and home. He reported that
they were Roman Catholics and were fatalistic, prayer-
ful, hopeful for a better afterlife, and they venerated
the Virgin Mary, Poland’s patroness. They lived in
child-centered families and prized steady factory work,
saved their money, and gave generously to their nuns,
priests, and parishes. They valued a home of their own,
their church, and children who would take care of
them in their old age. Bukowczyk claimed that second-
generation Polish Americans (those Polish Americans
who were the first in their families to be born in the
United States) were hard to describe as their culture
had Polish and American elements. The third and fourth
generations, he asserted, were the most difficult to de-
scribe. He stated, “Culturally, little about these young
men and women was identifiable as Polish or Polish
American.”37

Researchers have recently conducted ethnogra-
phies of Polish Americans in various regions of the
United States. Obedinski conducted an ethnographic
study of Polish Americans in Buffalo, New York,
and reported that Polish Americans were increasingly
adopting an American style of life while retaining tra-
ditional family and religious practices.38 Wrobel con-
ducted an ethnographic study of Polish Americans in
Detroit which focused on day to day life in a Polish
American community.39 He discovered a Polish
American culture as a way of life that was distinct
from both Polish and American cultures. He found the
parish, family and neighborhood still played a signif-
icant role in the lives of urban Polish Americans, ful-
filling a variety of religious and social needs.

There have been several nursing studies on the
care of Polish Americans. Rempusheski, in her ethno-
graphic study of elderly retired Polish Americans in
Arizona, found several care expressions related to
traditional Polish American cultural values.40 Ways to
express caring described in her study were: 1) stopping
by/visiting, 2) inquiring, 3) giving bringing, worry-
ing/concern, 5) consoling, 6) cheering up, 7) listen-
ing, 8) remembering someone, 9) missing someone,
10) sharing joy, 11) sharing sickness, 12) thinking
about someone, 13) advising/teaching, 14) praying for
someone.41 She found that although these elders had
left their homes and retired to Arizona, they recreated
the atmosphere of their Polish American neighborhood
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by forming and joining an Arizona Polish club where
they socialized, reminisced, danced the polka, and cel-
ebrated Polish holidays.

It is important for nursing to identify the values
of a culture, especially those values related to care
and health. Leininger summarized the Polish American
cultural values and care meanings from several tran-
scultural nursing studies with Midwestern Polish
Americans over the past decade.42 The dominant emic
cultural values identified were: 1) upholding Christian
beliefs and practices, 2) family and cultural solidarity
(other care), 3) frugality, 4) political activity, 5) hard
work, 6) persistence, maintaining religious/special
days, and 7) valuing fold practices. The culture care
meanings identified were: 1) giving to others, 2) self-
sacrificing, 3) being concerned about others, 4) work-
ing hard, 5) love of others, 6) family concern, 7) com-
munity solidarity, 8) health values of eating Polish
foods, and 9) folk care practices.43 In a videotape pre-
sentation of a culturological assessment of a third-
generation Polish American informant, Stasiak and
Leininger demonstrated that many traditional Polish
American care values, meanings, and practices have
remained a part of Polish American lifeways.44 The
videotape based on Stasiak’s Polish intergenerational
life history and nursing care of Polish Americans revea-
led the dominant emic care constructs of three genera-
tions of: 1) concern for and giving to others, 2) solidar-
ity of the family or staying close, 3) helping others in
need, 4) hard work and sacrifice, 5) eating natural foods,
6) folk care practices, and 7) prayer derived from the
Polish American kinship, religious, and cultural beliefs
and values. Stasiak’s research supported Leininger’s re-
search findings with transferability evidence.

The author noted that many findings from the
previous studies just reviewed still held true and
were confirmed by second and third-generation Polish
American informants in her study. Elderly Polish
American informants continued to be devoted to their
families, neighborhoods, and parishes and to express
care in culturally congruent ways. During the data col-
lection period, Poland was freed from Soviet domina-
tion, and all eight elderly Polish American informants
expressed a renewed pride in Poland and in their Polish
culture and a deep concern for the welfare of the Polish
people.

Findings as Themes
The data resulted in the formulation of patterns and
themes about the care and health of elderly Polish
Americans. These themes reflected the findings that
addressed the research questions, as well as other find-
ings about Polish American lifeways related to their
care and health mainly derived from observation and
participation and reflection experiences and interviews
with key and general informants. These discovered re-
search themes are important to guide nurses in provid-
ing culturally congruent nursing care practices. Qual-
itative verbatim statements are presented to help the
reader grasp the full world view and emic perspective
of the informants.

Theme 1
Care was expressed by elderly Polish Americans by
observing Polish customs, searching for their Polish
roots, and in the efforts made to use and preserve the
Polish language. These care expressions were derived
from the informants’ cultural beliefs, religious values,
and world view, and were viewed as vital to the sur-
vival and well-being of their culture and the Polish
American identity. The Polish informants feared that
the loss of their customs and language would be detri-
mental to the health and well-being of themselves and
their families. The practice of Polish customs and the
celebration of religious holidays were valued by el-
derly Polish Americans and were often celebrated and
sustained within the family and the church. A third-
generation sixty-year-old female key informant spoke
of the importance of religious holidays:

The Friends of Polish Culture is our local group of
Polish Americans. We just celebrated our harvest
festival, dozynski. We have another big celebration
at Easter, swienconka (blessing of the Easter food).
At Christmas we have a Christmas Eve dinner,
wigilia (Vigil).

One informant described the Christmas Eve
dinner:

All of my kids will be home for Christmas. I will
buy a large wafer about six inches wide, the oplatek
[representing the sacred host], from the nuns. On
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Christmas Eve I will break off a piece and pass it
to my oldest child; then she will pass it to the next
one . . . It is an old Polish custom and a lot of Polish
people here still do this. When the wafer is passed,
you wish them good health.

Elderly Polish American informants in this study
expressed care for their families by planning and par-
ticipating in traditional religious celebrations that in-
cluded the practice of Polish customs. Elders believed
that the practice of these customs and the celebration of
religious holidays contributed to the health and well-
being of family members and was essential to the sur-
vival of their lifeways and culture.

The search for one’s history or roots has become a
preoccupation for many Polish Americans. Six of the
eight informants in this study have traveled to their
European Polish homeland within the last ten years to
find their relatives. These Polish American informants
were raised in a close, tightly knit Polish American
neighborhood where they spent most of their earlier
lives focused upon their families, churches, parish
schools, and making a living in local factories. One
second-generation sixty-year-old Polish American fe-
male key informant explained to me, “When we were
growing up, a lot of us never traveled as far as the
next town [eight miles away], and if we did, it was
a big deal.” World view includes the way people
look outward toward others and their world to form
a picture about their perspective of life.45 The elderly
Polish Americans in this study have broadened their
world view in recent decades and looked outward from
their Polish American neighborhood to the rest of the
United States, Poland, and the world. Elderly Polish
Americans viewed themselves as a vital part of the
larger world, and they were proud of their Polish
American heritage. One second-generation sixty four-
year-old male general informant said with pride.
“Most people on this street have Polish names. I
wouldn’t change my name. I’m proud of being Polish
American and proud of Poland.” Local second- and
third-generation Polish Americans were interested in
political events in Poland and were interested in the
welfare of the Polish people. One informant read from
the local newspaper, “the mayor declared November
12, 1989 Polzan University Day.” She explained that

Polzan is the city’s sister city in Poland. She described
her family’s interest in political events in Europe and
in Poland:

I want you to know how very proud we are in this
house . . . we are so proud of what has taken place in
Germany . . . it is a direct result of what took place
in Poland with Solidarity . . . Walesa addressed
the United States Congress today . . . and met the
President.

Polish Americans were interested in the politics
of Poland because it influenced the health and well-
being of the Polish people. My informant explained,
“We have a deep underlying interest in the welfare of
the people in Poland . . . as my husband says, ‘All Poles
are cousins.’”

The metaphor of the American melting pot idea
had been firmly rejected by all informants of this study.
They knew who they were and they were proud of be-
ing Polish Americans. They believed they had a unique
contribution to make to their country and were not melt-
ing into a non-identifiable culture. They were also in-
terested in and appreciative of the uniqueness of the
culture of others as well. This broad world view was a
reflection of their view of themselves and the way they
saw others. One sixty-four-year-old third-generation
female key informant explained:

I attended a multi-ethnic religious service at the
park last summer. One of the priests talked about
the melting pot theory. I was mad. I told him to look
at the contributions of various people . . . I said look
at the stained glass window in a church, look at the
beauty, the color, and the shape of each piece of
glass. They all have something to add to the whole.

This informant valued her own cultural identity
but valued the diversity in other cultures as well. This
broad world view was reflected in the data from all eight
informants and influenced the concern they expressed
for the survival of diverse cultures. They recognized
that the survival of all cultures, as well as their own,
was essential to the health and well-being of all people.

Bigelow, a geographer who has studied ethnic sub-
cultures in the United States, reported that the third
and fourth generations of Polish Americans have inter-
married with other Catholic nationalities.46 He main-
tained that this has been detrimental to the maintenance
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of Polish-Catholic ethnicity. All the informants in this
study reported that some of their children had not mar-
ried Polish people, and they expressed concern that this
has caused them to worry about the survival of Polish
customs and the Polish language in their families. One
third-generation sixty-three-year-old key informant ex-
plained that she had married a Polish man and that
helped her maintain Polish ways:

I’m Polish and married a Polish guy . . . that has
helped us preserve our Polish customs. We belong
to the local Polish cultural group. I have no children
but my sister has three kids, but they have not mar-
ried Polish . . . they haven’t even married Catholics.
We both wonder who we are going to pass all this
on to . . . all the Polish recipes, the customs, and the
things we share as a family at Christmas and Easter.

Elderly Polish Americans were very attached to
their language. Most second- and third-generation
Polish Americans in this study learned to speak and
read some Polish in parochial schools. Polish was spo-
ken fluently by two key and two general informants
with the remaining four informants speaking some lim-
ited conversational Polish. Some informants remem-
bered when the nuns stopped teaching Polish. A third-
generation sixty-four-year-old female key informant
explained her experience in learning Polish, and the
relationship of her knowledge of Polish to the care prac-
tice of helping others:

I learned Polish in grades one through four; then it
was considered un-American to speak Polish so the
nuns stopped teaching it . . . we are rethinking that
now . . . twenty five years after high school I went
to the local college and took several semesters to
relearn Polish. I translate letters now back and forth
for people who have relatives in Poland, so they can
keep in touch; it is my contribution and I take no
money.

She viewed this care practice as being beneficial to
the health and well-being of Polish families, as well as
essential to the survival of the Polish American culture.

The Polish language and Polish history and culture
were no longer the focus in local parochial schools
in this study. However, local Polish Americans have
worked hard since 1972 to establish a Polish Studies
program at the local college. The view of Polish life
historically presented in parochial schools in Polish

neighborhoods was presented in a broader way in the
local university. It included not only the Polish lan-
guage and the views of Poland’s past but also included
views of life and cultural events in present-day Poland.

This new educational focus was reflected in the
views of care and health and well-being expressed by
elderly Polish American informants. Polish American
elders have been maintaining the traditions of caring for
and being concerned about the health and well-being
of immediate family members, but they have extended
their care and concern for the health and well-being
of family members to Polish relatives, to the people of
Poland, and to people from other cultures as well. The
elderly informants viewed efforts to preserve the Polish
language and traditions as essential caring practices to
ensure the survival of their cultural lifeways.

Theme 2
Care was expressed and made meaningful by visit-
ing relatives in Poland, arranging for Polish relatives
to visit in the United States, and by sending money,
food, and medicine to them. This theme was mainly
derived from kinship and social values and practices.
One eighty-four-year-old general informant related that
even as late as the 1940s, her family was attempting to
arrange immigration of their Polish kin to the United
States:

My husband tried to get his cousin’s family to come
here right before W.W.II. I remember being told that
we would have to share our home because these
relatives were coming from Poland . . . it was bad
there . . . no meat, coffee, or soap, . . . but then the
war came and after it was over, no one could get
out.

Today elderly Polish Americans express care for
Polish relatives by visiting them in Poland and arrang-
ing for their relatives to visit in the United States. The
same informant explained, “I kept writing to my hus-
band’s cousin and his wife . . . eventually we sent them
money to come for a visit.” A sixty-four-year-old gen-
eral informant reported, “My sister traced my dad’s rel-
atives . . . she found my dad’s brother in Poland about
eighteen to twenty years ago. I have been back three
times and my wife once.” The care practice of visiting
relatives in Poland and arranging visits of Polish
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relatives to the United States enhances the health and
well-being of the Polish people and Polish Americans.
One second-generation sixty-four-year-old general in-
formant explained, “I found my older brother who had
stayed behind in Poland after my mother and father
came to the United States. The whole family was so
glad I found him. I was glad we met each other before
he died.”

Polish American elders also expressed care by
sending money and material items to relatives in
Poland, many of whom they have never met. One in-
formant explained the transfer of goods and money to
Poland:

I have taken thousands of dollars to Poland. When
people give me money to take to Poland, it means
people really trust you. We have things worked out
when we take money over; I have a picture of the
person I am to give it to and that person has a pic-
ture of me. A lot of relatives send medicines to
Poland . . . I sent cortisone ointment to my cousin.
At Christmas time, I ship lemons, oranges and ba-
nanas. Two days a week we can drop off packages
at an office in town here and they are shipped to
Poland.

The care that was expressed by Polish Americans
through the transfer of food, medicines and money to
Poland was done to enhance the health and well-being
of their Polish relatives. One third-generation sixty-
four-old female informant explained:

My cousin in Poland had horrible sores around her
mouth. Even though health care is free in Poland,
there is no medicine. After my cousin got the cor-
tisone, her sores cleared up. She told me she was
able to resume a healthy life.

In this study, “giving to others” was an important
care meaning and was practiced by Polish American
elders. They have extended this care beyond their im-
mediate families to relatives in Poland and even to the
Polish people. Many elders raised and donated money
for Polish relief. Some members of the Polish American
community have acted as couriers to take American
dollars to Poland. Second-and third-generation Polish
American elders have extended the traditional care
practice of giving to immediate family members to giv-
ing to relatives and others in Poland in order to improve
the health and lifeways of Polish people.

Theme 3
Care meant spending time with, being there, doing
for and reciprocating care with children, grandchil-
dren, and other family members. This theme was de-
rived from their cultural and kinship values, beliefs,
and practices. Elderly Polish Americans still prize the
home, family, stability, and security over the desire
to make money or acquire material things. This was
expressed by one third-generation sixty-three-year-old
female key informant who worked part-time cleaning
offices:

I think people [young Polish Americans] are too
eager for money now. Polish people were poor
when they came here and they still aren’t rich.
There are more important things than money. We
[she and her sister] married poor men and they
worked hard . . . women didn’t work in the past; we
were home to care for our kids . . . it was impor-
tant to be home when your kids came home from
school. Today, kids are too eager for money . . . they
think it is necessary for both a husband and wife to
work . . . but a lot of what they buy isn’t necessary.

The care practices of spending time with or being there
for their children and other family members were more
important then than expressing care for one’s family by
making a great deal of money to buy material things.
The elderly informants believed that caring in this man-
ner was beneficial to the health of children and adults.

Elderly Polish Americans relied on their families
for care in the past and continue to do so today. One
elderly informant explained how Polish families cared
for each other in the Polish neighborhood when she
was growing up. She explained:

In the neighborhood, we stayed close and lived
close. All my aunts lived either across the street
or around the corner. If someone had a baby, then
someone just had to come across the street to
help . . . if someone was sick it worked the same
way.

Two third-generation key informants who are sis-
ters (fifty-eight and sixty-three years old) explained
how Polish American families have continued to care
for family members:

I care for my sister and she cares for me. We do
a lot of things for each other. We both have sick
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husbands so we depend on each other . . . We care
for our husbands . . . Polish American wives care for
their husbands . . . a nursing home would be only if
things were really bad. Husbands also would care
for their wives if necessary.

The seven informants (two key and five general)
who had children all believed that their children would
care for them if they became ill. When nursing home
care was discussed, it was acknowledged as a possibil-
ity but only as a last resort. Polish American families
continued the practice of taking care of elderly fam-
ily members when they became ill. Polish American
elders were confident that family members would be
available to give care if their health was threatened or
if they became disabled. Nursing home placement of
Polish American elderly family members had not been
a traditional care practice in the past, and elderly Polish
American viewed it as a care practice that would only
be used if a family member was very disabled and could
not be cared for in their own home or the homes of their
children. The confidence elderly Polish Americans felt
in the readiness of their families to give care made them
feel secure, and they viewed this feeling of security as
an essential part of their health.

Theme 4
Polish American involvement in politics has allowed
Polish Americans to care for elderly family members
and other Polish elders in the community. Political fac-
tors in the local city government have influenced the
lives of second-and third-generation Polish Americans.
A daughter of a second generation eighty-one-year-old
female general informant commented, “In my mother’s
day, most people [Polish] were Democrats . . . but now
they vote for the best candidate . . . but if all other things
were equal between candidates, I’d vote for the Polish
American.”

Many Polish Americans have moved into po-
litical careers. A local historian stated, “Qualified
Americans of Polish ancestry have held major posts
in local government, including those of mayor, city
manager, county executive, school superintendent,
county treasurer and several city and county commi-
ssionerships.”47 Polish Americans who have held po-
litical posts in city government have been able to care
for elders by arranging funding for a senior meal site

at the local Polish parish. This site served a noon meal
five days a week for senior citizens in the local Polish
neighborhood and provided a place for elders to gather
for social activities. The daughter of one elderly infor-
mant explained that senior meals and activities at the
local parish kept elders active and got them out of their
houses which she believed enhanced their health and
well-being.

Theme 5
Health for elderly Polish Americans meant being com-
fortable and secure, working hard, keeping active, and
eating the right foods. These beliefs and practices were
related to their cultural values. All eight informants
viewed themselves as being in good health even though
most were taking medication for chronic diseases such
as heart disease, diabetes and arthritis. Good health
meant being active rather than being free of disease.
One second-generation informant explained, “I’m very
healthy, I’m sixty-four and all I have is a little high
blood pressure.” His wife commented, “Good health
is being mobile and having a clear mind.” A third-
generation sixty-four-year-old female key informant
commented, “My health is pretty good. I take insulin
for diabetes. I had back surgery a few years ago. I’m re-
ally stiff today . . . but I was out dancing last night . . . I
didn’t sit out a single dance.”

According to Leininger, theoretical definitions of
orientation are used in qualitative research rather than
operations definitions and “ . . . orientational defini-
tions seek emic knowledge derived from the people
and environmental contexts as the epistemological and
ontological sources of cultural care knowledge.”48 Ori-
entational definitions may be altered to fit the infor-
mants’ frames of reference as a study progresses. The
informants in this study defined health as feeling well,
being secure and comfortable, having a clear mind
and being able to do their daily activities. This defin-
ition is consistent with Leininger’s theoretical defini-
tion of health. Leininger stated, “Health refers to a
state of well being that is culturally defined, valued
and practiced and which reflects the ability of individ-
uals (or groups) to perform their daily role activities in
a culturally satisfactory way.”49 However, no informant
used the term well-being when discussing health. On
direct questioning about the term well-being several
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informants reported that they had heard the term men-
tioned but really could not define it. Health is an emic
term that emerges from the data with a meaning that is
culturally relevant to the informants, and well-being is
an etic term that the informants have heard mentioned
by health professionals.

Elderly Polish Americans in this study identified
links between their Polish traditions and lifeways and
their views of health. The Polish American traditions
of hard work, keeping busy, and keeping active were
viewed by elderly informants as care practices to ensure
or maximize their health. One third-generation sixty-
three-year-old female key informant explained:

Keeping busy is important to your health. It isn’t
good to think too much about your health or being
sick. My husband has leukemia but we still go out.
My sister’s husband stays home and worries about
his heart, that isn’t good.

Another third-generation female key informant ex-
plained a similar view about keeping healthy, “To keep
healthy I do housework and I walk. If I can, I park as far
away from a store that I can so I will walk.” One second-
generation sixty-four-year-old general informant who
was retired from his job that required physical exer-
tion explained, “I keep healthy now by exercising and
working out at the health club.”

All Polish American elders in this study discussed
food preparation and production in relationship to their
health. Attention to the healthy preparation of foods
was viewed as an important care practice both for them-
selves and for their families. There was concern ex-
pressed by several elders about the dangers of food
additives and the associated negative implications for
their health. One sixty-five-year-old general informant
explained, “Good food is important. Our folks and
grandparents had huge gardens and raised chickens
and ducks right here in town. They didn’t use all those
chemicals and preservatives.” A third-generation sixty-
three-year-old general informant acknowledged that
heredity played a role in her diabetic condition but
viewed a good diet and good food as important to her
health. She stated, “I have diabetes. I think it is heredi-
tary, but diet is important. Good food is important. I buy
all my chickens and ducks from a Polish woman who
raises them herself. She doesn’t give them any chem-
icals.” A second-generation sixty-four-year-old male

general informant explained, “I really think my good
health is due to the foods we grew when we were kids.
We had our own cow, grew our own vegetables. My
mother canned all her own foods; everything was our
own.” His wife added, “Let’s face it, everything we
get now [food] has chemicals in it. We didn’t use any
chemical fertilizer like they do now.” Eating foods that
were organically grown and preserved without addi-
tives were care practices that elderly Polish Americans
viewed as important in maintaining their health and
the health of their families. The preparation and eating
of tradition foods such as pierogi (fried filled noodle),
paczki (deep fried, filled doughnuts) and kielbasa i ka-
pusta (sauerkraut with pork sausage) were still viewed
as important care practices to insure the survival of their
cultural lifeways. However, all informants recognized
that these traditional Polish foods were no longer con-
sidered healthy because of the fats and large number
of calories they contain. They have limited the prepa-
ration and eating of those foods to traditional holidays
in order to protect their health.

All eight elderly informants had health insurance
and reported that they could afford to utilize local physi-
cians and the one local hospital. Only the oldest infor-
mant, an eighty-four-year-old widow, reported she had
problems paying for her prescription medicines. She
said, “I have Medicare and Blue Shield, I pay both
myself. I have to spend eighty dollars a month on med-
ication . . . my kids help me with money because I just
have my social security.” Her family demonstrated the
traditional care practice of providing financial assis-
tance for elderly relatives in order to maintain their
health.

Theme 6
Elderly Polish American expressed care for their fam-
ilies and neighbors through the organization, support,
and participation in church activities. In this com-
munity a Catholic-Polish society was formed more
than 100 years ago to establish a local parish. The
first church was a wooden structure built by the first-
generation Polish Americans.50 It was dedicated in
1874, and the pastor of the Polish parish in 1974 told
the story of how a handful of settlers formed the first
church with “ . . . faith, hard work, and cooperation
extending over three generations.”51
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The local church has served this Polish commu-
nity not only as a place of religious worship but also
as a center for social activities and a place to prac-
tice Polish traditions. One third-generation sixty-three-
year-old female key informant stated:

The church is the center of our Polish activities. I
go to church every week with my husband. Every
Wednesday during Lent we have Polish literature
[readings], we sing Polish songs. We have two
Polish priests . . . they both speak Polish . . . that is
very important.

The same informant described a meeting of the
local Polish cultural group. Her comment demonstrated
the use of the church as a site for social gatherings:

Our Polish culture group meets once a month. We
start at 9:00 a.m. on a Sunday with a Polish mass. At
noon we have Paczki (Polish doughnuts) and coffee.
At night we meet at a hall . . . you should have been
there last night . . . we danced until 2:00 a.m. We
raised money for Polish relief . . . for the children or
nuns or maybe to send some local college students
to a Polish university. My sister and I wore our
Polish costumes.

A third-generation sixty-one-year-old key infor-
mant described her support and affection for the parish
even though her family has moved out of the old
neighborhood:

We still go to the same church. We are part of the
parish family there. In this neighborhood the church
is mostly Dutch. We moved out here from the south
end [the Polish neighborhood], and we are the only
Polish family on the road. We tried the parish out
here, but they didn’t welcome us, that is why we
went back to the old parish.

The same informant described the importance
of the Polish parish in the lives of elderly Polish
Americans:

The south end [the Polish neighborhood] has been
let down. We need a high rise for the elderly in
the neighborhood. Where did they put the last one?
Right behind the jail. Who wants to live there? . . .

Old people want to stay in the bosom of their fam-
ilies, close to the church.

One second-generation eighty-four-year-old fem-
ale general informant explained the support that people

in the neighborhood give the church. “The people here
really care about the church, they help keep it up and
are generous . . . We have special collections for flow-
ers at Easter and Christmas. People really contribute,
we get almost $1,000 for flowers at Easter.” The el-
derly woman’s fifty-one-year-old daughter explained
how the church has provided for seniors:

We have almost 400 people in the senior citizens
group . . . We have a senior meal site at the church,
and have lots of activities . . . at Christmas time we
give a big party for them at parish hall, and they
will have a big dance and a meal.

The neighborhood parish served the elderly as
a setting for many social activities which often in-
volved the practice of Polish traditions. Elderly Polish
Americans expressed care for their families and neigh-
bors through the support, organization, and participa-
tion in these activities that were often related to reli-
gious holidays. They viewed these activities as essential
caring ways that assist them and others in supporting
their health and well being and the survival of their
culture and lifeways.

Theme 7
Elderly Polish Americans revealed some diversity in
their views of the professional health care system es-
pecially nursing and nursing care. A third-generation
female informant stated.

Right up until the 1940s and 1950s, older Polish
American people went to the hospital as a last resort:
it was seen as a place to die . . . I’m sixty-four and
as kids we didn’t go to the doctor much.

All eight informants in this study reported that
they now utilized the local hospital and other profes-
sional health care services and recognized their value in
treating illnesses and in providing maternity care. Even
though the professional services were viewed as bene-
ficial, they were utilized with some reservation and re-
luctance. One third-generation sixty-five-year-old gen-
eral informant explained, “I’m healthy and I was only
ever in the hospital to have babies . . . I would go there
if I needed to. We [she and her husband] both would
go, but I hope we don’t have to.” A third-generation
fifty-eight-year-old key informant explained her doubts
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about the medications a cardiologist had prescribed for
her husband, “He takes sixty-five pills a day for his
heart condition. Too many for his own good. He goes
to a psychiatrist because he worries about his health,
but it doesn’t help much.”

All informants valued professional health care but
five informants expressed some reluctance about using
the services. Keeping busy and active and not thinking
about or worrying about one’s health were believed to
be as beneficial to their health and well-being as pro-
fessional care. Leininger defined a folk health system
as “traditional or local indigenous health care or cure
practices that have special meanings and uses to heal
or assist people which are generally offered in familiar
home or community environmental contexts with their
local practitioners.”52 Polish American elders in this
study utilized the professional health care system but
also valued their own folk health beliefs and used folk
care practices to maintain their health.

There was diversity in the views elderly Polish
American informants held about nurses and nursing
care. Six of the eight informants had been hospitalized
at some time and offered views on nursing care in that
setting. Four (one key and three general) informants
reported that they had good nursing care in the hospital,
but two third-generation female key informants who
were sisters and interviewed together (fifty-eight and
sixty-three-years-old) felt nurses did not care as much
as they used to. One was a licensed practical nurse
who had not worked as a nurse in over twenty years.
Her sister remarked, “The nurses don’t care as much as
they used to. Years ago if a nurse wasn’t a caring nurse,
the hospital didn’t keep them.” The informant who was
an LPN offered her views on nursing:

The LPNs were more caring the RNs. The RNs had
the cap and wouldn’t do the dirty work. A nurse
shouldn’t be afraid to get her hands dirty to give
care . . . a caring nurse is friendly and has feeling
for a person, a caring nurse lives to take care of
people.

A third-generation sixty-one-year-old key infor-
mant discussed her experience with nurses, “I’ve never
not had a caring nurse. The patient brings it on himself;
if you complain, you suffer. You must be considerate;
everyone is a human being, even a nurse.” This infor-
mant though that a considerate attitude on the part of

the patient was essential for nurses to encounter so they
could render good care.

Several informants had utilized home health care
nursing services. They valued this care because it was
provided in their own homes or in the homes of their
children rather than in a hospital setting. A second-
generation eighty-four-year-old general informant ex-
plained how she was able to care for her sister in her
home:

My sister has been with me about two months and
has just about recovered from her mastectomy. She
just lives a few blocks away. She left the hospital
quite soon after her surgery and then she came to
stay with me so I could take care of her. We had a
home health care nurse to help us. She really cared
and even came over one night when I called, just
to reassure my sister. She was glad to come even
though nothing was really wrong. My sister is al-
most better now, so she will be going home.

Discussion
The above qualitative research themes help the nurse to
gain an understanding and meaning of the Polish cul-
ture in their environmental and historic contexts. They
will now be discussed in relation to Leininger’s Culture
Care Theory Predictions. Culture care was found to be
essential to preserve the health of Polish American el-
ders and the survival of their lifeways.53 The major and
dominant care constructs from this study were: giving
to others and sacrificing, helping others, being there
(staying close to Polish family and friends-solidarity),
reciprocating, and visiting. These care constructs were
embedded in the world view and social structure fea-
tures within the context of the Polish American cul-
ture. Care was continually reciprocated between Polish
American elders and their Polish family members.
Elders felt secure in the readiness of their families to
give care and this feeling of security was an essential
part of their health. Elderly Polish Americans cared for
their family members by spending time with or being
there for their children and grandchildren. All genera-
tions of family members were involved in many social
activities at the local Polish church. Family members
reciprocated care for each other by organizing, support-
ing, and participating in church activities. These care
practices were related to their cultural values. Health
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for all key and general informants meant being com-
fortable and secure, working hard, keeping active, and
eating the right foods. This is supportive of Leininger’s
definition of health which refers to health being cultur-
ally defined, valued, and practiced.54 The expressions
and practices of kinship, and cultural beliefs and val-
ues were the major influences on the care patterns of
elderly Polish Americans which lead to their health.
This is in accord with Leininger’s theory about cul-
tural and social structure dimensions influencing care
and then the health of individuals, families, and cultural
groups.55

Elderly Polish American care practices such as ob-
serving and practicing Polish customs, searching for
their Polish roots, the efforts made to use and preserve
the Polish language, visiting with relatives in Poland,
and sending food, medicine, and money to Poland were
based on their cultural values and beliefs. This is con-
gruent with Leininger’s prediction that care is culturally
constituted in every culture.56

Even though professional health care services
were viewed as beneficial, they were utilized with some
reluctance by Polish American elders. Often folk care
practices such as keeping busy and active were viewed
to be as beneficial to their health as professional care
practices and were tried before consulting health pro-
fessionals. These findings regarding care and health are
consistent with the finding reported by Leininger from
several transcultural nursing studies with Midwestern
Polish Americans in the past decade.57

There was some diversity in the views elderly
Polish Americans held about nurses and nursing care.
Four informants reported they had good nursing care
in the hospital setting but the two youngest informants
reported that the nurses “didn’t care like they used to.”
Cultures are dynamic and changing, and the diversity
in the views Polish Americans held about nursing care
is an area to be considered for further study.

Culturally Congruent Care
In the theory of Culture Care Diversity and Univer-
sality, Leininger predicted that for care to be thera-
peutic and satisfying and to lead to health, it must fit
the client’s cultural beliefs, values, and lifeways.58 The
data from this study demonstrated that care constructs
derived from and embedded in the world view, social

structural factors, and cultural values influenced the
care of elderly Polish Americans. Leininger has pre-
dicted three modes to guide nursing decisions and ac-
tions in order to provide culturally congruent nurs-
ing care: 1) culture care maintenance or preservation,
2) culture care accommodation or negotiation, and
3) culture care restructuring or repatterning. Nurses
can use these modes to design care that is based on
the views of care and health held by the elderly in the
Polish American culture.59,60

Culture care preservation refers to care that pre-
serves cultural values and lifeways and is beneficial
to clients.61 The Roman Catholic Church was impor-
tant in the daily lives of the Polish American elderly,
and their Polish cultural activities were closely tied to
the neighborhood parish. Culture care was preserved
among elderly Polish Americans who continued to or-
ganize and attend benefits for Polish relief through their
local Polish culture club and the local Catholic church.
These activities promoted and preserved the care pat-
tern of caring for others in the Polish American cul-
ture that elders identified as an essential part of their
lifeways.

Elderly Polish Americans continue to care for their
immediate family members as well as for relatives in
Poland. Culture care preservation was sustained and
promoted for Polish American elders by the family
structure that was organized to provide care for close
relatives, and by the extended family structure that was
organized to provide care for relatives in Poland. It
was a reciprocal care structure that was intergenera-
tional and international in nature. Polish American el-
ders reciprocated care with other elderly family mem-
bers. Knowledge of traditions and history were passed
from the older generation to their children and grand-
children who in turn provided physical care and so-
cial and financial support for elders. Polish American
elders expressed care by visiting relatives in Poland
and arranging for Polish relatives to visit the United
States. Polish American elders also expressed care by
sending money and material goods to Poland. Polish
relatives reciprocated by the transmission of knowl-
edge of contemporary Polish culture to their American
kin. Elderly Polish Americans believed this infusion of
current knowledge of Polish culture contributed to the
survival of their cultural lifeways in the United States
and positively influenced their health.
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Nurses should strive to preserve the care pattern
of promoting and maintaining cultural values and life-
ways that are closely tied to the Roman Catholic Church
through the neighborhood Polish American parish. The
second care pattern to be preserved is that of family care
that was reciprocally practiced intergenerationally and
intragenerationally, both on a local and international
level. These care patterns contributed to the major care
theme of caring for others that has emerged from the
emic data of this study. The care practices of giving to
others, caring for others, or doing for others may be
difficult for Anglo-American nurses to understand be-
cause many nurses value primarily self-care practices
to maintain healthy lifeways. Nurses should make every
attempt to preserve this Polish American care pattern of
caring for others, which elderly Polish Americans have
viewed as essential to their health and to the survival
of their cultural lifeways.

Culture care accommodation refers to care activ-
ities that reflect ways to adapt health care services to
benefit people.62 Home health care services and insti-
tutions can modify services to accommodate family
involvement in the care of elderly relatives. Polish
American families can be supported by community
nursing services if they wish to care for elderly fam-
ily members at home. Polish American elders in this
study preferred to receive health services in outpatient
settings or in their own homes rather than being admit-
ted to hospitals. As one third-generation key informant
explained to the researcher, “Old people want to stay
in their own homes in the bosom of their family, close
to the church.”

The traditional Polish American care practices of
keeping busy and active can be modified to fit elderly
Polish Americans health care needs. Exercise programs
offered by the local hospital may be able to be offered at
the local senior center at the Polish American parish.
Exercise and activity programs can be designed and
supervised by nurses and other health care profession-
als to meet professional health care goals for elders
and at the same time accommodate the traditional care
practices of keeping busy and active. The neighbor-
hood setting would be congruent with the elderly Polish
Americans desire to avoid going to the hospital to re-
ceive care services unless absolutely necessary.

Dietary information could be offered by dietitians
and nurses at the local senior center. Diets that profes-

sionals consider therapeutic could be modified to allow
for traditional Polish foods that are fried and have a high
calorie count on special religious holidays that are cel-
ebrated by Polish American elders. The care practice of
eating food that is naturally grown and prepared could
easily be accommodated in most therapeutic diets.

Culture care repatterning refers to altering health
or life patterns that are meaningful to them while still
respecting their cultural values.63 This may be difficult
for nurses who do not understand the Polish American
culture. If placement of an elder in a nursing home
is necessary, both the elderly person and the family
will need support as they experience this new pattern
of care. Even though the Polish American elderly in
this study acknowledged that nursing home care for
themselves was a possibility, they viewed it as only as
a last resort because they preferred to receive care at
home or in the homes of their families. If nursing home
care becomes necessary, they will be the first generation
of Polish American elders not cared for in the homes
of their families. It is important for nurses to recognize
and help elders and families to understand that care in
a nursing home does not indicate an abandonment of
elders by their families, but rather a repatterning in the
way their families provide care for their elderly family
members. However, nurses need to continue to try to
accommodate the traditional care pattern of family care
in the elders’ own homes if at all possible.

Conclusion
This study was conceptualized within Leininger’s
Culture Care theory which served as a valuable theoret-
ical framework to study the elders’ lifeways by explor-
ing their world view and social structure within the con-
text of the Polish American culture. The ethnonursing
method was used to systematically document and gain
greater understanding of the Polish American elder’s
daily experiences related to care and health. In this
study, the dominant care construct of Polish American
elders was caring for others which substantiated the
findings from other Polish American transcultural
research.64 Other care meanings and expressions al-
ready discussed were also similar to Leininger’s previ-
ous findings with the Polish American culture.65 It is the
hope of the author that the findings from this study will
assist nurses in providing culturally congruent care.
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CHAPTER 24
Finnish Women in Birth:
Culture Care Meanings
and Practices

Judith Kilmer Lamp

Worldwide, human beings are born into this world in highly favorable or less
favorable conditions; transcultural nurses discover factors contributing to these
realities. M. LEININGER

For many women, birth in the United States is
an experience of professional care management
with medical technology perceived to be nec-

essary to ensure a safe, healthy outcome. The ethos
of birth has evolved from an experience of trusting a
woman’s instinctual knowledge and inner folk wisdom
to an experience of dependency on the highly trained
medical professionals with technical machines to man-
age the birth for her. Despite all the modern tech-
nology, however, the United States continues to fall
embarrassingly short of expectations for improved
perinatal outcomes, ranking twenty-second among in-
dustrialized nations.1

In 1992 Finland’s perinatal mortality rate was low-
est in the world at 6.8 deaths per 1000 live births; the
United States rate is almost two-thirds higher.2 Finland
gives high priority to the care and health of its women
and children, and the perinatal mortality statistics re-
flect this. Rajanen3 states, “To be born in Finland is to
have the best chances to survive.” The need exists for in-
depth study of care meanings and practices for women
in birth from diverse cultures such as the Finnish culture
to explore the underlying reasons for their reproductive
health and well-being. This is essential to contribute to
transcultural nursing knowledge and for the provision
of humanistic care for women in birth that is congruent
with their lifeways.

Domain of Inquiry
The domain of inquiry for this study was the generic
and professional culture care meanings and practices
of Finnish women in birth. The purpose was to explore
and discover the cultural diversities and universalities
that exist in the generic and professional care of Finnish
women in birth to assist nurses in providing culturally
congruent care that will enhance health and well-being
of Finnish women and their families.

Significance
In the United States the experience of women in birth
often reflects a victimization of women with Western
medicine’s view of birth as a physiological process, but
treated as a pathological event. Davis-Floyd4 has stated
that birth in our society is “. . . an experience belonging
uniquely to women, yet all too often removed from their
control.” Women in the United States tend to be viewed
as products of the American medical system; moreover,
the definition of birth tends to lie within the medical do-
main. Davis-Floyd further elaborates that “. . . in their
well-planned efforts to create an individually satisfy-
ing rite of passage, many of these women won battles
with doctors on technical and scientific grounds, only
to lose in the end to hospital ritual cloaked in scientific
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guise.”5 These statements attest to the need for this re-
search. The significance of this research for nursing
is to provide knowledge of the Finnish culture, to ex-
plore and discover the “emic” view of birth from the
women of Finland, and to establish for all women a hu-
manistic birth experience that is culturally defined and
congruent in meaning. Care for women in birth that
reflects and honors Finnish cultural values and beliefs
has the potential to assist nurses to provide culturally
congruent care that would contribute to the well-being
of women worldwide. Moreover, with the advent of
transcultural nursing, generic care, as naturalistic and
humanistic care, was important to this nurse researcher
and clinician in maternal-child health.

Research Questions
The following questions were used to fully explore and
discover the domain of inquiry:

1. In what ways do cultural and social structure
dimensions influence generic and professional care
meanings and practices of Finnish women in birth?

2. What are the generic and professional care
meanings and practices of Finnish women in birth?

3. What are the culture care diversities and
universalities in the care meanings and practices
for Finnish women in birth?

4. What nursing modalities from Leininger’s Culture
Care Theory can be used to provide culturally
congruent care for Finnish women in birth?

Leininger’s Culture Care
Diversity and Universality
Theory of Nursing

The theory that guided this research was the Theory of
Culture Care Diversity and Universality by Leininger,6

who views nursing as a transcultural human care dis-
cipline and profession. She states, “Human care is the
essence of nursing and a central, dominant, and uni-
fying domain of nursing knowledge and practice.”7

She holds that human care varies transculturally in
meanings, expressions, patterns, and symbols and that
ultimately discovering the cultural diversities and the
universalities about human care worldwide is impor-
tant if nursing is to serve people as a global profession
and discipline.

The theory was used as a framework in this re-
search study to discover the generic and professional
culture care meanings and practices of Finnish women
in birth. Knowledge gained from this study in Finland
can contribute to transcultural nursing as a discipline
and profession. Such knowledge can guide nurses in
ways to maintain desired practices, to accommodate or
negotiate with women in birth, and/or perhaps to repat-
tern or restructure their care to promote women’s health
and well-being. Only with consideration of these theo-
retical modes can the goal of culturally congruent care
be attained as conceptualized within the Culture Care
Theory.

Leininger’s8 Sunrise Model was designed to depict
different dimensions of the culture influencing care. It
is a cognitive map to discover the influencing dimen-
sions of generic and professional care to arrive at cul-
turally congruent care for the health and well-being
of women. Accordingly, each dimension was studied
in relation to the stated domain of inquiry and a brief
discussion of each follows.

Worldview
In this study, worldview reflected how the Finnish
women viewed their world in their homeland, which
is linked to geographic and historical features. Iceland,
Sweden, Norway, Denmark, and Finland comprise
the Nordic countries. These countries have recently
taken measures toward consolidation with the Euro-
pean Union (E.U.), a joint European economic arena
for the purpose of free exchange of goods and ser-
vices among its members. Historically, Finland, dom-
inated by other countries and struggling for its own
sense of identity and power, voted to become a mem-
ber of the European Union effective January 1, 1995.
The increasing influence of the E.U. can be seen today
with the strengthening of the European trade market,
the creation of the Euro dollar, and the enhancement of
unity among small, diverse cultures. This is the general
worldview discussed and held by the informants.

Ethnohistory
The ethnohistory takes into account past to present de-
velopments within the country of Finland. Early for-
eigners who came to the far north considered the Nordic
country of Finland a mysterious place. Natural barriers
separated Finland from other countries, that is, the sea,
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the wilderness, and even the language. Finland’s iso-
lated position on the periphery of Europe has made
Finns a culturally homogenous and socially introspec-
tive people.9

Sweden occupied parts of western Finland in the
12th century, which led to hostility that continued for
over 600 years and was viewed as one endless battle.
In twelve major wars in which the eastern border was
moved seven times, Sweden fought with Russia over
Finland until 1809 when Finland was joined to Russia
as an autonomous grand duchy. Under Russian emperor
Alexander I (1809–1825), the country was allowed to
retain its constitution and Lutheran religion.10 This
later became significant in preserving Finnish cultural
values, beliefs, and practices and other social struc-
ture features for political independence, which was not
gained until 1917.

Language
Finland is a bilingual country with two official lan-
guages, Finnish and Swedish. Finnish, which bears no
resemblance to any other existing language, is con-
sidered the language that reflects the history of social
and geographical isolation of the Finns.11 Even though
Finnish and Swedish are considered the first languages
of Finland, English is chosen most frequently as a sec-
ond language and is spoken by a majority of Finns.
Today, great emphasis is placed on languages not only
because Finland is bilingual but also because it is con-
sidered imperative to teach everyone a major world
language so that contacts with others in the world are
maintained.

Technological Factors
The Finnish people are proud of their highly devel-
oped science and technology related to their industries,
which have grown tremendously as evidenced by de-
veloped enterprise parks that work in close cooperation
with the universities to advance their high-level tech-
nological products and services.12 The Finnish com-
pany Nokia is Europe’s largest and the world’s second
largest mobile phone manufacturer. Nokia telephone
and paging systems are among the best-selling prod-
ucts in the world. These technological advances are
an integral component of Finnish health care and have
influenced health care practices for Finnish women as
well.

Religious and Philosophical Factors
Finland’s cultural heritage has deep roots in religion
and philosophical factors that influence the people’s
lives and care even though only 2% of Finns regularly
attend church services.13 Nearly 90% of all Finns are
Evangelical-Lutheran; only 2% are Finnish-Orthodox.
According to Rajanen,14 the church in Finland does
not depend on Sunday contributions as the church is
state supported. Lutheran philosophy supports family
planning options and considers human sexuality as an
integral and natural component of one’s health and
well-being. This philosophy was evident with the
women in this study.

Kinship and Social Factors
Family life in Finland is highly valued, which was evi-
dent in the traditions of family holidays at their cottages
in the country. The lifeways of families include active
involvement in open-air theaters, festivals, exhibitions,
and concerts. Adherence to family customs and tradi-
tions is prevalent and strongly upheld, as was evident
with the families in this study.

Cultural Values and Lifeways
The Finnish culture has many distinct cultural values
rooted in the lifeways of the people. The major cultural
values of maintaining Finnish pride and traditionalism
was evident in literature, art, entertainment, and sports
competitions. Both Finnish theater and music have re-
ceived international recognition. Finnish art, architec-
ture, and design are world famous, with Alvo Aalto’s
Finlandia Hall in Helsinki being a good example. The
many Olympic achievements have helped contribute to
the nation’s proud identity.

Cultural value related to the enjoyment of leisure
activities such as summer cottages, boats, and saunas
are an integral part of the Finnish lifeways. The sauna
has been a part of Finnish culture for the past 2000 years
and remains as important evidence of the cultural value
of maintaining proper rituals and decorum, especially
to support the people’s belief in folk and modern heal-
ing modes. The Finnish sauna and its origins are linked
with the cultural value of cleanliness. It is physically
and emotionally therapeutic and because of the feeling
of euphoria that it elicits, the Finnish people believe in
its healthful benefit. It has been practiced as a cultural
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lifeway for thousands of years as a healing and caring
practice for self and others, even as the place of birth
for many Finns.15 The use of the sauna by the Finnish
women in this study was especially evident to relieve
minor discomforts of pregnancy and promote cleanli-
ness and feelings of well-being.

Political and Legal Factors
Finland is a republic and a multiparty (eight distinct
parties), democratic country. Finnish women were the
first European women to gain the right to vote in 1906.
There are more women in the Finnish Parliament than
in any legislative body in the world: 67, (or 34%) of
the 200 in the Finnish Parliament are women, six are
nurses.16 Finland has long recognized the equality of
women in terms of employment, as well as political
participation. Finnish women are held in high esteem
having reached success in the professions requiring in-
tellectual skill instead of physical strength.

Having no military alliance, Finland is a neutral
country engaged in policy aimed at peaceful coexis-
tence. Although Finland has fought 42 wars with Russia
and lost every one, the country remains stoically in-
dependent, perhaps attributable to their long-cherished
sense of national identity. The nation has been defeated
in war, but has never been occupied, and is now one
of the most democratic and prosperous nations in the
world.

Economic Factors
Finland is one of the richest countries in the world, but it
is costly to live there. The forest, wood processing, and
metal engineering industries are leading Finnish enter-
prises. Finland is the world’s second largest exporter of
paper after Canada.17 The shipbuilding industry is one
of the most successful in the world. Shipping is neces-
sary year round, and Finland is the world’s largest man-
ufacturer of icebreakers, which are crucial to keeping
frozen harbors open—the people’s gates to the world.18

Finnish people sustain and value a high standard
of living and support comprehensive health care and
welfare programs.19 Income tax is progressive, that is,
as earnings rise, so do personal and property taxes. Mu-
nicipal health centers provide almost free medical care
and laboratory tests. Sickness insurance and voluntary
insurance plans reimburse a large part of the charges

for private health care. The women in this study, all
with variable incomes, received comprehensive and
free health care services throughout their childbearing
years.

Educational Factors
In Finland education is a duty, not a privilege, which
supports their marked cultural value of learning and
being productive. This philosophy dates back to an old
church law of 1686 that forbade marriage to anyone
who could not read, thereby forcing those who wanted
to marry to seek schooling first. The Finnish people re-
gard education as vital to democracy. More than 18% of
the national budget is allocated for education as com-
pared to 8% for health, 6.9% for housing, and 5% for
defense.20 Finland has one of the highest literacy rates
in the world at 99%. Education is compulsory and free
and is supported by the government with free tuition,
books, and school lunches during the first 9 years of
comprehensive education.21 Upper secondary school
lasts 3 years and ends with matriculation exams that
allow those interested and qualified students entrance
to one of the 17 universities in the country. The women
in this study all valued education and had at least com-
pleted upper secondary schools.

Environmental Context
Finland is a sparsely populated country of 5 million
people. Environmentally, Finland is known for it hun-
dreds of thousands of lakes. The landscape varies from
plains to a rolling lake district in central and east-
ern Finland and the fells of Lapland. There are few
mountains but many forests, which is Finland’s main
natural resource. Although Finland lies in the same
latitude as Alaska, the climate is similar to the north-
ern United States because of the warming effect of the
Gulf Stream. Light is very important to the Finnish
people because of its limited time during the winter
months; clean air and water are also highly valued.
Many Finnish children nap in their prams that are set
outside each day through the year, except for days with
temperatures below 10 degrees Celsius. Even hospital
windows are opened for fresh air and ventilation to aid
in physical and emotional healing. The women in this
study greatly valued outdoor activities involving their
families and young children.
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Literature Review
As early as 1955, Dr. Leininger began her pioneering
efforts to develop a theoretical foundation for the field
of transcultural nursing. As founder and leader of this
specialized field of nursing knowledge, she states that
the globalization of transcultural nursing has become
a moral, human, professional, educational, and prac-
tice mandate.22 Andrews,23 Andrews and Boyle,24 and
Horn25 have also emphasized the need for transcultural
nursing knowledge and care practices that reflect the
dynamic changes that are taking place not only in the
United States in terms of health care reform but inter-
nationally as well, with new nations emerging and old
ones either undergoing evolution or disappearing alto-
gether.Theseauthors,aswellas others, support the need
for building transcultural nursing knowledge to provide
culturally congruent care for all people worldwide.

Jordan,26 Davis-Floyd,27 and Michaelson28 have
asserted that cross-cultural investigation of childbirth
caring practices would be desirable because the range
of human physiological and behavioral variability can
be examined. They also hold that appreciation of orga-
nized female networks can be improved (since birth in
most societies is women’s “business”) and that a bet-
ter understanding of the birth process could be gained.
Birth in the United States has been increasingly scruti-
nized, undergoing many changes that are the result of
growing recognition of the position, competencies, and
caring needs of women.

Brown29 emphasized the importance of nurses
exploring the birth experience cross-culturally in her
statement, “. . . when nurses work with women of an-
other culture, it is important to understand their be-
liefs and value systems . . . there are many benefits to
be derived from looking at the similarities and dif-
ferences between how various cultures view and han-
dle the childbearing cycle.” Understanding the beliefs
and values of women in birth is a great challenge for
transcultural nurses caring for persons from diverse and
similar cultural backgrounds.

Emphasis in Morgan’s30 transcultural nursing
study was on the culture care values, beliefs, and
practices of the American Hare Krishnas related to
pregnancy and childbirth. Morgan31 also completed a
comparative study of prenatal care of urban and ru-
ral African-American women using the Culture Care

Theory. Her findings revealed that culture care included
protection, presence, and sharing; the social structure
factors of spirituality, kinship, and economics were im-
portant; health care in the prenatal period was valued;
and their folk health care beliefs and practices influ-
enced well-being.

Bohay’s transcultural study32 was focused on
discovering pregnancy and birth care of Ukrainian-
Americans within Leininger’s Theory of Culture Care.
She found that expressions of care were embedded in
the social structure factors of religion, worldview, and
kinship. Kendall33 conducted an exploratory, descrip-
tive ethnographic study of socialization practices and
family structure that revealed the role of women in the
Iranian culture. She studied social structure factors such
as historical, religious, economic, political, and famil-
ial dimensions that are included in Leininger’s Sunrise
Model. She found that nurses need to provide nursing
care with respect for a cultural group’s needs, beliefs,
and values.

In Kay’s classic anthropological study of human
birth,34 she claimed that it is important for professional
caregivers to be aware of not only what the cultural di-
versities in birth are but also to understand the source
of their variation. Finn’s transcultural, phenomenolog-
ical study35 focused on the discovery of the meanings
of care and noncare for European-American women
in birth. She discovered generic and professional, car-
ing and noncaring meanings and expressions and found
cultural diversities between professional nursing care
and generic care.

For Finnish women, the understanding of care
meanings and practices is enhanced when examining
Finland’s quality health care system. Prenatal clinics
have been part of Finnish maternity care for decades.
Educating the general public regarding the importance
of early prenatal care is a priority. Every pregnant
woman is entitled to a maternity benefit if she visits
maternity health services before the fifth month of the
pregnancy. The maternal benefit is granted either in
cash or in the form of a maternity pack (worth twice
the amount of cash). The amount of maternity, pater-
nity, and parent’s governmental allowance is calculated
according to the earned income (about 80% of annual
earnings). In 1973 a law on child care was enacted that
pays an allowance for every child in Finland until the
child is 18 years of age.
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Child day care is modern and subsidized by the
Finnish government. Nearly half of Finland’s children
are enrolled in public day care centers. Progressive laws
guarantee 10 months of fully paid leave for one par-
ent that can be extended for either mother or father,
whomever stays home with the baby.36 These laws al-
low a new parent to stay at home in the crucial early
months of a child’s life. These laws and benefits reflect
the high value that the culture has for strengthening the
new family through quality health care. The general
aim of health policy in Finland is to ensure universal
access to care so that economic factors do not prevent
the appropriate use of health services.37

Ethnonursing and Audiovisual
Methods

The ethnonursing method was used to discover the care
meanings and practices of Finnish women in birth. This
is a “. . . qualitative research method using naturalistic,
open discovery, and inductively derived emic modes
and processes with diverse strategies, techniques, and
enabling guides to document, describe, understand, and
interpret the people’s meanings, experiences, symbols,
and other related aspects bearing on actual or poten-
tial nursing phenomena.”38 This method has been de-
veloped to fit the Culture Care Theory and permits
the discovery of generic and professional dimensions
of care in an inductively holistic manner.39 Professional
care meanings and practices of the nurse and generic
care meanings and practices of the women in birth were
rigorously studied to discover, describe, and analyze
holistic care for Finnish women in birth.

With the ethnonursing method, key informants
are central to obtain the in-depth, emic, qualitative
knowledge of the domain of inquiry. According to
Leininger,40 key informants are “held to reflect the
norms, values, beliefs, and general lifeways of the cul-
ture and usually are interested in and willing to partici-
pate in the study.” The selection criteria for the ten key
informants were as follows:

1. Identified themselves to be of Finnish heritage
2. Pregnant in their last trimester
3. Had an expected date of delivery within the time

frame of the research
4. Planned for the birth at the research study site
5. Voluntarily consented to participate in the study

The selection criteria for the thirty-two general infor-
mants, identified as generic caregivers, were as follows:

1. Nonprofessional individual(s) such as family
members or significant others who provided direct
care to key informants during their birth
experiences

2. Professional nurse(s) who provided direct care to
key informants

3. Voluntarily consented to participate in the study

Another research method employed was the use
of audiovisual media, that is, taking photographs to de-
velop a visual essay of each of the birth experiences,
as well as taping informants’ verbal expressions. Au-
diovisual refers to various messages communicated to
humans and others in different ways through all the
senses. Visual expression through the use of photog-
raphy was an important means to closely examine the
in-depth feelings and emotions communicated by the
women in their birth experiences and was used to dis-
cover and understand their care meanings and practices.

The advantages of using this method along with
the ethnonursing research method were many. This re-
searcher found that the photographs provided highly
accurate documentation of not only the physical life
event of birth but the psychological, social, and cultural
dimensions as well. Complex insights into human care
expressions were revealed in recurrent care patterns
and practices, which were reflected in the photographs
and audiotapes. The reality of the environmental con-
text and its influence on the birth experiences became
evident along with the sequence of care actions that
were discovered when analyzing the photographs.

Perhaps the greatest advantage of using this
method was to document the actual birth experiences in
a naturalistic, humanistic way with the human expres-
sions and responses as captured by the photographs.
This visual record offered an invaluable means by
which care meanings and practices were discovered
and studied with the informants. Photographs in tran-
scultural nursing research are valuable to learn about
the expressions and the process of human care and life-
ways of diverse cultures.41

Qualitative criteria to substantiate the findings that
were developed and used by Leininger42 and Lincoln
and Guba43 were essential to use for this qualita-
tive investigation. The qualitative criteria that were
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used by the researcher were credibility, confirmability,
meaning-in-context, recurrent patterning, saturation,
and transferability.

Research Method with Enablers
The ethnonursing research method with Enablers was
developed with the Theory of Culture Care as a guide to
tease out and explicate data from the naturalistic envi-
ronment of the informants. These Enablers developed
by Leininger included the following:

1. Sunrise Model
2. Inquiry Guide for Ethnodemographic Information
3. Sequenced Phases of Observation-Participation-

Reflection Enabler
4. Stranger to Trusted Friend Enabler Guide
5. Phases of Ethnonursing Analysis for Qualitative

Data
6. Generic and Professional Care Guide

A Coding Data System for the Leininger, Templin,
and Thompson Field Research Ethnoscript was used
along with the Leininger-Templin-Thompson Ethno-
script Qualitative Software.44 The researcher also de-
veloped her own Enablers: Observation Enabler for
Women in Birth, Inquiry Enabler for Women in Birth,
and the Ethnodemographic Inquiry Enabler for use with
women during and following birth. These guides were
essential as part of the rigorous ethnonursing method to
study the domain of inquiry and obtain a full and sys-
tematic account from the informants about their care
meanings and practices related to birth.

Research Findings
Using Leininger’s four phases of data analysis,45 five
major themes, four universal and one diverse, were dis-
covered. Two of the themes reflected universal generic
care meanings and practices, and two reflected univer-
sal professional care meanings and practices. A final
theme reflected cultural diversity as found in the The-
ory of Culture Care. The findings from this study, which
follow, are presented with the actual photographs to
communicate visual data with the written verbatim.

Universal Theme One Generic care meanings and
practices meant comfort care with physical presence
and touch from family.

The observational descriptors included holding,
kissing, whispering softly, massage of the back and
arms, wiping of the face with a cool washcloth, and
holding hands (see Color Insert 15).

Comfort Care Patterns:

1. Comfort care meant physical presence, being near,
being with the key informant during birth.
2. Comfort care meant touching or stroking, massage,
holding, whispering softly to the women during birth.

“Although it’s impossible, it felt like that he takes
away some part of the pain.”

“I’m here to take care of you.”

Universal Theme Two Generic care meanings and
practices meant protective care with empathy and
trust from family.

Protective Care Patterns:

1. Protective care meant the support provided to the
women in birth by family offering empathy or
sympathy (see Color Insert 16)
2. Protective care meant the trust and safety offered
to the women in birth by family.

“That was one thing very good and I think that he
was there very helpful . . . I know I can trust
him.”

“He was a good help . . . it maybe looked like he
didn’t do anything but I thought it so that when
he is near, it is safer for me and when I can hold
him it helps me to bear this pain.”

Universal Theme Three Professional care meanings
and practices meant ritualized care to build respect
and trust with the women in birth.

The observational descriptors included nursing rit-
uals such as orientation, assessment, fetal monitoring,
providing pain relief with massage, nutritional sup-
port, suggesting position changes, medication, etc. (see
Figure 24.1).

Ritualized Care Patterns:

1. Ritualized care by the nurse meant continuous
presence with the women during birth.
2. Ritualized care by the nurse meant building respect
for and trust with the women during birth.
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Figure 24.1
Ritualized care with trusted presence:
“It was so beautiful."

“She was there with me . . . like family . . . all the
things she did, she wasn’t hesitating . . . she’s
the only nurse and know what happened
beginning to end.”

Universal Theme Four Professional care meanings
and practices meant anticipatory care with educa-
tional instruction and advocacy for the women in
birth.

The observational descriptors included offering in-
struction on breathing patterns or pushing techniques,
teaching pelvic rock, use of the birth stool, etc. (see
Figure 24.2).

Anticipatory Care Patterns:

1. Anticipatory care meant offering instruction and
explanations in predicting needs of the key informant
during birth.
2. Anticipatory care meant advocating for the key
informant by offering choices in meeting the needs of
the key informant during birth.

“Her suggestions very helped me, please try this
one and if I say that no, no, it doesn’t feel good

Figure 24.2
Anticipatory care: “It was positive, so they asked me
could I give them roses or branches, and I said roses."

and I can’t be here, she said there’s not need to
be, you can do what you want.”

Diverse Theme Five Cultural care meant respect
for differences in expression of satisfaction with the
birth experience.

Observational descriptors included facial expres-
sions that displayed disappointment from expectations
that were not recognized or joy with the satisfaction
expressed (see Figure 24.3)

Culture Care Diversity Patterns:

1. Culture care is respect for differential expressions.
2. Culture care is expression of satisfaction or
dissatisfaction with the birth experience.

“I don’t think that the nurses or doctors failed but
more like on that side . . . none of my wishes are
taken into account.”

“I thought that the pain wouldn’t be so hard but I
feel it was so awesome and that I am quite
tough.”

Discussion of Findings
This study was significant, from a transcultural nursing
perspective, to discover care meanings and practices of
Finnish women in birth and to use this knowledge to
provide culturally congruent care in a competent and

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: FWN

PB095C-24 PB095/Leininger November 22, 2001 9:22 Char Count= 0

Chapter 24 / FINNISH WOMEN IN BIRTH: CULTURE CARE MEANINGS AND PRACTICES 411

Figure 24.3
Respectful care as satisfaction: “It was
wonderful."

humanistic manner. Although birth is a universal hu-
man event, care diversity is often discovered within
the culture itself, which was found in this study. The
generic care constructs of comfort and protection as
care along with the professional care constructs of
ritualized and anticipatory care were evident and mean-
ingful to the Finnish women in birth. An in-depth un-
derstanding of the unique qualities of these constructs
was not fully recognized until the Finnish cultural and
social structure dimensions were discovered. Achiev-
ing culturally congruent care, based on full and in-depth
understanding of the universalities and diversities of
culture care, enable transcultural nurses to achieve a
greater sense of health and well-being for women in
birth.

In this transcultural nursing study, the ethnonurs-
ing research method was used in conjunction with
the audiovisual method to discover in-depth generic
(emic) and professional (etic) care of Finnish women
in birth. Humanistic care was found to be essential for
beneficial, congruent care for Finnish women that re-
spected their cultural care values and needs and that
was reflected in both the generic and professional care

practices. Generic care meanings and practices were
discovered and integrated with the nurses’ professional
modes of decisions and actions to achieve care that was
congruent with the culture care values and needs of
Finnish women in birth. Leininger’s46 three care modes
to guide nursing judgement, decisions, and actions of
1) cultural care preservation/maintenance, 2) cultural
care accommodation/negotiation, and/or 3) cultural
care repatterning/restructuring were used in this study.
This researcher’s hunches were substantiated that both
generic and professional care would be essential to pro-
vide meaningful and culturally congruent nursing care
that would lead to a healthy and satisfying birth with
few cultural conflicts. Specific ways to provide cultur-
ally congruent care, and thus contribute to a woman’s
sense of health and well-being, are presented.

Culture Care Preservation
and/or Maintenance
Transcultural nurses need to use culture care knowl-
edge for decisions and actions to preserve or maintain
care meanings and practices. Each of the thematic find-
ings of this study is essential to help care for Finnish
women in birth and preserve or maintain generic care
meanings and practices, especially as related to comfort
care and protective care. For example, Finnish women
expressed the value of and need for having generic
or family care providers offering presence, touch, and
massage throughout their birth experiences. The nurse
was also available to facilitate comfort and protective
care expressed by her presence, standing by her side, of-
fering touch and support for the woman throughout the
birth experience. Having a nurse and/or family mem-
ber or significant other offering care as empathy, trust,
and assurance of safety was found to be valued by the
Finnish women.

Professional nursing care decisions and actions of
the Finnish nurses included ritualized care and antici-
patory care. Performing the traditional nursing care rit-
uals provided presence and built trust with the women
and were held to be meaningful and satisfying to them.
The nurses guided the women through their birth expe-
riences, predicting and preparing the women for what
to expect as their labors progressed, which was antic-
ipatory care. In addition, the care practices of nurses
offering information and explanations of procedures,
progress in labor, etc., and allowing the women choices
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in anticipation of their needs during their birth experi-
ences were important and should be preserved. Demon-
strating advocacy for the women as a care practice
encouraged a humanistic birth experience that was re-
spectful of their cultural values.

Transcultural nurses who provide culturally con-
gruent care need to maintain and preserve the women’s
kinship and family relationships as this is important in
the caring process. For example, as discovered in this
study, planning care that included family members, and
siblings to attend the birth and/or visit soon afterward
during the hospital stay is caring, in that their need to be
together during this important life event is respected.
Since health care in Finland is a social, political, and
economic right with concomitant responsibilities, tran-
scultural and other nurses would need to ensure that
these rights are upheld in their caring actions and deci-
sions. Social equity and universal access to health care
upholds the culture’s commitment to improving both
the standard and distribution of health care. Finnish
nurses need to act politically to eradicate any future
disparities in health between different cultural groups
as they immigrate to Finland and to preserve the univer-
sal and comprehensive health services that their culture
values.

Culture Care Accommodation
and/or Negotiation
Events occurred during the women’s birth experi-
ences that necessitated that the professional caregivers
accommodate care practices of generic comfort and
protective care. Finnish nurses performed care ritu-
als incorporating the generic caregivers (husbands/
significant others) into their professional teaching and
care practices. Finnish nurses taught massage and the
application of pressure to the husbands to accommo-
date the women’s comfort care needs. In two of the birth
experiences, Finnish nurses offered care to the women
whose generic caregivers (husbands or family mem-
bers) were not present. The nurse’s care was described
by the women as valuable in meeting their needs for
comfort and protective care.

Failure to negotiate or accommodate care accord-
ing to Finnish women’s values could lead to cultural
conflict and nontherapeutic outcomes. For example,
the nurse, with a holding knowledge of the Finnish

culture, would understand that Finnish women need
to use the sauna to promote relaxation and cleansing
during pregnancy. Despite current recommendations to
avoid extremely high temperatures during pregnancy,
the nurse could negotiate with the woman to adjust her
daily ritual by sitting on the lower level of the sauna for
shorter periods where temperatures are less extreme.
Cultural care knowledge and practices for Finnish
women need to be accommodated to provide safe,
culturally congruent care that is respectful of Finnish
lifeways.

Culture Care Repatterning
and/or Restructuring
Another nursing care modality is repatterning and/or
restructuring. In this study the Finnish nurses were
found to have extensive holding knowledge about the
Finnish cultural lifeways to guide them to provide cul-
turally congruent care. The nurses’ care demonstrated
respect for Finnish women’s beliefs regarding Finland
and the various cultural and social structure dimensions
that influence their care values. Finnish women expect
care that is based on social equity and care that is uni-
versal for all. Educational, political, and economic di-
mensions of the Finnish culture support the health care
system. Because of Finland’s past history of domina-
tion and turmoil, Finnish women are proud of their
country’s independence. They show their pride by be-
ing obedient and dutiful to individuals in authority,
that is, professional caregivers. Finnish women hold
kinship and family relationships in high regard. For
example, when Finnish women decide to plan for a
family, they expect care that includes their significant
others. They expect free prenatal care throughout their
pregnancies, which is typical of the socialized health
care system and which reflects the Finnish culture’s
value of universal health care. Finnish women expect
to prepare for their birth experiences by participating
in classes, tours, and reading resource materials, which
reflects the Finnish cultural value of education. They
also anticipate their care would be free and accessible.
They anticipate their care would be supported econom-
ically and politically in their decision to remain home
with their young children for a guaranteed 10-month
leave. They anticipate the government-subsidized
day care with a monthly child allowance and full
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educational benefits once they choose to return to work.
These contribute to health and well-being for fami-
lies in Finland—one of the healthiest populations in
the world.

Many health care systems throughout the world are
different and would not offer these care practices. Some
care institutions in the United States need to restructure
and repattern their health care to provide care that is ac-
cessible, meaningful, and beneficial, especially to the
women seeking care during their birth experiences. In
the United States, in-depth reexamination of priorities
in health care that reflect the values of social equity and
kinship would be necessary to achieve a similar holis-
tic birth experience for women in the United States.
The current health care structure of the United States
is problem oriented, focusing on more technology and
more specialists to treat disease rather than promote
health. Prenatal care that is not only free and acces-
sible, but a human right, would significantly reduce
health risks, low birth weight, preterm births, and other
problems through early identification and prevention,
thereby reducing health care costs and perinatal mor-
tality/morbidity rates. In addition, nursing care in the
United States could use the Finnish model of nurse mid-
wifery care, in that, professional care, which includes
ritualized care integrated with generic care, could build
mutual respect and trust between nurses and women
in birth. Anticipatory care with educational instruction
and advocacy in the United States could lead to a greater
sense of well-being for women in birth. These findings,
with the holistic, naturalistic care meanings and prac-
tices discovered, could contribute to health and well-
being for women and their families and reduce perinatal
mortality in the United States. This study demonstrates
the value that transcultural nursing comparative studies
can have in ongoing and future consideration in health
care planning and evaluation.

Conclusion
In general, this study substantiated Leininger’s Cul-
ture Care Theory and lead to practical outcomes to
provide culturally congruent care. The contributions to
the discipline of transcultural nursing related to women
in birth are growing, including those studies by Bohay
(Ukrainian-American), Finn (European-American),
Morgan (African-American), Kendall (Iranian), and

others. Contributing to transcultural and other areas
of nursing using the ethnonursing and audiovisual
methods, this research is essential to advance nurs-
ing knowledge and practice. Most importantly, the
ethnonursing discovery method, emphasizing the natu-
ralistic approach with the Culture Care Theory, is most
significant to tease out covert care meanings and prac-
tices of generic and professional care. The theory and
methods offer an exciting commitment in building a
worldwide body of transcultural nursing knowledge.
The need exists to discover and understand women of
diverse cultures throughout the world, to explore their
experiences of birth, and to know what culture care
meanings and practices offer them the greatest sense
of health and well-being. An understanding of women
and their birth experiences, focusing on their generic
and professional care meanings and practices, is es-
sential to guide nurses in discovering new insights, to
reaffirm valued care constructs, and to avoid cultural
conflict. Far more use of the Culture Care Theory with
the ethnonursing and audiovisual methods is needed to
discover the universalities and diversities related to care
and birth that exist worldwide. This research is crucial
to provide for culturally congruent care for women and
care that is essential and meaningful in a multicultural
world.
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CHAPTER 25
Taiwanese Americans
Culture Care Meanings
and Expressions

Lenny Chiang-Hanisko

Discovering diverse cultures and their care needs expands nurses knowledge
and provides better ways to care for people.1

Discovering care meanings and expressions in
diverse cultures remains a major research area
that has been spearheaded by Leininger since

the 1950s. This chapter is focused on the author’s re-
search study to discover the care meanings in Taiwan
and with Taiwanese living in the United States. As a
Taiwanese-American, this area was of great interest to
me after being born and living in Taiwan and then com-
ing to live and work in the United States.

Taiwan is different from mainland China in many
ways. It is a small island, while China is a large coun-
try with a large population. With a history of colo-
nization, Taiwan has been shaped through the cen-
turies by many outside influences, whereas China
has remained relatively isolated. Taiwan also has its
own native language and is quite advanced industri-
ally and technologically, whereas China remains strug-
gling with its economy and large population. The two
countries are historically, linguistically, economically,
and culturally different. These facts need to be rec-
ognized and understood at the outset by health care
providers to provide culturally based care that is con-
gruent with the Taiwanese cultural values, beliefs, and
practices.

Domain of Inquiry
The central domain of inquiry of this research study
was to describe, analyze, and explain care meanings
and expressions of Taiwanese Americans in a large
Midwestern city in the United States.

Rationale for the Study
Leininger2 states that one of the greatest challenges
in nursing is to know and understanding people in
their familiar or naturalistic living contexts in different
places in the world. Each year, thousands of immigrants
from all over the world arrive in the United States, and
the Taiwanese are one of the large immigrant groups
that have come to the United States. These immigrants
have brought their homeland values, beliefs, and life-
ways, including health and illness practices. Still today,
Taiwanese immigrants practice their traditional cul-
tural lifeways after long periods of residing in the
United States. Such transcultural practices need to be
studied and addressed by transcultural nurses. The eth-
nonursing method was purposefully chosen to discover
largely unknown care and culture knowledge of the
Taiwanese who have lived in America.3 The Theory of
Culture Care that fits with the ethnonursing method was
also chosen for this study. To date, there has been
no transcultural or health study focused on Taiwanese
American cultural care meanings and expressions.
Hence, this study was important to obtain knowledge
about Taiwanese American culture care lifeways.

Research Questions
Four research questions were developed to guide this
study:

1. What are the meanings and expressions of care of
Taiwanese Americans?

415
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2. What culture care values are held by Taiwanese
Americans today?

3. In what ways do social structure factors,
environment context, cultural lifeways, and generic
(folk) and professional practices influence the care
of Taiwanese Americans?

4. What nursing decisions and actions of Leininger’s
three modalities are important in the care of
Taiwanese Americans?

Significance of the Study
This study is important as it can provide largely
unknown transcultural nursing knowledge of the
Taiwanese culture with Leininger’s Culture Care The-
ory and ethnonursing research method.4 Nursing in a
pluralistic society in the United States and in other
countries provides wonderful opportunities to work
with culturally different individuals. Because cultural
beliefs, values, and lifeways can have a strong influence
on human care meanings and desired services, identi-
fying cultural differences and similarities is essential to
plan and implement specific, effective, and congruent
nursing care practices, which is the goal of the Culture
Care Theory.5 It is also important to assess the extent of
the traditional cultural practices by individuals and the
groups of a culture to help them preserve or maintain
the traditional beliefs and practices that they value.

Theoretical Framework
The Theory of Culture Care Diversity and Universality
guided the researcher to discover the culture values and
beliefs of Taiwanese people and to analyze the theory
with respect to the worldview, social structure, ethno-
history factors, language used, and environmental con-
text of the Taiwanese informants.6 Leininger’s Sunrise
Enabler served as a holistic cognitive guide to identify
specific and interrelated cultural care dimensions of the
people, especially as related to the domain of inquiry.
The above social-structure dimensions were important
to get a holistic and meaningful picture of Taiwanese
as it relates to their care and health. This researcher
holds that emic folk and etic professional care knowl-
edge can significantly influence human care and health
practice with Taiwanese Americans. Identifying and
understanding the meanings and expressions of care

and then using this knowledge were essential to get
an accurate and holistic knowledge related to the do-
main of inquiry. Most importantly, Leininger’s theory
focuses on three modes of care, which the researcher
explored in-depth with the worldviews, language, so-
cial structure factors, ethnohistorical aspects, and the
environmental context of Taiwanese Americans in data
collection and analysis.7

Research Method
The ethnonursing research method was used for this
in-depth qualitative research study with Taiwanese
Americans. The ethnonursing method was selected to
obtain specific knowledge about caring, health, and
folk and professional care expressions of Taiwanese
Americans. The goal of the ethnonursing method is
to discover largely unknown nursing phenomena and
knowledge about the domain of inquiry under study
to arrive at culturally congruent care practices.8 The
method provides a systematic way to carefully docu-
ment, describe, and explain the care phenomena and
their meanings as related to cultural care, health, and
well-being or to help in the dying process.

A mini ethnonursing study was chosen because
the domain of inquiry is focused specifically on culture
care values, meanings, experiences of care, worldview,
social structure, cultural values, and environmental
factors influencing folk and professional health care
among selected Taiwanese Americans. The study was
conducted over a 7-month period of data collection in a
large urban city in the midwestern United States. This
mini study provided the researcher with an opportu-
nity to discover specific care meanings and expressions
within a short period compared with a maxi study that
often takes considerably longer and covers even more
on the social structure factors in depth and breadth.9

Selection of Informants
The six key and twelve general informants were pur-
posely selected for this study. They were individuals
who were selected according to specific research cri-
teria. The key informants were knowledgeable about
and willing to address the domain of inquiry and share
their life experiences. The key informants were cho-
sen as knowledgeable representatives of the Taiwanese

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SPH P2: MRM/UKS QC: MRM/UKS T1: MRM

PB095C-25 PB095/Leininger November 16, 2001 11:35 Char Count= 0

Chapter 25 / TAIWANESE AMERICANS CULTURE CARE MEANINGS AND EXPRESSIONS 417

American population with their willingness to provide
in-depth ideas about the domain of inquiry during sev-
eral interviews and home visits. The key informants
provided particularly rich data about their beliefs and
practices bearing on the research questions and the do-
main of inquiry. The informants enjoyed talking about
culture and care practices. In contrast, the general in-
formants were not as fully knowledgeable as the key
informants about the domain of inquiry, but they had
general reflective knowledge to share and were repre-
sentative of the Taiwanese Americans. Their ideas were
important and provided information to reflect on key
informant ideas to see if they had relevance or were
generally Taiwanese public knowledge.10 The criteria
used to select key informants were as follows:

1. Born and educated in Taiwan and migrated to the
United States

2. Twenty-one years old or older
3. Lived or worked in the United States for 5 or more

years
4. Knowledgeable about the central cultural

institutions related to the domain of inquiry
5. Willing to participate in the study for two or three

interviews lasting approximately 3 hours each

The criteria for selecting general informants were as
follows:

1. Born and educated in Taiwan and migrated to the
United States

2. Twenty-one years old or older
3. Lived or worked in the United States for at least

5 or more years
4. Willing to be interviewed for approximately

2 hours on one occasion

Keeping with the ethnonursing method, six key
and twelve general informants were purposefully se-
lected for this study from a large urban city in the mid-
western United States. There were eleven females and
seven males. The age range of the key and general in-
formants was 28 to 86 years with an average of 53.7
years. Ages of the key informants ranged from 46 to
86 years with an average of 56.16 years. Ages of general
informants ranged from 28 to 68 years with an average
of 49.25 years. All informants had a length of residence
in the United States from 5 to 27 years with an average
of 16.1 years, with the majority living in the United

States less than 20 years. The key informants had lived
in the United States for a longer period than the gen-
eral informants. The immigration of Taiwanese people
to the United States was a recent development with
most arriving in the mid 1970s. Ten informants were
parents whose children also immigrated to the United
States. Among these parents, 60% came to this country
after their children arrived in the United States, and so
their United States residence time was shorter than their
children’s.

Data Collection
Data were obtained through Leininger’s ethnonursing
enablers namely the Stranger-Friend Enabler and the
Observation-Participation-Reflection Enabler.11 Semi-
structured interviews focused on the researcher’s do-
main of inquiry (DOI) and on the informants’ emic
views, beliefs, and values in their worlds with their care
meanings and expressions along with any etic views of
professional care. The Sunrise Model12 was an enabler
used to examine the major tenets of the Culture Care
Theory dimensions, and was also used for culturolog-
ical and clinical health care assessments. Leininger’s
Stranger-Friend Enabler13 was used to guide the re-
searcher to enter, participate in, and leave the field re-
search. The purpose of this enabler was to ensure accu-
rate, reliable, and credible data as a researcher sought
emic (insiders’) ideas of their culture while examining
the researcher’s etic views and influence on the infor-
mants. As the researcher became a trusted professional
friend, the informants’ secrets or in-depth truth state-
ments were shared with the researcher.

All interviews were conducted by the researcher
in English, Mandarin, or Taiwanese, depending on the
preference of the informant. While many informants
could speak English, most preferred to be interviewed
in Taiwanese because they felt more comfortable us-
ing their mother language. Most interviews were con-
ducted in a home, although a few were conducted at a
restaurant for the convenience of the informants. The
lunchtime interviews gave the researcher a good oppor-
tunity to observe the informant’s beliefs about food in
relation to health care, as well as activities in the home
setting. During the interviews, the researcher continu-
ously reaffirmed or confirmed information by restat-
ing the informants’ statements to clarify distinctive
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and accurate meanings and expressions of their re-
sponses. With the informant’s permission, the author
used a tape recorder and made notes of each interview
session, which were later destroyed to protect the con-
fidentiality of informants. Translation from Taiwanese
into English was completed by the researcher immedi-
ately after the interview was completed to provide ac-
curate recall of data. The researcher fluently speaks all
three languages (English, Taiwanese, and Mandarin).

Data Analysis and Evaluation Criteria
Leininger’s Four Qualitative Phase Analysis Guide was
used to examine systematically and rigorously the re-
searcher’s domain of inquiry and major theoretical
tenets.14 This method was used for data analysis to
identify major themes and provide final synthesis of
data findings. Actual data analysis was an on-going
process that began at the time of collecting raw data
with the first interview and recording all data in the
field journal until the last contact or interview with in-
formants. The qualitative ethnonursing Four Phases of
Data Analysis includes Phase I, raw data collection and
documentation; Phase II, identification of code descrip-
tors and components; Phase III, patterning and com-
ponent analysis; and phase IV, development of major
themes and summary findings.15

Since qualitative research is different from quan-
titative research, specific criteria for evaluating qual-
itative findings were essential, and so Leininger’s six
criteria for evaluating qualitative studies were used to
evaluate themes and findings of this research study.16

The six criteria included credibility, confirmability,
meaning-in-context, recurrent patterning, saturation,
and transferability and were used throughout the col-
lection and final data analysis.

Orientational Definitions
The following definitions as defined by the theorist
and adapted by the researcher for this study were used
to guide the researcher in discovering and evaluat-
ing data from interviews with Taiwanese American
informants.17

1. Culture Care: refers to the subjectively and
objectively learned and transmitted values, beliefs,
and patterned lifeways that assist, support, facilitate,

or enable Taiwanese Americans to maintain their
well-being and health; to improve their human
condition and lifeways; or to deal with illness,
handicaps, or death.
2. Worldview: refers to the way the Taiwanese
Americans look out on the world or their universe to
form a picture of a value stance about their life or
world around them.
3. Cultural and Social Structure Dimensions refers to
the dynamic patterns and features of interrelated
structural and organizational factors of the Taiwanese
culture (subculture or society). These include
religious, kinship (social), political (and legal),
economic, educational, technologic, and cultural
values, and ethnohistorical factors, as well as how
these factors may be interrelated and function to
influence human behavior in different environmental
contexts.
4. Environmental Context refers to the totality of an
event, situation, or particular experience that gives
meaning to human expressions, interpretations, and
social interactions in particular physical, ecological,
sociopolitical, and/or cultural settings.
5. Generic ( folk or lay) Care refers to culturally
learned and transmitted, indigenous (or traditional),
folk (home-based) knowledge and skills used by
Taiwanese Americans to provide assistive, supportive,
enabling, or facilitative acts toward or for another
individual, group, or institution with evident or
anticipated needs to ameliorate or improve a human
lifeway or health condition (or well-being) or to deal
with handicaps and death situations.
6. Culturally Congruent (nursing) Care refers to
those cognitively based assistive, supportive,
facilitative, or enabling acts or decisions that are
tailor-made to fit with individual, group, or
institutional Taiwanese cultural values, beliefs, and
lifeways to provide or support meaningful, beneficial,
and satisfying health care or well-being services.
7. Taiwanese Americans refers to individuals who
were born and raised in the country of Taiwan, or who
identify themselves to be of Taiwanese descent or
heritage, and have immigrated to the United States.
8. Emic refers to the folk, local, or “insiders’”
knowledge of a culture.18

9. Etic refers to the “outsiders’” knowledge and often
professional views of health care.19
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Ethnohistory of Taiwan
Taiwan is an island in the western Pacific Ocean be-
tween the East and South China Seas, being located
midway between Japan and Korea to the north and
Hong Kong and the Philippines to the south. Taiwan
stretches about 245 miles from north to south and 90
miles from east to west.20 With the land area of 13,900
square miles, it is about the size of Switzerland. About
two-thirds of the island is covered with forested moun-
tain. Taipei is the largest city in Taiwan and the capital
of Taiwan.

Perhaps the fact that Taiwan is surrounded by the
Pacific Ocean, thus being isolated both geographically
and socially from its neighbors, accounts for its “sep-
aratist tradition.” The island was initially inhabited by
nine different cultural groups of aborigines considered
to be of Malay or Polynesian origin. Until the Ming
dynasty (1368–1644) Taiwan was not yet clearly iden-
tified in Chinese court records, but about 1430 the
admiral-explorer Cheng Ho determined its exact loca-
tion, after which its present name was used in official
sources.21

During the 16th century the Portuguese named the
island Formosa, which means beautiful isle. After the
Portuguese sighted but bypassed Taiwan, the Dutch and
the Spaniards began setting up trading stations, mis-
sions, and forts on the island. In 1661 the Dutch were
driven out by the pirate Koxianga who later made the
island a refuge for supporters of China’s deposed Ming
dynasty.22

In 1895 Taiwan was ceded to Japan as booty in
the wake of the Sino-Japanese War and entered another
colonial period for 50 years. Japan’s colonization of the
island was done in the face of strong hostility from both
Taiwanese and aborigines. Japan began to Japanize
the island by making Japanese the official language
of government and education. Even today, many older
Taiwanese people can speak Japanese. After World War
II Taiwan was restored to National Chinese control.23

In 1949 as a result of a civil war on Mainland
China, the Chinese communists defeated Chiang Kai-
Shek’s Nationalist forces and took control of China.
Chiang moved his government to Taiwan and under
the Kuomintang Party kept the idea of reuniting with
China an important goal of the group. After Chiang
Kai-Shek and his eldest son died, numerous social and

political reforms developed. Today, Taiwan is strug-
gling between seeking independence and/or reunifica-
tion with Mainland China.24 Presently in the year 2000,
President Cheng is holding to independence amid
threats from the Chinese for their control and to be
part of Mainland China. Currently, Taiwan is consid-
ered a free society and whether this will change remains
unknown.

Because of numerous invasions by other countries
and colonization, Taiwan is a country of mixed cultures,
including the native Taiwanese, traditional Chinese,
and Japanese. At present, Taiwan has a population of
more than 22,000,000 people25 that is divided into four
main ethnic groups.26 The first group, the aborigines,
were originally identified to be similar to Indonesians in
language and lifeways. Ethnohistorically, these earliest
inhabitants are considered to be of Malay or Polynesian
origin. The next two groups of early Chinese immi-
grants or “Taiwanese” are the Hakka, who came from
south China near Hong Kong, and the Fukienese, who
came from China’s Fukien Province directly across the
Taiwan Straits.

By the year 1000 A.D., there were a large num-
ber of Hakka settled in western Taiwan. These people
spoke the Hakka dialect and regular Taiwanese that is
a derivative of the Fukien dialect and Mandarin.27 The
Fukien began migrating across the Taiwan Strait nearly
a thousand years ago with many making the journey
between the 14th and 17th centuries. Being separated
from China for so many years has made the Hakkas
and Fukien culturally distinct from other Chinese.

Finally, the fourth group is comprised of Chinese
from various parts of China who came to Taiwan after
World War II. They are often referred to as mainlan-
ders. Although growing western influences have inun-
dated the country, the Taiwanese have preserved their
identity and a considerable part of their traditional pre-
modern culture. As more Taiwanese migrate to the
United States, it is important for nurses to assess and
understand the cultural history of the people and their
health care needs and practices that are culturally spe-
cific to Taiwanese immigrants with acculturation fac-
tors. Nurses can also anticipate a variety of responses in
the 21st century related to the current struggle between
Taiwan and China.

Chinese immigration to the United States began
over 150 years ago. In 1850 there were only a few
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thousand Chinese inhabitants in the United States. In
1880 the Chinese American population grew to over
100,000 and has continued to increase to over 1.6 mil-
lion in 1990.28 In 1990 the Chinese were the largest
of more than 20 Asian groups residing in the United
States. Most Chinese immigrant statistics combine peo-
ple from Mainland China, Hong Kong, and Taiwan.
Before 1991 limited data were found on the number of
Taiwanese immigrating to the United States.29

In the late 1950s and early 1960s an estimated
250,000 to 300,000 Taiwanese-Americans immigrated
to the United States. In 1981 congressional legislation
established a specific quota of 20,000 entrants annu-
ally from Taiwan. From 1991 to 1996 approximately
76,000 Taiwanese immigrated to the United States.30

Thus there are more Taiwanese in the United States
today, and their cultural history and lifeways are very
important for nurses to understand.

In the past several years the problems and needs
of Taiwanese and Chinese Americans have received
increasing attention among social scientists. As the
Taiwanese population continues to increase in the
United States, the distinction between Chinese
Americans and Taiwanese Americans needs to be un-
derstood. The history of Chinese immigration and the
characteristics of Chinese immigrants have changed
drastically since the first immigration. Not only has the
total number of Chinese immigrants increased, but also
the composition of recent Chinese immigration is strik-
ingly different from previous ones. Early Chinese im-
migrants were laborers who were predominantly uned-
ucated men and women. In contrast, recent Taiwanese
and Chinese immigrants are often highly educated and
skilled in the professions.31 Early studies of Chinese
immigrants may help to understand the historical con-
text of the Chinese in the United States at various time
periods and the cultural differences between Mainland
Chinese and Taiwanese.

Social Structure Factors
Religion and Philosophy
There are several religions in Taiwan, and most
Taiwanese people adhere to more than one set of be-
liefs. The aborigines have practiced nature and ani-
mal worship, while many of the Chinese immigrants

have subscribed to Buddhism or Taoism, the two pri-
mary religions of Taiwan. The Dutch introduced
Protestant Christianity to Taiwan, the Spanish brought
Catholicism, and the Japanese brought Shintoism.32

Today, 93% of the Taiwanese population is a mixture
of Buddhism, Confucianism, and Taoism; 4.5% are
Christian; and 2.5% represent other religions.33

Buddhists and Taoists usually embrace Confucian-
ism, which is more of an ethical system and philosoph-
ical moral code of personal behavior relating to human
relationships. A Christian minority of less than a mil-
lion are divided between Roman Catholic and Protes-
tant churches. A Taiwanese person may call himself
a Buddhist, a Taoist, or even a Christian, but never
ceases to be Confucian. The Confucian philosophy has
become an inseparable part of the society and thinking
of the Taiwanese people.34

Confucianism is important to understanding the
Taiwanese. It provides values and an ideology of every-
day life for Taiwanese people. Confucianism focuses
primarily on the importance of interpersonal relation-
ships based largely on Confucian teachings and philos-
ophy in which individuals must perform their roles in
a society based on fixed principles of authority. Five
categories of interpersonal relationships based on au-
thority are parent and child, king and minister, husband
and wife, elder brother and younger brother, and friend
with friend.35 Filial piety is an important part of the
moral philosophy of Confucius.36 Confucian teaching
gives meaning to living, dying, family life, childbear-
ing, maintenance of health, and cause of illness as prin-
ciples and guides for living.

Kinship and Family Structure
The philosophy and teaching of Confucius is deeply
ingrained in the Taiwanese way of life. The family is a
unit of a clan, as well as the foundation of society. So-
cial life is based on human relations within the family.
As a result, group ties are strong, and it is expected that
the individual will work hard to contribute toward the
success of the family. The most important aspect of tra-
ditional family consciousness is the father-son relation-
ship. Traditionally, the family is strongly patriarchal
and hierarchical and with marked role differentiation
based on age, gender, and generation among the family
members. Authority in the Taiwanese family has been
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largely based on respect for age (especially elders) as
the extended family lived in one house. Respect for el-
ders continues to be important and extends throughout
society as the elders often hold nominal positions in
businesses or government.37

Confucianism teaches that filial piety is the basis of
all conduct, and followers are educated along this prin-
ciple. Because of parental demands, strict obedience is
a son’s moral obligation to serve his parents with sin-
cerity. Based on this tenet, the rule of seniority applies:
a child obeys the parents, a wife obeys her husband,
and a younger brother obeys the older brother. Age in-
dicates dominance within families, and older adults ex-
pect to be respected and supported by their children.38

Of course, these traditional Taiwanese values are un-
der pressure as Taiwan continues its economic pros-
perity as one of the wealthier countries in the Asia
region.

Language Uses
Chinese groups in Taiwan speak different dialects;
namely, Fukien Taiwanese speak Taiwanese, and the
Hakka speak the Hakka dialect. Both Taiwanese groups
also speak Mandarin Chinese, which is the official lan-
guage in both Taiwan and China, but some older Tai-
wanese do not speak Mandarin Chinese well and may
speak Japanese. Aborigines speak a language resem-
bling Malayan, and, in addition, many speak Taiwan-
ese, Mandarin Chinese, and Japanese. Hence, Main-
land Taiwan’s population is trilingual or multilingual.
Many Taiwanese people (except elders) speak English
today in the United States, and they have been social-
ized to speak more than one language or dialect. The
nurses should be alert to these language differences.

Economic, Political, and Cultural
Value Factors
Several historical studies have been conducted on Tai-
wanese Americans and the history of Taiwan.39–43 Ng
recently completed a book on Taiwanese Americans
with an emphasis on their community organizations, in-
formation networks, religious practices, cultural obser-
vances, the growing second generation, and the contri-
butions of Taiwanese Americans to American society.44

Hu examined the relationship between Taiwan’s polit-

ical culture and social stratification factors.45 He doc-
umented the transformation of the political structure
from the evolution of authoritarianism to the early
stages of democratization and to the latest develop-
ments in democracy. These recent sources of knowl-
edge are important background social structure in-
formation to further nurses’ in-depth perspective of
Taiwan.

Education
The importance of education is highly valued by both
the Taiwanese government and families. During the
first half of the 20th century when Japan ruled Taiwan,
they extended educational opportunities beyond the
elite to average citizens and workers. Next to Japan,
Taiwan now has one of the best educated popula-
tions in Asia with more than 100 institutions of higher
learning.46

Ying conducted a social psychological study on
Taiwanese college students in the United States.47 He
confirmed that traditional Chinese values play an im-
portant part in shaping the behavior of Taiwanese col-
lege students and discussed the dominance of collec-
tive behavior over individual needs. Taiwanese college
students have been taught to obey authority since their
childhood. Taiwanese students generally find difficulty
in experiencing Western cultures that emphasize the
importance of the individual person. In a study by
Sodowsky, Maguire, Johnson, Ngumba, and Kohles,
worldviews of white Americans, Mainland Chinese,
Taiwanese, and African students are compared.48 They
conclude that some international students’ worldviews
were different from the traditional values of their re-
spective cultures. The studies indicated that students
perceptions may be changed by exposure to a pluralis-
tic modern society.

Technology
Over the past 50 years Taiwan has transformed it-
self from an agricultural island to a high-tech indus-
trial economy. During this time Taiwan has progressed
through various stages, including the use of agriculture
to support industry during the 1950s when import re-
strictions were imposed, the export years of the 1960s,
the building of infrastructure through the Ten Major
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Construction Projects during the 1970s, the liberaliza-
tion of government and private businesses leading to
internationalization of the 1980s, and, finally, the ex-
plosive growth of information technology (IT) in the
1990s. Today, Taiwan is the world’s third largest IT pro-
ducer where two out of every five notebook computers
in the world are made. It is also the fifth largest com-
puter chip producer globally. Taiwan has transformed
itself from the toy producing king to the IT power with
its focus on the semiconductor industry, computer com-
ponent production and assembly, and electronic con-
sumer goods.49

Review of Literature
Research on Nursing and Caring
Nursing studies have been conducted on care of
Taiwanese Americans. Liang and DeChesnay50 stud-
ied Taiwanese who were temporary residents of the
United States and found that, while language was often
problematic, of more concern was the lack of under-
standing about Taiwanese culture that led health care
providers to make inappropriate suggestions to their
patients. Shyu, Archbold, and Imle51 studied the care-
giving process of Taiwanese families and found a bal-
ance point needs to be reached between the health care
provider and patient that involves recognizing, weigh-
ing, and making judgments about competing needs.
Nursing actions and strategies need to be developed that
are in balance or congruent with traditional Taiwanese
culture. Sun and Roopnarine52 conducted a study on
childcare behavior of Taiwanese families that verified
a distinct gender-differentiated pattern of involvement
in child care and household activities. They found that
the Taiwanese society reflects rigidity in filial piety
and gender roles. To date, there were no transcultural
care studies of the Taiwanese focused on the use of
Leininger’s Culture Care Theory with the ethnonurs-
ing research method and related transcultural nursing
knowledge.53

Cultural Themes from This Study
In keeping with a systematic data analysis method,54

several patterns and themes were abstracted from a
large database focused on the domain of inquiry of

this study. Only the themes will be reported because of
space constraints.

Theme 1: Cultural care was reflected
in development of national and
cultural identity
Care expressions were derived from the informants’
cultural beliefs, political and economic values, and
worldview of their national Taiwanese identity. Im-
portant issues among Taiwanese American informants
was their national identity related to their ethnohis-
tory, worldview, and environmental context that con-
tributed to a strong sense of Taiwanese cultural caring
identity. The researcher observed that the issue of re-
unification was a sensitive matter with all informants.
While all key and general informants did not express
specific personal preferences regarding Taiwan’s quest
for independence or reunification with China, it was
clear that the relationship between Taiwan and Main-
land China was an important factor shaping the lives of
Taiwanese and their responses. As Taiwan’s quest for
democratic changes continues, differences in the politi-
cal systems between Mainland China and Taiwan grow
wider. While all informants were unwilling to discuss
preferences toward reunification, all key and general
informants did express a desire for democracy and an
open political system. They felt this needed to be nur-
tured (cared for) by those Taiwanese who live and are
educated abroad for a long period and then return home
to help local people.

The most significant political influence described
by older informants has been World War II and the
Chinese Civil War in 1949. These war events lead
to uprooted families experiencing psychological, emo-
tional, and physical stress. National and cultural themes
were revealed in the following informant statements.
One key informant stated: “I have been educated in
the way where I identify myself as Taiwanese instead
of Chinese. Care and politics are different: China is
Communist and Taiwan is Democratic.” Another key
informant stated: “Although I have a green card, and in
some social activities I am called a Chinese American,
I always think of myself as Taiwanese.” Another key
informant stated: “China has mainly Chinese culture.
Taiwan has a mix of native Taiwanese, Japanese, and
American cultures. The lifestyle is so different.” The
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criterion of credibility was confirmed by all key and
general informants throughout by their verbatim state-
ments. Hence, caring was frequently referenced with
cultural identity.

Theme 2: Cultural care was reflected in
the value of harmony and balance in daily
life based on Taiwanese ethnohistory,
social structure, and worldview to prevent
illness and maintain well-being
The findings from all key and general informants re-
vealed that cultural values of Taiwanese people are
rooted in the search for harmony and balance as a car-
ing modality. Taiwanese believe keeping unity between
man and heaven is an essential part of existence and is
integral to how the world is viewed. Harmony, bal-
ance, and unity emanate with the individual, but are
expressed in a family and collective expression at a so-
cietal level. An appreciation of nature is important to
achieve harmony as a caring modality in one’s life.

The majority of Taiwanese American informants
believe that taking care of oneself can be hard work,
but results in good health. Taking care of oneself means
proper eating, sleeping, rest, and exercise. Trying to
do too much at one time is stressful and leads to poor
health. Taiwanese believe in the concept of “balancing,”
which means not trying to do too much at one time.
The verbatim informant descriptors are reflected in the
following statements about lifeway and proper eating as
caring for self and others and were confirmed through
the criteria of recurrency and saturation.

One key informant stated: “The most important
cultural values to me are having a simple life with sim-
ple desires. If you have restraint in your desires in this
world, you can live easily and keep peace of mind.
Don’t show off or have an attitude of self-importance
about yourself.” Another key informant stated: “Life
consists of cause and effect. If you do something bad,
it will come back to you. You will be punished.” The
third key informant stated: “The last time I caught cold,
I felt so weak. I had no energy. So, I made a bowl of
noodles and added three spoons of red pepper in the
soup and ate everything. I thought hot soup and hot
pepper can make me sweat. Cold means my body is
cold so I need some hot food in my body to expel the
cold.” A fourth key informant stated: “My father told

me that garlic, ginger, green onion, and hot pepper are
not only for seasoning, but are good foods to prevent
illness and maintain health. These foods can keep the
body in good balance” as a caring practice. All key
and general informants established these findings as
credible and confirmed this theme.

The informants repeatedly stated that the search
for harmony and balance is often divided into matters
that are either internal or external in nature and are of-
ten referenced in Taiwanese diets and medicine. The
forces of Yin and Yang (the dual principles of male
and female, or positive and negative) have reinforced
the importance of hot and cold in Taiwanese food and
medicine. These principles are part of a philosophy that
fosters a balance of humans with nature and are re-
flected in the Taiwanese worldview. These statements
were expressed by six key informants with agreement
by all general informants. Ten of 12 general informants
viewed illness as an imbalance between Yin and Yang.
Yin and Yang theory suggests that to maintain caring
for good health, one needs to have good eating habits,
as well as proper goals in life. Body equilibrium is
maintained on a hot day by eating cool foods like fruits
and vegetables and avoiding meats, oil, fatty dishes,
and alcohol. All key and general informants confirmed
that on cool days plenty of stimulating foods should
be eaten like meats and high-protein meals along with
alcohol. Herbs and other home remedies were widely
used by Taiwanese American informants to restore bal-
ance that related to culturally congruent eating and life-
ways. The qualitative criteria of credibility, confirma-
bility, meaning-in-context, and recurrent patterning of
this theme substantiated the observational and verba-
tim findings with all key and general informants in their
daily living.

Theme 3: Culture care means preserving
traditional folk health care beliefs and
practices along with the use of Western
health care practices for healthy outcomes
All key and general Taiwanese American informants
held that health was one of the most important aspects
of life. Informants related that one must preserve good
health through caring for self and others, for without it
one could accomplish very little. Taiwanese Americans
were willing to spend a great deal of time, effort, and
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money to obtain Chinese medicine for promotion of
health and prevention of illness. Since Taiwan’s society
is very competitive, one is usually not excused from
the usual demands of work and family obligation, even
when ill. Consequently, Taiwanese believe it is very
important to prevent illness. They will go through much
effort to do so.

Over 90% of key and general informants believed
that chemical substances in the body could endanger
health. Many informants held that Western medicine
was chemically based while Oriental medicine was
more natural. A few key informants said that Taiwanese
Americans believed that Western medicine could actu-
ally prevent health but taking Oriental herbal medicine
promoted health. In addition, some general informants
felt that Western medicine treated local symptoms
while Oriental medicine took a more holistic caring ap-
proach and attitude by taking care of the entire body—a
holistic caring mode.

In Taiwanese culture, traditional healing practices
often exist side by side with modern medicine, which
was confirmed by 94% of all Taiwanese American
informants. Additionally, 94% of all Taiwanese
American informants used various Taiwanese home
remedies such as acupuncture, cupping, bar-kuan,
Salonpas, and plant and animal treatments like deer
horn and ginseng. Others spoke of using Oriental and
Western medicine together based on availability. Two-
thirds of all informants feel that, because of a lack of
Oriental medicine resources in the United States, they
had no choice but to use Western medicine.

The following verbatim informant descriptors
were documented from key and general informants as
follows. One key informant said the following:

Our ancestors used traditional Chinese herb med-
icine for thousands of years. There is a long history
with how this approach benefits the human body.
You just cannot ignore this history. Perhaps the folk
healers may not have much formal education, but
they do have a lot of experience and history as their
guides. I feel this approach really helps treat my
health problems.

Another female key informant stated the following:

Every Taiwanese American family must have some
folk medicine. I have some folk medicine with me
which I brought from my country. There are some

powders for a stomachache, a pain-relieving patch,
and some ointments for mosquito bites. Western
medicine uses so many chemical substances that
may have some quick results. But, Chinese med-
icine is more natural and has less side effects.

Another key informant stated, “Chinese medicine
is easier on the body. Western medicine can be too
strong. You can take Chinese medicine everyday but
with Western medicine, it can hurt the body over a
longer period of time.” One general informant said,
“During the cold weather, I will drink herb tea. I
think taking Chinese herb medicine definitely pro-
motes health and prevents illness.” Another general
informant stated, “I believe that Chinese medicine con-
sists of more natural elements that will not harm our
bodies. Whenever I don’t feel well, I will take folk
medicine by myself.” One key informant stated, “I be-
lieve that Western medicine may be professional and
scientific with evidence to cure many diseases, but
this is still not the natural way. Basically, I don’t like
to take Western medicine because it’s artificial and
chemical.” Still another general informant stated, “If
I have a really serious disease or I need surgery, I
may go to see a Western doctor. Afterwards, I will
use both traditional and Western ways to take care of
myself.” From the above verbatim statements, theme
3 was confirmed. These statements showed strong use
today of generic (emic) medicine and care modes to re-
cover from illness and remain healthy. Caring was ex-
pressed through knowledge about the use of traditional
medications.

Theme 4: Caring was expressed as an
obligation for family members with
different gender role responsibilities
Traditionally and still today, Taiwanese American fam-
ilies have been patriarchal, patrilineal, and patrilocal.
The family structure was highly valued by Taiwanese
American informants. Within the extended family
union religion, lifeways, goodness, and respect for self
and others was learned. The value of family and role
expectations was confirmed by all key and general in-
formants. The informants stated that still today the head
of the Taiwanese American family is the father. De-
scent of the children is also through the father who
represents discipline and firmness. Informants stated
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that Taiwanese American mothers have traditionally
remained at home during the childbearing years and
have responsibility for organizing and maintaining the
household and ensuring that a positive and nurturing
environment is present in the home. Credibility and
confirmability, as well as meaning-in-context, were es-
tablished by key and general informants who verified
the importance of the family and gender role respon-
sibilities through verbatim descriptors showing recur-
rency, meaning-in-context, and saturation.

One key informant stated, “The father and the old-
est son have the main responsibility of taking care of the
family. My wife has the responsibility of taking care of
our home and making sure the children are okay. I have
two jobs now because I want my wife and my children
to have a better life.” Another key informant stated,
“Taiwanese are very family centered. You have to put
your family in first place and put yourself second.” One
general informant stated, “My parents worked so hard
and tried to save every penny for us. Now I am doing
the same thing for my kids.” Another general informant
stated, “The mother’s responsibility is to take good care
of the children, prepare healthy foods, and support her
husband in his work. After I got married, I felt it im-
portant to put more focus on our family and not put all
my time and energy into work.” Another general in-
formant stated, “In the traditional Taiwanese ways, the
male was head of the family, school, and many other
institutions. In my family, my father made most of the
decisions when he was alive. Now my oldest brother
has taken on some of that responsibility.” Thus, a caring
ethos through the family and with the fathers providing
protective care could be substantiated.

Theme 5: Caring was expressed as
unconditional emotional and physical
support for Taiwanese loved ones
The culture care meanings and expressions of
Taiwanese Americans were closely linked to the world-
view, ethnohistory, and Confucianism. Frequently, car-
ing was described by informants as loving someone by
providing an action, but not necessarily by verbal re-
sponse. The Confucian philosophy of societal respect
and treatment of others as family members manifests
itself in unconditional acceptance. The data revealed
that caring was characterized as a process of continuous

overt activity and deeds that reflected the inner expres-
sions of love. These care meanings and expressions
were described in the following verbatim statements
by key and general informants through the criteria of
recurrency and saturation.

One key informant stated: “When you love some-
one, you must love them. You will just do anything
that can help the person and try to make them happy.”
Another key informant stated:

Taiwanese people express their love in different
ways. Some are not very verbal about displaying
their love, but you can feel it from their actions.
I seldom hear words of love from my parents, but
they sacrifice their whole life for me.

The other key informant stated:

I call my parents once a week. My mother always
chatters a lot on the phone with me, but my father
prefers to write. They don’t tell me by words that
they love me, but I can feel they love me so much.

One general informant stated: “In my culture, people
often don’t say so much about love and care for a per-
son. You can tell they love you by what they have done
for you and how they look at you.” Another general
informant stated:

In Taiwanese culture, caring can come from inside
our bodies and mind or as outward expressions.
When we care for someone, we are concerned about
their complete mental and physical health. Only
caring is more than an outward expression. Caring
comes from the soul, which is an inner expression.

The five themes just presented support Leininger’s
theory that caring is important for the health and well-
being of humans. Caring was discovered from differ-
ent dimensions of the social structure, the worldview,
and cultural values and beliefs. Leininger’s Theory of
Culture Care with the above research (themes) find-
ings led to the use of the three modes for transcultural
nursing actions and decisions as discussed next.

Three Nursing Modes of Actions
and Decisions

In accordance with Leininger’s theory, three modes
were predicted to guide nursing actions and deci-
sions. They are 1) culture care preservation and/or
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maintenance, 2) cultural care accommodation and/or
negotiation, and 3) cultural care repatterning and/or
restructuring.55

First Mode: Culture Care
Preservation/Maintenance
Culture care preservation is reflected in the impor-
tance of family relationships as filial love for Taiwanese
Americans. Culture care means family closeness, and
care is family centered. Nurses need to use this family
closeness through family presence, support, and help.
The family decision about treatment may be more im-
portant than the individual’s decision. It is necessary to
include family members in every aspect of care. Family
members need to be involved in all stages of a patient’s
health situation—from preventing illness to maintain-
ing health. Culture care preservation and maintenance
of family love (filial love) by including significant
family members in caring and treatment activities are
essential.

Second Mode: Culture Care
Accommodation/Negotiation
Harmony and balance as culture care must be accom-
modated or negotiated for the Taiwanese Americans.
For example, illness is viewed as an imbalance be-
tween Ying (cold) and Yang (hot), and so a nurse needs
to provide this balance of hot and cold to be a sensi-
tive caregiver. Nurses need to accommodate this value
by allowing and providing clients Taiwanese diets and
medicine to keep internal and external equilibrium.

Holism and spiritual life values as caring ways
need to be accommodated or negotiated for Taiwanese
Americans. Holism as a value manifested itself among
older-generation Taiwanese Americans who do not
separate illness of the body from illness of the mind
and learn about the whole person within a cultural con-
text. This mode includes nursing care that recognizes
and promotes the connection between cultural, psycho-
logical, and spiritual care, as well as physical care. For
those Taiwanese Americans who believe that having a
peaceful mind as caring brings health, nurses need to
accommodate and facilitate the use of spiritual care
with professional nursing care practices for healthy
recoveries.

Third Mode: Culture Care
Repatterning/Restructuring
Cultural care repatterning or restructuring may be dif-
ficult for nurses who do not understand Taiwanese
Americans. Taiwanese Americans utilize various treat-
ments, including Western medicine and Oriental
medicine. Some treatments are accomplished through
self-care, while others are provided by professional
caregivers. All Taiwanese Americans in this study ex-
pected quick results from Western medicine. It is, there-
fore, important for nurses to emphasize the importance
of taking medicine when there may be no immediate
visible effect. Taiwanese Americans often have beliefs
about causes of illness and what treatments should
be used, which may not be consistent with those of
Western health care. This implies that nurses may need
to develop an understanding of Taiwanese cultural be-
liefs about care and health so they can effectively work
with the patient to accept or reject Western care prac-
tices. However, it would be culturally incongruent for
the older-generation Taiwanese Americans to violate
their traditional beliefs about health care and practices.
Restructuring nursing actions would be needed where
traditional Taiwanese folk health care and professional
nursing practices are in conflict or if changes are indi-
cated from traditional to professional care.

In addition, repatterning or restructuring nursing
actions need to be conducted by helping clients un-
derstand the possible consequences and side effects of
combining Western medicine prescribed by their physi-
cian with Oriental herbal remedies. Careful and sen-
sitive repatterning or restructuring care practices also
provides a sense of trust between patient and health
care provider that develops from an understanding and
acceptance of the client’s cultural beliefs.

Conclusion
This study was based on Leininger’s Culture Care
Theory of Diversity and Universality with the domain
of inquiry focused on describing, analyzing, and ex-
plaining cultural care meanings and expressions of Tai-
wanese Americans with the ethnonursing method. Con-
trasts between Taiwanese Americans and traditional
Taiwanese in the homeland were briefly discussed to
show comparative views. This study examined the
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lifeways and worldviews of Taiwanese Americans
rather than merging all Chinese (Taiwan, mainland,
Hong Kong, Singapore, etc.) into one cultural group.
An island state such as Taiwan is very different from
mainland China in economic, social, and political cli-
mates. Taiwan’s advanced industrialized economy and
democratic political system is vastly different from
the third-world, centrally planned climate of main-
land China. Therefore, some wide variations in the
culture care meanings and beliefs between Taiwanese
Americans and Chinese Americans were discovered,
but a maxi study could highlight more details.

Five major themes were discovered from the data
analysis of this ethnonursing research:

1. Cultural care is reflected in the development of
national and cultural identity.

2. Cultural care is reflected in the value of harmony
and balance in daily life based on Taiwanese
ethnohistory, social structure, and worldview to
prevent illness and maintain well-being.

3. Culture care means preserving traditional folk
health care beliefs and practices along with the use
of Western health care practices for healthy
outcomes.

4. Caring is an obligation for the physical provision
of family members with different gender role
responsibilities.

5. Caring is expressed as unconditional emotional
and physical support for loved ones.

The Theory of Culture Care was substantiated
showing the great importance to use a holistic theo-
retical framework with generic and professional care
and social structure factors. The ethnonursing method
and Leininger’s enablers were crucial to discover
Taiwanese Americans’ care meanings and expressions.
Just as vast cultural differences exist among the peo-
ple of European countries, there is also great diversity
in social structure and lifeways among the populations
of Asian nations. There were, however, more universal
(similarities) than diverse findings from this study. The
ethnonursing research method was important to un-
cover these subtle differences so that nurses can provide
culturally congruent care to a diverse Asian and Asian
American population and to Taiwanese Americans in
particular.
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CHAPTER 26
Transcultural Nursing and
Health Care Among Native
American Peoples∗

Lillian Tom-Orme

According to Leininger the goal of transcultural
nursing (TCN) is to provide culturally con-
gruent and competent nursing care to diverse

peoples through the discovery, understanding, and use
of transcultural knowledge, practices, and theories.1,2

In the formative years of TCN, Leininger, the founder
of the field of transcultural nursing, held that it was im-
portant to blend the worlds of nursing and anthropology
to expand and advance the new discipline of transcul-
tural nursing.3,4 It was important to consider the role
of culture and its influences in the nursing profession.5

She also held that nurses need to discover emic (in-
sider’s) and etic (outsider’s) viewpoints of nursing and
cultures and to compare and contrast the differences
for quality health care. Leininger has challenged nurses
to study in-depth cultures and the different ways cul-
tures provide care, as well as the commonalities that
might lead to universalities in the future.6 Although her

∗The term Native American is used in this paper to refer to
American Indians and Alaskan Natives. The American Indians
are tribes of the continental United States while Alaskan Na-
tive refers to Indians in Alaska, both Aleut and Eskimo. In some
literature sources, Native Americans may also include natives
from all the United States territories including the Pacific Islands
(Hawaii, Samoa, and Fiji). However, for the purposes of this pa-
per Native American only refers to American Indians of the con-
tinental United States and Alaska. When “peoples” is used in this
chapter such as Native American peoples it is to respect the diver-
sity among all tribes or groups referred to by these terms based
on their treaties and sovereignty rights. The US government has
drawn up treaties with over 500 tribal nations. The peoples of
these tribal nations speak different languages and have different
cultural values, beliefs, and practices.

pioneering work in TCN began in the 1950s, nurses and
other health care professionals are just beginning to
adopt, accept, and appreciate the important role of cul-
ture in the health field. The major challenge continues
for nurses to lead the health professions in learning as
much as possible about world cultures, universal care
patterns, and to build on evolving transcultural nursing
knowledge and research findings to provide culturally
based and responsible care to clients.

In this chapter the TCN care concepts and prac-
tices that the author believes are highly relevant to
care for Native American peoples will be discussed.
On interacting with Native American peoples, health
care professionals will discover that there are tremen-
dous diversities and commonalities among indigenous
populations in terms of their language, cultural life-
ways, rituals related to health and illness, and care
expressions.7,8 As of September 2000, the United
States Census Bureau estimates that there are 2.4 mil-
lion Native Americans making up 0.9% of the total
United States population.9 According to the National
Indian Health Board, there are presently 554 feder-
ally recognized tribal nations throughout rural and ur-
ban areas in the United States, including those on and
off reservations.10 Many Native Americans are bilin-
gual, speak only their native language, or are learn-
ing their native language for the first time. Many tribal
nations lost their languages during the forced assim-
ilation period of the 1800s and the early 1900s, but
Native Americans are beginning to reintroduce the lan-
guage through formal efforts from grade school to tribal
community colleges. The author is proud that she re-
mains fluent in Diné, which is an Athapaskan language,
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and, as is true for many Southwest Native American
peoples of her generation, has English as her second
language.

It is important to remember in this chapter that
many tribal nations use their own indigenous names
rather than names assigned to them during colonial
times. For instance, the Spanish term Navajo is used
widely in the literature, but Navajo people of the South-
west have always referred to themselves by their indige-
nous name, Diné, or the people. Likewise, the Northern
Utes of the Uintah-Ouray reservation call them-
selves Nuntz; the Yakima have changed their name to
Yakama.11 Accordingly, in this chapter the preferred
tribal names for Native Americans will be used as much
as possible. Other general ideas about Native American
peoples are discussed along with use of specific exam-
ples. The Theory of Culture Care will be used as a gen-
eral theoretical guide to explain their cultural values,
beliefs, and practices related to care and health.

Health Status and Health Needs
Native Americans suffer from many preventable ill-
nesses and diseases.12 In recent times, chronic diseases
have become increasingly prevalent such as obesity,
diabetes, cardiovascular disease, cancer, and hyper-
tension. In fact, type II diabetes has become an epi-
demic in the latter half of the 20th century. It is well
known that the O’odham Akimel (Pima) have the high-
est prevalence of diabetes in the world; over one-half of
those over 35 years of age have type II diabetes. How-
ever, relatives of the O’odham, who live in Mexico,
have been found to have almost no diabetes.13 This
finding indicates that environmental and lifestyle fac-
tors may play major roles in the development of dia-
betes. Recently, type II diabetes has begun to increase
among Native American children, particularly those
with a family history of the disease or those with a
mother with gestational diabetes and those who are
obese or who have hyperinsulinemia.14,15 Parallel to
the increasing risk factors of a sedentary lifestyle and
over-consumption of calories, cancer and cardiovascu-
lar diseases (CVD) have also increased. Cardiovascu-
lar diseases have become the leading cause of mor-
tality, while cancer-related deaths have moved from
number three to number two in the past decade.16,17

Interestingly, cancer types and rates vary considerably
among tribal nations and by region.18 Cigarette smok-
ing and lung cancer incidence rates are highest among
American Indian women of the Northern Plains and
Alaska.19,20 Hodge, Fredricks, and Kipnis noted that
among some tribes in California, smoking rates were
at least 40%.21 Cancer is rapidly becoming a serious
concern among native populations, particularly among
Alaskan Natives. The most current data for 1993 to
1997 show that the most commonly diagnosed invasive
cancers among Alaska Natives were lung, colon/rectal,
breast, prostate, and stomach.22 Alaskan cancer inci-
dence rates for lung, nasopharynx, most organs of the
digestive system, and kidney now exceed those of the
United States as a whole. The rate of breast cancer has
increased among Alaskan Native women such that it is
now as high as that of all white women living in the
United States. Alaskan Native, Navajo, and Northern
Plains women have a cervical cancer rate at least twice
that of white women.23,24 The rate of injury caused
by motor vehicle accidents remains high; this is at-
tributed to driving while intoxicated and/or nonuse of
seatbelts.25 The Native American rate of alcoholism is
627% greater than the general United States rates.26

These facts about known illnesses, diseases, and in-
juries of these people are very important for transcul-
tural nurses to know, assess, and understand.

The Worldview of Native
Americans

With the author’s transcultural presentations and re-
search consultations, nurses have been encouraged to
think of Native Americans in circles or circuitous ways
rather than from a linear perspective, as the former is
congruent with their values, beliefs, and lifeways. All
too frequently health care providers (except for nurses
prepared in TCN) tend to use linear thinking and re-
strictive theoretical models with Native Americans that
fail to fit with the peoples’ beliefs and lifeways. Native
Americans strongly believe that life’s experiences oc-
cur in concert with the circles of the changing four sea-
sons, the rhythm of the dances and music, the solar sys-
tem, the homes made by humans and animals, and the
pathways of life from birth to death.27–29 The Sunrise
Model with the Theory of Culture Care Diversity and
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Universality is a congruent paradigm that fits the cir-
cular ways for Native Americans to view and respond
to their world.

A general fundamental belief of Native Americans
is that all things in life are connected and intercon-
nected; this belief also supports the value of circular
thinking.30 In nursing and transcultural nursing, con-
nection is linked to relationships with clients, with fam-
ilies, with other peers and colleagues, and is likened
to nursing care activities such as touching, listening,
client-focused nursing, and holism.31–33 Strickland,
Squeoch, and Chrisman show how the concept of
holism is exemplified in their research on promoting
women’s health.34 They emphasized education for Na-
tive American women and health care providers, using
a wellness rather than an illness prevention approach,
by focusing on the health of all women to show in-
terconnectedness rather than targeting only women in
a specified age group. Through the holistic approach
the importance of self-care for the good of the com-
munity is promoted, thereby integrating health pro-
motion into an environmental and spiritual balance.
This collective care of women in the community is a
priority over the isolation of individuals outside the
circuitous orientation. Likewise, Leininger’s Theory
of Culture Care emphasizing multiple holistic social
structure factors, environmental context, language use,
and ethnohistory reflects the qualitative holistic the-
ory prespective. Crow has supported the holistic and
circuitous approaches in nursing education as ways to
foster Native American students’ learning needs and
to meet their expectations.35 These nursing approaches
could include focus groups, storytelling, talking cir-
cles, and the use of silence.36–39 These approaches
are preferred over didactic or standardized testing
approaches.

Language and Communication
Understanding a culture’s patterns of communication,
as well as being familiar with their language, is im-
portant to establish rapport and acceptance.40,41 Tran-
scultural nurses and other health care providers who
are working with Native American peoples need to be-
come familiar with their native languages as this shows
a genuine effort to understand health, illness, and hu-

man experiences and care needs.42,43 There are usually
many influences or variations in the local native lan-
guage; however, nurses need to learn a few words to
communicate care as respect and interest in helping
people.

Use of traditional language is usually reflected in
a person’s worldview. Knowing a person’s preference
for language is critical within the health care profes-
sions. To have messages understood and prescriptions
followed, the nurse or health care provider must ensure
that both the provider and the client understand each
other. In many cases this is not always planned or given
serious consideration. For example, the Diné have a
strong preference to speak their indigenous language
and some cannot speak or understand English. Yet,
many health care professionals, including nurses who
come to the reservation, do not speak their language and
therefore must attempt to communicate through trans-
lators. Often the translators are inadequately trained,
and, in addition, many English words cannot be trans-
lated into the Diné language or vice versa. Also, if a
health condition is described or somehow communi-
cated, the perception of what was translated may be
entirely altered and delivered in an unintended man-
ner. Diné understand this and tell many humorous sto-
ries. One story shared with me by a Diné health care
administrator is a good example of why not to use a
young grandchild as a translator. A grandchild accom-
panied his grandfather to the clinic. The Anglo nurse
asked the grandchild to serve as a translator to find
out from Grandpa if he was still having diarrhea. Af-
ter some discussion between the two in the Diné lan-
guage, the young child remarked, “My Grandpa,” he
says, “he don’t give a s— anymore!” The nurse was
quite taken aback by what he considered graphic lan-
guage by a small child, but the child should not be
expected to know the medical term congruent with the
nurse’s knowledge.

Another reason to avoid burdening young children
with this task is that often children become privy to
personal information about adult relatives, information
heretofore kept from the children and valued by el-
ders as private. Although children participate in many
community-based social activities, their innocence is
strictly valued and maintained in religious or illegal
situations.44
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Purnell and Paulanka differentiate between trans-
lator and interpreter by the level of training and depth
of knowledge about a language.45 A translator may
only restate what is said in one language from another,
while an interpreter not only decodes words but also
provides the meaning of the message. It is always best
to use caution when relying on an interpreter as there
is much diversity in social classes, relationships, sen-
sitivity to certain issues, and dialects. Also, the con-
text of the interview setting may affect the translated
communication.

Other communication patterns relevant to Native
Americans include the care practice of allowing for pe-
riods of silence. This time allows individuals to reflect
and to formulate ideas from their native mind-set to
one that might be more appropriate to dominant Anglo
cultures.46 Leininger’s research has also found silence
as a dominant domain of care.47 Consistent with silence
is the generic or folk caring practice of “being with”
or presence. In the Diné care practice of presence one
might say, “I sat with her to make us both feel better.”
This may be most pertinent during times of ill health
or grief; however, care as presence is practiced in a va-
riety of settings for physical, emotional, and spiritual
comfort.48,49

Body language, hand movement, eye movement,
lip movement, and head movement are common non-
verbal ways to communicate among many Native
American peoples. Unfortunately, communication pat-
terns are misunderstood and used stereotypically by
Western people who refer to the stoic and passive ways
of Indian people. Struthers and Littlejohn found that
Native American nurses consider and prefer their com-
munication patterns to be more relaxed, peaceful, re-
flective, and respectful rather than loud, direct, and
prescriptive.50

One example of how Native American peoples
value nonverbal communication among themselves and
with their surroundings comes from Standing Bear’s
account of the Lakota people’s preparation for a buf-
falo hunt.51 He illustrated the power of silence among
humans and animals, as well as their surroundings. He
stated the following:

One word was sufficient to bring quiet to the whole
camp. The very presence of quiet was everywhere.
Such was the orderliness of a Lakota camp that men,
women, and children, and animals seem to have

a common understanding and sympathy. It is no
mystery but natural that the Indian and his animals
understand each other very well with words and
without words. There were words, however, that the
Indian uses that are understood by both his horses
and dogs. As long as the hunters listen, the animals
will listen also.

This example may not directly apply to communica-
tion between a health care provider and patient, but the
values of shared respect and silence among the com-
munity can be found among a support group of family
or community members. Thus, a transcultural nurse
may provide communicative care by facilitating an en-
vironment in the home or health care institution where
proper respect and silence are highly regarded by both
the health care staff and native peoples for healing to
take place. A non-Indian person may have difficulty
in understanding the above example. However, during
the author’s youth, many examples of appropriate and
respectful behavior were taught that included exam-
ples of animal behavior. Some examples were to run
but quietly like the deer, to be strong like the bear, or
to have keen awareness and eyesight like the hawk or
eagle.

This is not to say that all communication is quiet
and respectful. During times of celebrations, Native
American tend to be like others, boisterous and joyous;
some dances call for shouting; and many other occa-
sions such as sports activities call for uninhibited cele-
bratory behavior. Therefore, transcultural nurses must
be nonjudgmental and avoid stereotypes surrounding
communication patterns when planning nursing care.52

Another transcultural concept that many nurses
may not regard as important is cultural care preser-
vation.53 Through songs and dances, Native Americans
relive their traditions and pass them on to younger peo-
ple. Songs and dances are also performed during times
of illness or health. The Diné maintain strong generic
care traditions today; they call in a medicine person
to recite prayers and sing special songs for healing.
Through song and dance, people believe they commu-
nicate with the healing spirits. The gift of song is con-
sidered a true blessing. Those who know special songs
are revered to strengthen others in times of need or for
support. This is an example of generic care that needs
preservation through recognition and support by trans-
cultural and all other nurses. Many creation stories
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of Native American peoples include a song for dif-
ferent events and occasions. Songs are sung for rites
of passage, for healing, and during times of illness
or stress and celebrations of the seasons. Nurses and
other health care professionals may witness singing and
chanting in hospital rooms or in settings where com-
munication with healing and guiding spirits are sought.
These generic folk care practices call for respect and
understanding of indigenous cultural communication
traditions.

Humor is another manner of communication that
remains strong among most Native American peoples.
Humor is also thought of as a generic practice/folk
care practice to alleviate stress, as well as to temporar-
ily or permanently heal worries or sadness. Health care
professionals working with Native Americans will dis-
cover the value of humor as care in daily events. In spite
of the seriousness of an illness or life’s challenges, Na-
tive American people will use humor as care to deal
with the situation. Nurses must learn to appreciate Na-
tive American humor and to integrate this generic care
practice into professionals nursing care when it is ap-
propriate. When a client or family uses humor with
nurses, it is a good sign that trust has been established.

In her research Strickland has advocated for the
use of focus groups to collect and describe group
norms; however, a modified version of the traditional
focus group may be preferred to accommodate Native
American communication patterns, which would be
useful in planning nursing care.54 For instance, small-
group prior to larger-group discussions may actively
engage participants and still respect the presence of el-
ders by calling on them at the end of the session to
show acknowledgement of cultural values, beliefs, and
practices.

Family/Kinship Factors
and Dimensions

Although many Native American families do not live
in an extended family household anymore, many re-
main strongly oriented toward being part of an extended
family and community network. For example, when-
ever Diné greet another, they state their matrilineal and
patrilineal clans (parents) and add their maternal and
paternal grandfathers’ clans. Also, any time care de-
cisions are necessitated by family illness or rites of

passage (birthdays, graduations, funerals, etc.), the ex-
tended family network is called into action to provide
care. Therefore, the extended family and clan networks
remain strongly involved in care practices among the
Diné, as well as other Native American peoples. Tra-
ditionally, health care delivered by the Indian Health
Service focused on the ill person alone. Increasingly,
more attention has been paid to the ill person and his
or her family and extended family as health care recip-
ients, and generic nursing care decisions and actions
have been designed to extend beyond individuals to in-
clude the active participation of the community. This
focus extends beyond self-care to family care or even
collective care in a community that values this. Thus,
culturally congruent care by transcultural nurses must
be more macro oriented to include community care
activities.

Family is extremely important to Native American
peoples. The Diné have a saying that to be poor is to
be without family or kin. Family consists of extended
members who share commonality through maternal
and paternal grandmothers’ family, and clan members
are expected to provide care by visiting an ill person
while at home, in a hospital, or in a long-term care
facility. Most native people believe that presence or
“being with” encourages that person to regain health
and balance. When the Diné family member is in-
stitutionalized for a length of time, particularly off
the reservation, family members have serious concerns
about the person’s health and well-being. Care as pres-
ence among familiar kin is believed to contribute posi-
tively to health. If this is not possible in strange places
and among unfamiliar people and sterile environments,
transcultural nurses need to be aware of this and to pro-
vide care that is culturally congruent to promote health,
healing, and well-being. In the absence of family, tran-
scultural nurses may call a local Native American orga-
nization to arrange for a guest who speaks the language
of the client or some family member who could pro-
vide care by being present. If unsuccessful, a nurse
could provide the presence or provide familiar taped
Indian songs or stories.

Living near an urban environment, I have occa-
sionally provided care by visiting hospitalized Diné to
speak with them in our native tongue, to bring them a
gift, and to offer my home to their relatives. If I find
that a family is related to me by clan, I am obliged to
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provided generic cultural care by greeting them with
appropriate terms and treating them just like my blood
relatives. These generic care practices are important to
Native American people, as they are part of the recov-
ery or health maintenance process.

Relationship with Environment
Native American people have lived for centuries in a
variety of settings across the United States before they
were confined to reservations or terminated as tribes.
In diverse locations and climates, they adapted to and
learned to use plants, wildlife, and materials for food,
clothing, utensils, and home building. The use of paint,
feathers, beads, or amulets of various materials may be
found on clothing or on a client’s body. These sacred
items are representations of Native American peoples’
relationship with their surroundings and are powerful
and meaningful forces to them in the universe. Some
examples of Diné practices include the use of ash or
clay to paint the body, an eagle feather when honor-
ing a person, or juniper beads to prevent bad dreams.
Nurses need to provide care by showing respect for
these cultural beliefs and practices and to support cul-
tural care preservation, one of Leininger’s theoretical
modes for nursing actions and decisions for culturally
congruent care.55

Many Native American indigenous practices are
learned during childhood and reinforced throughout
adulthood. Typically, Diné children living on the
reservation wander throughout the landscape to find
various gifts of nature for amusement. The author’s
children have heard many of her childhood stories
about how the environment was explored for play and
entertainment. She played in the dirt and mud, climbed
rocks, splashed in the water, ran among the bushes
and trees, collected plants and insects, rode horses and
donkeys, learned to swim in the river, picked berries
and nuts, dug for roots, and learned to plant and care
for crops. She also participated in ceremonial activities
after being told how to listen, act, and respect the ritu-
als. Thus, children are taught at an early age to become
resourceful and to respect the environment for its gen-
erosity. The Native American world is an interactive
one where the person is considered to be only a small
part of larger expansive surroundings. Other beings,
inanimate and animate, are also considered to be part of

this interactive balance of relationships. Preservation
of care practices is pertinent to maintain health and bal-
ance, which begin in childhood and remain throughout
the life cycle. Transcultural nurses and all nurses
need to understand these close ties to the environment
and provide and respect assistance to maintain and
promote these Native American lifeways and rituals.

As a middle-aged adult today, the author’s respect
for the environment has deepened, and she has con-
tinued to enjoy nature by jogging or walking outside
to seek peace of mind, to gain balance, and to en-
joy the Creator’s or Great Spirit’s gifts. Transcultural
care providers, including nurses, need to recognize this
whenever they are invited by Native American people
to give professional care in their community. Rather
than teaching “aerobic exercise” as preferred by West-
ern society, a more acceptable Native American ap-
proach might be to stress self-care and care to signifi-
cant others through walking or jogging. Such activities
give peace and balance to an individual that is health
promoting and culturally congruent with native peo-
ple’s cultural beliefs and lifeways. The author always
tells the story of how her grandfather taught her that
while she ran she should not only run for exercise but
also to celebrate life by shouting, throwing rocks, em-
bracing the new day, and looking forward to what new
opportunities the new day would bring.

Spirituality and the Use
of Traditional Medicine

Spirituality is an integral part of being a Native
American or a natural and integral part of their Na-
tive American existence.56,57 Spirituality is a caring
mode among Native American peoples. It is important
to promote healing and to create harmony and is com-
plementary to Western healing modes. Spirituality is
emphasized with Native Americans as it also promotes
self-awareness about one’s body or condition and con-
nects with and harmonizes one’s lifeways.58 Spiritual-
ity is viewed by Native Americans as essential to their
existence; therefore, all gatherings and business meet-
ings are opened and closed with prayers. Native people
are always grateful for the camaraderie and presence
of fellow Native American people who share similar
cultural beliefs and practices. Native Americans en-
courage their young to offer sacred objects as gifts to
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the Creator in a variety of settings; these gifts may
include traditional tobacco, corn pollen, water, salt,
plants, and others. Care as spiritual connectedness is
uniquely strong and its presence is felt among the Na-
tive American people during gatherings; they are gen-
erally very comfortable and peaceful with one another.
Some Native Americans may not speak the same lan-
guage and live miles apart, but through spiritualism
they find a sense of equality and family belonging.
Thus, transcultural nurses need to preserve spiritual-
ity among Native Americans as a dominant feature in
care decisions and actions to provide culturally sensi-
tive and appropriate care.

Struthers and Littlejohn have described the spiri-
tual benefits of the annual Native American summits.59

After returning from these gatherings many Native
American nurses have realized they provide a unique
forum to discuss Native American nursing issues but
also to share and explore cultural and spiritual care ex-
periences in their own ways. These annual gatherings
have been times to honor Native American nurses and
to reconnect with and strengthen their spirituality, as
well as to promote healing. Moreover, these summit
caring experiences are important to share knowledge
and skills, mentor new nurses and students, and sup-
port each other. The nurses share cultural wisdom and
help reintegrate nurses as a cooperative group, which
honors and strengthens the traditional learning circle.
Thus, spirituality is an integral part of Native American
nursing care. Crow supported these views in her con-
trasts of Native American and Western worldviews
of nursing education.60 Crow stated that the Native
American educational worldview and culture are not
necessarily consistent with that of the Euro-American
worldview and culture; therefore, learning and per-
formance of Native American students are sometimes
unfairly evaluated. Thus, in a culturally acceptable
learning environment, where teachers understand the
Native American students and their preferences for
learning methods, both teachers and students benefit
from the experience.

Traditional Medicine and Health
and Healing Modes

To Native American peoples health is a balance of the
physical, mental, spiritual, social, and cultural factors

within the individual or community. Traditional
medicine and healing modes have always treated these
dimensions as important to promote harmony and heal-
ing and are still thriving in many Native American
communities. Today, many use traditional Western al-
lopathic medicine and Native American Church (NAC)
care practices by self-treatment using over-the-counter
medications and making a visit to the nearest healthcare
provider. If a serious condition exists, family mem-
bers are consulted to assist in making a decision for
costly or major procedures or professional health care.
Traditional medicine may be used first when the con-
dition is caused by a natural phenomenon or when
the Western treatment being considered has been ef-
fective based on previous experience. Transcultural
nurses need to respect the client’s and family’s deci-
sions if they choose one or both practices. Today, it
is unlikely that Native American people will use tra-
ditional practices exclusively. Nurses can provide care
by supporting the client’s interaction with the tradi-
tional practitioner, NAC roadman, priest, or other de-
nominational leaders. In eliciting information about the
people’s use of health practices outside of modern pro-
fessional health care, transcultural nurses might ask
such questions as, “What other treatments or healing
practices do you use? Tell me about the necklace or
feather (amulet) that you are wearing and how it may
help you. When you were told that you have diabetes,
what were your first thoughts? What do you do to feel
better?” Asking open-ended questions in a nonhurried
manner communicates acceptance, caring, and a will-
ingness to learn about the client’s traditional or generic
care beliefs and practices.

Today, Native American peoples generally do not
understand how life’s activities such as eating and pref-
erences for modern conveniences could be blamed for
chronic health conditions and physical illnesses.61,62

However, when exploring further, one will find that
these people have their own cultural explanations,
which include abandonment of tribal traditions, a loss
of spirituality, adopting Anglo ways, increased use of
chemicals (fertilizers and pesticides) on plants, and cul-
tural taboo violations.63 Patience, understanding, and
persistence are important values in providing transcul-
tural care practices. They need to be learned and used
to provide culturally congruent health education and
nursing care with Native American peoples.
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Food Beliefs and Practices
As in most cultures of the world, food use and prepa-
ration are important to Native American peoples. In
traditional times, most Native American peoples re-
lied heavily on natural foods gathered from their lo-
cal environments. Today, many continue to rely on
these traditional foods, while some have almost com-
pletely abandoned traditional foods. Native Americans
from the southwestern United States have valued and
used corn and its products in many dishes and rit-
uals as it is a traditional food with many symbolic
meanings. For instance, corn pollen is used in Diné
and Apache ceremonies. Pueblo people also use corn
in food preparations and in dances. Likewise, Hopi
people use corn in stews, in piki bread, and corn-
meals. The Hopi who now live in northern Arizona are
known for perfecting dry farming in arid conditions to
grow corn for their very important rituals and for food
consumption. To these native peoples, corn plays an
important role in their food use and sacred knowledge
and is considered a healthy food. In addition, Diné have
herds of sheep, which provide food and wool for weav-
ing rugs. Sheep and goat meat contain high amounts
of fat, and nurses may need to help the Diné to use
such meats in moderation or to decrease the fat content
in preparing different dishes. Culture care negotiation
is indicated as a compromise rather than teaching the
complete elimination of meat, which the people desire
and have eaten for many years.64

Northern Plains people of the United States be-
lieve that the buffalo was given to them as a sacred be-
ing to provide for their sustenance and rituals. Many of
their cultural practices depended on the buffalo such as
their dances with clothing that they make from buffalo
skin. Traditionally, they organized socially and devel-
oped their cultures around the buffalo migration with
respect for all that the buffalo brought and represented
to them. Today, there are only a few buffalo left and so
the plains peoples no longer structure their lives in ac-
cordance with the buffalo migrations. However, many
continue to hold feasts and other gatherings to honor
the old traditions, including reverence to the buffalo. It
is important to know the ethnohistory and its relation-
ship to food to provide generic care practices. Native
American people feel accepted and respected by any
health care providers who accommodate their tradi-

tional care practices. The elders, particularly, remain
closer to traditional ways with their philosophy of life
and very much appreciate health care providers who
give culturally congruent care.

As with many cultures of the world, Native
Americans have their own food categories and pre-
scriptions. Certain foods are reserved for various stages
of the life cycle. Many food prescriptions and taboos
are followed during pregnancy, which is a very impor-
tant phase of life. Pregnancy is believed to be a special
time in which “strong” foods are prescribed for the
mother and unborn baby. Among the Diné, strong foods
consist of traditional foods such as corn, berries, lean
meat, and bland food. Fatty, salty, and sweet foods are
prohibited during certain rituals, illnesses, or rites of
passage. Transcultural nurses need to take a careful
nutrition history and to incorporate some of these pre-
ferred foods into their care plans and practices. Chil-
dren usually eat all foods eaten by adults, and they of-
ten share foods with adult relatives and eat as much as
they want. The Diné believe in feeding small children
adult foods such as mutton, stews, or tortillas as they
are considered strong foods required for growth. Elders
have their own food patterns because of their poorer
dentition, gastrointestinal changes, and preferences for
smaller portions. Southwest tribes prefer cornmeal and
berries prepared in various ways. Transcultural nurses
and other care providers need to know the traditional
food categories for each stage of the life cycle to pro-
vide culturally congruent and acceptable care. Nurses
may need to practice cultural care restructuring or
repatterning to make food modifications if fatty food
intake is contraindicated for health reasons.65

When Native Americans are institutionalized, they
long for familiar foods and the company of their fam-
ilies during mealtimes. Nurses need to acknowledge
this and accommodate and negotiate ways for fami-
lies to bring in occasional traditional meals. When the
author’s grandfather was placed in a long-term care fa-
cility almost 100 miles away from his home, he longed
for many familiar things, but requested food from home
every time he was visited by a family member. He de-
scribed nursing home food as having “no taste and like
rubber.” He also asked about people from home, his
animals, and other news. These are opportunities to
provide cultural care preservation and to provide cul-
tural congruent care.
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Nurses must learn about people’s preferences for
foods, food categories, food use during various rituals,
food taboos, and foods considered to have favorable
health benefits at different times in the life cycle. In
the author’s research among the Diné people with di-
abetes, she found that all foods were considered to be
gifts from the Creator or Great Spirit; therefore, what
Anglos call “junk food” was not a category shared by
the Diné.66 Instead nurses must teach that this food
group does not provide proper nutrients for growing
children, and foods in this group are detrimental to the
health if consumed frequently and in large amounts.
Again, nursing actions and decisions for culture care
repatterning or restructuring are indicated.

Relevance of Ethnohistory in
Nursing and Health Care

Knowledge of native people’s history was one of the
themes that Native American nurses identified as im-
portant to know.67 This knowledge brings a better un-
derstanding about Native American clients, explains
some contemporary behaviors, and enhances the estab-
lishment of trust between nurse and client. The history
of Native Americans is replete with cultural imposition
practices in educational settings, in religious realms,
in the political-legal process, as well as in the institu-
tions that provide health care. Ortiz, a contemporary
Acoma poet noted, “ . . . a link to the past that is impor-
tant for me to hold in my memory because it is the only
memory by knowledge that substantiates my present
existence.”68 Native American peoples are present and
past oriented. Their ethnohistory is important to estab-
lish their origin and existence, as well as their cultural
lessons learned over time. When Native Americans are
asked to introduce themselves, often they take time to
acknowledge tribal affiliation, family, and upbringing
and how these factors have affected their current life-
ways over time. Likewise, Ortiz described his child-
hood education in a boarding school setting and his
realization of the separation from his home and famil-
iar surroundings of places and people. He wrote the
following:

Naturally, I did not perceive this in any analytical
or purposeful sense; rather, I felt an unspoken anx-
iety and resentment against unseen forces that de-
termined our destiny to be an Indian, embarrassed

and uncomfortable with our grandparents’ customs
and strictly held values. We were to set goals as
American working men and women; single-
mindedly industrious, patriotic, and unquestioning,
building the future that insured that the U.S. was the
greatest nation in the world. I felt fearfully uneasy
with this, for by then I felt the loneliness, alienation,
and isolation imposed upon me by the separation
from my family, home, and community.

There is a long history of negative experiences of epi-
demics, annihilation of entire villages or tribes, forced
migrations, and government-sanctioned cultural assim-
ilation practices in Native American history. These his-
torical accounts of survival are shared with children,
often through oral history or storytelling so they can
pass this intergenerationally on to their children. His-
torical accounts create and ingrain memories for many
generations to come. Ortiz held that the past is brought
forward to the present to build a better future.69 It is
for these reasons that elders are valued as they have
endured brutal, oppressive practices; experienced the
toughest life conditions; and, therefore, have lessons to
teach about survival, cultural continuity, perseverance,
and dignity. The elders have been trailblazers whose
values of strength, persistence, and longevity are emu-
lated. Through acknowledgment of people’s ethnohis-
tory, transcultural nurses can provide respect and trust
and use generic care practices in the community or with
collective groups of Native Americans.

These same lessons exist in health care today, just
as Native Americans endured epidemics and hardships
of the past. Many believe that the present epidemics
of chronic health problems must be faced with strength
and persistence. Native Americans remain ever hopeful
that life’s cruel lessons keep them strong and cohesive
and that their traditions will not be lost. Transcultural
nurses need to understand the rich and diverse tribal
history that provides a context to understand collec-
tive peoples and how they define their current lifeways.
Understanding the Native Americans’ past and present
lifeworlds also provides and communicates respect to
the people for whom nurses care, and most of all it
provides an atmosphere of caring and opens a way for
dialog and trusting relations between Native American
clients and nurses. Ortiz’s summary of cultural preser-
vation depicts this care practice with these words, “We
have always had this language, and it is the language,
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spoken and unspoken, that determines our existence
that brought our grandmothers and grandfathers and
ourselves into being in order that there be a continuing
life.”70

Summary
In this chapter the author has identified some of the
major cultural beliefs, practices, and values as rele-
vant to Native Americans to provide culturally con-
gruent care. Leininger’s Theory of Culture Care Diver-
sity and Universality was used to guide the discussion
about holistic care with the use of the three modalities
of culture care preservation/maintenance, accommoda-
tion/negotiation, and repatterning/restructuring. Such
knowledge is critical to provide meaningful, sensitive,
and knowledgeable care to Native Americans. In us-
ing the Culture Care Theory, one can discover multiple
factors such as kinship, politics, economics, and high
technology that influence the health and well-being of
Native Americans. Dominant care constructs for Native
Americans include care as respect, presence among fa-
miliar kin, silence, singing special songs, humor, and
spiritual connectedness. These care constructs need to
be recognized as pertinent and critical by transcultural
nurses and other health professionals and need to be in-
cluded in nursing actions and decisions and other health
care planning endeavors.

Tribal communities, whether on reservations or in
urban settings, need to be actively involved as part-
ners in their own health care to preserve their emic
perspectives. Tribal nations have goals to elevate their
health and well-being to the highest possible level. This
can be accomplished through the provision of cultur-
ally appropriate, competent, and congruent nursing and
health care to Native American peoples of this coun-
try. In accordance with Leininger’s theory, we must
acknowledge and respect both the diversity and com-
monalties that exist among tribes so that stereotyping
is avoided. While making cultural assessments, nurses
must identify and explore with each tribe their unique
beliefs and culturally specific preferences for nursing
care. It can be unequivocally stated that, when provid-
ing care to Native American clients and communities,
one must keep in mind that the holistic approach is pre-
ferred to promote the physical, mental, spiritual, and

social health of persons, families, and communities.
Transcultural nursing is a subfield within the nursing
profession, as well as the health care arena, that pro-
vides a very important basis for the provision of cul-
turally congruent care to promote the health of Native
American peoples.
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CHAPTER 27
Lithuanian Americans
and Culture Care

Rauda Gelazis

Lithuanian Americans in the United States consti-
tute a culturally distinct group of people which
has not been extensively studied to date, in nurs-

ing or in other fields. The many recent changes in
Lithuania, culminating with its dramatic struggle for
independence from Soviet domination and oppression,
have revitalized interest in Lithuania and the other
Baltic countries. Accordingly, nurses are aware of the
country, its struggles and needs, but few have substan-
tive knowledge of Lithuanian culture. Transcultural
nursing knowledge is essential in order for nurses to
understand the people as a basis to learn about their
nursing care needs and especially to develop profes-
sional nursing care that will provide culturally congru-
ent care to Lithuanian Americans.

During the last four decades Leininger has de-
veloped and done research in transcultural nursing
to establish a knowledge base for nurse teachers and
practitioners for the specialty field. Her Culture Care
Theory emphasizes understanding the cultural dimen-
sions of human care. To achieve this goal the world-
view, ethnohistory, social structure, language, cultural
values, and care systems need to be studied to discover
ways to provide care. The major theoretical premise of
Leininger’s Theory of Culture Care is that knowledge
and understanding of a people’s culture care beliefs,
practices, and values are essential to develop sound
professional nursing care that is culturally congruent.1

The theory predicts that nursing care that fits the client’s
lifeways will be more satisfying, effective, and lead to
well-being.2 Moreover, a lack of culturally congruent
care can lead to cultural conflicts, noncompliance, and
additional stress for clients. As nurses become more
aware of the importance of transcultural nursing in a
world in which many peoples are struggling for cultural

independence and survival, it is important to under-
stand the many diverse cultures who need quality nurs-
ing care practices.

In this chapter the author presents some transcul-
tural nursing insights and knowledge about Lithuanian
Americans with practical applications for nursing
care. This specific, culturally congruent care knowl-
edge is based upon the author’s research findings us-
ing Leininger’s Culture Care Theory with Lithuanian
American people, and from the author’s lifelong per-
sonal experience with the Lithuanian culture.

Theoretical Framework
The theory of Cultural Care Diversity and Universal-
ity emphasizes the centrality of cultural perspectives of
care to nursing.3 The theorist postulates that if culture
care values, expressions, and forms of care are known,
the health or well-being of individuals or groups will be
evident.4 The goal of the theory is to provide culturally
congruent nursing care or care that fits with the client’s
culture and lifeways.5 In order to achieve this goal,
Leininger describes three dominant modes to guide
nursing care: culture care maintenance or preservation,
culture care accommodation or negotiation, and culture
care repatterning or restructuring.6 These modalities
give full consideration to the client’s lifeways while at
the same time providing professional information to
clients to make choices and decisions of what profes-
sional ideas and practices will be viewed most helpful
to them.

Leininger has identified care as essential to the
growth, well-being, and survival of human beings. In
order to understand fully the patterns of culture care,
the professional nurse needs to closely study the social
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structure, language uses, symbols, and meanings about
care of a given culture, for it is human care that makes
a difference in well-being. However, values and be-
liefs about care are usually covert and embedded in
the worldview and social structure of a particular cul-
ture. The Sunrise Model, as developed by Leininger,
helped the researcher focus on the various aspects of
worldview, cultural, social structure, and health system
dimensions that influence care and health in the vari-
ous cultural contexts identified.7 These diverse social
structure factors were investigated by the author with
Lithuanian Americans in a Midwestern metropolitan
area in the United States.8 The author used the eth-
nonursing research method in order to tease out and
make known care phenomena for nursing care prac-
tices largely from the people’s emic perspective using
the tenets and premises of the theory of Culture Care
Diversity and Universality, looking for similarities
and differences among the people.9 The ethnonursing
method is designed to focus specifically upon learn-
ing from the people about actual and potential nursing
phenomena through eyes, ears, and experiences.10 The
author used the ethnonursing research method to study
Lithuanian Americans in order to obtain data and to
understand the peoples’ views and beliefs about care
and ways that these influenced health or well-being.
The recommendations for culturally congruent, pro-
fessional nursing care are based on this research. Since
no previous nursing studies of Lithuanian Americans
were found in a literature review, this research stands as
an important first nursing care study with the culture.

Ethnohistory of Lithuanian
Americans

A brief ethnohistory of the Lithuanian Americans’
homeland on the Baltic Sea will be presented, followed
by a focus on Lithuanian Americans in the United
States. Ethnohistory helps to set the context to explain
and even predict some of the findings about Lithua-
nian Americans and their care expressions and needs.
Lithuanian Americans are a relatively small culture in
the United States when compared with other major cul-
tures such as African Americans, Hispanic Americans,
and European Americans. This culture has been highly
influenced over several generations by the dominant
culture of the Anglo-Americans in the United States.

Lithuanian Americans have been able to deal with most
conflicting intercultural values in a positive manner.

Lithuania — Baltic Sea Homeland
Lithuania, at present, is 25,200 square miles in area
(about the size of West Virginia) with a population
of 3,723,000, and a density of 108 persons per square
mile.11,12 The capital of Lithuania is Vilnius. Lithuania
has a seaport, Klaipeda, on the Baltic Sea. Lithuania is
bounded on the north by Latvia, Belarus on the East,
Poland on the South, and the Baltic Sea on the West.
In the past the economy was based on agriculture.
The people are predominantly of the Roman Catholic
religion.

Lithuanians, along with Latvians, are the only re-
maining remnants of the family of Baltic people who
have inhabited the shores of the Baltic Sea for over
4,000 years. The other Baltic tribes of Old Prussians
and Yatvingians became extinct during the later part
of the Middle Ages through wars with the Teutonic
knights and through assimilation into the Germanic
tribes. Lithuanian prehistory goes back to 1500 B.C.
when Lithuanians were already living in their present
homeland. They were called “Aestians” (the Honor-
ables) and were pagan nature worshippers.13 Their ear-
lier religious beliefs included worship of the sun and
other natural phenomena. Artifacts symbolizing the
sun god have been recovered, such as amber which
came to represent the healing properties of the sun.14

Evidence of goddess worship has also been found
in the artifacts of these peoples.15 In the Mesolithic
and Neolithic eras the Aestians lived as tribes until
the fifth century A.D., when a loose federation was
formed headed by a pagan high priest. In the thir-
teenth century (1251) the tribes were united under
Mindaugas, who defeated the Mongols. Mindaugas and
many Lithuanians were baptized into Christianity and
gradually became Roman Catholics. Roman Catholi-
cism has been the dominant religion of the people
since the thirteenth century.16 Lithuania was a powerful
nation for several centuries and spread over northeast-
ern Europe. In the sixteenth century Lithuania joined
with Poland and later declined in power. During the sev-
enteenth and eighteenth centuries Lithuania was under
Polish or Russian rule. Because of its key position on
the Baltic Sea, various countries tried to gain power
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over Lithuania. In the nineteenth century the Russians
attempted to eradicate the Lithuanian language and cul-
ture by forbidding the teaching of the language and ban-
ning printed matter in the language. By the end of the
19th century, Lithuanian serfdom which the Lithuani-
ans experienced under the Russians ended. Lithuanians
held tenaciously to their own language, and national
leaders emerged to promote Lithuanian identity and
language.

Lithuania became an independent state in 1918,
but it was forcibly annexed by the Union of Soviet
Socialist Republics in 1940. During the time of inde-
pendence Lithuania, though still largely an agrarian
country, had begun to make strides toward modern-
ization and industrialization.17 When the Communists
took over, all private ownership was eliminated and all
farming and industry were taken over under the direct
rule of the communist government.18 In 1941, hundreds
of thousands of Lithuanians were deported in cattle cars
to Soviet prison camps in Siberia.19 The deportations to
Siberia and political oppression continued for almost
fifty years.20

The Lithuanian language is one of the oldest Indo-
European languages.21 It is part of the ancient Eu-
ropean language family called the Indo-European
languages.22 The prehistoric Indo-Europeans left no
written records such as did their Egyptian and Meso-
potamian contemporaries.23 The Indo-European lan-
guage discovery came from clues during the open-
ing of trade with India around 1585. At that time an
Italian merchant named Filippo Sassetti discovered
that Hindu scholars could speak and write an ancient
language as venerable as Latin and Greek and he called
this language Sanscruta (Sanskrit).24 Scholars later
studied this language and believed it to have the same
roots as Latin and Greek. Sanskrit, or the Indo-Iranian
branch of the Indo-European languages, and Lithua-
nian are both satem-languages, meaning that the prim-
itive Indo-European K’ has developed similarly in both
languages.25

Lithuanians Come to the United States
After World War II Lithuanian emigration to the United
States represented the attempts of thousands of Lithua-
nians to find freedom from political, religious, and eco-
nomic oppression. Most post-World War II immigra-

tion occurred from 1940 to 1951, but there had been
other migrations of Lithuanians to the United States in
the latter part of the eighteenth and early nineteenth
centuries. The famine of 1867–68 and land reforms
in Lithuania had been responsible for earlier emigra-
tion to the United States. Those who came in the early
nineteenth century came here to better their economic,
political, and religious conditions, but many returned to
their homeland after saving some money and rejoined
families left in Lithuania. The choice of returning to
their homeland had not been available to the Lithua-
nians in the United States until 1991, when Lithuania
was recognized as an independent nation after the fall
of the Soviet empire.26

Throughout the world there are approximately
800,000 Lithuanians in exile in various countries. There
are about 650,000 Lithuanians in the United States, liv-
ing mostly in industrial and metropolitan centers in the
Eastern and Midwestern parts of the country. There
are also Lithuanians in Brazil, Argentina, Uruguay,
Canada, Australia, and Great Britain.27 Today, over
fifty years after the loss of independence and freedom,
Lithuanians throughout the world struggle to maintain
their language and culture and try to help Lithuanians
in their homeland resist the influences of a Soviet com-
munist regime.28

In Lithuania there was a pattern of Russification
of the Lithuanian language while the country was
under Soviet rule.29,30 In the West, there are influ-
ences from the countries where Lithuanians settled af-
ter escaping.31 In the United States, for example, there
is now a generation of Lithuanians who have had to be
bilingual almost from birth and for whom the Lithua-
nian language has never been their sole language. Un-
der such conditions, the Lithuanian language becomes
difficult to maintain and expression becomes somewhat
stylized and awkward due to the fact that speakers use
translation in their thought processes.32

In recent years Lithuania regained its freedom.33

Under the Soviet Union’s policy of glasnost, or open-
ness (1988–1989), Lithuania began to push for inde-
pendence. On March 11, 1990 the Act of the Restora-
tion of the Lithuanian State was signed, declaring
independence from the Soviet Union.34,35 In 1991, with
the dissolution of the Soviet regime, the United States
and many other countries have recognized Lithuania as
an independent, sovereign nation. Today Lithuania is
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striving to become economically stable and is develop-
ing economic ties with Europe, the United States and
other nations.36

Lithuanian Americans living in the United States
today consist of Lithuanians and their families who
came to America after World War II, in the period of
1949 to 1951, as well as Lithuanians who came to the
United States before World War I, and the descendants
of the Lithuanian immigrants in the late nineteenth
century.37 They supported the movement for freedom
in their homeland in any way they could over the years.
Since the declaration of independence by Lithuania,
support and assistance for their homeland continues.
The most recent wave of immigration to America
came in the 1990s and consists of people immigrating
to study and to better their economic status.

Review of Literature on
Lithuanian Americans

A review of literature on Lithuanian Americans re-
vealed few research studies about this cultural group.
The few existing studies of the culture have found that
the Lithuanian people value their religion, family, hard
work, frugality, hospitality, and possess a strong regard
for its culture, traditions, and particularly the Lithua-
nian language.38–41 Lithuania has a very old culture and
has withstood centuries of invasions and attempts at an-
nihilating its people and identity.42 Lithuanian schol-
ars and anthropologists such as Gimbutas have stud-
ied various aspects of the culture, such as its myths.43

Its ancient culture was once matriarchal and even to
this day women are highly regarded in the culture.44

To date, no nursing or ethnonursing studies have been
published about this culture. This author has conducted
research about Lithuanian Americans and the findings
are consistent with the few studies mentioned here.45

Several more recent ethnographies of Lithuanian
Americans focus on the ethnic identity of the people in
different parts of the United States. Baskauskas stud-
ied an urban enclave of Lithuanian refugees in Los
Angeles.46 She noted that even though Lithuanians
participate in American economic, educational, and
political systems, they also pursue their other major
cultural and social objectives. Lithuanian American
refugees viewed their culture as equal to if not bet-
ter than the surrounding one and had no desire to ex-

change it for the other. They have established stable
and important social relations with others outside their
group. Baskauskas noted that Lithuanians were among
those selected to immigrate after World War II due to a
seeming behavioral similarity to the population already
present in America, but that the expected accultura-
tion/assimilation did not seem to occur. Baskauskas
postulated that post World War II Lithuanians who
came here were refugees, rather than immigrants who
left their homeland by choice. Refugees who had been
displaced by the war and could not return to their home-
land due to the Soviet Communist occupation may con-
stitute a group differing from immigrant groups. Her
study was done in the early 1970s before the interest
that African Americans generated in finding their cul-
tural roots. In the 1980s there has been a considerable
change in attitudes toward cultural differences and cul-
tural and ethnic pride in one’s cultural heritage that has
to some extent replaced the attempt of cultural groups
to quickly become part of the melting pot.

Gedmintas in 1979 studied the ethnic identity
among Lithuanian Americans in the urban industrial
setting of Binghamton, New York.47 Gedmintas con-
cluded that ethnicity and ethnic identification, far from
being all or nothing categories, vary according to social
conditions. He noted that ethnicity, or ethnic interac-
tion, may fade in importance in comparison to eth-
nicity at other levels, but the potential for ethnicity is
maintained through the retention of ethnic identity as
part of the individual’s basic social identity. Gedmintas
also found that although Lithuanian ethnicity has
been declining (among third generation Lithuanian
Americans), “Eastern European” ethnicity had gained
in comparative importance. In other words, ethnicity
as a social phenomenon had not disappeared among
the Binghamton Lithuanians, but rather it had shifted
in emphasis.

This author also noted that the Lithuanian
Americans who were included in her study also held
strongly to a Lithuanian identity. The population stud-
ied was in another urban center of the United States, and
the study was considerably later than the Baskauskas
and Gedmintas studies, but some of the findings
still hold true. The author found, for example, that
Lithuanian identity was very important to Lithuanian
Americans of various age groups and generations.
Furthermore, during the study, Lithuania regained its
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independence from the Soviets, and there was an
impetus for renewed interest and pride in being Lithua-
nian. With these changes, the author continues to study
Lithuanian Americans and Lithuanians.

Research Findings Related to
Worldview, Social Structure,
and Other Dimensions

The author conducted research with Lithuanian Amer-
icans using Leininger’s theory of Culture Care and the
Sunrise Model48 as guides to study the theory. The
theory and model helped guide the author’s research
with both key and general informants who were first
and second generation Lithuanian Americans. All so-
cial structure dimensions were studied with Lithuanian
American informants in their native and in the English
languages. Ethnonursing research methods were used
to conduct qualitative research with Lithuanian Amer-
icans in an urban Midwestern area. The data were an-
alyzed according to Leininger’s four-phase analysis,
wherein the data are studied for patterns, and eventu-
ally themes pertinent to the study emerge. An interview
guide based on the social structure features of the the-
ory and the Sunrise Model was used with both key and
general informants. Observation and participation in
various events in the Lithuanian American community
also added important data to the study. The cultural
values which were identified from the informant data
and observations were the following: 1) family close-
ness; 2) deep religious beliefs and convictions (Roman
Catholic); 3) education; 4) hard work (darbštumas) and
industriousness; 5) conscientiousness (saziningumas);
6) thriftiness and good use of material resources;
7) endurance and perseverance, in spite of hardships;
8) charity to others and hospitality (vaišingumas); and
9) pride and emphasis on a continuation of their lan-
guage and culture despite previous long-term attempts
to oppress or annihilate the language and many social
structure features. Each of these cultural values will be
discussed in relation to culture care.

Kinship Factors
The value of family closeness and kinship was very
evident.49 Lithuanian American informants spoke of
the importance of family in their lives. Frequently,

family ties were maintained over time and distance.
Since many informants had relatives in Lithuania
where, until recent years, travel and communication
were restricted by the Soviets, the difficulty in main-
taining ties were a source of worry and concern. Many
informants had for decades sent whatever material help
they could to their relatives in Lithuania. This forced
separation from loved ones was described as painful
by informants. Informants spoke of being close to ex-
tended family members such as grandparents, aunts,
uncles, and cousins. Informants frequently visit with
relatives and described getting support through them.
Divorce is not very common and informants placed
value on intact family structures. Some informants
linked strong family and kinship ties with strong re-
ligious beliefs and practices.

Care patterns and meanings related to kinship pat-
terns for Lithuanian Americans were evident in the
finding that care is expressed and intertwined with daily
lifeways and expressed in interactions with family and
friends. Care meant presence, and this was evident in
the family interactions. For example, fathers described
staying home when children became ill in order to give
support through their presence. Persons also described
that they showed care to each other in the family “in the
everyday small things that you do for each other that
you show care for one another.” Care is also shown by
listening and sharing with one another. Most Lithua-
nian Americans interviewed, and in participant obser-
vations, indicated that care in terms of family was very
important to them.

Many said that it was support from relatives and
friends that added to their ability to persevere despite
difficulties such as illness. Informants who had been
ill felt that Lithuanian friends visited frequently and
let them know in other small ways that they cared.
Being charitable to others was also a value expressed
by informants. For example, many had helped their
relatives in Lithuania.

Religious Factors
The majority of Lithuanian Americans are Roman
Catholic. Informants described their strong faith as
the reason they could endure years of hardship, espe-
cially informants who lived through World War II and
who had to start their lives in America after escaping
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the Communist regime. Informants with prison expe-
riences under communist or Nazi regimes talked of
faith and a hope for the future as important to main-
taining themselves in a state of well-being during their
imprisonment. This is consistent with the writings of
Franklin, in which the author describes survival in de-
plorable conditions of a concentration camp and em-
phasizes the key to survival is the meaning one gives to
an experience.50 Other informants pointed with pride
at the attempts of Lithuanians to retain their religious
beliefs despite mistreatment and punishment under an
atheistic government in Lithuania for fifty years. The
Chronicles of the Church in Lithuania were described
as the written account of the peoples’ persecution
and suffering for their religious beliefs. Participant-
observation of the Lithuanian American community
revealed that much of the community’s activities cen-
tered around the two Catholic parishes in the area stud-
ied. Many cultural events, for example, took place at
the parish auditorium. The Lithuanian elementary and
high schools were both held in parish buildings. Reli-
gious life is also closely tied to cultural preservation,
language, and education as well as other aspects of
Lithuanian American life, such as political and welfare
organizations.

Religious values and beliefs permeate the daily
lives of Lithuanian Americans and are the basis for care
expressions. Informants described charity to others and
“helping in times of need” as part of the care patterns
they experienced. For example, informants described
attending a prayer group with a friend with a chronic
physical illness. Hospitality, which is a hallmark of car-
ing in Lithuanian Americans, is viewed as an important
way to show care to friends and strangers. Even persons
of modest means make a great effort to share what-
ever they possibly can with guests and visitors. Also,
the Lithuanian community has several organizations
whose purpose is to help those in need. Lithuanians
are known for their hospitality (vaišingumas) and take
pride in this. Lithuanians in America as well as in
Lithuania were noted to be very hospitable toward
guests. Informants remarked that as students they had
traveled to other cities and had been cared for by Lithua-
nians who hardly knew them. Persons who have visited
Lithuania all commented on the warmth and sincerity
of the people and how visitors were always received
with feasts of food and drink. Friends and relatives

had saved and pooled their resources for weeks in or-
der to receive people hospitably. It is considered poor
manners to refuse food and drink and guests are en-
couraged numerous times to partake of what is offered.
Some jokingly told of times when they were new in
American and had at first politely declined to eat, wait-
ing to be asked a third or fourth time, only to find out
that Americans usually offered only once. This made
them think that this was a sign of non-caring until they
realized that this was the usual custom in America.

Educational Factors
Education was described as important to informants,
both younger and older. Older informants described
sacrificing in order to be sure that their children could
attend college. Younger informants shared their pride
in completing college and working productively in var-
ious professions. Many informants pointed out that the
sciences and technology were often selected for study
because these were viewed as important fields. Ma-
terial wealth was not emphasized, though informants
were pleased that their lives were comfortable. Many
of the older informants described coming to America
decades ago with very little and becoming successful in
a new world through considerable effort and hard work.

Care is evident in the many sacrifices that fam-
ilies make in order for children to be well educated.
Parents with young children spoke of supervising chil-
dren’s homework and participating in school activities.
Older parents spoke with pride about the educational
successes of their children and described many sac-
rifices they had made to make sure the children re-
ceived the best education possible. In turn, children
expressed considerable respect and gratitude to their
parents. Thus the caring was reciprocated, that is, from
parents to children and children to parents. For exam-
ple, most adult children do everything possible to care
for elderly parents at home. Nursing homes are seen as
a last resort. If nursing home care is required, attempts
are made to have placement in Lithuanian-based nurs-
ing care facilities.

Economic Factors
The value of hard work (darbštumas), industriousness
and being conscientious (saziningumas) in any work
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that is done was noted by the informants. Many infor-
mants also noted that this value had changed greatly
in Lithuania under the communist regime. Under the
communist system it was noted that people no longer
had any incentive to work since all of the farms were
put into collective farms and all industry was put under
the Soviet government. Some of the informants who
had visited Lithuania, or who had visitors from Lithua-
nia, had noted the different view toward work. As one
informant, who had recently emigrated, noted, “If you
work hard here in America, you have something to
show for it, but if you work hard there (Lithuania under
Soviet rule) you still had nothing.” Now that Lithuania
has regained its independence, hope was expressed that
many of the older values would eventually return to the
people.

Lithuanian Americans also described themselves
as thrifty and used material resources well. For exam-
ple, many informants had small vegetable gardens or
had fruit trees and canned these products. Some in-
formants sewed or had family members who sewed in
order to save money on clothing. Particularly the older
informants described being able to endure and perse-
vere through severe hardships.

Care is linked to economic factors in that persons
expressed care economically when possible. Relatives
in the homeland were sent money, food, and clothing
when possible. In Soviet-ruled Lithuania, for example,
severe restrictions were placed on what could be sent by
mail. Lithuanian Americans circumvented the restric-
tions by obtaining visas to visit relatives and would
come to Lithuania loaded down with clothing, money,
and other gifts for relatives. Recently, because Lithua-
nia is independent, travel as well as sending packages
have opened up, and Lithuanian Americans continue
to demonstrate their care by sending and taking con-
siderable material goods to Lithuania.

Cultural Values and Lifeways
Another value mentioned by all informants was pride
in their culture and language. Younger informants
described their participation in various dance and folk-
ensembles and expressed the fact that they felt enriched
by experiences with these groups. Older informants
in particular expressed concern about passing on the
language and traditions of the Lithuanian culture. The

informants were also politically aware, particularly re-
garding the changing situation in Lithuania and the
Baltics and other Soviet republics. When Lithuania
regained its freedom, Lithuanian Americans rejoiced
despite knowing that many future hardships would be
faced.

Lithuanian Americans demonstrate care by show-
ing continuing respect and value by their heritage to
the point where considerable time and effort is placed
on activities and organizations that serve to continue
Lithuanian-ness (lietuvybe). For example, families de-
scribed participating in Lithuanian Saturday school,
Lithuanian youth religious groups, Lithuanian scouts,
parish choir, and Lithuanian sports groups, folk dance
and song ensembles. These activities are done during
weekend or evening hours after a full work or school
schedule. Much appreciation was noted on the part of
children, as they grew older, for the opportunities that
these activities provided so that not only the Lithuanian
heritage-was perpetuated, but participants noticed that
their world was widened by these additional activ-
ities. Many Lithuanian organizations and gatherings
occurred in various cities in America as well as other
countries. For example, parish choir members of vari-
ous ages participated in Rome in the celebration of the
anniversary of Lithuania’s Christianity. This occasion
put them in contact with other European people and
cultures. Others spoke of traveling to South America
with dance and singing groups or to Australia for
Lithuanian scouting jamborees.

Political Factors
Lithuanian Americans of various ages expressed an in-
terest in the political life of their homeland as well as of
America. Young people in particular spoke of the im-
portance and need to go outside the political sphere of
Lithuanian American communities and enter the poli-
tics and influence of America. During the time of the
study Lithuania was pressing for its independence from
the Soviet Union. Lithuanian Americans throughout
the country actively demonstrated, wrote and phoned
their representatives in Washington, D.C. in order to
get the United States to recognize Lithuania as inde-
pendent. The author participated in a demonstration in
Washington, D.C. as part of her participant observation
and noted that considerable unity and organization was
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evident in the demonstration. For example, bus-loads
of people met on the given date in front of the Lincoln
Memorial. The feelings expressed by the demonstra-
tors also included elements of political humor in the
various placards carried by demonstrators. Examples
of such humorous elements were phrases to the Pres-
ident such as “Mr. President, Lithuania doesn’t grow
broccoli” (the demonstration occurred shortly after the
President had taken a firm stand against broccoli, but
was seen as not taking a supportive stand toward free-
ing of the Baltics), or “Read my lips, Soviets, get out
of Lithuania!” Lithuanians tended to use subtle hu-
mor and humorous approaches to deal with oppressive
situations.

Caring was expressed in this sphere by Lithuanian
Americans, in so far as many organizations exist in the
Lithuanian American community to be sure that the
needs of the people are met. Care is seen as both in-
dividual and in organized caring community efforts
through Lithuanian organizations. An example was the
Lithuanian Golden Agers Club, which made sure that
information about all available resources for the elderly
was given to and understood by members so that the
proper agencies would be turned to when needed.

Culture Care Meanings
The dominant meanings of care for Lithuanian
Americans were the following: 1) care as presence or
“being there” for someone else; 2) care as helping
in times of need; 3) care as concern for or watching
over another (prieziura); 4) care as worrying about
(rupestis) another; 5) care as hospitality toward oth-
ers; 6) sharing with others (other-care); 7) flexibility to
adapt; 8) cooperation with others; 9) praying with oth-
ers; and 10) using subtle humor. The research showed
that care meanings for Lithuanian Americans were em-
bedded or part of daily lifeways and patterns. Care was
part of the structure of the Lithuanian American com-
munity, for many organizations existing in the Lithua-
nian American community provided aspects of care
to the people. Care was frequently described as be-
ing an integral part of everyday life and expressed in
daily life patterns between family and friends in the
little things that are said and done in family interac-
tions. Care meanings and patterns were closely linked

to Lithuanian American cultural values as highlighted
earlier.

Among the important care meanings for Lithua-
nian Americans was care as presence or being there.
For example, informants said that they valued visits
from friends when ill and that at times fathers would
take time off from work to be at home with ill children.
Presence was seen as an important care expression in
family celebrations and important family events, from
baptism to funerals. Care as presence meant making
the extra effort to be with another in times of need.

Care as helping others in time of need was an-
other major finding. Informants described the Lithua-
nian American community as a caring community.
Help in need was provided both by individuals and
through organizations. For example, food was brought
to the family during acute or long-term illnesses. Spir-
itual support at such times was evident through visits
not only from the parish priest, but from friends and
neighbors who visit regularly for prayer and reflec-
tion. Organizations, such as the Golden Agers Club,
also provide help to members when needed in con-
crete ways, from providing transportation for medi-
cal care to providing information and needed material
support.

Frequently care was identified as a watching over
or concern for (prieziura). This concept connotes care
that is broad in scope and includes various aspects of
care for a person. It refers to assessing what is needed
and providing for the need as possible. For example,
an informant described care as “an attitude . . . it’s from
the soul; an orientation.”

Another term frequently used for care was worry
about or concern about another (rupestis). Along with
the concerned attitude is working toward providing the
needed element of care. One informant described this as
“Care is an on-going thing . . . it’s taking care of some-
one, making it your first priority, also a responsibility.”

Care meant sharing with others and was related to
the high value placed on hospitality. Informants often
described times of sharing with others despite lack of
material wealth. Great value was placed on giving of
oneself in terms of time or listening to another’s prob-
lems. Important to this process is doing “little things”
for someone else to show care, such as staying with
young children so that a young mother can have a few
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hours to herself. One informant described this kind of
caring as “an attitude . . . it’s from the soul . . . it’s an on-
going thing like when you notice something is needed,
you take care of it.” Persons are graciously and hos-
pitably received by Lithuanians, even of modest means,
because the emphasis is placed on the attitude of caring
about others and not on the lavishness of the hospitality
offered a guest.

Care as lived in a community of Lithuanian Ameri-
cans was clearly supported by descriptions of closeness
felt by the members of the community. For example,
even younger informants frequently stated that they
felt understood and accepted and had developed a spe-
cial closeness for other Lithuanian Americans. Young
Lithuanian Americans met frequently and interacted
with each other from various parts of America and even
other parts of the world, because their involvement in
various Lithuanian American organizations made such
contacts possible. Informants saw care as cooperation
with others with flexibility to meet survival conditions,
especially in a new country and culture. Many of the
older informants, for example, had to take any job they
could find when they first came to America, despite
their previous educational preparation or profession.
For example, professional musicians, teachers, profes-
sors, etc., worked in factories in America. To survive
one had to maintain a cooperative and flexible caring
posture and attitude. Humor was seen as vital to other
survival adaptation processes, especially in situations
where direct confrontation was not seen as a productive
or desirable end. Humor helped to buffer difficult situa-
tions and frequently was subtle in nature. Subtle humor
could be used as part of caring forms of communication
in difficult situations.

Transcultural Nursing Actions
and Decisions Using the Three
Modes for Culturally Congruent
Care for Lithuanian Americans

Culturally congruent professional nursing care for
Lithuanian American clients should reflect the nurse’s
knowledge of the clients’ values and lifeways. Several
nursing care actions and decision guides may be drawn
from knowledge of culture as well as care meanings and

values. Much of nursing care will involve the model of
culture care preservation and/or maintenance.

Culture Care Preservation
Since Lithuanian Americans place value on education,
and to some extent on science and technology, most
Lithuanian Americans were aware of current medi-
cal and some nursing practices. The nurse needs to
make certain that medications and other instructions
are well understood. Because family is highly valued,
for example, elderly clients may be living with fam-
ily members. The nurse needs to include significant
family members in caring for the client and in giving
home-going instructions. Elderly clients will be likely
to follow instructions from professionals very closely.
This tendency may relate to the value and respect given
to education and educated persons. In teaching Lithua-
nian Americans it is important to get feedback from
them about what they heard and correct any misunder-
standings. Informants, in describing how they followed
instructions from physicians, have remarked that even
the physician was surprised that instructions were fol-
lowed so closely. Lithuanian Americans take pride in
preserving their language and are likely to use Lithua-
nian when speaking to each other. This preference
should be respected. Remembering that the people have
been oppressed for years should help the professional
nurse understand the reasons for the strong desire to
preserve their language and culture. English is spo-
ken by most Lithuanian-Americans and language is
not generally a problem unless the client is elderly or
recently from Lithuania. Spiritual beliefs are impor-
tant to the people and should be incorporated into their
care.

Because presence means caring for Lithuanian
Americans it is important for the nurse to spend time
with them. While technical care may be important,
presence is highly valued and many informants spoke
of listening as an important aspect of care. Therefore
professional nurses should make a point of listening to
the client and family members. Lithuanian Americans
also value flexibility and several informants remarked
that they preferred to have nurses who were able to
adapt procedures or who were not rigidly holding to
the rules of the institution.
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Lithuanian Americans use few folk remedies and
adhere to prescribed Western medical treatments and
medications. Some informants spoke of using herbs
and teas at times, such as chamomile tea for colds and
linden blossom tea for fever. The nurse does need to
assess each client in order to determine what, if any,
folk remedies are being used and be sure that no ef-
fects are present which may counteract the medications
prescribed.

Culture Care Accommodation
Culture care accommodation or negotiation would be
used by nurses as well. Primarily this mode may involve
accommodating family members and including them
in the nursing care when possible. For example, in the
case of hospitalized clients, family members may come
long distances to be with the client. The nurse needs
to accommodate the nursing care to their presence by
extending visiting hours and giving family members a
role in their care. Lithuanian Americans try to respect
rules and regulations and may hesitate to ask for any
special treatment, therefore, the nurse will frequently
need to be astute enough to anticipate the needs of the
client and family.

Culture Care Restructuring
Culture care restructuring and repatterning, referring to
changing lifeways by repatterning would not be ben-
eficial with this cultural group. Should any changes
need to be made in lifestyle or pattern, the nurse needs
to assess how such changes would be received by the
client and plan for the changes together with the client
and family. For example, if a client needed to change
dietary habits because of high cholesterol level, the
nurse needs to take a diet history. Since many of the
traditional Lithuanian foods may be high in fat and
cholesterol, the nurse may need to plan with the client
and his/her spouse and family how the modifications
in diet would be possible and still include some fa-
vorite dishes. Many Lithuanian American informants
mentioned that as part of maintaining well-being, phys-
ical health and exercise were important. In the case of
repatterning some aspects of their lives for the sake of
health, most clients could be cooperative with changes,

provided that the nurse is considerate of their prefer-
ences and culture care values, needs, and beliefs.

Summary Reflections
The theory of culture care was most valuable to study
and document lifeways of Lithuanian Americans un-
dergoing many changes in the United States. The the-
ory of Culture Care Diversity and Universality and the
Sunrise Model served as the basis for gaining an un-
derstanding of this culture and for making culture care
guidelines to support the health and well-being of the
people.

This chapter focused on Lithuanian Americans and
their cultural values, as well as care meanings and val-
ues which were shared with the author in doing post-
masters and doctoral research with this cultural group.
An ethnohistory of Lithuanian Americans helped to
explain some of their cultural lifeways and beliefs.
Leininger’s theory of culture care and the ethnonurs-
ing qualitative research method were the basis of ex-
plicating the guides for culturally congruent care of the
Lithuanian American. Culturally congruent care may
include any or all three modes of professional actions.
All three, culture care preservation, accommodation,
and repatterning were considered, and specific recom-
mendations were made for each mode. The profes-
sional nurse can use the above information to provide
culturally congruent care for Lithuanian Americans in
his/her nursing practice. The author continues her re-
search on this culture. These on-going studies will be
published in the future so that professional nurses and
others in health care can give culturally congruent care
for Lithuanian Americans.
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CHAPTER 28
Japanese Americans
and Culture Care

Madeleine Leininger

Cultures are dynamic and do change over time. LEININGER, 1989

During the past four decades, Japanese lifeways,
values, and business activities have changed in
several areas and are of great interest to people

worldwide. Some major reasons for heightened global
interests in Japan are their active business ventures,
their marketing, and their political-economic tourist ac-
tivities in many countries. Japan has had a very active
growth and expansion period, which is one of the most
significant in the world. Japan’s gross national product
has expanded about 10% annually from the mid 1950s,
and by the late 1960s, Japan was the third largest eco-
nomic power in the world and remains so today.1–3

Japan has become a big business culture with modern
cars, railroads, planes, and a host of microtechnolo-
gies. It has one of the most rapid and modern transit
systems in the world. Japan is a culture that has es-
tablished many international trade practices and mar-
keted its scientific material products worldwide. Most
significantly, it has one of the highest literacy rates
in the world and publishes more books annually than
most countries. Grossberg states that “Japan is one
of the world’s most creative and innovative societies,
and that is no small collateral with which to face the
future.”4

Amid these highly successful developments, one
will find lifestyle variations in rural and urban commu-
nities and in different countries where the Japanese
live. Their lifestyles vary from their traditional val-
ues and beliefs to that of modern Western practices.
Today, the Japanese are living and working in many
countries in the world, but many still retain some tradi-
tional practices because of their coherence, meaning,
and relevance to their extended families and country.

Some of these traditional Japanese cultural values are
seen in their communal work activities and their strong
cultural home living patterns. There is strong cultural
pride related to their long, unique, and distinguished
cultural history. It has been these strong cultural val-
ues and living modes that have sustained them, but also
challenged them to a modern period of rapid economic
development and growth. These cultural values, rapid
developments in technologies, and other changes are
of particular interest to health care professionals, but
especially to transcultural nurses as they work with
Japanese living in many places in the world today. In
1999 the homeland population was 126 million, and
99.4 million are of the Japanese culture—hence, the
strong country ties.

In the United States there are over 800,000
Japanese living in the country and approximately
6,000 Japanese who are yearly tourists in the country.5

Many Japanese Americans live on the West Coast,
Pacific Islands, and especially in Hawaii. American
nurses are aware of many Japanese living and working
in their communities and seeking healthcare services.
Nurses are learning traditional and current beliefs and
lifeways so they can provide culturally congruent care
to Japanese clients and their families.

In this chapter emphasis is given to the Japanese
Americans, many of whom were born in Japan and mi-
grated to the United States to live and work. Since the
early 1960s the author has spent time in Japan on sev-
eral occasions. She has studied the Japanese culture and
their health care and lifeways in Japan and the United
States. The author will briefly highlight Japanese eth-
nohistory, worldview, social structure, cultural values,
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environmental aspects, and other factors influencing
nursing care practices. The Theory of Culture Care
with the Sunrise Model and the importance of un-
derstanding cultural variability among Japanese in the
United States and elsewhere will be emphasized. Pro-
viding culturally competent nursing care is discussed
with the three theoretical predicted modes of action
or decision. The reader is also encouraged to read
other literature about a culture that is changing in many
ways.

Brief Ethnohistory of the Japanese
Anthropologically, the ethnohistory of the Japanese in
their homeland is exceedingly fascinating with thou-
sands of years of evolutionary development. Japan’s
history can be briefly divided into four periods as
known by the Japanese and social science scholars,
namely, the primitive period, ancient period, middle
ages, and modern periods.6 The primitive period was
the beginning period in which the people were involved
largely in rice cultivation and with internal warfare
that united many small territories within the country.
The ancient times covered approximately the 4th to
12th centuries, with the people united into a single
nation under an emperor; this was the time of inter-
action with the Chinese and the rise of the nobility.
The middle ages, from the 12th to the 19th century,
was characterized by warriors who were used by the
nobility to regulate or control the people. If the war-
rior was outstanding in the view of the emperor, he
became a shogun. The feudal system prevailed in the
17th century with many warring groups, which led to a
period of isolation during which the country developed
its own educational, industrial, and socioeconomic
institutions.

Very little was known about Japan by the West un-
til the middle of the 19th century when the American
Commodore Perry went to Japan and influenced
Japan’s entering the modern period.7 There were many
periods and dynasties that rose and fell over the long
history of Japan, and they shaped Japanese lifeways.
The Meiji period led to the end of isolation, and
trade was established with selected other countries.
Japan captured the most desirable features from other
countries, especially military influences of Britain and

Germany. Japan was soon at war with China, Korea,
Russia, and, finally, during World War II, with the
United States. These brief glimpses of the ethnohis-
tory of Japan have great implications for understanding
the past and current cultural values and lifeways of the
people.

Anthropologically, it is held that the Japanese are
mainly of Asian ancestry with a mixture of Malay
origin. They apparently came from different areas of
the Asian continent and from the South Pacific to in-
habit the islands more than 10,000 years ago.8,9 There
is archeological evidence that early paleolithic man
inhabited the islands as early as 200,000 years ago.
Among the early islanders were the Ainus. Some an-
cestors still live in Tokkaido today with only 16,000
Ainus remaining, and, according to Hane, the Japanese
language appears related to Polynesian and Altaic
languages.10

Land and Islands
Japan consists of four major islands and nearly 4000
smaller islands with a total size of about California.
Most of the 127 million Japanese people live on a small
portion of the land, as two-thirds of the land is uninhab-
itable. Japan is the fifth most densely populated country
in the world, with 721 people per square mile compared
with 56.6 in the United States.11 Thus, the Japanese
people who immigrated to the United States or to any
place in the world have been used to living in small and
compact geographic areas. This factor has influenced
their goal to live in harmony with their neighbors and to
form self-sufficient communities with similar cultural
values, as well as to explore other places to live in the
world.

Thousands of Japanese male immigrants began
coming to the United States beginning in 1885 from
Japan and Hawaii, but from 1908 to 1913 it was lim-
ited by the Gentleman’s Agreement.12 In 1924 the
American immigration curtailed Asian immigration.
Many of the first immigrants were young men with
a rural agricultural orientation who took on farming,
but others worked in gardening, landscaping, and small
businesses such as fruit, fish, and vegetable markets.
With the Exclusion Law of 1924, the Japanese male
immigrants had a difficult time getting an American
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spouse, which led to many single, elderly men in the
United States in the early immigration days.

Intergenerational Groups
It should be noted that the Japanese Americans are one
of the few cultures to identify themselves by the gen-
eration in which they were born. These generational
groups are distinguishable by age, language, experi-
ences, and values. They are the following: Issei are the
first generation living in the United States, Nisei are
the second generation, Sansei are the third generation,
and Yonsei are the fourth generation.13 These differ-
ent groups help to understand intergenerational fam-
ily cultural values, beliefs, and patterns of behavior
and are often referred to by Japanese in common com-
munication exchanges. The Issei upheld strong fam-
ily traditional values and practices and could endure
hardships, whereas the Sansei and Yonsei have adopted
many nontraditional values, particularly American and
other Western views. The Anti-Japanese Law of 1913
prohibited Issei from owning land in America, which
was difficult for them to accept. The Nisei generation,
who were strong in education and obedience, main-
tained a hard work ethic, and they were not forced to
attend segregated schools as were Indian, Chinese, and
other U.S. immigrants from Southeast Asia.

Japanese Americans were evacuated from their
homes and placed in government relocation centers
during World War II. This caused many serious prob-
lems with the tragic disruption of family interdepen-
dency and the loss of Japanese businesses, farms, and
homes. The relocation camps were declared unconsti-
tutional in 1945. In 1991 President Bush proclaimed
forgiveness to the Japanese relocates and offered fi-
nancial recompense for the harm and related problems
caused. World War II and the relocation camps led
to much distrust between Americans and Japanese for
many years. It has taken nearly 50 years to heal par-
tially the distrust between the two nations, and at times
factors arise that reactivate degrees of distrust. Nokkei
was often used to refer to all Japanese Americans.

During the past two decades, there has been a
large influx of Japanese tourists, students, and many
businessmen into the United States, but especially into
Hawaii and California. The Japanese have actively

bought land, hotels, industries, and large homes and
established car and high-tech businesses in the coun-
try. Initially, some Americans were anxious about
these activities and felt threatened by aggressive over-
seas Japanese interests, buying and marketing power,
and trade agreements. Today, many Americans greatly
value the Japanese people and are enjoying learning
about their traditional and changing cultural lifeways,
group entrepreneurship, and successful achievements
in transnational marketing. Japanese have also been
active to present their exquisite cultural and artistic
work as glassware, music, and paintings—all enjoyed
by Americans.

Sunrise Enabler with Culture
Care Theory

Dominant Cultural Values
Japanese Americans have been coming to America
since World War II, with signs of intergenerational
variability and degrees of acculturation. My research
and observations of the Japanese over the last several
decades have revealed signs that Japanese value their
traditional lifeways and retain many of these values in
their thinking, business, and daily living activities.14

From my observations and direct participant experi-
ences with the Japanese, there are cultural patterns
among the Japanese key informants such as the fol-
lowing dominant cultural core values:15

1. Duty and obligation to kin and work group
2. Honor and national pride
3. Patriarchal obligations with respect
4. Team group work goals
5. Ambitiousness to achieve
6. Honor and deep respect toward elders
7. Politeness, self-restraint and control, patience,

and forbearance (gaman)
8. Nonassertiveness in interaction (entyo)
9. Group compliance

10. High educational standards and values
11. Futuristic expansion plans worldwide

These cultural core values are important for under-
standing Japanese Americans as they influence their
lifeways and caring expectations. The Sunrise Enabler
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shows how these values interface with social structure
and theory factors.

Worldview
Japanese Americans view the world with harmony and
congruence between one’s internal and external envi-
ronments. This essentially means being attentive to har-
mony factors within and outside oneself. The Japanese
worldview includes collective group harmony by be-
ing attentive to kin and work group lifeways rather
than becoming preoccupied with individual concerns.
While serving as a transcultural nurse consultant in a
Midwestern industrial car plant, it was interesting that
the employees from Japan were often misunderstood
because of their collective group management philoso-
phy and mode of operation. In contrast, Euro-American
employees focused on individual needs, achievements,
and rights and found that the Japanese collective group
work values and group consensus was difficult to accept
because of their strong focus on individual behavior.
Such differences in cultural values often pose simi-
lar problems for Japanese nurses working with Euro-
American nurses. In addition, the Japanese American’s
worldview supports group interdependence, family
support and protection, and group performance. As the
Japanese continue to travel worldwide as tourists or
land seekers, one finds their worldview is being ex-
panded from a small village to a worldwide global
perspective.

Technology and Economics
Since technology and economics are closely related in
the Japanese culture, they will be discussed together.
Technology and economics are of great importance to
Japanese in their homeland and overseas. Japan and the
United States are two of the strongest cultures in the
world, giving high relevance to the development, use,
and marketing of technologies for economic growth
and education. Since World War II the Japanese have
been leaders in developing, refining, and perfecting a
wide variety of technologies and then exporting them
worldwide. Japanese technological products such as
many kinds of electronic equipment, radios, television,
cameras, and cellular phones are found in homes, busi-
nesses, and in other public places. In addition, automo-

biles, buses, trains, and a vast array of microcomputer
products are manufactured in Japan and sold world-
wide. The Japanese have been very successful in mar-
keting their technologies and in stimulating worldwide
competition with high technologies, offering reason-
able, efficient, and compact products. Lowering costs
and maintaining quality products with new innovations
have been important Japanese production goals for lo-
cal and world markets. The Japanese continue today
to be active international exporters and are known for
small and efficient cars and technologic products such
as cameras, audiovisuals, cellular phones, and many
electronic products.

Japanese American clients in hospitals or clinics
expect the latest, best, and most efficient machines,
instruments, and other technologies to be used for
surgery and human caring. Most Japanese clients have
been able to pay for such modern technologies and
modern professional treatments. High technologies and
their many computer products have had great economic
gains for the Japanese. Their technologies are diverse
and creative and are sought after in world markets.

Kinship, Social, and Political Factors
The Japanese traditional extended family structure had
remained strong in the past, but today it has been influ-
enced by United States Western values and lifeways.
Many Americans and other Western lifeways have been
incorporated into the current youth generation. Knowl-
edge of traditional Japanese family and kinship struc-
ture patterns and their ways of kin ties and caring
modalities need to be assessed with current changes.
In the past, the oldest son was important, and the father
was the head of the household who arranged marriages
and occupations for his children. The oldest son and his
wife usually lived in the father’s family home. With the
birth of a son, the daughter-in-law attained recognition
and was expected with the son to care for the elderly
parents. Still today, the husband with less patriarchal
dominance continues to be the dominant breadwinner
of the family, and the wife is expected to care for the
children. Today, Japanese marriages and courting prac-
tices vary, having been influenced by Western ideas.
Only a few marriages are arranged in the traditional
way. Intercultural marriages are increasing. However,
most brides and grooms are of the same cultural
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heritage because of desired values, descent benefits,
property, and inheritances.

Japanese living in America are seeing many di-
verse American patterns of parenting and marriage
roles and models, and so some changes are occur-
ring, especially with family-parent role responsibili-
ties. However, many newlywed Japanese couples value
remaining close together and patterning their lifeways
to support traditional parental values and norms. Di-
vorce is not seen as good for the children, but it may
occur. In general, Japanese parents highly cherish and
desire children, but are flexible to let them try American
ways. The parents treat their small children with indul-
gence, much attention, and leeway for their actions,
especially male children. They use limited physical
punishment with children. The firstborn male (primo-
geniture) child is still valued in Japan and in America
with special ritual acknowledgements and favoritism
to male children and adults.

Japanese women remain the principal caregivers
in the home. They are nurturing women who look af-
ter, anticipate, and protect the needs of children, their
husband, and close kin. The Japanese American mother
today usually bears two children. The mother today of-
ten works outside the home, but is responsible for the
care of the children by either herself or a caretaker.
Surveillance, affection, protection, and active attention
are manifest caring practices with the children. Moth-
ers are often seen shopping for their sons and daugh-
ters and showing concern for their children’s needs.
The concept of amaeru, which means to depend on an-
other’s benevolence, is often observed in child-rearing
practices between mother and child.16 Doi holds that
this practice of amaeru, or learning to be dependent on
another’s goodness and kindness, especially from fe-
males, is related to neuroses with Japanese.17 However,
the author interprets these as culturally learned caring
modes of Japanese mothers.

Japanese immigrant women coming to America
are finding many freedoms. Several Japanese women
interviewed told me about their freedom to be em-
ployed and to encourage their husbands to help with
child care responsibilities like Americans. Hane re-
cently gave a summary of the status of women in Japan.
He contends that while the legal rights of women have
been strengthened, their political, social, and economic
conditions have not improved measurably in Japan.18

Male supremacy still prevails in Japanese offices, and
women are struggling to get executive male positions.
Temporary work status and the responsibilities of rais-
ing children in the home seem to keep Japanese women
from executive roles, university positions, and other top
positions outside the home. While legal social reforms
in Japan have been passed to give women equal sta-
tus, legal ways to eliminate discriminatory practices are
slow to become a reality in Japan and in some places in
the United States. In 1999 about one-half of the mar-
ried Japanese American women held jobs,19 and more
Japanese women are employed today. Japanese men
still like their wives to be content in the home with the
children so that men can retain their executive positions
and often work long hours at their offices. It is also im-
portant to realize that Japanese men seek and attend
some of the best colleges, whereas Japanese women
have only recently begun to pursue graduate studies.
The husband’s commitment to his company and to
collective Japanese group work remains important for
success. Such work should not be handicapped by his
wife’s outside work, male informants told me. Japanese
men work very hard and long hours and sometimes suf-
fer from mental exhaustion. The wives said that their
husbands are often so tired that on Sunday they are
not interested in social activities. Male success in their
work is of the highest priority in the United States and
in Japan.

Education
Traditionally and today, Japanese highly value educa-
tion and will assist their children to get the best edu-
cation possible. Japan has a 100% literacy rate today
with excellent standards of education.20 Education is
a Japanese lifeway that is highly valued and esteemed
throughout one’s life. Education of the child begins
with preschool and later with college entrance exams
for admission. Students study diligently to prepare for
rigorous higher education entrance examinations in
Japan. If they perform well in the tests, they can en-
ter outstanding colleges. Test-taking is, however, very
stressful to most Japanese students because they want
to excel, get high grades, and be admitted to good
schools.21 Male students are especially high achievers,
hoping to get future positions desired by their family
and corporate groups.
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The cultural value of saving face remains im-
portant to Japanese in education, kinship, and test-
ing. Saving face is somewhat comparable with Anglo-
Americans trying to maintain their reputation or good
image. Americans have difficulty recognizing and un-
derstanding the importance of the Japanese concept of
saving face. Since Americans emphasize the individ-
ual, the idea that the Japanese group and family are
more important than the individual seems strange. The
Japanese student is concerned about saving their self-
esteem with their family, work group, or the company
where employed. They tend to be more other-directed
than self-focused. Japanese are quite concerned for
their group or family members and do not want to cause
them embarrassment or shame. Saving face, therefore,
becomes an important caring cultural expression for
Japanese, whether they live in Japan or in the United
States. Saving face is not, however, a mental illness
or a psychotic or neurotic condition. It is also possi-
ble that a Japanese individual may take his life to save
face because of great shame brought to one’s family
and group. Thus, the concept of saving face needs to
be kept in mind for transcultural nurse administrators,
clinicians, managers, teachers, and others working with
Japanese people.

Political and Legal Systems
The current political system in Japan is parliamentary
(Diet) with a prime minister and independent supreme
court. The party functions as conservative liberal demo-
cratic systems in both houses of parliament. The em-
peror inherited political status since World War II with
the allied occupation. The Japanese legal system and
politics are kept separate so that fair hearings are main-
tained. Judges are appointed, not elected, on the basis
of their educational preparation and expertise rather
than political selected influences. While in America,
the Japanese citizens follow the American political pro-
cess in government affairs, but they often remain influ-
enced in their thinking and actions by their traditional
political values and practices. It is evident that in the
last decade young Japanese Americans are becoming
more relaxed and seem less interested in formal tra-
ditional political ritual behavior, but they still cherish
the cultural values of honor, politeness, and justice for
harmonious living and coherence among Japanese and

others. These adults are beginning to study and assess
the issues and values of the American democratic pro-
cess and modes of functioning in the United States and
Japan. Young Japanese Americans dislike, however,
getting involved in major loud debates or destructive
political and legal games as they are counter to harmo-
nious working ways of the Japanese culture.

In Japan, recent political reforms have been di-
rected toward democratization by reducing traditional
power and making the executive branch more responsi-
ble to the people. Adults have become more responsible
for democratic activities using new political strategies.
Changes are occurring to support women’s political
and legal rights and more employment opportunities
for women. Most Japanese Americans in the United
States and in other countries keep in close contact with
their homeland, especially as related to government
and organizational changes. Several informants told me
they want to keep some of their “homeland political
practices” and Japanese interest groups to maintain the
strength of their cultural heritage within an evolving
democratic system.

Religious and Philosophic Orientations
Shintoism, Buddhism, and Confucianism are the tradi-
tional religious and philosophic beliefs in the Japanese
culture. Still today the temples and shrines are being
used for healing purposes. Each religion or philosophic
orientation has contributed in different ways to the
thinking, living, and healing of the Japanese. Efforts to
live in harmonious relationships with each other and
to remain well in their geographic areas or communi-
ties have been important. Shintoism is one of the early
Japanese religions, which developed from local leg-
ends, rituals, and myths and provided guidelines for
living many years. Many of the shrines in Japan are
Shinto and are where newborn children are registered
and presented approximately 1 month after birth. The
Shinto shrines are also where the people come for spe-
cial ceremonies when the child is 3, 5, and 7 years of
age and for healing.

In the 6th century, Confucianism came with
Buddhism from China. Confucianism emphasizes the
promotion of harmony in the social and natural order
and to follow daily ethical rules of behavior. Buddhism
seeks the truth through two extremes of asceticism and

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



pb095c-28 PB095/Leininger November 22, 2001 10:40 Char Count= 0

Chapter 28 / JAPANESE AMERICANS AND CULTURE CARE 459

self-indulgence. It teaches how to attain nirvana thro-
ugh meditation and relaxing the mind and body to see
life as it really is. Nonviolence is important, as well as
privacy, quietness, and self-control with Buddhism.21a

Buddhism teaches that death is inevitable and a
part of all living things because humans inevitably dis-
integrate and come to an end. People are instructed by
Buddha not to make big plans for living without full
awareness of death. In Buddhist thinking the person ac-
cepts death with confidence and strength and does not
fight it. Today, there are only a few Buddhist and Shinto
priests in Japan and elsewhere, and those available have
taken secular positions to survive.

Roman Catholicism and the Protestant faiths have
increased in Japan in recent decades. There are also
many new religious sects that draw from Buddhism,
Shintoism, and Christianity. Japanese religion’s formal
ritual seems to be waning because of cultural influences
of Western religions. However, today one does find
Japanese praying at the Buddhist temple or at a Shinto
shrine, especially for healing needs or to deal with trou-
ble. Bus tours with Japanese elderly were noted going
to temples and shrines that specialize in healing older
people or to bring harmony into their lives. Hence,
Buddhist shrines are important in Japan today.

In the United States there are only a few temples
or shrines for Japanese Americans. I found that young
Japanese in America tend to use Christian churches
because of their interest in what they call the “newer”
Christian religions, but elderly Japanese continue to
rely on their traditional religion. Several older Japanese
Americans told me they wanted to return to their native
country to die with traditional Buddhist ceremonies,
but young adults want to have Christian burials here.
In general, traditional religion plays a major role with
elderly Japanese, but the youth seek diverse religions in
the United States. The philosophic and religious values
of practicing nonviolence and maintaining peace and
harmony remain important values to Japanese in the
United States.

Generic and Professional Health
Care Systems

In Japan both generic and professional health systems
are found. Most of the traditional generic and folk
practices came originally from China. They gradually

became a part of the Japanese culture until the Meiji
Restoration when the country was no longer isolated
from other people in the world.22 After this time
Japanese men studied abroad, which led to the introduc-
tion of many Western ideas and especially the German
model of professional medicine.23 Many Western med-
icines and nursing and treatment modes have been
brought to Japan and are used in the country. However,
several generic home remedies are used when Western
practices fail or have limited meanings and therapeutic
effectiveness.

The generic folk system includes Chinese Kampo
medicine, which has been used since the 6th century.
Kampo is a holistic approach of all body systems and
includes the use of the therapeutic folk practices of
acupuncture, herbal medicines, moxibustion, and spir-
itual exercises.24 Kampo provides an answer to a famil-
iar traditional way to receive care and treatment, but its
strengths also complement the weakness of Western
biomedicine.

Generic home care practices are still found in some
Japanese hospitals, especially when family members
provide client care. Family members often care for
clients after they are hospitalized. There are many home
remedies that mothers use as primary home care or
as prevention modes. Ginger, sake, and egg are used
for a cold, and herbal teas are a “cure-all” for many
conditions. Headaches are treated with sesame oil and
ginger oil rubbed on the head. Finger massage and exer-
cise are valued to prevent illness and maintain wellness.
The yin-yang (hot-cold) theory is important in Japanese
care, especially during pregnancy and with medical and
surgical conditions. Acupuncture is increasingly being
used in Japan and is used by Japanese in other coun-
tries where available and when professional Western
treatments are ineffective.

For the Japanese there is not a split between the
body and the mind. When illness occurs, it is often ex-
pressed in somatic complaints, depression, or stress.25

The healing approach is to restore harmony, order, and
control through specific caring ways in one’s envi-
ronmental context.26,27 Harmony is highly valued as
a healing mode and to control one’s emotions. Ap-
propriate cultural and social behavior are required to
regain harmony and alleviate stress. Today, Japanese
businessmen in the United States and in their homeland
seek places to rest, often in hotels, to restore harmony
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for health. Several informants said they will stay in a
quiet place for several days to relieve themselves from
present-day stresses and to regain their coherence with
life. They like hotels with no external distractions such
as radios or television programs.

Japanese clients who are hospitalized seek physi-
cians who have excellent expertise in surgery and in
medical treatments. Clients like to be introduced to
physicians and then choose them rather than vice versa
to get proper attention and services.28 Medications are
requested mainly to help clients control excessive pain
and gain well-being. The goal or form of therapy is
usually to facilitate care repatterning of life or to rein-
tegrate oneself into one’s social group in meaningful
ways. Most importantly, transcultural health profes-
sionals and especially psychiatric nurses need to be
aware that to verbalize negative feelings about family
members in psychotherapy seldom leads to success-
ful outcomes. It is not appropriate to express negative
feelings about the family or to dichotomize or manip-
ulate the mind and body. Instead, harmony of mind
and body need to be restored through the sociocul-
tural harmonization, care repatterning, and ritual activ-
ities that facilitate coherence with Japanese values.29

Ohnuki-Tierney states that the average length of stay
in Japanese hospitals in 1977 was 42.9 days, which
contrasted with 8 days in the United States and was the
longest in the world.30

Japanese have national health insurance, and em-
ployers are required to provide insurance for their em-
ployees and to pay 10% of the medical costs. Physi-
cian’s fees are low as they are set by the government.
Christopher states:31

The Japanese tend to visit doctors more often than
Americans do. And preventive medicine is more
widely practiced in Japan. School children get
mandatory medical and dental checkups, and as a
result of vaccinations and inoculations adminis-
tered at school or through neighborhood organi-
zations Japanese of every age are better protected
against disease than the citizens of most other
countries.

The professional health care system in Japan
is based on a holistic approach that physicians and
nurses use in care to clients. In recent years, Japanese
have been prepared in baccalaureate degree nursing

programs, adopting both Western and United States
ideas with traditional caring practices. Japanese nurses
remain attentive to family needs and practices in the
hospital and in the home. Physicians are educated and
do major and minor surgeries. According to Lock, an
anthropologist who has studied Japan services:32

Patients are socialized, as are their physicians, to
think holistically about their bodies, to focus on
somatic rather than psychological levels of expla-
nation and to expect the family, place of work, and
other social units to participate actively in health
care except for the actual diagnosis and specialized
treatment of diseases. The Japanese public is also,
for the most part, extremely well versed in a scien-
tific approach to the body. Pluralism in the organi-
zation of medical care and in medical practice is the
norm in Japan, but despite the great diversity appar-
ent in hospitals and clinics, there are nevertheless
certain striking and dominant features which can be
discerned in a variety of clinical settings and which
form the basis for uniquely Japanese approaches to
health care.

Culture Care Meanings and
Action Modes with Culture
Care Theory

From the above ethnohistory worldview, social struc-
ture, and health system features, cultural care consid-
erations can be identified with the Theory of Culture
Care. The reader has entered the emic world of the
Japanese whether in the United States or in other places
to consider ways to provide culturally congruent and
specific care to clients for their well-being and health.
The culture can be identified from the data presented in
this chapter, especially from the Japanese worldview,
social structure, and dominant cultural values stated
previously. Other research data can also be used.

From studies using the Culture Care Theory with
20 key and 35 general Japanese American informants,
specific culture care meanings and action modes were
identified as dominant common or universal core care
features to guide nursing care practices.33 They are the
following:

1. Respect for family, authority, and corporate
groups

2. Obligations to kin and work groups
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3. Concern for group with protection
4. Prolonged nurturant care for self and others
5. Control of emotions and actions to save face and

prevent shame
6. Looking to others for affection (amaeru)
7. Indulgence from caregivers
8. Endurance and forbearance to support pain and

stress (keeping restrained in expression)
9. Respect for and attention to complaints

10. Personal cleanliness
11. Use of generic folk therapies (kampo medicine)
12. Quietness and passivity

Many similar patterns with some intergenerational
variations were observed with informants while staying
in Japan. These dominant care values are considered
to help Japanese families or individuals. They are the
guides to action or nonaction. In planning or providing
care, the nurse would first do a culturalogic assess-
ment and consider the cultural context. After the nurse
reflected on general ideas about the Japanese culture,
worldview, ethnohistory, social structure, generic and
professional care practices, and general culture values
as presented in this chapter, the nurse makes care plans
and actions with the client and family. The client’s iden-
tified specific care needs would be given full consider-
ation with the theoretical three modes of action and in
a cooperative way with client and family.

The three theoretical modes of action and decision
derived from the above ideas presented in this chapter
are important in the care of the Japanese American
client and will be discussed next.

Culture Care Preservation
and Maintenance
Culture care preservation and maintenance would be
used with respect for the client in ways to provide peace
and harmony. This care mode would be especially im-
portant for the Issei or elderly Japanese American client
who wanted peace, quietness, and harmony. For exam-
ple, the nurse would be attentive to the Japanese el-
derly’s needs by showing respect for and honoring their
ideas regarding care they believed essential. Respect
as care is an essential care construct for all Japanese
clients, but especially the client’s family and kin. Fam-
ily members should be included as participants in care

to their elders. For example, the daughter might be
expected to bathe her mother or to provide personal
hygiene. The nurse would let the daughter fulfill her
obligations to her mother by accepting the family mem-
ber’s anticipated need. Honor and respect must also be
maintained and preserved to those in authority, as well
as those who know home remedies and foods held best
for their family. The term oya-koko is often used to refer
to “caring for parents,” which may be used by family
members in talking to the nurse.

Another area to provide culture care preservation
and maintenance is to be attentive to ways of saving
face or to prevent unnecessary shame or embarrass-
ment. Reducing the Japanese client’s self-esteem or
confidence should be avoided, especially in conversa-
tions with them or in casual discussions in the hallways.
The nurse would especially watch so that one does not
confront the Japanese client directly or blame them in
front of family members, work groups, or in a public
context. Japanese tend to feel like they are always in-
debted to their family and work group, so saving face
is very important.

Culture care preservation would also be consid-
ered with foods the client desires to regain health and
harmony and to prevent illnesses. The Japanese client’s
preference for fish, steamed vegetables, fresh fruit, rice,
and herbal teas would be given full consideration by
nurses and dietary staff. Maintaining Japanese exer-
cises and daily life activities in a quiet environment is
also important. Recognizing and preserving gaman as
efforts by the client to be patient, to persevere, or to
show self-control would need to be maintained, as well
as the concept of amaeru.

Most importantly, the nurse would need to plan
for ways to preserve and maintain Japanese health in a
peaceful environmental context so that healing can oc-
cur. Rest as healing is extremely important for Japanese
clients to regain their health and harmony with those
in one’s environment. Work stresses in America and
Japan are clearly apparent today. Thus, many Japanese
in executive positions may request a private room if
hospitalized. Finding a quiet place in the hospital is
quite a challenge as some American hospitals tend to
be noisy and busy places. Loudspeakers, many treat-
ment activities, and limited time to rest without in-
terruptions from staff or physicians require creative
strategies.
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Culture Care Accommodation
Culture care accommodation is essential for the fam-
ilies and for special needs. This means letting family
members participate in care practices with the client.
Family members may want to give direct care to their
kin and make decisions about their care except where
professional nursing actions or decisions are very crit-
ical to use special knowledge. For example, family
members may want to be responsible for feeding and
exercising their kin. They may want to use home reme-
dies such as herbal tea, sake, and massage. Some folk
therapies kampo and spiritual therapies may be re-
quested by healers. Combining professional nursing
care with generic care practices is essential for potential
therapeutic outcomes. At all times, the nurse remains
open to discussing folk (generic) remedies and other
care practices with the client to observe their limita-
tions or benefits. If some folk practices seem deleteri-
ous to the client, the nurse has an ethical responsibility
to share such professional ideas with the client and
family.

The nurse will be expected to assess and help with
Japanese pain and stress needs. Often, Japanese clients
may be restrained and endure considerable pain. Some-
times, they may request medications if under stress to
save face or to deal with stressful demands in the work
place. Somatic complaints may be anticipated as one
expressive pain pattern. Clients’ needs would be con-
sidered and discussed with them, trying to blend their
ideas with professional practices. Japanese clients may
avoid a lot of pain medications because of fear of drug
addiction. The nurse should give attention to physical
complaints, but should avoid talking about physical and
mind-body (somatic) expressions as separate entities.
Instead, the nurse should maintain a holistic or total
care viewpoint by respecting the total person who is
functioning with a particular lifestyle and environmen-
tal context.

In providing culturally congruent care for the
Japanese client in the United States or elsewhere, it
would be important to use culture care accommodation
so that the Japanese client can use traditional (kampo)
or alternative care services. Supportive care from kin
and employment groups may be important, as well as
assessing and respecting their group suggestions. Some
male corporate work groups like to provide special

foods for their sick group member. The concept of
amaeru, or looking to others for affection and offering
help, is very important in regaining and maintaining
the client’s health because it expresses group and fam-
ily care, which is more other-care directed than self-
care focused. Personal cleanliness is also valued and
should be given to the client in quiet and proper ways,
or the client’s family may wish to provide cleanliness
practices.

Culture Care Repatterning/Restructuring
This is difficult to know until the nurse first discusses
with the client what they want to repattern or restruc-
ture of the daily cares. For example, I recall a Japanese
American pregnant woman who wanted to adopt some
professional maternal-child care practices. I worked di-
rectly with her in a co-participatory way to determine
what specific changes in care she desired to alter or
repattern. The areas the client wanted me to help her
change from her traditional Japanese ways were the
following: 1) to avoid using the traditional Japanese
abdominal binder after birth (this has been used by her
mother and kin for years); 2) to have her “shy husband”
and mother-in-law remain in the delivery room with
her, but not to have them directly help with the physi-
cal delivery of the baby or assist with labor pushes. It
was especially taboo for Japanese men to be involved
with the actual delivery of the baby, and it was also
counter to men’s ideas of self-esteem and gender role
activities; and 3) be more physically active after de-
livery rather than staying in bed. (The usual Japanese
stay had been 3 weeks). These were major areas that
the client wanted to repattern. With the repatterning, the
mother-in-law and husband became more involved, but
only in certain activities. The extended Japanese fam-
ily members had to be reeducated about the shorter
stay of the mother in the hospital to allay their fears
and to reduce the mother’s somatic complaints. The
mother had to be reassured along with other female
kin about not using the abdominal binder after deliv-
ery or for long periods. This was a client-family nurse
repatterning plan that had very favorable outcomes.
The client was extremely pleased with the transcul-
tural care. This was creative transcultural nursing with
culture care repatterning, and it led to culturally con-
gruent care that fit with the client’s and the family’s
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expectations of “good” nursing care. There were no
restructuring areas of care.

Summary
In this chapter the reader has been presented with
an overview of important cultural information about
the Japanese worldview, ethnohistory, religion, kinship
economic, cultural values, and care meanings and ac-
tions. Also discussed were educational, technological,
and political-legal factors influencing care expressions
with Japanese, but primarily those in the United States.
Such information needs to be considered with other
Japanese clients with the theory and the three modes
of action or decision making. The theory of Culture
Care with the Sunrise Model can be a highly valuable
guide to the nurse to holistically assess, plan, and pro-
vide nursing care to fit the Japanese client’s needs and
satisfactions. Entering the world of the Japanese client
requires holding knowledge of the culture and consid-
eration of action modes with the individual, family,
or group. The extent of acculturation and intergener-
ational value changes also must be considered. Varia-
tions in culture care will always need to be considered
according to the extent of acculturation along with the
environmental contextual factors. Such nursing care
practices can prevent cultural imposition by the nurse
and avoid major cultural clashes and unfavorable con-
sequences between the Japanese client and the nursing
staff. Recently, an undergraduate nursing student com-
pleted a clinical experience with a Japanese American
family. She said the following, which summarizes this
chapter.

This transcultural nursing experience was ex-
tremely valuable to me. I had such great difficulty
caring for the Japanese patient until I studied tran-
scultural nursing. I had been using Euro-American
professional practices, and this did not help the
client or family. Through the guided mentorship
experience, I learned to “cue-in-to” observations
and the meaning of culture-specific and congruent
care. I also learned how to use the Theory of Culture
Care to guide my work and to provide creative trans-
cultural nursing care. Now I have an entirely new
way to practice nursing and with Japanese clients.
I can see how important transcultural nursing con-
cepts, principles, and research findings are in patient
care.
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CHAPTER 29
Jewish Americans and
Russian Jews Culture Care

Madeleine Leininger

Discover the past within the context of today.

The Jewish people, their religion, and related
culture care beliefs, values, and lifeways need
to be understood by nurses and other health

personnel. The long cultural history of the Jewish
people with their migrations into different places in
the world for freedom, to practice their religion, and
to preserve their family lifeways needs to be under-
stood to facilitate culturally congruent care. In this
chapter Jewish American culture will be discussed with
the Culture Care Theory and the Sunrise Model to
identify culture-specific nursing care practices appro-
priate to Jewish clients. The major emphasis will be on
Jewish Americans living in the United States, but many
ideas have relevance to Jews worldwide. Knowledge of
Russian Jews is also important, so this chapter has two
parts, Part A focuses on Jewish Americans and Part B
focuses on Russian Jews.

Part A: Jewish Americans
Ethnohistory
Understanding the Jewish culture begins with a brief
account of their ethnohistory. The term Jewish primar-
ily refers to people of identifiable religious beliefs and
cultural practices that generally characterize the peo-
ple. Since the 6th century B.C., the term “Jew” was
given to members of the tribe of Judah. It refers to the
descendants of Abraham, the first of the three Patriarchs
and the founder of the Jewish nation.1,2 The term “Jew”
is not identical in meaning to “Israeli,” for the latter
refers to people of political citizenship of the state of
Israel.3

Since the beginning of time Jewish people have
been singled out and persecuted for their religious rit-
uals, beliefs, and practices. For example, in 210 B.C.
the king of Syria was upset by the Jews’ strange
monotheistic beliefs and their tendency to remain sepa-
rate from others. Other rulers wanted the Jewish people
to stop infant circumcisions and begin eating pork.4 Al-
though the Jewish people have often been threatened
by others, they maintain their religious beliefs, rituals,
and prayers to survive spiritually. Most Jews have con-
tinued to observe their holy days, maintain social group
solidarity, and retain specific cultural beliefs to preserve
their health and well-being. Moreover, some Jewish
people in Europe and in America have created a degree
of autonomy by developing and establishing their own
educational institutions, social welfare programs, and
support systems. Since the Hebrew language was sa-
cred and reserved for prayer and special interpretation
of scripture, the Yiddish language, which combined
Hebrew with German, was developed and often while
in exile.

Since the mid 1600s Jewish migrations from differ-
ent places in the world continue to grow, especially to
the United States of America. By the 1800s the German
Jews migrated in large groups to America, which led
to the homogeneity of American Jews.5 Many of these
European Jews began to build elite Jewish retailing
businesses in the United States with the people bound
by their Jewish cultural ties and interests. For example,
in the late 1800s nearly 90% of all wholesale clothing
firms in the United States were owned by Jews.6 Most
of these immigrants settled in New York and others in
Philadelphia and Chicago, and these cities represented
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58% of the Jewish population. The Jewish network of
providing supportive culture care among their groups
was noteworthy and contributed to maintaining their
survival and well-being. Some theorists hold that the
Jewish people became more at home in the United
States and became more aware of their strong cultural
ties than Jewish people living in other places in the
world.7 Indeed, the importance of the United States
as a center for Jews and their Jewish cultural life in-
creased markedly with the impact of the Nazi genocide
of the Jewish people.8 Jewish persecution has also been
experienced not only with the Nazi persecution, but
also by Jews in Communist regimes such as the former
Soviet Union, which had the second biggest Jewish set-
tlement in the world. Jewish people have shared these
tragic life experiences, especially the Nazi Holocaust,
as they established themselves in different places in the
world.

During the post World War years the Jewish peo-
ple maintained their strong convictions and religious
practices. Many preserved their dress, beards, and ear-
locks as they dispersed across the United States. In ad-
dition, the Jewish people have retained their reverence
for learning and diverse intellectual pursuits. They have
taken positions in academic institutions and in many
scholarly fields and public endeavors. Jewish people
became leaders in religious studies, music, fine arts,
and the motion picture and entertainment industries in
the United States.

Jewish membership has grown in numbers in the
United States and worldwide. Their influences have
been often identified with legislation to support the un-
derprivileged, defending their own civil liberties and
civil rights, nurturing their Jewish kin ties worldwide,
and promoting international trade policies. The ethno-
history of the Jewish people reflects many struggles to
survive, grow, and maintain their cultural identity and
place in the world. The nursing student will find read-
ings about the past and present Jewish cultural history
of much interest and as background to understanding
the Jewish culture.

Worldview
Continuing with the use of the Sunrise Model to exam-
ine Jewish lifeways and care, the worldview becomes

essential. The author holds that every culture has a
worldview or a way of “looking out on” the world or the
universe. The Jewish worldview is frequently viewed
as one of suffering and surviving in different places in
the world. The long history of persecution and discrim-
ination and the need to retain Jewish religious values,
beliefs, and practices are often expressed when talking
with Jewish informants. The strength of their cultural
identity and not yielding to a dominant culture has been
manifest over time. Most children of Jewish parents try
to retain a strong sense of cultural pride and ethnocen-
trism about their valued lifeways, but younger Jewish
adolescents are waning today. Most Jewish people find
their worldview keeps them closely united, ethnocen-
tric, and cautious of movements or leaders who may
cause them to suffer or lose their cultural identity. Most
importantly, their worldview is reflected in their beliefs
of four ways to become and remain Jewish. They are
1) being born of a Jewish mother, 2) marrying a Jew and
accepting Jewish norms and lifeways, 3) converting to
Judaism, and 4) being fully integrated into a primary
Jewish group with sustained loyalties and retention of
cultural norms. Those who fail to live with these norms
are questioned whether they are “true Jews.”

Education and Religion
Since Jewish religion and education are closely inter-
woven, they will be discussed together. Religion, with
its complex dimensions, is central to the Jewish peo-
ple. Judaism is a monotheistic religion based on the
interpretation of the laws of God as found in the Torah
and explained in the Talmud. Jewish laws prescribe
the lifeways of people in their activities, diet, edu-
cation, and ceremonial activities throughout the life
cycle. There are three major religious groups within
Judaism: Orthodox, Conservative, and Reform. There
is also a fundamentalist sect called Hasidism. The his-
tory and ethnogeographic aspects of these three groups
are generally held to be that Orthodox Jews origi-
nated in Israel, Conservative Jews began in Eastern
Europe, and Reform Jews started in Germany, Hungary,
France, and England around 1830.9 The Orthodox
Jews are the strictest group and firmly uphold religious
values and practices. The Reform Jews are more flex-
ible. Conservative Judaism falls between Orthodox
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and Reform in upholding religious values and life-
ways. In the United States, Reform Judaism is more
evident with membership approximately 70% of all
Jews. Conservative Judaism constitutes 20% and
Orthodox Judaism about 10% of Jews in the United
States.10

In recent years attendance at religious services in
the synagogue in the United States has been slightly de-
creasing, and home rituals have become flexible. There
are often five traditional religious rituals with the home
services: 1) lighting Sabbath candles Friday evening,
2) having or attending a Seder on Passover, 3) eat-
ing kosher meat, 4) using separate dishes for meat and
dairy foods, and 5) lighting Chanukah candles. Having
the children participate in these home ceremonies and
keeping them instructed in the tenets of the religion are
important. Jewish boys have always been expected to
be educated from an early age in the same tradition as
their fathers. Maintaining intellectual pursuits, valuing
education, and being charitable are important features
of Jewish lifeways, especially for the enculturation of
males and females.

Judaism is largely based on observance of the
Torah laws as given to Moses by God on Mount Sinai.
The purpose of the Torah is to teach the Jewish people
to act, think, and feel within the Jewish laws. Klein
holds that classical Judaism has no word for “reli-
gion”; the closest counterpart in the Jewish vocabulary
is “Torah.”11 The Torah supports the belief that all as-
pects of living, including worship, business affairs, use
of leisure time, and maintaining rites of passage such
as the bar mitzvah, are important. Marriage and death
are part of the mandate that Jewish people are to serve
God in everything.

Religious beliefs and the education of Jewish peo-
ple support the sanctity of life and related cultural val-
ues as ways of living. Jewish people hold that their
bodies are God’s; one’s body is on loan from God and
must be returned to God at death. The Jewish peo-
ple are, therefore, observant of the Talmud and must
keep themselves in a good state of health by caring for
themselves and others. They are duty bound to exer-
cise, get sleep, eat well, avoid drugs and alcohol abuse,
and not commit suicide. Moreover, they are obligated
to help others to prevent illness, injury, disabilities, and
death.12 Another important belief is that the body God

has given them is good and should be a source of holi-
ness and pleasure as long as enjoyment is within God’s
rules.

The Jewish people observe a number of holy days
such as Rosh Hashanah (the Jewish New Year); Yom
Kippur (Day of Atonement); Chanukah (the Festival of
Lights); Passover; Shavuot (the Festival of the Giving
of the Torah); and Purim. These holy days and a few
others are important for Jewish clients to observe. For
example, surgery and medical treatments should not be
performed on holy days or on the Sabbath unless there
is an emergency need.

The Jewish Sabbath, which begins at sundown
Friday and lasts until dark on Saturday, is the holiest
day. It is a day of rest, which signifies that God rested
after creating the world, and so Jewish people are ex-
pected to rest on the Sabbath day. Orthodox and Con-
servative Jewish people may avoid using modern tech-
nologies in the home. Some Orthodox Jewish people
might not travel except on foot or might relinquish us-
ing the phone, elevator, or electric bed. They may not
want to handle business or money matters on the Sab-
bath and holy days. These values need to be respected as
culture care accommodation in nursing care practices.

The importance of attaining holiness is not only by
one’s intellect but also to have energy to perform God’s
expectations. For example, eating has a divine dimen-
sion as the traditional Jewish people observe dietary
kosher laws and not eating pork or predatory fowl, nor
mixing meat and dairy products during the same meal
or from the same dish. Moreover, only fish with fins
and scales are allowed, and shellfish are prohibited.
Preserving the proper dietary laws is important to at-
tain holiness and to maintain their culture lifeways. The
term kosher is often misunderstood by non-Jewish peo-
ple who view it as a type of food. However, it means that
all animals must be ritually slaughtered to be kosher,
that is, properly handled and preserved. According to
Jewish law, there is a prohibition against ingesting
blood such as raw meat or bloody substances, but this
does not apply to receiving blood transfusions.

The synagogue is the place for prayer, and it is an
inte- gral part of the prayer services to study the Torah.
The synagogue is the center for religious study and the
formal education of children and adults. The rabbi is
active in many activities in the synagogue. Judaism is
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not embodied in the synagogue, but in the Torah. The
rabbi and other males often wear a small black cap or
kippa and sometimes a prayer shawl or tallith. Today,
most Jewish men and women sit together in prayer
services in the synagogue.

In the Jewish culture there are other special reli-
gious services that need to be understood by nurses. The
bris is a traditional birth ritual in which the male child
is circumcised by a religious leader or mohel shortly
after brith. This ritual varies today in how it is observed
and who performs the ritual, that is, a rabbi or some-
times a pediatrician is involved in the bris. The bris is
actually a religious celebration of brith and the naming
of the child. It is common practice to name the child
after a recently deceased relative.

When the Jewish young enter adulthood, there are
two other religious events. For males, this event is
called bar mitzvah and for the females bat mitzvah.13

These are both important occasions with big celebra-
tions for young males and females. These ceremonies
mark the induction of the individual into full adult-
hood with their spiritual role expectations. For young
males, their spiritual role responsibility includes mas-
tery of scripture reading. Many families and friends
help young males and females celebrate these events
as the young adults take on their new status and role
responsibilities in Jewish culture.

Unquestionably, education is greatly valued and
expected for Jewish people throughout the life cy-
cle. Intellectual achievement is highly respected and
viewed as important. Education is expected of all
Jewish people, for it leads to spiritual growth, as well
as to economic, social, and cultural well-being or suc-
cess. Jewish men are expected to be well educated, and
in recent decades Jewish women are likewise expected
to pursue advanced education and to move into special
employment and community leadership roles. Educa-
tion is strongly valued because it can transform and pro-
tect the individual. It also gives Jewish people a strong
appreciation for their cultural heritage. Indeed, a well-
educated Jewish person has opportunities and benefits
that have served them well in the United States. In
general, the Jewish people have always valued educa-
tion, and this comes largely from their religious beliefs
and cultural expectations. Jewish parents continue to
set high educational standards for themselves and their
children.

From the above religious and educational dimen-
sions, the nurse recognizes important considerations to
understand and to use in providing culturally congru-
ent care. Unquestionably, the nurse needs to practice
culture care preservation with Jewish clients in preserv-
ing their holy days, the Sabbath, and ritual life-cycle
activities. Culture care accommodations may also be
needed to provide their expected foods and for other
nursing care needs of Jewish clients. Culture care repat-
terning and restructuring tend to be less needed, except
for “fallen away” Jewish youth.

Major Cultural Values
Based on the author’s use of the Culture Care Theory
and research findings of Jewish Americans and from re-
search from other sources over several decades, several
dominant cultural core values have been identified.14

These findings are based on the ethnonursing qualita-
tive research method with many key and general infor-
mants over time. Some intergenerational variations are
evident among the three different Jewish groups. How-
ever, these cultural core values have remained evident
with Reform and Conservative Jewish informants. The
dominant core Jewish cultural values to guide nursing
practices are the following:

1. Maintaining respect for Jewish religious beliefs
and practices

2. Maintaining the spiritual centrality of family with
patriarchal respect and the importance of the
mother for generic caring values in sickness and
well-being

3. Supporting education and intellectual
achievements

4. Maintaining intergenerational continuity of the
Jewish heritage

5. Being generous and charitable with contributions
to the arts, music, and many community services

6. Achieving financial and educational success
7. Being persistent and persuasive in religious values

and cultural norms
8. Enjoying art, music, and religious rites

These core values can be viewed as important
“holding care values” as the nurse works with Jewish
clients to plan and provide culturally congruent care.
Individual and family variations may exist among the
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different Jewish people, especially in relation to their
geographic and environmental contexts. The above cul-
tural core values remained with the informants and
were confirmed as important to providing quality nurs-
ing care practices.

Kinship and the Generic (Folk) and
Professional Health Care
The family is the core of the Jewish lifeways buttressed
by religious beliefs and cultural values. The Jewish
family is viewed as closely united showing closeness,
unity, and the stability influenced by Jewish religious
laws and intergenerational values. For example, one is
expected to honor one’s father and mother and to care
for one another in the family. The family values and
the relationship between a husband and wife are based
on the importance of mutual aid, harmony, peace, and
good will. However, if dissension and conflict occur
between a husband and wife with fighting and anger,
the marriage can be dissolved, but it must be done ac-
cording to the Jewish religious laws to be valid.15,16

The cultural anthropologist, Harland, discusses in
Haviland’s book that the original Jewish descent groups
who immigrated to New York from Eastern Europe
were known as “family circles.”17 These family circles
included all the living descendants with their spouses
of an ancestral pair. They were linked by males and
females to establish ambilineal descent (or different
group) membership to avoid problems of divided loy-
alties and interests.18 Each family circle had a name,
usually the surname of a male ancestor, and they met
regularly throughout the year. This was an innovative
way to be organized to maintain family solidarity and
mutual aid to one another. The Jewish family tradi-
tionally recognizes patrilineal descent and is pleased
and excited for the first male child as this establishes
primogeniture or acknowledgement of intergenera-
tional Jewish male descent.19,20

A Jewish marriage is an elaborate festivity that
unites two families. In traditional wedding ceremonies,
a glass is broken (kheysa) to symbolize the fragility of
marriage. Many gifts are given to the couple, and there
is much interaction between the Jewish families and
friends at the wedding ceremony. The married couple
is expected to keep the marriage together forever, and
divorce is not encouraged.

The Jewish woman remains very important in the
Jewish family, especially as the key caring or nurturant
person to the nuclear family.21 She is the cornerstone
of the family’s spirituality and maintains optimal fam-
ily health or well-being by her generic caring activities
and rituals. Any person born of a Jewish mother or con-
verted to Judaism is revered as a Jew. It is the Jewish
mother who remains close to the children. She will of-
fer chicken soup to a Jewish sick person and is an active
listener and advisor to family members. The father and
mother are usually active to bring the family together on
the Sabbath and on all special holy days, as well as on
other special family occasions to increase family unity
and well-being. It should be noted that Jewish women
teach their generic caring ways to other women. Many
women maintain key leadership roles in Jewish orga-
nizations and in community activities doing charitable
deeds and helping in contemporary local, national, and
international activities.

In the Torah it is said that Jews should be fruitful
and multiply, and so most parents have at least two chil-
dren. In the past, contraception and abortion were sel-
dom permitted unless the woman’s health was threat-
ened. Traditionally, Judaism did not endorse abortion
on demand, but today some liberal Jews permit abor-
tion. With a rabbi’s permission artificial insemination
may be done. Judaism holds that the fetus is a human
being and has full sanctity of life. Efforts are, there-
fore, made to preserve infant life as a high priority at
birth and throughout the life cycle. The parents and
grandparents are usually very thrilled to have a child,
and much attention is given to the newborn. While the
family uses wine as part of their religious and family
rituals, it must be used in moderation. Good Jewish per-
sons do not abuse use of alcohol. Jewish people have
had a low incidence of alcoholism, which some hold
is related to strong family caring modes and religious
beliefs to control and regulate alcohol use and general
behavior.22

Technology
The use of technology as a part of the American way
of living is more acceptable to Jews today than in ear-
lier days. Today, Jewish families are seeking and using
some of the latest technologies for their homes, but
especially to support their health or well-being. Some
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Orthodox Jews are reluctant to use modern technolo-
gies.The nurse needs to do a cultural assessment to
determine the use of technologies in client care, espe-
cially on the Sabbath and holy days and with Orthodox
Jews.

Providing Congruent and Acceptable
Nursing Care
In this last section, some major nursing care consider-
ations are presented for the nurse to provide culturally
congruent care. Both generic (folk) and modern profes-
sional services need to be considered with Leininger’s
three modes of action and decision. They will be dis-
cussed next.

Jewish people tend to rely on both generic (their
home remedies) and professional health knowledge.
This is in keeping with Jewish intellectual, scientific,
and humanistic interests. In the past, generic home
remedies were relied on considerably while living in
unfavorable places and with discrimination practices.
Today, generic care exists as mother’s care is still
viewed by many Jews as highly desired and comfort-
ing. In the author’s research many of the folk care prac-
tices are evident. Jewish informants recalled “old” folk
conditions and healing rituals with practices such as
the “evil eye,” cupping for chest colds, and the use of
amulets as objects to protect the person; however, some
are not used nor endorsed today. The charm or amulet
symbolizing the “hand of God” is still frequently worn
by a Jewish person for good luck and protection. In ad-
dition, many mothers relied on their “good home reme-
dies” for colds such as chicken soup and other home
practices as primary care practices for their children
and adult friends. Combining professional medicines
and folk care needs careful thought to prevent adverse
reactions.

The Orthodox Jewish dietary religious laws pro-
hibit eating milk and meat at the same meal, which can
be viewed as part of generic religious and traditional
practices. Eating unleavened bread (matzah), vegeta-
bles, herbs, and fruits is also a generic health promot-
ing mode, as is drinking small amounts of wine. How
foods are prepared and consumed are of symbolic re-
ligious significance, which the nurse needs to note to
preserve and maintain well-being and acceptance. The
dietary practices with the Jewish mother’s generic car-

ing patterns and techniques are very important for tran-
scultural nursing practices, which should be respected
for their care meanings. Food symbols such as eating
of matzah at Passover symbolizes the time the Jews
were forbidden to eat leavened bread, and the wine is
a symbol of joy and gladness when they fled Egypt in
the olden days.

From my research with the Jewish people the fol-
lowing care meanings and action modes were iden-
tified with 24 key and 36 general informants and are
discussed in relation to the three theoretical modes of
care.23 The culture care meanings and action modes to
be incorporated into nursing care are as follows:

1. Expressing one’ feelings and views openly
2. Getting direct and the best help possible
3. Accepting shared sufferings
4. Supporting maternal nurturance, i.e., overfeeding,

permissiveness, overprotection, advice, and special
foods

5. Giving and helping others in need as social justice
(tsdokeh)

6. Performing life-cycle (birth, marriage, and death)
rituals

7. Being attentive to others
8. Caring for one’s own people (Jews)
9. Teaching Jewish values to family and others

These care meanings and action modes are de-
rived from cultural findings related to the worldview,
ethnohistory, social structure factors, and other ideas
already discussed about the Jewish cultural values.
The culture care meanings and action modes can pro-
vide for culture-specific and competent care for Jewish
clients, recognizing variabilities among individuals and
groups. Creative care to members of the three differ-
ent Jewish groups is important among and between
Orthodox, Conservative, or Reformed Jewish clients.
The care needs to be tailor-made to fit the three care
modes of the Culture Care Theory with the clients.

With respect to the three major care modes, it was
evident that culture care preservation and accommo-
dation would be emphasized unless the clients have
greatly modified their lifeways or changed their reli-
gious beliefs. Religious and family life values would be
especially important to preserve to help Jewish clients
recover from an illness and to help them regain and
maintain their health or well-being. If these care values
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are maintained, one can reasonably predict client care
satisfactions and beneficial nursing outcomes.

The nurse needs to be attentive to the Torah laws
that guide Jewish health and well-being for culture care
accommodations for the following:

1. Dietary practices in the methods of food
preparation by not mixing meat and dairy dishes

2. Respecting the Sabbath and major holy days
3. Maintaining, respecting, and accommodating

modesty and the dignity of the body
4. Respecting the sancity of the life of the newborn

and those of all ages
5. Using generic or folk home remedies that are

believed to be beneficial with professional health
care with assessed beneficial outcomes

The sensitive and knowledgeable transcultural
nurse would be aware of the importance of letting
Jewish clients openly talk and express feelings and
would listen to their concerns. At times, some Jewish
clients can be very demanding, assertive, and persua-
sive in regard to “their needs.” The latter has been espe-
cially annoying to some nurses in the hospital. Jewish
clients tend to complain about the pain and are assertive
and demanding for relief of pain by the nurse’s ser-
vices. If some Jewish clients are shunned or avoided,
they may feel discriminated and resent noncaring re-
sponses. It is well to deal directly with clients’ requests
and views and to set limits with repeated requests if un-
able to meet multiple expectations. The nurse will also
observe that female family members tend to be overat-
tentive to their sick family member with their affection,
nurturant attitudes, feeding the client, and performing
home care rituals, which may be viewed as intruding
into the nurse’s professional role in the hospital set-
ting. The Jewish mother can assist with or participate
in the nursing care rather than be excluded, shunned,
or avoided.

In general, the culture care values of being at-
tentive to, providing frequent nurse presence, offering
nurturant expressions, and providing care directly are
important care values to guide nurses in care activi-
ties. The Jewish client will expect good care and will
usually complain if it is not acceptable. Recurrent nurs-
ing problems frequently expressed by nurses in caring
for Jewish clients are their demands for attention, their
limited tolerance for pain, and their need to be sure

nurses follow medical regimes. While it would be well
to practice culture care accommodation acts, it is also
important to consider culture care negotiations or repat-
terning of the client’s ways to improve health such as
repatterning for overuse of drugs, medications, or in-
jections. With different care modes, the Jewish client
may learn other ways to handle perceived and actual
pain for improved health. For example, the author re-
calls that a family member demanded that pain med-
ication be given every 1 to 2 hours after surgery. The
nurse helped the Jewish client by negotiating a plan
to increase the time interval gradually unless intense
pain is evident. Sometimes, the nurse can redirect or
repattern demands for pain relief by reexamining past
shared Jewish sufferings and ways the Jewish people
have handled sufferings in the past through their re-
ligious beliefs. Other creative strategies can be used
when one understands the cultural and religious beliefs
and values and psychophysical needs or expectations.
Sometimes, ritualized decisions and timed actions are
beneficial in repatterning nursing care. The nurse must
also be aware that not all clients in the postsurgery re-
covery room should be treated alike because of cultural
variability, and the Jewish client may have intense pain
that needs to be relieved.

Another area of nursing care for Jewish clients that
requires knowledge of emic Jewish understandings and
development of creative strategies is providing compe-
tent care to the dying client. Care to the dying Jewish
client is of major importance and will briefly be high-
lighted because it is significant to providing culturally
congruent nursing practices for client and family sat-
isfactions. A number of literature sources and research
studies such as Lamm, Sohier, Leininger, and Boyle
and Andrews point to this important need.24–27 Cul-
tural variabilities with Jewish individuals and families
of the three Jewish groups need full consideration with
dying clients. An important point to remember is that
the family is expected to remain with the dying client as
a sign of caring, showing respect for the family mem-
ber. There is also a spiritual obligation to watch over
the person as he passes from this world into another.
Prayers are recited by Jewish family members seek-
ing the blessing of God, the “True Judge” at the time of
death. Many Jewish clients prefer to die in their homes.
The nurse should respect this request if possible as it
facilitates family rituals and obligations to the dying
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member in their familiar environmental context. More-
over, in the hospital the family is often concerned about
proper care while the client is dying in a strange set-
ting. Nurses and physicians need to understand Jewish
generic care to the dying family member, and if they
are so busy with professional activities and treatments,
they can miss the opportunity to give culturally based
care. Since death is inevitable, medical and nursing
practices should be congruent with the family expecta-
tions. Medicine and treatments that artificially and ex-
tensively prolong life are usually not desired by Jewish
families. Euthanasia is prohibited and viewed as mur-
der. Comfort care and alleviation of pain are essential
to the dying Jewish client.

After death, an autopsy and donation of body or-
gans may be permitted, but only for particularly good
reasons. The decision is usually made in consulta-
tion with the family, physician, and rabbi. Only es-
sential organs remain, and these organs or body tis-
sues must be returned for burial as the whole body
must be buried. Cremation is generally not accep-
table for it is not in keeping with Jewish laws. The body
is to be washed and buried in a simple coffin within
24 hours. For the next 7 days there is intense mourning
(sitting shiva), followed by an 11-month mourning pe-
riod with daily prayer (kaddish). Kaddish is also said
on the anniversary of the death.28

Some transcultural care points after the death of the
Jewish client are the following: 1) the body is ritually
washed (taharah) by the family or members or some-
times the nurse in the hospital. If the person is in the
funeral home, the chevra kadisha and Ritual Burial
Society may do the ritual washing; 2) the eyes and
mouth are usually closed by family members or friends,
and a sheet is placed over the face; and 3) a candle is
often placed near the head and sometimes around the
deceased person. If the Jewish client is Orthodox, there
is often the custom of placing the body on the floor and
positioning it so that the feet face the doorway. Non-
Orthodox Jewish families will not usually expect the
body to be placed on the floor. The family, relatives,
and friends may ask forgiveness of the deceased for
any harm or discomfort they may have caused during
the client’s lifetime. At that time many psalms are re-
cited by family and relatives. The family will need to
have a quiet place to pray, and the nurse should be sen-
sitive to and accommodate this anticipated need. The
rabbi is usually called, and he will usually notify the

chevra kadisha (burial society). The latter will typically
take care of the body with the funeral director.

From the time of death until burial, the deceased
is with a watcher (shomer) who is generally a family
member or personal friend. This person recites from
the Book of Psalms. All deceased are buried in the same
type of garment whether wealthy or poor. The shrouds
are of muslin, cotton, or linen and symbolize simplic-
ity, dignity, and purity. The deceased are wrapped in a
prayer shawl (tallith) with one of the fringes cut. Gifts
and flowers are generally discouraged, but money do-
nations can be sent to charity or Jewish organizations
and are appreciated. The Jews value charity because
it can protect them from spiritual death and it is in
keeping with social justice goals. In accordance with
Torah laws, the burial of the Jewish person always
takes place soon after death. A mourning period
exists for several months. One will find the relatives,
especially immediate family who espouse traditional
Jewish values, often wearing black or dark clothing.

From the above cultural values of the Jewish peo-
ple, the nurse realizes the importance of transcul-
tural nursing knowledge to guide the nurse in provid-
ing culture-specific care or congruent care to fit the
client’s cultural values and religious care meanings. It
is through these culturally based practices that the nurse
becomes truly professional to Jewish people. This kind
of nursing care helps clients recover from illnesses or
die with dignity according to the Jewish beliefs. Since
Jewish clients are especially cognizant of their religious
and cultural values, they expect nurses and other health
care providers to respect their needs.

Professional nursing practices can be transformed
to meaningful culture care practices. Such transcultural
nursing knowledge and skills are beginning to be used
in nursing in culture-specific ways with beneficial and
satisfying outcomes. Most importantly, the nurse who
understands the Jewish client will find nursing care to
be less difficult and more effective when one knows the
why of cultural care with Jewish values and lifeways.

Part B: Russian Jewish
Culture Features

In the late 1980s and after perestroika large numbers
of Russian Jews applied to leave the Soviet Union for
the United States and Israel, before which only a small
number were allowed to emigrate. This short cultural
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summary will be focused on Russian Jews who came
to the United States and on glimpses of their traditional
historical lifeways, beliefs, and values back in Russia
to reflect on differences between the two cultures.

Ethnohistory and Language
The majority of the Soviet or Russian Jews that came
to several United States cities were from Belarus and
Central Russia and were Ashkenic in cultural orien-
tation. It is important to clarify here that the Jews
from the former Soviet Union comprised two cultural
groups, the Ashenasima and the Sephardin. The for-
mer are European Jews whose ancestors were from
Germany and lived in the Ukraine, Russia, and Belarus.
The Sephardic Jews came from Spain and lived in
the central Asian area. Prior to the 1917 Communist
Revolution, the Russian Jews lived in rural poor ar-
eas known as the Pale or Jewish Settlement.29 How-
ever, after the Revolution they moved to larger cities
and sought higher education in professional fields. One
should be aware that most Russian Jews left the for-
mer Soviet Union because of increasing fears of anti-
Semitism, threats to life, and for economic reasons.
Jews from the former Soviet Union speak the Russian
language, but they also speak the language of the re-
public they lived in such as the Ukraine. Some elders
speak Yiddish, the language of most European Jews.30

Russian Jewish refugees highly value their fam-
ilies, children, and the elderly. They have very strong
family relationships, usually having only one to two
children because of limited money and poor housing.
Many families lived in three-generation households
with the grandparent watching the children while the
parents worked. When they came to the United States,
they often brought their elderly family members.
The general Russian Jewish values of family, high
achievement, education, love of conversation, hospi-
tality, friendship, and belonging to a community with
obligations were important in their lives.31

Health and Caring Modes
With respect to health and caring in the Soviet Union
and in Russia, pregnant women have regular prenatal
(mandatory) testing and check-ups. They can have an
8-week leave of absence from work before delivery
of their child and extended leave with partial pay for
3 years. Child immunizations are mandatory—hence,

pregnant mothers and children get fairly good health
attention in which culture care maintenance of check-
ups should be highly supported.32

The diet consumed by former Russian Jewish peo-
ple from the Soviet Union had saturated fats with the
use of butter, sour cream, and fatty meat, which was
eaten frequently and in large amounts. Because of this
high-fat diet, gallbladder disease and high bad choles-
terol were evident along with heart diseases and di-
abetes. Alcohol and smoking occurs in the Russian
Jewish culture and with many young people. Culture
care repatterning is much needed with respect to foods,
alcohol consumption, and smoking—all these need to
be repatterned for better health.

Soviet Russian Jews entering the United States ex-
pected free health care as they had had in their as-
signed polyclinics in the Soviet Union. Many were
disappointed to find no free health care and that they
had to learn how to enter, pay, get health insurance,
and receive health services in a seemingly complicated
United States health system. They also discovered that
United States physicians and nurses had higher social
status than in the Soviet Union. This also contrasted
with their homeland polyclinic health care providers
of whom the majority were women. The social struc-
ture features in the homeland were quite different as
they had district clinics and hospitals. They also sepa-
rated children and adults in each region for health care.
They could seek another physician if they were not sat-
isfied at one place. In the Soviet Union, people often
stayed in the hospital on an average of 3 weeks; while
in the United States only a few days in the hospital was
permitted with managed care practices.

In the Soviet Union, Russian Jews knew how to do
bribing as a means to get care or medical services and to
be assured of safe and on-going good care. Nonverbal
hand gestures were often used for bribing nurses and
physicians to get good care. Still another important
difference faced by Russian Jews was that in the Soviet
Union patients were not told they had a fatal disease
such as cancer, as this meant a death sentence. However,
in the United States they soon learned that patients were
told immediately about a disease with a poor prognosis
or death outcome by physicians, nurses, or others.33

Russian Jews were very familiar with the use of
generic folk home remedies, herbal treatments, and tra-
ditional medications. They also used mud baths and
mineral waters to remove body impurities and promote
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healing. In the United States physicians and most health
personnel were skeptical of relying on generic folk
practices. This was another big adjustment, but as
transcultural nurses and others are prepared to know
and use selected generic, available herbs, and heal-
ing modes, the Russian Jewish client is more happy
as they know what has worked in the past. Culture care
accommodations for new practices and culture care
preservation and maintenance are being encouraged by
transcultural nurses with generic medicines and care
practices, blending generic care with compatible and
appropriate professional care modalities. Nurses also
were told how Russian Jewish families got medica-
tions in the past from “black markets” for ill family
members with great costs and some dangers from the
black market procurements. Today, health care in the
Soviet Union is somewhat better, but the costs are very
high for medicines and health care, and there are few
professional nurses.

Historically and still in many places, Russian Jews
do not accept the concept of mental illness.34 Mental
illness is shameful and a cultural taboo topic within
and outside the family. It was also dangerous to ad-
mit that someone in the family had mental problems as
early mental institutions in the Soviet Union were be-
lieved to be unofficially under the KGB auspices and
used for punishment for civil disobedience from the
government.

Currently, Russian Jews who have been refugees
or immigrants are adapting quite favorably to the
American culture. They are very grateful for being in a
free, open, and protected society. However, transcul-
tural nurses and other health providers need to use
transcultural concepts, principles, and the theoretical
three modes to provide culturally congruent care to
help Russian Jews in health care services for improved
and favorable health outcomes.35

A few summary points can be stated to provide
culturally congruent and beneficial care to Russian
Jews:

1. Use appropriate traditional generic care,
medicines, and treatment modes with appropriate
professional services and with ways to prevent and
maintain health care.

2. Learn ways to do bribing cultural care gestures and
with culture care negotiation strategies.

3. Use culture care repatterning with education to
change old diet practices to improve health along
with exercise.

4. Culture care preservation of family closeness and
relationships are essential.

5. Remember the stigma of mental health programs,
and find new ways to provide culture care to the
mentally ill or the distressed and be alert to
post-refugee depression and anxieties.

6. Use and focus on holistic transcultural nursing with
a friendly caring approach with all assessments
and communications. (They favor holistic care to
the partial and fragmented body-mind emphasis in
the United States hospitals.)

7. Provide culture care accommodation strategies to
link new Russian Jewish immigrants lifeways with
those that have already been established within
beneficial USA health care practices.

Summary
In this chapter important transcultural nursing and re-
lated discipline knowledge has been presented on the
Jewish Americans (Part A) and Russian Jews in Russia
and after immigrating to the United States (Part B).
The focus has been on using the Culture Care The-
ory with the holistic perspective and the three modes
of culture care decisions or actions. Respecting spe-
cific and differential cultural variations within and
between these cultural groups is important to tailor-
make care for health, dying, and other client congruent
outcomes.
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CHAPTER 30
India: Transcultural
Nursing and Health Care

Joanna Basuray

Health care in India is interwoven into the com-
plex Indian cultural fabric. In this chapter there
will be a broad presentation of the numerous

cultural groups of India. India’s health care is pluralistic
despite the strong bent toward allopathic medicine and
a Eurocentric health care model. From a nursing per-
spective it is important to understand that modern care
and curing in India have been significantly influenced
by the older Ayurvedic, Unani, and homeopathic health
systems, framing a complex issue in nursing education
and practice.

An overview of India’s cultural and social struc-
tural dimensions is studied with Leininger’s Culture
Care Diversity and Universality Theory, which in-
cludes ethnohistorical, geographic, religious, and cul-
tural belief systems, as well as social structure factors
such as family/kinship, education, economy, technol-
ogy, and politics. Nursing care is discussed through
decision making and action modes within the Cul-
ture Care Theory, namely, 1) culture care preservation
and/or maintenance, 2) culture care accommodation
and/or negotiation, and 3) culture care restructur-
ing and/or repatterning.1 The Culture Care Theory
provides a naturalistic and comprehensive means to
study in-depth and holistically transcultural nursing
care. The theory is directed toward discovery of ex-
isting beliefs, values, and lifeways of cultures.2 An un-
derstanding of India’s complexities and variability is
essential for transcultural nursing. This chapter will
therefore present an overview of the diverse nature
of India to understand and discover ways to provide
culturally congruent health care practices. The reader
is asked to study health care in India not from one
group’s cultural worldview but from cultural factors of
the health care context throughout the country. Since

professional nurses and other health care providers in
the United States and other countries are expected to
provide meaningful and often first-care practices to
Indian clients within or outside their country, the holis-
tic content in this chapter is important to understand
the Indian culture to advance transcultural health care
in India. The author was born in the Indian subconti-
nent, but has lived her adult life in the United States
and has deep research interest in both cultures.

Geography and Ethnohistory
India is shaped like a large, inverted, triangular land
in Asia and is bordered by the Himalayan range in
the north, Pakistan and Kashmir on the northwest, and
Bangladesh, China, and Tibet on the east and northeast
(Fig. 30.1). The Bay of Bengal on the east, the Indian
Ocean in the south, and the Arabian Sea on the west
surround the remaining peninsula.3 Both the climate
and the seasons are variable with regions such as with
the northern plains, Himalayan mountain ranges, the
central highlands, the desert of Rajastan, the Deccan
plateau of the peninsula, the river valley in Assam, and
the two large east and west coasts. Seasons vary from
dry, hot, and cold in the northern plains to humid and
temperate on the east coast and tropical in the south.
Monsoons and hurricanes annually bring chaos through
flooding and breakouts of infections while cooling the
hot, dry temperatures and providing water for crops.
Monsoons are preceded by hot and dry spells from
April to May.4 The ecologically diverse country offers
the health care provider the adapted lifestyle of people
in urban and rural settings. For example, nurses ob-
serve great variations in diet and clothing from region
to region with fish as the protein source near the Bay of
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Figure 30.1
Map of India.

Bengal. However, in the northern and cooler climate,
the nurses will find the use of meat as primary source
of protein and heavier clothing (including animal skin
and fur) for protection. Likewise, nurses are challenged
to provide culture care to people encountering diseases
and poor nutrition from ecological imbalances such as
soil erosion and severe droughts.

People of India
The population in India reached one billion in 1999
with approximately 50 million births per year (Indian
Census Bureau). Nurses need to acknowledge the uni-
versal concern of increased population growth in re-
lation to resources for health care and nutrition. Most
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large cities such as Mumbai, Calcutta, and Delhi are
overcrowded, but 74% of the population resides in ru-
ral areas.5 The mixed groups across India consist of
Indo-Aryans comprising 72% and Dravidians 25%.6

Although outlawed by the government, the caste sys-
tem still prevails, especially in Hinduism both in India
and elsewhere that Indians migrated. Presently, 16% of
people within the caste system are listed as members
of Scheduled Castes and 8% as members of Scheduled
Tribes. The term Scheduled under Indian law refers to
those who are designated as economically and socially
disadvantaged and therefore protected and entitled to
benefits from the government.7

The caste system was developed by Aryans more
than 3000 years ago and traditionally was related to the
occupation of people. Four major categories of castes
were assigned: the highest rankings were the Brah-
mins or priests; Kshatriyas were warriors and rulers;
Vaishyas were landowners and merchants; and Shudras
were artisans and servants. A fifth category, the “un-
touchables,” were later called the Scheduled Castes,
and were assigned menial tasks related to body wastes
and dirt.8−10 Knowledge of the caste systems is essen-
tial for nurses in addressing the complex roles the dif-
ferent caste systems have in health beliefs and healing
practices.

India has been settled over time by diverse groups
of people.11 The Aryan migration took place in the sec-
ond millennium. The subcontinent was ruled by differ-
ent kingdoms until the 17th century when for the first
time the entire country was unified under the Mughals
who were nomadic or seminomadic groups mostly
from Mongol, Turkish, Persian, and Arabic back-
grounds. These people continued to develop the agri-
cultural economy of the land and introduced the Islamic
religion along with Persian, Urdu, and Hindi languages.
The Europeans succeeded in getting a strong hold on
India in the 17th century.12 The British colonized India
in the 18th century and moved India toward industrial-
ization. Colonization in India, as with most countries,
primarily served the colonizers’ interests in power and
economy.13 Today, India’s official language is English.
Among a series of significant changes brought by the
British was the creation of infrastructure for research,
education, technology, transportation, and government,
which propelled modernization of the country. India

practices democracy with increased education and im-
proved economy. Since the 1980s the middle-class pop-
ulation has markedly increased.14

Cultural Values, Language,
and Lifeways

Language
The Indian government recognizes 18 languages out of
180 languages and more than 500 dialects. The official
languages are Hindi and English.15 Political regions
may teach their own language in schools in addition to
Hindi. English is taught in most urban schools, so most
educated Indians can converse in English. In the home
the language or dialect depends on family/clan social
structure and preference.

Children are schooled for 10 to 12 years. Pub-
lic education is free and mandatory until the age of
14 years.16 Government-run primary education was
opened for all Indians during the British rule in the
1800s and English became the standard language. The
nurse is expected to preserve the indigenous languages
through use of translations and through choice repat-
terning of language uses for women. In rural commu-
nities official documents and forms require some mod-
ifications, but face-to face interviews are important for
meeting the nursing care needs of specific cultures.

The Indian educational system is directed by the
central government and is administered through state
and local governments.17 Private schooling is largely
based on the specific cultural group’s religions. Pri-
vate nursery schools are increasing in numbers to-
day with the growing middle class. Post-secondary
education in India is based in technical/professional
schools, colleges (government, religious, and private),
or universities.

Nursing and Medical Education
In 1947 nursing education became standardized under
the supervision of the Indian Council on Nursing.18

In the past, nurses, midwives, and public health
nurses were called “health visitors,” and Christian
missionary hospitals or other schools managed nurs-
ing education.19,20 The Indian Council on Nursing is
a formal organization that sets the standards for the
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education and practices of nursing programs. Presently,
continuing under the western health care framework,
Indian nursing curriculum consists of two levels, the
professional and the paraprofessional programs: a
3-year diploma in general nursing and a 4-year Bache-
lors of Science in Nursing degree. Most of the nursing
education is hospital based. The second level of nurs-
ing education is called the Auxiliary Nurse Midwives
and multipurpose technicians. Graduate programs in
nursing are very few in number. The council officially
oversees educational programs, serving as an advisory
body and conducting periodical inspections of nursing
programs.21−23 Indian nursing is primarily a female
profession within a health care system dominated by
the medical profession. Rao reported that the Indian
nursing profession, despite its isolated grassroots ini-
tiatives for improving health care, continues to struggle
in its development of the professional image in that the
nursing care of patients/strangers by women is often
“looked down upon” and nurses are not often repre-
sented by the upper class or caste.24 Additionally, there
is a lack of professional autonomy and a poor infras-
tructure in education and practice.

In the large cities nurses with high academic de-
grees are valued with status comparable to the British
or American nursing education graduate model. For
nurses who practice or care for clients in rural India,
knowledge of generic health care practices is essential
to provide culturally congruent care. It is a challenge
for nurses from the United States to use generic care
with professional care.

The regulatory body for physician education and
the practice of medicine is the Medical Council of India
with the curriculum of four and a half years to follow
the British medical school model.25 Like nursing dur-
ing the British colonial rule, physicians were initially
trained to serve the British expatriates rather than the
general colonized population. However, in medical ed-
ucation the scope of practice moved away from cura-
tive to preventative practices and encouraged a trend
of higher physician to patient ratio in the 1970s. How-
ever, as the employment market was reduced both in
India and abroad, it led to competitive private prac-
tices and misuse of the medical practices through inap-
propriately trained medical graduates who established
businesses in urban areas. According to Krishnan, the
preventative model in medical practice has not been

fully realized within the infrastructure of education
and practice. Furthermore, social factors that influence
health and health care practices of the general popu-
lation group are presently ignored in the assessment
of health conditions, which leads to minimal positive
effects on the actual and prevailing health needs of the
people.26

Social, Political, Economic, and
Technological Factors

In 1996 India was known as the World’s Largest
Democracy, with 354 million voters and more than 500
political parties, including its own army, navy, air force,
marines, and reserved forces.27 In economic growth
India has been in constant transition since its indepen-
dence. It has shifted from being a largely agriculture-
based society to a modern, technologic, and indus-
trial manufacturing economy. India, however, remains
largely rural.28

Knowledge of the people’s modes of transporta-
tion and technologies are critical to understanding and
accessing health care facilities to accommodate and
receive appropriate care and treatment. Health care fa-
cilities that are closest to clients’ communities increase
the access to care, especially during trauma and emer-
gencies and for nurse availability. The Indian govern-
ment railways have been modernized since 1991 for
large cities. There is also available waterway trans-
portation along the coast and inland, as well as mod-
ern airline travel. Transportation by road is the most
common type of transportation with different motor
vehicles such as two- and three-wheeled automobiles,
minibuses, buses, and trucks. Bullocks, camels, ele-
phants, and other animals, as well as human rickshaws
are also transportation modes. Telephones exist but
only for few households.29 Recently, cellular phones
have become popular.

To facilitate trade and commerce, India depends
on international aid, which is largely supplied from the
World Bank. Japan is India’s largest donor in interna-
tional aid. Since the 1970s nongovernmental organiza-
tions (NGOs) have become well known for assistance
of the poor by serving those areas that are neglected
by government services. Nurses play an important col-
laborative role in many NGOs through their volunteer
work within communities. NGOs provide services to
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the poor, helping them to meet their needs and those
demands of their political leaders. Pachauri observed
that NGOs are mostly involved as grassroots exper-
iments, developing “self-reliance” without changing
national policies.30

Kinship and Social Factors
In this section social structures will be discussed using
Leininger’s Sunrise Model to identify major influences
on health care beliefs, values, and lifeways. To provide
holistic care the social and cultural factors need to be
explored and understood with other dimensions. This is
especially important for India as the cultural and social
structures are complex and diverse. Class, castes, and
similar groups (including Hinduism) have existed for a
long time and are an integral part of the culture. Influ-
ences of caste and class have varied social, psychologi-
cal, and financial effects on the cultural groups of India.
India has a stratified social structure. This means that
there are different hierarchical status factors at different
levels to understand in this society. Wealth determines
the class status of men in a group. India’s families are
patriarchal with recognized hierarchical relationships.
This hierarchy pattern is usually transferred into work-
place and bureaucratic institutions. Kinship structure is
complex and kinship relations are noted by calling an
older colleague uncle or auntie as a classification term.
In the majority of communities extended kinship family
groups exist with preferred joint family systems. The
family, community, clan, or caste lifeways are inter-
woven into the daily life of the individual and into the
workplace and academic settings. In health care simi-
lar patterns exist, and so nurses can expect clients and
colleagues from India to be related to others through
their similar kinship and stratified social interactions
and norms.

In childrearing practices families teach hierarchy
or stratified relationships to their children. Collabora-
tive and shared cooperative responsibilities are taught
to them, especially with respect for kin and older-
aged family members. Although birth is always cele-
brated, males remain largely preferred today. Sons are
expected to conduct funeral rites. National and inter-
national concern for female children has been evident
because many Indian girls have been found underfed
or have become victims of neglect and even murder.

Some selective abortions and female infanticide con-
tinue to be practiced,31,32 which leads to ethical and
moral conflicts among the Indians and among clients,
health care providers, and religious pro-life agencies.
Nurses may have to face ethical personal dilemmas
about male preferences and abortion issues. It is often
difficult to respect the family’s values when it is against
the nurse’s own religious and cultural beliefs, and so
cultural conflicts exist with nurses in care practices.

Making cultural nursing assessments in India is
complex and holistic. Traditional cultural values are
often closely adhered to, but some cultural variation
may be identified. For example, with the practice of
veiling (purdah), Hindu and Muslim women follow
complex and traditional rules of body veiling and the
avoidance of public appearances, especially before
relatives and strange men. Almost all women dress
modestly, and unmarried Muslim women refrain from
appearing in public without a chaperone.33

Marriage is an important event in Indian society.
For many the gesture of negotiating and conducting
a marriage is a critical and major event. Arrangement
for marriage can be complex among different cultural
groups, classes, and clans in different regions of the
country. Negotiations for a future, prearranged mar-
riage sometimes begin with the birth of a child. Mar-
riage celebrations often may continue for a week. Each
cultural or religious group conducts their own variation
in marriage rituals. For Muslims, and with Hindus in
some parts of the south, marriage to cousins is allowed.
Preference is given to similar-caste and upper-caste al-
liances through Hindu marriage. For the past several
years, the age of brides has increased to late teenage
years or older. Bride dowries are part of the marriage
contract that includes jewelry, household goods, and
money for the woman’s wealth that are given by the
bride’s family to the groom’s family and are impor-
tant in the marriage arrangements. At present, crimes
of mistreatment and bride burning are mostly dowry-
related issues.34 Divorce as a mutually consented pro-
cess is traditionally not recognized in India, and both
Hindus and Muslims vary in the application of the
divorce law. Nurses need to be knowledgeable about
brides’ dowries and divorce values and how to pro-
mote culture caring preservation and accommodation
with respect to a woman’s dignity and status. Respect
for women and mens’ beliefs and values regarding
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modesty, marriage, and divorce with their cultural
interpretations of wealth and status are also important
to understand.

Purity is an intriguing and important cultural con-
cept and value among diverse religions of India. For
example, with Hinduism purity in daily life is believed
and acted out in various prescribed caste hierarchies
and sociocultural statuses. The “what” and “who” are
pure if associated with high status, whereas “what”
and “who” are polluted if associated with low status.
Gold is valued as purer than copper. The lowest ranking
caste member in Hinduism is given the occupation of
sweeper ( janitor), whereas a high-status Hindu is ex-
pected to wear properly laundered clothes, take daily
baths in flowing water, and eat foods with one’s own
appropriate caste group. Contacts with impure objects
and handling body wastes, including products of death,
are left for those of the lowest caste(s). Furthermore,
the menstrual period for Hindu and Muslim women is
seen as unclean. So, during the menstrual time women
are not allowed to cook, worship, or touch holy books.
These laws of purity are not always followed properly
by many Hindus and Muslims since it is generally con-
sidered as oppressive for modern, educated Indians and
non-Indians. Maintaining purity-related behaviors by
individuals and families, however, remains and is tradi-
tionally related to the social structure and transcultural
spiritual and physical connections for healing.

Nurses knowledgeable about Indian cultural val-
ues, beliefs, and care phenomena of stratified and
marginalized groups can provide meaningful care that
fits the culture and transcultural nursing concepts,
principles, and research findings. Since ancient times,
particular groups of people such as holy men or
eunuchs/transvestites (Hijras) have been recognized as
having different lifestyles and statuses. Traditionally,
Hijras are often employed for fulfilling particular roles
in a household or in public. Historically, Hijras have
varied servant roles in households where seclusion of
gender (women) is observed. In public roles many be-
come entertainers. Hijras are commonly excluded as
a social group and live in their own communities or
colonies and in Hinduism are treated as a lower caste
and as a social and religious taboo.35 It is of interest
that Indian literature lacks records of homosexuality
or the exploration of homosexual lifestyles in India.
Currently, it is rare to find literature or films on social

reform or published studies on homosexuality. There
are marginalized groups everywhere, and nurses need
to be sensitive to the related issues to attain and main-
tain culturally congruent care for Indian clients. Over-
all, nurses must be astute to the individual and group
differences and variabilities that exist with prescribed
cultural values and health needs of clients from Indian
heritage, especially those seeking health care in the
United States or other countries.

Village unity is a governmental policy that is em-
phasized where common facilities are shared, for ex-
ample, the water ponds and grazing grounds. The head-
man is seen as leader and advisor on such governance
and social matters. The local residing Hindu priest or a
Muslim holy man has the same honor. Nursing care is
often positively affected by the inclusion of village and
tribal heads in decision making and achieving desired
health care goals.

Religious, Spiritual, and
Philosophical Factors

One of the strongest areas of the social structure in
the life of people is their religious and spiritual beliefs
and health practices. In 1991 82% of India’s popula-
tion was Hindu.36 India has the fourth largest Muslim
population in the world (12.1%). The remaining Indian
population is 11% and includes Christians, Sikhs, Bud-
dhists, and Jains. Judaism and Zoroastrianism are fol-
lowed by very small numbers of people.37 Religious
beliefs in India are very diverse and would require an
in-depth presentation, which is beyond space limita-
tions. Nurses are encouraged to study all religions and
to be knowledgeable of differences and similarities.38

With Hinduism, Buddhism, and Jainism the concept
of the enlightened master exists in the monasteries.
Enlightened masters commonly practice seclusion, en-
gage in rigid austerities, ascetic disciplines, teach, med-
itate, or travel in pilgrimage to holy places. Devotees,
likewise, seek learning, offer food and worship, and
travel to retreats to participate in group activities with
the master.39,40

Belief in fatalism, animism, and astrological signs
are followed by many people of different religions.
Khare describes care and curing practices in India
as moral, personal, goal-oriented activities along with
Hindus, Muslims, Christians, and Sikhs. These groups
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use traditional care and cure practices and seek holy
persons and sacred places, but they will also use se-
lected modern professional health care practices.41

Some of these principal religious groups will be briefly
highlighted next.

Hinduism
For most Hindus, an important practice is to choose a
personal God or Goddess for devotion. In West Ben-
galis it is Durga and Kali (manifestations of goddess
Parvati), whereas for Gujratis it is Ganesh, son of lord
Shiva and Parvati.42 Most devotees are polytheistic,
which means they worship all or part of the vast pan-
theon of deities, some of whom have existed since an-
cient Vedic times. In daily practice, a devotee concen-
trates prayers to one deity or to a small group of deities
with whom one has a close personal relationship.

There are worship behaviors that involve the bless-
ings from deities for health promotion and healing.
Acts of worship or puja consist of a range of ritu-
als offering prayers before an image of the deity or
a symbol of a sacred presence. Puja begins with the
personal purification and invocation of a god/goddess,
which is followed by offerings of flowers, food, or
prayers. At home women usually perform daily pujas.
Through puja, gifts become sacred. Sacred ash, saf-
fron, or red vermilion would often be smeared on the
foreheads of the devotees. In the absence of using these
objects, people can stop for a moment to pray or stop at
a roadside shrine and fold their hands offering invoca-
tions to their gods. Worship includes stylized dancing,
hymns, and poetry.

Local deities are usually past or present admired
human beings who are believed to protect people from
evil and harm. These deities are enshrined in various
places in rural areas such as under trees or in entryways
of homes. Religious rituals are usually directed toward
purity (water) and toward pollution (avoidance of dead
flesh or body fluids). Those who avoid the impure are
accorded increased respect. Worship is neither manda-
tory nor congregational. The temple and its mainte-
nance are sustained through devotees and followers’
donations. Brahmin priests perform life-cycle rituals
such as transitions in life, pregnancy, birth, marriage,
and death. Pilgrimage is a religious activity valued by
followers and priests. In India there are numerous sites

for pilgrimages, and each year thousands of people
take pilgrimages. The most popular site is Varanasi,
the north bank of Ganges River. Throughout the year
schools and offices close for festivals that occurs for
several days, and each region has its own holidays or
celebrations. For example, in Bengal a major celebra-
tion for goddess Durga takes place in October.

Becoming knowledgeable and respectful of the
clients’ religion, beliefs, rituals, and practices is essen-
tial to provide culturally congruent care. Meeting the
daily care needs will require culture care accommoda-
tion to allow time for prayer and purity rituals. It will
also be an important care mode to provide accommoda-
tion with the use of amulets, rituals, and symbols. Re-
structuring or changing religious beliefs and rituals that
have been firmly maintained in India over time would
not be appropriate except perhaps to some related reli-
gious activities requested by the group or community.
Outside of India, professionals who are Brahmins may
be called to assist with rites and rituals in homes or for
individuals. It is important for nurses to anticipate and
know about their values, beliefs, and rituals for purity
or blessings and to facilitate uses to provide desired
culturally based human care.

Islam
Islam is India’s largest minority religion. It is histori-
cally patriarchal with selected roots in some aspects of
the Judaic and Christian religions. Muslims arrived in
India in 712 AD.43 Muslims follow a religious calendar
and their festivals are derived from the lunar calen-
dar of 354 days. Sunism (Sunni) and Shiaism (Shia)
are the two major denominations of Islam in India.
A few Sayeeds reside in India (direct descendants of
Mohammed). Another related path is that of Sufism,
mystical followers of God, who seek direct vision of
oneness with God and display characteristically dif-
ferent behaviors in meditation and worship than the
mainstream Muslims.44

Local Islamic saints have shrines and living saints
are called pirs. Pirs are sought for spiritual assistance,
infertility, stress in marriage, and illness and death.
They offer prayers, provide amulets, and give advice
to people. Traditionally, face engravings or pictures of
saints are not favored for shrines, mosques (place of
worship), or homes. Muslims celebrate two main holy
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days a year: Eid-ul-fitr (feast of breaking of the fast or
Ramadan) and Eid-ul-Zuha (feast of sacrifice, based on
the account of prophet Ibrahim’s willingness to sacri-
fice his son Ishmael). Celebrations take place for sev-
eral days. An animal sacrifice, especially the sacrifice
of a goat and sheep, is a significant part of religious
celebrations. Charity to the poor is an esteemed and
expected activity for the Muslim. At birth, a newborn
in a Muslim home receives prayer in his or her ear by a
paternal uncle. After birth, a mother is kept in seclusion
for 40 days, massaged and fed foods considered rich in
nutrients such as milk based. An infant’s hair is shaved
and weighed (the value of which in silver is donated
to charity), and this is followed by application of saf-
fron water on the shaved head. This is also the time for
naming the baby. All Muslims practice circumcision
of the male infant. Another Indian tradition is the use
of henna (herbal dye), by applying it to the palms of
the hands and soles of the feet, as a good omen when
used in marriage and other ceremonies by women. For
children and adults, henna is also known for its cooling
effect on the head, palms of the hands, and soles of the
feet during hot summers.

Religious instructions for Muslim women include
seclusion, which is practiced in traditional homes
where homes are constructed to partition male and
female quarters. The veil or hijab worn by Muslim
women symbolizes modesty. To adhere to female seclu-
sion, women prefer female nurses and female physi-
cians as health care providers. Clothing, an essential
symbol of modesty in Muslim India, often comes with
unique differences according to geographic region and
in aggregates of ethnic groups. Women prefer culturally
relevant modifications of the dress code, which varies
according to the individual’s or family’s conservative
and nonconservative practice and beliefs. Seclusion
is also observed during the menstrual cycle, and women
are not allowed to pray or visit the mosque to observe
purity. Culture care restructuring should be instituted to
prevent physical problems or complicated matters for
women, for example, in performing breast self-exam or
in seeking a female physician and nurse for women’s
health concerns. Other care-accommodation goals for
religious worship are providing space and material
items such as prayer beads or a prayer mat. Culture
care accommodations by nurses for gender differences
are important to show respect and dignity, especially

through the nurses’ ability in articulating their under-
standing of the beliefs and values of Muslim clients
to the clients’ family members. Overall, it is impor-
tant to know that Islamic studies (formal or nonformal)
serve as an integral component of Muslim life in health
and well-being or to prevent illness, consistent with the
goals of Leininger’s Culture Care Theory.

Sikhism
Sikhism started in the early 16th century by Guru
Nanak through a concept of reform derived from
Hinduism. About 79% of Sikhs reside in Punjab pro-
vince, but many Sikhs live abroad.45 The philosophical
message of Sikhism is universal love, devotion to God,
and equality to all men and women. Sikhs worship and
receive teaching in gurdwaras or temples. Baptismal
ceremonies are conducted to include a vow in Sikhism
in defending the faith at all times. To show faith and de-
votion, the hair is not cut, and symbolic material items
such as a long knife, a comb, a steel bangle, and short
breeches are worn by men. After marriage couples ab-
stain from tobacco and alcohol. Religious ceremonies
are rich with songs, music, and poetry. There is no of-
ficial priesthood within Sikhism; instead, communities
of believers rely on the holy book and make decisions
accordingly.46 Sikhism offers several paths for follow-
ers. Culture care maintenance and preservation should
be sensitively observed by nurses in caring for them
and respecting the Sikhs moral codes. Nurses need to
allow for devotional time, preserve religious symbols,
and maintain their desired religious practices. Daily
rituals would be accommodated by nurses promoting
the daily ritual practice for the followers’ health and
healing.

Christians
Christianity is largely practiced in much of southern
India primarily by Roman Catholics from Europe.
Other than influences by Portuguese traders and mis-
sionaries from various countries, the British ruled India
for 300 years during which the Protestant beliefs dom-
inated the country. Most of the converts to Christian-
ity have been from the lower castes and classes of the
Hindus and Muslims. During colonialism the British
had converted some entire villages to Christianity.47

Christians’ places of worship such as churches and
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chapels remain and are still maintained by Indian
Christians across India.48 Some Christian groups ad-
here to all Western practices through their clothing,
language, and material symbols, while others have
combined indigenous (largely, Eastern) and Western
Christian cultural beliefs and practices into their daily
living. Christians’ beliefs are similar to the British and
European religion even though some worship times are
divided with religious practices in English or the local
Indian provincial language.

Christian missionaries were primarily responsi-
ble for initiating health care facilities for the com-
mon public and for education of girls.49,50 Several
British parochial schools and colleges still exist. In
nursing, the pluralistic health care services pose inter-
esting challenges for nursing practice, which nurses in
India and abroad need to observe as pluralistic health
care practices. Christian beliefs and practices are found
in nursing education. Culture care accommodation is
expected. Cultural clashes can occur if the nurse’s edu-
cational preparation and personal values are in conflict
such as with European/British allopathic education and
ethical issues. The author has noted that British colonial
nursing education has had a major impact on the nurs-
ing profession in India with residual effects of oppres-
sion, colonialism, and cultural imposition practices.51

Nurses would be expected to use culture care repat-
terning and restructuring to incorporate generic Indian
care practices with British practices as discussed below.
In addition, culture care preservation and maintenance
in religious practices would be imperative to present
meaningful culturally congruent care practices.

Professional and Generic Health
Care Practices and Issues

Generic Indian care practices incorporated with selec-
tive professional practices are a major area for nurses
to consider. Indian health traditions within a holistic
framework date back to the 3rd millennium BC and re-
main important. Modern health practices in India are
based on ancient Vedic scriptures to Buddhist curative
practices and Islamic medical science.52 Some of these
practices can be found in the 18th and early 19th cen-
tury practice of Western medicine with their trained
physicians who addressed the needs of the expatriates
and colonizers. However, during the colonization eras

limited services such as immunizations and curative
treatment centers were opened to the indigenous Indian
public.53,54 Western health care systems gained status
with colonization, but the indigenous health care sys-
tems and generic folk care was looked down on with
arrogance.55−57 Since India’s independence in 1947
from Britain, diseases and related mortality rates re-
main high with health care services being glaringly
inadequate despite some improvements in India’s in-
frastructure in health care and personnel.58,59

Three types of India’s allopathic health services
exists today, namely, 1) government, 2) private, and
3) voluntary. Increasingly, privatization of health care
now comprises 78% of physicians’ services. In the ur-
ban setting, the middle and upper-middle class receive
adequate health care from the government and private
sectors. Today, some commonly identified health prob-
lems in urban settings are tuberculosis (largely the re-
sult of overcrowding and poor ventilation), malaria, and
urban filariasis (from stagnant pools of water). Primary
health centers are public and are largely used in rural
settings, staffed by Indian physicians, nurses, and allied
health workers. In addition, the public health care ser-
vice is supplemented by 7000 government and private
voluntary organizations.60,61

Economically, most Indians cannot afford health
insurance to cover hospitalization costs. Most Indians
are unaware of the insurance plans unless supported
financially by friends or relatives except for a few
who receive reimbursements through limited insurance
plans.62,63 Nurses will find a competitive market in the
health care services. The poor people still continue to
get care under government health care services, while
the wealthier use private professional health services.
In light of these facts, nurses have an important role
to practice culture care preservation and maintenance
and also cultural care accommodation for keeping a
desired balance between modern Western and generic
indigenous Indian health care services, specifically in
rural settings. Culture care restructuring is needed in
educational preparation of nurses and physicians; this
should include generic and professional health care,
which is needed for the Indian clients and with accultur-
ation considerations. Establishing trust between clients
and nurses through collaborative work with generic and
modern professional Western health practitioners is im-
portant to provide culturally congruent care.
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Throughout India, the two most dominant sys-
tems in generic health are Ayurvedic (meaning science
of life) and Unani (Galenic medicine) herbal medical
practice. Nearly 80% of India’s population live in rural
regions and have increased access to both systems. A
variety of institutions offer education about indigenous
medical practice.64

The Indian government acknowledges generic
health care practices such as Ayurveda and Unani\
Siddha under the title Indigenous Health Systems. Ed-
ucational, research, and practice methods have been
established for these and others (such as homeo-
pathic medicine). Indigenous pharmacology involves
the study of the whole plant or its parts: the leaves,
stem, seeds, root, bark, fruit, and/or flowers. Plants are
studied for their tastes, the composition, and properties,
as well as substance potency and postdigestion state
formulating the unique pharmacological activity of the
substance. Lad, Mukhopadhyay, and Noble and Dutt
described that traditional health systems in India func-
tion through two social streams, lok swasthya param-
paras and shastriya. In lok swasthya, or “peoples”
health culture, villagers use the readily available lo-
cal resources of flora, fauna, and minerals. Housewives
use these substances for preparing nutritional food and
home remedies; birth attendants, bonesetters, and acu-
pressure practitioners also use these resources, as well
as traditional herbalists. The Shastriya is the profes-
sional knowledge of Ayurveda, Siddha, Unani, and a
Tibetan theory and practice.65,66 Generic health care
has lasted for years, but support from the World
Health Organization (WHO) is important. Transcul-
tural nurses should seize the opportunity to support an
integrated or complementary approach of modern pro-
fessional allopathic systems of health with the generic
indigenous systems to provide culturally congruent and
beneficial care.

The Ayurvedic professional discipline contains
seven main branches today: general medicine, pedi-
atrics, psychiatry, ear, nose, and throat (ENT), toxicol-
ogy, geriatrics, and reproduction. Siddha was devel-
oped within the Dravidians culture of the pre-Vedic
period.67−69 Siddha means “achievement,” and sid-
dhars were saintly figures that achieved results in
medicine through the practice of yoga. It is important
for nurses to understand how nature and healing are

connected through generic health practices in India.
For example, the human body is composed of universal
elements such as fire, earth, space, air, and water. Like-
wise, assessment, diagnosis, and treatment methods de-
pend on the data obtained from the food consumed by
the clients, as well as their environment, meterologi-
cal considerations (astrological signs), age, sex, race,
habits, mental status, habitat, diet, appetite, and physi-
cal condition.

Arabs and Persians introduced the Unani medicine
around the 11th century AD. Today, India has the largest,
educational and research institutions for the study of
Ayurvedic, Unani, and homeopathy health systems,
which are essentially generic or traditionally derived
systems. Greece was the original home to the Unani
health system. Arabs developed the knowledge and
practice through extensive use of physics, chemistry,
botany, anatomy, physiology, pathology, therapeutics,
and surgery. Mukhopadhyay reported there are several
thousand trained midwives, bonesetters, and herbalists
practicing in India.70 The reader needs to be aware
of the important task of transcultural nurses to bal-
ance nursing practice between the Western professional
health systems and generic health, for clients from
India or in India, despite the present-day dominance of
the Western health professionals and systems in India.
Therefore, nurses educated in the professional Western
health systems have the big task of learning the generic
care practices to interface them with professional prac-
tices to be congruent, accessible, and promising in the
21st century. Leininger’s three modalities are essential
in this endeavor.71

With the present nationwide and international fo-
cus on the health of women and children and with
high infant and child mortality rates, nurses and oth-
ers need to address general cultural, social, and eco-
nomic factors that impact on the health of women and
children such as the following: 1) mother’s literacy
level, 2) household’s access to a sanitary human waste
system, 3) religion or tribe membership, and 4) eco-
nomic status. Sex preference for males and discrimi-
nation against women are prevalent in most states.72

The neonatal death rate in India is high despite the fact
that immunization of pregnant women is becoming an
effective intervention.73 Still another consideration is
that violence against women is often times accepted,
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unrecognized, and unreported.74 Both the government
programs and NGOs have contributed to international
health services organizations like WHO and the United
Nations to bring this issue to the foreground with deep
concerns especially regarding women’s dependency on
sons and being unpaid for work.75,76 Nurses are advised
to be increasingly vigilant in advocating women’s just
and moral rights to health in nursing practice through
professional educational programs and protective ac-
tivities. Thus, the religious, cultural, social, and edu-
cational status of the mother play a major role in the
Indian women’s health conditions, all of which need
active consideration to provide therapeutic, transcul-
turally congruent nursing care.

The European colonists brought homeopathy to
India, which is based on the concept of the law sim-
ilarly described by Hindu sages in the 10th century
BC and Hippocrates in 400 BC. The homeopathic sys-
tem of health care became organized through Samuel
Christian Friedrich Hahnemann, a German physician in
the early 1800s, who discovered homeopathic remedies
tailored to the individual and not the symptoms with a
detailed set of assessment protocols. In homeopathy,
physical, mental, and emotional assessments are crit-
ical in the diagnosis of health conditions. The disci-
pline is practiced through three principles: 1) health
is a natural state of human beings, 2) specific remedy
applications increase the healing power of medicine
and reduce its toxicity while simultaneously potenti-
ating it through various levels of dilution and titration
methods, and 3) the patient rather than the illness is the
focus of diagnosis. With clients the concept is mostly
applied for health promotion and prevention of illness.
Presently, India has 121 homeopathic medical schools,
and students usually earn a medical degree (MD). It is
primarily practiced by physicians, and the clients main-
tain health by following instructions provided by physi-
cians and pharmacists.77,78 General health care litera-
ture lacks descriptions of the nurse’s role and activities
in homeopathy, but nursing education and practice is
subsumed under the Indian health system of medical
programs. In the United States and in several European
countries homeopathy is gaining popularity. It is there-
fore important for nurses to understand the general use
of homeopathic remedies in homes and clinics usually
as naturalistic caring.

Spiritual health and healing in India are largely
viewed as a complex ritual in which the patient and
family participate. Given the different religious prac-
tices, each provides a unique framework for the in-
dividual’s spirituality that is linked to the beliefs of
the particular system practiced. Throughout India it is
common for both the educated and the illiterate groups
of cultures to use generic amulets, poultices, and as-
trologers and to seek supernatural causes for illness
along with the professional practices. Some may reject
either health care system. With India’s pluralistic health
care systems, professional Western medicine perme-
ates the larger culture and with advances in technology
that most nurses follow today.

In a classic study Gould identified that, because of
Indians’ relationship to their past with changing rulers,
the continuous introduction of different cultures over
time occurred. Villagers who wanted modern medi-
cal treatment avoided the treatment, dreading a visit
to an outpatient clinic or being “hospitalized.” There
was an aversion to hospitals or institutionalized health
care and physical structures in which Gould holds that
Western medical practice brings with it impersonal be-
havior with the professional role.79 Today, professional
health care and personalized care patterns with generic
care need to be integrated into medical and nursing
practice. Transcultural nurses who value providing cul-
turally congruent care need to consider generic health
care practices that are therapeutic, safe, and desired.
This means including remedies, herbal cures, and med-
itation that are safe and congruent with modern and
changing professional practices. Leininger’s Culture
Care Theory and modes of care are a valuable ther-
apeutic guide toward health and well-being.

Nutritional and Environmental
Factors

Cultural and environmental factors are important and
are related to overpopulation and the production and
distribution of food in India. Nutritional disorders
exist such as protein deficiency and pathological condi-
tions exist such as kwashiorkor and marasmus. Indians
have nutritional deficiencies caused by the lack of
iron (anemia), vitamin A (keratomalacia or nutritional
blindness), vitamin B (leading to angular stomatis,
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glossitis, and goiter conditions). Infants and children
are the most vulnerable to nutritional deficiencies of
iron and vitamin A.80 Staple diets that consists of rice,
wheat, maize ( jawar), or bajra lead to an unbalanced
diet for many Indians and serious nutritional disor-
ders such as pellagra from deficiency of nicotinic acid
in the diet when maize ( jawar) is consumed in large
amounts.81

Cultural and environmental factors affecting nu-
trition include breast-feeding practices, weaning prac-
tices (timing, duration, quantity, and type of weaning
foods); and intrafamilial food distribution. Males usu-
ally get more food than females in India. Women suf-
fer largely in their general health from cultural prac-
tices in which they are the last to get family food.82

Several studies show that low-calorie diets and the
lack of vitamin and mineral intake continue into preg-
nancy, leading to anemia, nutritional disorders, and low
birth weights of their offspring.83 Evidence shows that
females achieve poor growth largely because of dis-
criminatory feeding practices in several states.84 The
occupational status of the mother and the nature of
the mother’s occupation (including the distance from
home), the family structure (nuclear or extended fam-
ily), the decision-making process within the family, and
food taboos all influence the malnutrition of people.
Today and in the future, nurses need to assess these di-
mensions and use the three modes in the Culture Care
Theory for restructuring or repatterning to provide cul-
turally congruent care. Educating women and men on
the importance of adequate nutrition through educa-
tional programs within the communities is essential.
Education should be provided by both male and female
health care professionals for effective results. Educa-
tion about adequate nutritional intake and the selection
of nutritional foods, especially for women and children,
is needed. This would require careful restructuring and
repatterning by nurses and collaborating with support-
ive organizations such as the NGOs. The use of culture
care maintenance or patterning actions could be used
to promote and maintain community projects related to
oral traditions and useful generic care practices. Hav-
ing clients tell their stories and sharing experiences
that are held meaningful are important to maintain the
best practices that are safe, nutritional, and culturally
acceptable. The culture care accommodation or ne-
gotiation, for example, would be used in establishing

community-wide nutritional food service that is free
to the poor. Offering cooking demonstrations for pre-
serving nutrients through cooking along with basic ed-
ucation with the illiterate population, and emphasizing
knowledge about market products and discriminate use
of nutritious food could lead to congruent care. This
will require the nurse to negotiate and participate with
the heads of families, elders, and males as their tradi-
tional consent norms are essential to consider unless
deferred to the sons.

Poverty is a major factor for malnutrition in India,
and most vulnerable are the infants, preschool chil-
dren, and expectant nursing mothers. Recent reports
confirm reduced incidences of kwashiorkor, marasmus,
and blinding vitamin A deficiency,85 as well as a re-
duction of malnutrition, in some parts of south India
because of the higher literacy rate of women and fam-
ilies. Other factors influencing poor health are drink-
ing unclean water, poor sanitation facilities, illiteracy,
and ignorance about safe health practices. Good health
practices with food distributions are essential consid-
erations for culture-based repatterning and restructur-
ing in the country. Chronic gastrointestinal conditions
from infections exacerbate the nutritional problem in a
vicious cycle.86 Most recently, AIDS is being increas-
ingly found in 10% of the 10 million infected with the
HIV virus, which is likely to increase the illness-death
patterns in the future.87

Other environmental and cultural health concerns
are important, such as alcohol addiction, which is lead-
ing to poor health and poverty of many people. Occu-
pational health hazards are seriously affecting agricul-
tural laborers (both men and women) who are exposed
to pesticides, fertilizers, and infections such as hook-
worms through skin breakdown in the feet. Industri-
ally based environmental hazards often lead to chronic
and acute injuries, respiratory conditions, and disabil-
ities from working in mines, quarries, pits, riverbeds,
and forests.88 In large urban areas, slums foster poor
health and are cultural stressors that often lead to men-
tal illness, addiction to alcohol and tobacco, and social
diseases.89

Summary
In this chapter an overview of India has been presen-
ted with the general use of Leininger’s Culture Care
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Theory to provide a holistic perspective for culturally
congruent care practices. The reader is urged to con-
tinue study on this complex but interesting culture. In
the process, nurses need to be mindful that lifeways
of Indians are different from region to region with
similarities and differences as predicted in Leininger’s
theory. Despite the diversity, some larger commonal-
ties show the strong relationship of religious/spiritual
facets in influencing health and the value of kinship ties
and interactions. Class and caste play a major role in
the socially upward mobility of individuals and fam-
ily; thus both patterns of similarities and differences
prevail. Leininger’s three theoretical modes of culture
care actions and decisions can provide a sound ba-
sis to improve and facilitate culturally congruent care
by reflecting on social structure factors, public educa-
tion, individual literacy, economic support, nutrition,
poverty, and generic and professional care practices.
These modes are a valuable paradigm for new perspec-
tives for transcultural nursing practice and for nursing
education in India.

Transcultural nursing knowledge remains imper-
ative to attain and maintain culturally congruent care
for the health and well-being of Indian clients. This
is the goal of Leininger’s Culture Care Theory, which
served well for this researcher to discover these dimen-
sions with the Indian culture. An exciting challenge
awaits nurses in the future as more nurses become pre-
pared in transcultural nursing to serve diverse cultures
such as India. Such knowledge will greatly expand the
nurses’ worldview and knowledge of ways to provide
culture-specific and therapeutic care within the mod-
ern Western nursing education frameworks to promote
generic and professional transcultural nursing knowl-
edge and skills. Leininger’s Culture Care Theory90−92

can serve as a systematic, rigorous, and comprehensive
theoretical and practical framework for discovery and
for improving care in India and other countries. Under-
standing the worldview, ethnohistory, social structures
factors, and generic and professional care in India and
other cultures is imperative to arrive at credible, ac-
curate, and meaningful culture care decisions and ac-
tions. Such transcultural nursing knowledge and skills
are imperative in our changing pluralistic and mul-
ticultural world to become a competent transcultural
nurse practitioner, teacher, colleague, researcher, and/
or consultant.
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CHAPTER 31
Canadian Transcultural Nursing:
Trends and Issues

Rani H. Srivastava and Madeleine Leininger

Transcultural nursing remains the most holistic and comprehensive and yet
particularistic means to help cultures. LEININGER, 1984

The purpose of this chapter is to provide an
overview of past and current statuses of trans-
cultural nursing in Canada. The intent is to give

a current picture of trends and some issues that merit
theoretical, research, and clinical consideration today
and for the near future. This chapter is not intended to
cover fully, nor in detail, all issues or contributing liter-
ature related to the development of transcultural nurs-
ing in Canada. Most importantly, the chapter reveals
the authors’ direct experiences and knowledge along
with input from several Canadian nurses who have pub-
lished, contributed to, or shared their ideas on the topic
over several decades.

Transcultural Nursing within a
Multicultural Legislative Context

Transcultural nursing has had a slow and episodic de-
velopment in Canada over the past several decades.1 It
has been caught within the dominant and firmly embed-
ded linguistic and sociolegislative ethos of multicul-
turalism, which will be discussed in this first section.
Multiculturalism has been used by Canadians in lin-
guistic and cultural diversity terms to deal with diverse
issues and as a referent for immigrants and cultural mi-
norities. Not always have the meanings and uses been
clear, but the term is widely used in Canada.

According to 1996 data, 11.2% of Canadians are
viewed as minorities. (The term minorities is used here
and often in the literature to refer to people who are vis-
ibly non-Caucasion and are “underrepresented” in the
population.) An additional 4% percent are indigenous.2

In 1992 statistical data showed that only 2% of
Canadians who were over the age of 65 cited their cul-
tural origin as Canadian; while others identified a va-
riety of other cultures as their heritage.3 While the im-
migration rate has not changed drastically over the last
two decades in Canada, the immigration patterns have
shifted considerably. In the cultural history of Canada,
initially most immigrants came to Canada from
Europe, but by the late 1980s, nearly 70% of the im-
migrants came from Southeast Asia, Central and South
America, Africa, and China.4 This was a major shift in
the Canadian population from previous decades. Im-
migration is clearly evident in large urban cities such
as Toronto and Vancouver, but is found across all of
Canada. Toronto has been recognized as one of the
most culturally diverse cities in the world. Moreover, it
is expected that within a few years minorities (or under-
represented groups) will represent 51% of the Toronto
population.5 Multiculturalism has been identified as a
significant factor in Canada in understanding, working
with, and accommodating cultures to live together in
relative harmony. Multiculturalism has been a major
issue for all Canadians, and particularly for nurses and
other health professionals who are expected to work
closely with all cultures. Although transcultural nurs-
ing was greatly needed to guide nurses in their thinking,
decisions, and work, the general multicultural ethos of
dealing with day-to-day diversity issues related to im-
migration seemed to dominate their thinking and action
modes.

Multicultural concerns and policies began with
a focus on the English and French languages and
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preserving cultural lifeways of established Canadians
who had lived in the country for a long time. Soon, gen-
eral concerns quickly spread to the many different im-
migrant cultures in Canada. According to Ellioth,6 the
multiculturalism theme and trends have gone through
four phases. In Phase One (early 1970s), there was a
period of cultural preservation of cultures’ values and
lifeways. Communities with diverse cultures received
government support for programs to preserve their lan-
guage and lifeways.7 The result was an emphasis on
cultural celebrations, and the majority of Canadians
came to view multiculturalism as “the 3Ds,” namely,
diet, dance and dialect.8

By end of the 1970s, the second phase was evident
with a shift in emphasis from preserving traditional
multicultural values to cultural sensitivity and recogni-
tion. Previously, multiculturalism seemed to belong to
the individual ethnoracial communities, but now more
attention was paid to promoting awareness and un-
derstanding various cultural groups. Group relations
were largely addressed through information about dif-
ferent cultures. For example, the City of Toronto Public
Health Department developed community profiles, and
the Canadian Council of Multicultural Health (CCMH)
was created as an organization to address issues across
cultures. While there was a desire to learn about differ-
ent cultures, little thought was given to how to use the
information with different cultures.

In the 1980s Phase Three was evident with the pri-
mary focus as antiracism. In 1982 the Canadian Charter
of Rights and Freedom recognized multiculturalism as
a constitutional right, and so racial and cultural equal-
ity was protected by law. However, during this period
considerable debate occurred between the interpreta-
tion and understanding of multicultural and antiracist
policies. The former focused on equity, understanding,
and opening doors, whereas the latter demanded “lev-
eling the playing field” by affirmative action and posi-
tive hiring.9 In health care the emphasis was on reduc-
ing treatment and related inequities due to ethnicity.10

Thus the language of “equity” became the dominant
discourse. The construct of culture and transcultural
approaches were viewed as “soft” because they were
seen as focused only on understanding cultures and us-
ing a “cookbook approach” to care or treatment. In con-
trast, antiracism was “hard,” addressing inequities and
demanding action or, as some critics argued, “creating

defensiveness.” Much energy was spent on differenti-
ating between multicultural and antiracist approaches
to groups.

Unfortunately, the construct of culture and its full
meaning and uses got lost in the language of power,
inequity, and differences. This was particularly evident
in talks about sexual orientation, gender, and disabil-
ity where the issues were viewed in the debate as in-
equities. Although the multicultural approach was held
to be broad and comprehensive,11 there was limited
in-depth knowledge of the cultures and no theoretical
foundation to understand and use ideas in practice. In
the meantime, the field of transcultural nursing care
was continuing to develop and will be discussed later
in the chapter. Still another factor that limited full ad-
vancement of multiculturalism and uses of transcul-
tural nursing knowledge was the narrow interpretation
of culture, often seen as being limited to rituals, lan-
guage, and food. These limited views of cultures led to
stereotyping, generalizations, and narrow perspectives.
So after 25 years of policy development and previous
phases of focus, Canada is said to have entered Phase
Four, viewed as integration and establishing “multicul-
tural citizenship.”12 However, multicultural, antiracist,
and transcultural nursing approaches in health care con-
tinue to be periodically debated in Canada for under-
standing and linguistic uses. The reality is that there
is an urgent need to find ways to understand and help
cultural strangers and to integrate the many cultures of
Canada into a harmonious, functioning society using
sound cultural care research-based data in practice.13,14

Transcultural Nursing in Canada
In the mid 1960s Leininger, the founder and pio-
neer leader of transcultural nursing, came into Canada
and began to initiate ideas, definitions, and functional
concepts.15−17 One of the early definitions described
transcultural nursing as “the comparative study and
analysis of different cultures and subcultures with re-
spect to nursing and health-illness caring practices, be-
liefs, and values, with the goal of generating scientific
and humanistic knowledge and to use this knowledge to
provide culture-specific and culture-universal nursing
care practices.”18

While some Canadian nurses were aware of differ-
ent cultures, they had limited knowledge about specific
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cultures and care phenomena to transform ideas into
transcultural nursing. Conceptualizing transcultural
nursing as a formal area of study and practice was
difficult to envision but was needed for direct care
to diverse cultures.19−21 Leininger worked with mul-
ticultural leaders such as Ralph Masi, a physician, who
was taking an active leadership role to promote mul-
ticultural knowledge and practices. On different vis-
its over three decades, she shared transcultural nurs-
ing concepts, principles, theory, and ways to practice
transcultural health care with nurses, physicians, and
other providers. Most of all she helped Canadian health
care providers to realize the urgent and growing need
for establishing a body of research-based knowledge
and skills to provide culturally congruent care to native
Canadians and many immigrants. She visited schools
and institutions and gave lectures and workshops across
most provinces from 1967 to 1989.

In those early days Canadian nurses and physi-
cians saw diversity among the immigrants and native
Canadians who needed health care. The concept of
“mosaic” was used to refer to groups of immigrants and
natives living in a geographic area, with the cultures re-
taining their visible traditional heritage. This idea was
also supported by multicultural legislative viewpoints
and led to the idea of tolerance, curiosity, and cele-
brating the traditions of indigenous people and some
immigrants. Canadian nurses supported this view, and
the mosaic image with different cultures trying to live
together was promoted along with a few transcultural
nursing ideas. The crux of the problem was the lack of
graduate-prepared transcultural nurses to understand
fully the constructs and application of follow-up with
Leininger’s theory and future needs and challenges.
Hence, a slow and uneven development of transcultural
nursing in Canada has occurred over the past several
decades.

With the development of transcultural nursing in
United States, there were a few committed Canadian
nurses eager to use the Theory of Culture Care
and Leininger’s concepts, principles, and practices.
Two Canadian transcultural nursing models were
published.22,23 These were largely focused on immi-
grant clients and reflected the traditional worldviews
of the countries from which the people came (such
as Portugal and Africa). Leininger served as a consul-
tant to Yoshida’s research project with children in the

mid 1970s, which became the first major transcultural
nursing study in Canada.24 These Canadian studies and
models had a cultural focus, but needed in-depth culture
and care knowledge to provide culturally congruent
care with theoretical and research findings. Discover-
ing and integrating cultural and caring knowledge into
transcultural nursing practices from traditional nursing
was a difficult challenge for most nurses. Both care
and culture needed to be fully studied, understood, and
then synthesized into meaningful transcultural nursing
knowledge and practices.25−27

Grasping the full meaning and understanding of
transcultural nursing with clients of many different cul-
tures required teachers and mentors to be prepared in
transcultural nursing. There were very few graduate-
prepared nurses in transcultural nursing in Canada.
Gradually, Canadian nurses saw the need for transcul-
tural nursing knowledge and practice, but it was still
difficult to realize this goal because of the lack of
prepared transcultural nursing faculty, programs, and
mentors.28 Thus, the most serious problem was the
lack of courses and programs in transcultural nursing
in Canada. There were also some nurses who saw trans-
cultural nursing as “unnecessary” or “irrelevant” to nur-
sing, even though they were trying to care for many
cultural strangers in Canada.

Today, the Canadian nursing profession recognizes
cultural diversity, but has not established substantive
formal courses and programs in transcultural nursing.
Some Canadian nurses are not fully embracing and
understanding the nature and scope of transcultural
nursing to provide culturally congruent care. Canadian
nurses are further developing their roles, but many are
still focused on diseases, symptoms, and medical man-
agement of diseases. Unquestionably, these practition-
ers, especially family practitioners, need transcultural
nursing concepts, principles, and competencies to pro-
vide holistic and meaningful care to families of differ-
ent cultures. There are, however, more Canadian nurses
interested in and wanting transcultural nursing, but they
have limited support and programs to help them.

Interestingly and paradoxically, there have been
several distinguished Canadian nurse leaders vitally
interested in international nursing organizations, and
they have given outstanding leadership in organizations
such as the International Council of Nurses. Some of
these nurses were active in developing and maintaining

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095d-31 PB095/Leininger November 22, 2001 15:24 Char Count= 0

496 Section III / CULTURE CARE THEORY, RESEARCH, AND PRACTICE IN DIVERSE CULTURES

the Canadian International Development Aid in foreign
projects.29 Indeed, Canada was one of the early coun-
tries in the world to take leadership to help other coun-
tries with their nursing needs, standards, and practices.
It, therefore, seemed ironic that these leaders did not
recognize and support the field of transcultural nursing,
especially to help prepare Canadian nurse leaders to be
effective in unfamiliar cultures in many international
and overseas endeavors. Most of these nurse leaders
relied on their Canadian practical and extensive pro-
fessional home experiences. Thus, transcultural nurs-
ing was a large and missing area for Canadian nurses
in international work until almost the 1990s, when a
few Canadian nurses enrolled in transcultural graduate
programs in the United States.

Initiatives such as the development of community
profiles and events were undertaken with efforts to
know native and immigrant communities through so-
cial and other policy information exchange sessions.
There was also an explicit focus for many govern-
ment and local health care organizational initiatives
to help the indigenous native Canadians (Indian cul-
tures). However, without theoretical perspectives and
research findings, and understanding of the diversity
and universality of cultures in relation to health care as
the central focus of nursing, the knowledge and disci-
pline thrust was missing.30−32 The use of the Theory
of Culture Care Diversity and Universality was much
needed to advance nursing and health care services.
Nursing and other health care professionals and health
organizational administrators struggled for years to dis-
cover ways of knowing and providing culturally based
care to meet consumer needs and demands.

As noted by Leininger33,34 and Masi,35 this strug-
gle led to misunderstandings and misconceptions about
culture and the ways to develop culturally congruent
care practices. A recurrent misconception was the be-
lief that a few linguistic phrases and a few culture ideas
would be sufficient to care for clients of strange cul-
tures. Others believed that experiences and direct en-
counters were all that was needed to become com-
petent. Still others held that international exposures
(experiences) to very different cultures would be suf-
ficient to learn about cultures and provide appropriate
care. Some nurses held that culture was the same as
ethnicity and needed only sociological insights. Others
questioned understanding of cultural variations within

and between cultures as unnecessary. There were also
those who believed that all individuals were very
unique and that any attempt at describing and knowing
them as of a large or small culture was stereotyping
and nonbeneficial. Also, there were those nurses who
did not value theories and research in nursing because
“only direct nursing experiences were important.”36

Thus, until recently the idea of gaining in-depth
and specific, theoretical research–based knowledge of
cultures, with care as the essence of nursing prac-
tice, was limitedly evident to Canadian nurses. How
to gain transcultural nursing competencies, as well as
to change myths and misconceptions about cultures and
nursing, seemed overwhelming to many nurses. Inte-
grating transcultural knowledge into all practice areas
for specific cultures and health organizations such as
hospitals seemed too great a task. However, the great-
est need was first to study systematically cultures and
their specific care beliefs, values, and lifeways to be-
come confident and competent transcultural nurse prac-
titioners. Most assuredly, a theoretical approach was
much needed to identify and study culture and care of
Canadian immigrants and native indigenous people
who had long lived in Canada. Rosenbaum’s transcul-
tural nursing research study of Canadian Greeks in the
early 1990s was a first major step and an excellent
example to show the value of the Culture Care The-
ory to discover new knowledge and practices.37 A few
other studies followed and will be highlighted later.
The study of language and culture care expressions and
their meanings in relation to caring/care context was
also much needed for the new transcultural paradigm
of Canadian nursing knowledge and practices.

Recently, in the Canadian society several main-
stream organizations have developed specific multi-
cultural initiatives or outreach activities to encourage
the community to use their services. Even when com-
munity representatives have been involved in the de-
velopment of these initiatives, there is often a lack of
knowledge and understanding of specific cultures and
their care needs within particular environmental con-
texts. For example, the staff of a multicultural diabetes
program hired representatives from Korean, Chinese,
Portugese, and a number of other cultures to develop
and deliver a diabetes program, all speaking different
languages. The assumption was that language was the
only barrier and all would accept the approach offered.
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While the cultural representatives did not object to a
group format that was advised by the Western psychol-
ogist, there was deep concern about discussing cultural
and personal concerns in the group and with strangers.
The cultures found the experience uncomfortable and
felt restrained to share.38 While this example is pre-
sented in simplistic terms and may not reflect a com-
prehensive picture of all that happened, the example
is used to highlight issues and approaches to care that
are frequently heard in the community. This example
illustrates cultural imposition of practices and Western
ways to approaching health teaching to immigrants. It
also assumes that the culture care needs of cultures can
be met simply by involving one individual from a cul-
ture to represent and speak for the cultural needs of
the community and that Western group process meth-
ods can be effectively used for mixed cultural groups.
Such assumptions and practices need to be reexamined
and guided by transcultural nursing experts.

Currently, in urban centers such as Toronto and
Vancouver, there are many “ethnospecific” agencies
to serve the needs of specific communities, but there
is often limited collaboration between these specific
agencies and mainstream health organizations. In some
ways the responsibility for providing culturally congru-
ent care seems to have shifted to these ethnospecific
organizations with the majority of health professionals
continuing to practice in traditional ways with limited
or no transcultural research or general knowledge to
provide culturally congruent care.

Specific Issues in Transcultural
Nursing

In looking more specifically at transcultural nursing is-
sues in Canada, transcultural nursing as a formal area
of study and practice for nursing is a major issue to
be addressed. Despite the cultural demography of the
large Canadian society with many diverse cultures and
subcultures, there are far too few books and articles ad-
dressing Canadian cultures and culturally based care.
Current books on Canadian nursing issues such as Kerr
and McPhail39 and others do not identify transcultural
nursing or culture care as a distinct, major, and essen-
tial domain for Canadian nurses to address and study.
Even if culture care is identified as a relevant and es-
sential topic in a continuing education conference or

workshop, a 1- or 2-hour lecture is insufficient to guide
nurses to provide transculturally based care.

Canadian nurses as a profession have been rather
slow to recognize the importance of systematic and
rigorous study, teaching, and research in transcultural
nursing. Yet, there are great opportunities to provide
culturally based health care within and outside the
country. Until recently, there has been no policy or po-
sition paper on transcultural nursing or culture care at
the Canadian national level. Recently, there was ac-
knowledgement by the Canadian Nurses Association
(C.N.A) in the newsletter Nursing Now40 with a gen-
eral challenge about cultural diversity, but there were
no references to many available transcultural nursing
articles, theory, or research and educational programs
to guide Canadian nurses toward cultural knowledge
and competencies.

At the provincial level, the Registered Nurses
Association of Nova Scotia (which is the regulatory
and the professional body for nurses in Nova Scotia)
has recently published a document entitled: “Multi-
cultural Health Education for Nurses: A Community
Perspective.”41 This document presents the community
participants’ and the nurses’ perceptions about their
needs in relation to culturally sensitive care; however,
it offers no substantive knowledge and limited guid-
ance on how to meet those needs. Another example is
the College of Nurses of Ontario (the regulatory body
for nurses in Ontario that is responsible for setting the
standards of practice), which has recently published
a document entitled: “Guide to Providing Culturally
Sensitive Care.”42 This document is more encourag-
ing as it reflects Leininger’s43−45 transcultural nurs-
ing framework, but provides limited information on
transcultural care principles and concepts and the use
of available transcultural research knowledge that has
been published over the past four decades in transcul-
tural nursing. The focus of these provincial documents
is largely on “cultural sensitivity,” which is limited and
only a beginning awareness of transcultural nursing
knowledge.46−48 While the terms such as cultural diver-
sity, cultural competence, and cultural effectiveness are
used,49 the documents are very general with limited use
of specific transcultural nursing knowledge. The com-
plexities of diverse Canadian cultures and the specific
use of transcultural nursing knowledge as a special-
ized and generalized area of professional practice have
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yet to be developed and systematically used in people
care.

In general, much work lies ahead in Canada to meet
the repeated challenge of the past five decades that all
nurses need to be prepared in transcultural nursing to-
day and in the future to be relevant, safe, competent,
and effective to serve cultures.50−54 Leininger contends
this challenge needs to be met by 2015 because of the
increase in global migration, consumer demands, and
expectations and thus the potential for cultural health
care violence in health care practices.55 Boyle holds
that transcultural nurses are needed to provide leader-
ship in areas such as managing lifestyle changes and
reaching out to cultures.56 With Canadian immigration
and refugee policies and patterns, along with the di-
verse communities that constitute Canada, these chal-
lenges become imperative and offer great opportuni-
ties for Canadian nurses to become transcultural nurse
generalist or specialized practitioners in this global and
essential field.

Nursing Education and
Transcultural Nursing

As one reviews available information about transcul-
tural nursing education in Canada in the year 2000, one
finds that there are no specific graduate transcultural
nursing programs and only a few undergraduate and
graduate courses on culture and health. The concept of
culture is generally assumed to be “integrated” into the
curriculum and nursing practices. However, transcul-
tural nursing concepts, principles, research findings,
and practices need to be made explicit and reinforced
throughout the nursing curriculum. Moreover, specific
transcultural learning experiences that are meaningful
and draw on available transcultural nursing research
knowledge and practices are needed. An encouraging
start has been Toumishey’s57 work, but it is only an
introduction to the general area of multicultural health
care. Far more emphasis is needed to teach and follow
through on transcultural nursing care in the classroom
and clinical field areas. The emphasis on differences,
equity, power, and racism are too limited to understand
holistic transcultural nursing care. Calls and letters
from nursing students show an eagerness to learn about
transcultural nursing and become certified as a trans-
cultural nurse specialist and how to use theories and

concepts such as those from the Culture Care Theory
in their programs.58

To determine further the prevalence of transcul-
tural nursing courses in Canadian universities, one of
the authors, Srivastava, did a search on the Internet and
found in the year 2000 only four courses were specif-
ically titled transcultural nursing.59 As a Canadian
faculty member, Srivastava realized that without the
support of formal courses in transcultural nursing, stu-
dents will struggle to learn about transcultural nurs-
ing and how to use the ideas. They currently struggle
to find reference sources through the literature in the
Canadian nursing libraries (only a few carry transcul-
tural nursing literature and the discipline’s journal) and
Internet websites. Fortunately, Transcultural Nursing
Society’s website, www.tcns.org, has been a great help
to some nurses since 1999. The Internet search also
revealed that twelve Canadian schools of nursing of-
fered an undergraduate course with the word “culture”
in the title. Of these twelve, five courses were labeled
“transcultural health” and three courses referred to in-
ternational, multicultural or cross-cultural health. Only
four Canadian schools of nursing identified a transcul-
tural nursing course within their course listings, with
limited information about these courses. There were
a few courses focused on caring and curing, but only
one incorporated the idea of cultural similarities and
differences in practice to make caring or curing a real-
ity in practice or education. With respect to Canadian
graduate programs specifically in transcultural nursing,
there were none found in the Internet survey and from
other written inquiry surveys. There were five univer-
sities that offered graduate courses, but only one had a
course entitled “transcultural nursing,” and the other
four used the terms multicultural or “cross-cultural
health” largely from an anthropological perspective.
Granted this was not an in-depth, inclusive or extensive
study, but it provided a general picture of undergraduate
and graduate Canadian nursing education with respect
to transcultural nursing in the year 2000, shows a lim-
ited number of offerings and emphasis on transcultural
nursing. Of concern was that the few courses identi-
fied were electives, and none were a required nor an
integral (or explicit) part of the curriculum and clinical
practices.

A major factor curtailing the development of trans-
cultural nursing education in Canada has been the lack
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of sufficient numbers of faculty prepared through grad-
uate (master’s, doctoral, or post-doctoral) preparation
in transcultural nursing. This is a critical problem and
urgent need to make transcultural nursing a reality in
Canada. A cadre of prepared faculty are needed to teach
many nursing students who are eagerly awaiting such
preparation to provide culturally based nursing care
practices in Canada. Granted there are Canadian nurses
who engage in international experiences, but very few
have been prepared through graduate studies in trans-
cultural nursing to be fully recognized as transcultural
nurse leaders, teachers, researchers, or consultants.

Recently, a few community nursing texts such as
that of Stewart speak of the importance of “understand-
ing culture,”60 but the discussion is largely focused on
cultural assessment, and there is no substantive knowl-
edge or way to show how to provide culturally con-
gruent care. There is limited reference to the exten-
sive body of transcultural nursing research-based and
theory-based knowledge that has been available and
used for several decades in the United States and else-
where in the work. MacDonald has stated “culture is
often presented to nursing students almost as an af-
terthought” and is not consistently taught and brought
into nursing education and practice.61 Sometimes, cul-
ture has only an anthropological focus with no linkage
or conceptualization to transcultural nursing.

The Canadian literature reveals limited major
writings on transcultural nursing with limited use of
constructs or principles to guide nursing students, ed-
ucators, administrators, or consultants. Transcultural
nursing literature in Canada, written in reference to
specific cultures and in the diverse Canadian context,
by Canadian nurse authors is virtually absent. A key ref-
erence for Canadian nurses has been Waxler-Morrison,
Anderson, and Richardson,62 which offers insights into
cultures in western Canada. Recently Davidhizar and
Giger published a text entitled Canadian Transcultural
Nursing: Assessment and Intervention.63 While this
book title looks encouraging, the authors (who are not
transculturally prepared) fail to address the major cul-
tures in Canada (only minor ones), and there is no theo-
retical base or specific use of transcultural nursing prin-
ciples to guide nurses. The major emphasis in the book
is on cultures and assessment of cultures, but not tran-
scultural nursing per se. Canadian nurses need to study
the wealth of transcultural nursing literature to gain

basic and advanced research-based knowledge from
transcultural nursing scholars prepared in the discipline
and to use the knowledge for quality cultural care.

Preparation of Transcultural Leaders
One of the most encouraging realities is that there
have been a few Canadian nurses prepared specifi-
cally through doctoral education in transcultural nurs-
ing (under Leininger and others), and these nurses have
contributed some excellent transcultural nursing re-
search knowledge to the field. These Canadian lead-
ers have studied cultures in Canada and overseas and
are very helpful to nurses and especially to Canadian
nurses. Rosenbaum studied culture caring patters
related to grief and loss of older Greek Canadian
widows with the Culture Care Theory and the eth-
nonursing method.64 She discovered new concepts and
knowledge about grieving and death with this study.
Cameron studied the influence of extended caregiving
on the health of elderly Anglo-Canadian wives caring
for physically disabled husbands and discovered new
insights about caregiving.65 MacNeil undertook a ma-
jor and unique transcultural nursing study of Baganda
(African) women as AIDS caregivers using the Cul-
ture Care Theory and ethnonursing research method.66

Her findings were the first in-depth AIDS research on
caregiving in Africa. These pioneering studies serve as
scholarship models to guide Canadian and other nurses
in transcultural nursing. They also point to the begin-
ning research base of knowledge for Canadian trans-
cultural nursing. Canadian nurses are urged to read
these studies and other transcultural nursing research to
grasp the importance of comparative transcultural nurs-
ing knowledge using theory and research. One must
also note the work of Dr. Joan Anderson who is an
active anthropologist and who continues to apply an-
thropological concepts and research to guide nursing
and general health services in Canada. Dr. Pam Brink
is a nurse anthropologist who wrote a book on trans-
cultural nursing that has anthropology articles useful to
nurses.67 While there are other Canadian nurses with
graduate preparation, very few have focused on trans-
cultural nursing theory and research. In general, far
more Canadian nurses need to be prepared in the near
future in transcultural nursing (master’s and doctoral
preparation) and to become certified to ensure cultural
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competencies based on transcultural nursing literature
and research in Canada and elsewhere.

In sum, Canadian nursing has been interested in but
rather slow to respond to the longstanding need of its
multicultural population. The critical need remains for
transcultural nursing education, research, and practice
to care for the many native cultures who have long lived
in Canada and an increasing number of immigrants
and refugees from many new countries. Transcultural
nursing concepts, theories, and research findings need
to be incorporated into professional work with clients
and in administrative practices. Transcultural nursing
courses and programs could greatly assist nurses in all
provinces to guide nursing actions and decisions in pro-
viding culturally based nursing curricula, research, ed-
ucation, and other practices. For without a substantive
knowledge base one cannot ensure safe, effective and
quality transcultural nursing care outcomes. As more
Canadian nurses become prepared in graduate courses
and programs in transcultural nursing, their teaching,
research, and advanced practice will be strengthened.
It can also lead to some new or different kinds of lead-
ership in schools of nursing, health institutions, and
in public arenas with transcultural nursing philosophy,
theory, research findings, and practices. Hence, there
could be a new approach to some past endeavors for
the new millennium.

Future Challenges for
Canadian Nursing

While there are many urgent challenges and boundless
opportunities for the future for transcultural nursing in
Canada, the greatest challenge is to first become pre-
pared and committed to further transcultural nursing in
Canada and then influence other multidisciplinary col-
leagues for better health care. Explicit philosophical
statements, policies, curricula, and education practices
need to be developed. There is no question that trans-
cultural health care and providing culturally congruent
care is needed and long overdue in Canada with theory-
based and research-based outcomes. For indeed, cul-
turally based care is a basic human right and ethical
obligation for consumers of all cultures. This mandate
will become more demanded in the 21st century. As
the direct front line and often most continuous care
provider, nursing has a responsibility to provide cul-

turally based care to Canadians and others with the
rapid globalization of health care worldwide.68 Educa-
tors, practitioners, and administrators are challenged to
identify their accountability and responsibility toward
this goal. Educational institutions, research centers, and
policy developers need to address specific ways to pro-
vide and maintain culturally based care to Canadians.
One can also predict that as consumers increase their
demands for meaningful care, nurses will be expected
to be well prepared and responsive to their transcultural
needs. Canada needs more research-based transcultural
knowledge to understand and guide national policies
and practices with their many immigrants, refugees, el-
derly, the youth, and young children across the diverse
communities. The Theory of Culture Care Diversity
and Universality may be one helpful theory to identify
holistic and multifaceted aspects of transcultural health
care.69−71

Still another future direction to tap is the study
of differences among and between nurses from di-
verse cultural backgrounds and from different nursing
cultures with their impact on practice, education, and
research in Canada. Currently, such differences have re-
ceived limited study, and yet one can predict that they
could greatly influence communication, education, and
quality of care to clients. Unquestionably, cultural di-
versity and some similarities exist among all nurses
in Canadian health care agencies. Such cultural dif-
ferences and commonalities in patterns and meanings
of nurses’ cultural behaviors in different contexts and
with different clients need to be identified to prevent
clashes, cultural conflicts, cultural care imposition, and
unintentional destructive healthcare outcomes. Racism
exists in Canadian nursing, as well as elsewhere, but
needs to be studied systematically. With the basic trans-
cultural nursing principle “to know thy self,” another
imperative challenge faces Canadian nurses. This prin-
ciple is extremely important today in nursing edu-
cation and practice exchanges in foreign cultures.72

Fortunately, Canadian nurses can draw on existing
transcultural nursing research, concepts, principles,
and other knowledge to deal with many of these issues
and challenges. While other traditional and current
nursing knowledge from nurse theorists and differ-
ent schools of thought may be helpful, for example,
J. Watson’s transpersonal caring,73 most nursing the-
ories fail to address culturally constituted knowledge
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and research methods to fit culture care needs. Caring
ideologies and practices exist, but caring can only be
fully known, understood, and practiced when culturally
based research knowledge is known and used for holis-
tic care of human beings.74 Thus, the future of Canadian
transcultural nursing is challenging, but awaits its full
development with great potential to a new era of edu-
cation and practice in this 21st century.
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CHAPTER 32
Culture Care of the
Homeless in the Western
United States

Nancy White, Diane Peters, Faye Hummel,
and Jan Hoot Martin

Homelessness is a growing problem in the
United States. The homeless are people whose
dominant feature is the absence of permanent

housing. The homeless may have primary residence
during the night in a supervised public or private facil-
ity that provides temporary living accommodations.1

However, many homeless have no such facility and live
on the street or in any place they can find shelter.

The homeless present a special challenge to nurses,
health care providers, and others in health promotion,
as well as illness management. They often lack access
to primary health care, routine screening, and health
promotion services.2 They tend to delay seeking care
or ways to maintain health. One study found that 28%
of the homeless admitted not taking medications that
have been prescribed for them.3,4 Physical and mental
disabilities are often aggravated by the living condi-
tions of the homeless. They are more likely to be in fair
or poor health than those who are not homeless.5 The
homeless have a cultural lifestyle that varies, yet there
are often common themes that challenge transcultural
nurses to study, understand, and help them in caring
ways.

In the United States 75% of the population reports
using self-administered or generic care; this includes
both activities that substitute for professional inter-
vention, as well as those that supplement professional
care.6 The greatest potential for improving health for
the homeless involves finding ways to build on what
individuals do to care for themselves and others. In
Leininger’s theory this is generic care.7 While the self-
management of care movement continues to gain pop-

ularity in the United States with the growth of wellness
centers, health clubs, and self-help groups, it is criti-
cized as appealing primarily to the culture care values
of the Anglo-American middle class. In contrast, the
homeless as a culture tend to fend for daily food and
clothing in diverse places such as garbage containers,
street refuse materials, handouts, and basic material
for living and survival. Their use of adaptive resource-
fulness is used for self-care, for survival, and for other
homeless people. The homeless, as a subculture, reveal
generic care features that are important for survival;
however, other cultural patterns need to be studied and
understood as their lifeways. In fact, little is known
about cultural patterns and care needs of the homeless.
In this chapter Leininger’s Theory of Culture Care is
used to identify, analyze, and discuss the dominant cul-
tural care patterns of the homeless.

Purpose and Domain of Inquiry
Since little is known about the care practices of the
homeless, their patterns of living, caring modes and
concerns, this study is directed toward this goal. Harris
and Williams identify that the homeless have not been
thoroughly studied with regard to what they are ca-
pable of or willing to perform.8 Neither the substan-
tive nature of how and what they do to care for self
or others nor the process of caring are well known.
The need to gain an in-depth understanding of prac-
tices and especially emic or the local, home, or folk
generic ways need to be studied. Studying the group
is also essential to identify the strengths, limitations,
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and often interdependence of the homeless to develop
culturally congruent health care programs for them.
Both emic (homeless self-care) and etic (the profes-
sional help) research-based knowledge is essential with
respect to culturally congruent practices of care and
care needs for the homeless as a culture or subcul-
ture. The domain of inquiry for this study is focused
on the care meanings, patterns, and expressions of the
homeless living in a designated homeless shelter. The
following questions were used to explore this domain
of inquiry, but are not limited to these in the discovery
process:

1. What are the cultural meanings of caring for self
and others among sheltered homeless persons?

2. What are the self-care strengths among the
sheltered homeless persons that reflect caring for
one’s own health?

3. What are the care differences and similarities
among the homeless?

4. How are the strengths and limitations to taking
care of one’s own health expressed among the
sheltered homeless?

5. Is care offered by designated professional
caregivers or by other homeless persons?

6. Are there dominant features of a subculture of the
homeless?

Assumptive Premises of
the Research

Several assumptive premises, which guided this inves-
tigation, were taken from the Culture Care Theory.9

The following assumptive premises were developed for
study of the homeless.

1. Self and other caring is essential for well-being,
health, healing, growth, and survival and to face
handicaps or death.

2. The homeless are a subculture that has evidence of
generic (lay, folk, or indigenous) care knowledge
and does not always use professional care
knowledge and practices.

3. The homeless develop generic care that serves
them for survival.

4. The homeless have dominant care patterns and
commonalities, but differences exist.

5. Culturally congruent nursing care of the homeless
can only occur when the culture care values,

expressions, and patterns are known and used in
meaningful ways by the nurse.

Theoretical Conceptualizations
The Theory of Culture Care Diversity and Universal-
ity using primarily the Sunrise Model as a guide to
discovery was used in this study.10 The major tenets
of discovering culture care differences and similarities
and examining variability within cultural groups are
discovered through the use of social structure, world-
view, and environmental factors. The Sunrise Model
depicts the components of several dimensions of the
worldview and of the cultural and social structure of a
culture (e.g., kinship and social factors and cultural val-
ues and lifeways) as guides to discover how or if these
factors influence expressions of care and health. With
research-based knowledge of these dimensions with
the homeless, nurses should be able to provide neces-
sary and meaningful culturally congruent care using
the three theoretical modes of nursing care decisions
and actions, namely, culture care preservation, accom-
modation, and repatterning.11

In this study the Culture Care Theory guides the
discovery to arrive at meanings and practices of care
with the homeless and to determine if a homeless sub-
culture exists. Leininger posits that the folk (indige-
nous) care system may be quite different from the pro-
fessional care system, creating an underlying source
of conflict between two cultures with regard to health
promotion.12 The researchers’ hunches are that generic
care may dominate, and there may be limited profes-
sional care. The researchers will look for both generic
and professional care of self and others. This is critical
to improve care to the growing numbers of homeless in
the United States. It is also predicted that a homeless
subculture exists with distinctive patterns of living such
as identifiable cultural norms, special care values, and
care practices that differentiate them from dominant
cultures.13

Review of Literature
Ethnohistory and Demographic
Characteristics of Homeless Individuals
In the rural community of this study there are two shel-
ters and a Salvation Army noon meal site to serve
the needs of the homeless. The authors’ health care
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experiences with the homeless were limited to obser-
vations of occasional visits to the community health
care center and local emergency room. The nature of
the visits was often acute and crisis oriented. To im-
prove health care services and to include health promo-
tion and illness prevention, understanding of the care
practices of the homeless seemed essential. The study
was focused on discovering cultural similarities and
differences in patterns, values, and beliefs that would
contribute to professional nursing care of the home-
less. Identifying any shared, learned, and transmitted
patterns, beliefs, and lifeways would contribute to un-
derstanding the dominant features of the homeless as a
subculture.

The review of the literature highlights research and
writings. Estimates of the numbers of homeless individ-
uals in the United States range anywhere from 250,000
to 5 million.14 Because of a combination of social and
economic factors, the demography of homelessness has
changed in recent years. Reimer, Cleve, and Galbraith
found that Anglo-American homeless are of young age,
are women and minorities, and more than 30% are
families with dependent children.15 Women and chil-
dren are the fastest growing subgroup of the home-
less population with increased numbers of teenage
mothers.16,17 African Americans, Mexican Americans,
and Native Americans are overrepresented among the
homeless.18 Twenty percent of the nation’s homeless
now live in rural areas, and there is little research de-
scribing the care experiences of the rural homeless
persons.19

Davis holds that the typical homeless man is in his
mid-thirties and holds a high school diploma or higher,
while the homeless woman is younger, comes from
extreme poverty, and lacks education and job skills.20

Whether the homeless is a subculture or whether it is a
culture of extreme poverty is largely not established in
the literature. Studies have demonstrated both similari-
ties and differences between homeless individuals and
welfare/low-income individuals with homes.21,22 The
increasing number of women living in poverty (two of
every three poor are women) may be a contributing fac-
tor to the increasing numbers of homeless women in
the United States.23

Studies addressing the economic factors that con-
tribute to homelessness include reduction in govern-
ment aid programs, loss of welfare benefits, rapidly
escalating rent, the continual erosion of low-income

housing, and the loss of a job.24,25 Several kinship
and social factors have been identified as contributing
to homelessness. These involve family conflict, loss
of social support networks plus reduced aid pro-
grams, and living-place eviction because of behavioral
problems.26,27 For women alone or with children, be-
ing homeless was often preceded by violence and/or
sexual abuse.28

Many distinctions exist regarding what constitutes
being homeless. Homelessness may include living on
the street or in shelters or living with another family,
friends, or relatives.29 The literature tends to differ-
entiate between episodic homelessness and situational
homelessness. In the case of the former, individuals
often describe living intermittently in their own home
or that of a friend or relative. Usually, conflict, lack of
room to accommodate all, or behavioral problems lead
to eviction. Situational homelessness is generally the
result of temporary economic strain such as the loss of a
job leading to failure to pay the rent and ultimately end-
ing in eviction.30,31 Many homeless persons find it diffi-
cult and time consuming to locate low-income housing
and are often unable to afford the security deposit and
first month’s rent on minimal wage earnings.32,33 Cul-
tural factors leading to homelessness are limitedly iden-
tified in the literature and transcultural nursing studies.

Social Structure and Worldview of the
Homeless Subculture
Using Leininger’s theory and realizing the importance
of worldview and social structure factors, the authors
explored kinship and social factors, cultural values
and lifeways, and economic and educational factors.34

Clark et al. described two common phenomena among
the homeless population.35 First, they have experienced
significant psychological trauma resulting in the break-
down of interpersonal trust and loss of a sense of per-
sonal control. Second, they tend to experience life as a
“downward spiral” from which stabilization or recov-
ery is difficult. Absence of social support and social
networks and isolation characterize the homeless pop-
ulation and differentiate them from low-income wel-
fare recipients.36 Being homeless fosters dependency
on others for food, shelter, and clothing.37

Culture care patterns of the homeless are influ-
enced by the culture care values of the dominant cul-
ture, for example, the emphasis on materialism means
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that the absence of a permanent shelter may define one
aspect of the culture or subculture. Homelessness may
be discovered to be different or may even be nonexistent
in other countries and other cultures such as the Philip-
pines and Saudi Arabia. For persons living in poverty,
orientation to present time is often an important value.
Delayed gratification requires a belief that the future is
within one’s own control—an unlikely belief for those
in poverty and seeking basic necessities.38,39 Persons
lacking economic resources may be more oriented to-
ward “being” (passive) in their activities than “doing”
(active). Those living in chronic poverty value lineal
group relationships as a result of sharing resources with
extended family members or neighbors.40 For some
homeless, the shelter provides a survival place and of-
ten a milieu in which social relationships are estab-
lished that ultimately limit the possible trajectories out
of the shelter.41

The everyday existence of the homeless in the
United States is characterized by several survival con-
cerns, which include acquisition of basic necessities
as food and shelter, sleep and protection from the ele-
ments, and a search for needed services. Davis con-
tends that many seek to be “invisible” for their own
self-protection from those who might cause them phys-
ical, psychological, or cultural harm and that they ex-
perience a variety of serious health problems that are
caused by or exacerbated by their homeless state and
that affect their quality of life.42 The average life ex-
pectancy for a homeless person in the United States is
51 years.43

Understanding the culture of the homeless and
considering their strategies for survival when planning
human services should help the homeless to obtain
culturally congruent care. The researchers believe that
programs that address the needs of the homeless to get
culturally congruent care are important along with
learning new life skills and health maintenance life-
ways. Making shelters “one-stop shopping” centers
providing immediate access to a variety of services is
one means of making programs culturally accessible
to this subculture. While these suggestions appear to
be sensitive to the needs of the homeless, further ex-
ploration and discovery of culture care meanings is
essential to validate this approach.

Reimer, Van Cleve, and Galbraith demonstrated
that waiting for appointments, waiting during appoint-

ments, and the high cost of transportation were barriers
to homeless families obtaining preventive health care
for their children.44 A large number of homeless report
excessive use of alcohol, drugs, and tobacco.45,46 Some
homeless report spending most of their time searching
for food and a place to sleep, seeking medical care only
in the case of an emergency, and failing to attend to their
own health.47,48

Service providers involved in the care of the home-
less (nurses, social workers, and hospital administra-
tors) suggested that the following were barriers to
health care for homeless people.49 The respondents
cited cost of services and inadequate or no health in-
surance. They also identified characteristics of home-
less persons, lack of motivation for taking care of self,
and inability to follow through with treatment recom-
mendations as significant barriers to adequate health
care. Ugarriza and Fallon indicate that nurses’ victim-
blaming attitude (e.g., belief that poor women become
pregnant to collect welfare benefits) may deter the
health-seeking behavior of the homeless individual.50

The literature sources provided evidence of several pat-
terns of a subculture of the homeless and support of
some of the researchers’ hunches.

Method
The mini-ethnonursing approach as developed by
Leininger was used for this qualitative research study
based on the emic (insiders’) views, as well as some
etic (outsiders’) views.51 The setting for the study was
a 27-bed homeless shelter located 5 miles from the
center of town (population approximately 50,000) and
20 miles from a major interstate highway in the western
United States. The shelter is situated in a rural agri-
cultural region located in an area where migrant farm
workers travel for employment. Residents of the shelter
include families and single adults with residency lim-
ited to a 30-day stay. After this, residents have to seek
other alternatives, which means relocating to another
city since this is the only shelter in the city.

During a typical month at the shelter there are 100
homeless with the majority being males. Nearly 10%
are families who comprise approximately one-fourth
of the total number of clients. Forty to fifty percent of
the homeless are unemployed, and a significant num-
ber hold low paying jobs and are awaiting low-income
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housing. In 1995 nearly as many homeless persons
were turned away from as used the shelter because of
lack of space. Shelter records available to the authors
indicated significant success in finding employment for
the unemployed residents (91% of those unemployed
were able to gain employment while a resident of the
shelter). However, the duration of their employment is
unknown.

The authors’ contact with the homeless was initi-
ated during a transcultural nursing service-learning ex-
perience designed for first-semester nursing students.
Each clinical group prepared an evening meal for the
shelter and practiced communication skills learned in
class. During these encounters faculty and students no-
ticed a variety of poorly managed chronic illnesses and
common health care problems. As transcultural nurses,
the authors wanted to learn more about the homeless
and their health care services and needs. The need for
a research study was clearly apparent.

Key and General Informants
Permission to conduct the study was obtained from the
shelter’s administration. The study was approved by
the university’s Institutional Review Board with careful
attention to having consent forms prepared at the sixth-
grade reading level and prepared in both English and
Spanish. Informants were offered a small fee at the
completion of the interviews that acknowledged the
value of their time.

Informants were selected for the study based on
who might meet criteria for key and general infor-
mants. The criteria for selection as a key informant
included being 1) homeless, 2) a shelter resident, 3) re-
commended by the shelter director as being knowl-
edgeable about the domain of inquiry, and 4) willing
to talk and available for several interviews. The re-
searchers did not include migrant farm workers who
used the shelter temporarily and had a permanent res-
idence elsewhere. A total of six key informants from
23 to 45 years of age were purposefully selected. Four
women and two men participated in the study. One of
the male and female informants were living together in
the shelter along with her two children who did not par-
ticipate in the interviews (ages 6 and 2 1/2 years). Key
informants were Anglo-American (three), Mexican-
American (one), African-American (one), and Native

American (one). Educational preparation ranged from
ninth grade to 1 year of vocational training. (See Table
32.1 for key and general informants with age, gender,
and cultural heritage.) Each of the informants was in-
terviewed several times by the same researcher.

Four of the key informants participated in the ini-
tial interviews and two of them participated in a se-
ries of individual and group interviews, which were
used as in-depth confirmatory interviews. This plan
was necessary because of the unique transitory nature
of residency in the shelter. None of the original four
key informants were available for final confirmatory
interviews.

There were twelve general informants in the study.
Eight were homeless residents who were interviewed
once and provided a reflective emic view of the data
from key informants (five men and three women). Six
of them were Anglo-Americans ranging in age from
25 to 43 years, and two were Mexican-Americans in
the same age group. The other four general informants
were two shelter directors, the regional coordinator
from this shelter, and a director from another shelter
in the region. These individuals were considered to
be intimate outsiders knowledgeable about the shelter
population, and they were used to provide an etic view
and contextual information about life in the homeless
shelter. Two of the general informants were Anglo-
American and two were Mexican-American.

Data Collection
Using Leininger’s Stranger-Friend Guide and the
Observation-Participation-Reflection Enabler helped
to gain entry into the subculture.52 Initially, the re-
searchers spent several weeks meeting with the shelter
personnel and administrators discussing the project, the
research plans, and observing homeless people coming
to the shelter. Several times, the researchers prepared
evening meals with some participants (each evening a
different volunteer group was responsible for prepar-
ing and serving the evening meal) and spent time ob-
serving the activities and communication patterns of
the residents and staff (usually the shelter director and
case manager). Clearly, there were cultural patterns and
normative rules that both residents and staff understood
and followed. For example, children were typically
the first to be fed, and the men were responsible for
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Table 32.1 Key and General Informants with Age, Gender, and Culture

Age Gender Cultural Group Status

40 F Anglo-American Key

34 M African-American Key

31 F Native-American Key

29 F Mexican-American Key

45 M Anglo-American Key

23 F Anglo-American Key

38 F Anglo-American General

43 F Anglo-American General

27 M Anglo-American General

37 M Mexican-American General

31 M Anglo-American General

25 F Anglo-American General

33 M Anglo-American General

27 M Mexican-American General

Shelter director M Mexican-American General

Regional director F Anglo-American General

Shelter director M Mexican-American General

Shelter director M Anglo-American General

removing the dining tables and sweeping up after the
meal was served. The meal and evening hours pro-
vided opportunity for the researchers to sit and talk to
residents and to participate in some of the evening ac-
tivities; for example, basketball was a favorite recre-
ational activity for adolescent-aged girls and boys.
Many adult residents took the opportunity to watch
sports events on television, wash clothes, and prepare
small children for bed. The researchers took many
opportunities to reflect on and confirm their observa-
tions during meetings and discussions following these
events.

Interviews were generally conducted with infor-
mants during the hour before dinner was served. The
residents would begin to gather outside the shelter from
about 5:00 in the afternoon, but were not admitted to
the shelter until 6:30 PM. However, the shelter per-
sonnel allowed the volunteer informants and the re-
searchers to use the shelter dormitories to conduct the

interviews in private during this time. An enabler guide
that focused on the domain of inquiry was developed by
the researchers, but was revised following pilot testing
with informants who found it difficult to understand
the meaning of “taking care of self or others to stay
healthy.” Rather, the use of personal vignettes was help-
ful to begin discussions. The researcher would ask the
informant to describe what they would do if they devel-
oped a sore on their foot that was so bad that they could
not put on their shoe and were unable to walk. From
this point, informants were able to answer questions
about things they do to stay healthy, keep from getting
sick, get well, feel better, take care of themselves, and
so forth. The enabler guide for the group interview was
developed based on the initial analysis of the data, but
documented individual responses.

In addition to approved use of taped interviews,
the informants were also given disposable cameras and
requested to take pictures for the next 24 hours that they
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felt would represent their daily lives as a homeless per-
son. When they returned the cameras, the researchers
had the pictures developed. The homeless were asked
to explain each photograph, and informants received
copies of the photographs.53 This technique proved to
be very effective as pictures with the interviews helped
to confirm their patterned, and special lifeways and the
photographs contributed to the final themes identified
earlier in the preliminary analysis of the initial inter-
views. The pictures facilitated telling their story as they
experienced daily life.

Data Analysis
Leininger’s Phases of Analysis for Qualitative Data us-
ing the hand/eye paper-sorting method was used to an-
alyze the data.54 Taped interviews and field notes were
transcribed into hard-copy narratives. The researchers
individually identified descriptions and components of
the narratives, which were followed by pattern and con-
textual analysis. The researchers met together to com-
pare findings, discuss discrepancies, identify patterns,
and formulate major themes. The process continued
for several weeks as more interviews were conducted
and more transcriptions were available for compar-
isons. Patterns were shared with key informants dur-
ing subsequent interviews, and ultimately patterns and
major themes were shared with informants during the
final group interview to meet the qualitative criteria of
credibility, confirmability, meaning-in-context, recur-
rent patterning, and saturation.55

Findings
Findings revealed there were many similarities in
shared values, beliefs, and lifeways of the homeless.
This gave evidence that the homeless were a subcul-
ture. The dominant subculture commonalties were as
follows: 1) all of the homeless shared a worldview of
daily survival goals, 2) a view that care meant meeting
their most basic survival needs, 3) an orientation to-
ward present-day survival, and 4) resourcefulness care
for their needs and others in their group. One of the in-
formants describes not getting enough sleep at the shel-
ter because of noise and an early wake-up (5:00 AM).
He said, “So, I go to the park and I will sleep for a

while there, but when it is real cold I go to the library.”
All of the homeless knew where they could find water,
restrooms, food, and temporary shelter from the ele-
ments. The similarities in lifeways were much more
prominent than the differences to affirm the subcul-
ture of the homeless. Moreover, socioeconomic status
(inability to support themselves financially) and their
ethnohistory revealed patterns that provided safety for
survival. In addition to demonstrating care for them-
selves, these homeless informants demonstrated care
for other homeless in the context of helping them learn
the rules of the shelter and how to obtain meals, ser-
vices, and a place where they could sleep and be safe.
The homeless as a subculture closely identified with
their own homeless group and saw themselves as dif-
ferent from the dominant culture.56 The dominant sub-
culture caring characteristics were care as safety, sur-
vival, present-time orientation, and helping self and
others.

Five themes regarding these care practices were
identified from the data with recurrent supporting pat-
terns of living. For the most part, these themes were
universal among the homeless residents in this partic-
ular shelter. The first theme: Taking care of self for
the sheltered homeless person meant health promo-
tion and illness management activities and the use of
available resources. The second theme: Barriers or ob-
stacles to caring for one’s own health and the health
of other homeless were perceived and real. The third
theme: Becoming or remaining homeless necessitated
establishing a caring lifeway for daily survival. The
fourth theme: The homeless shelter provided a struc-
tured milieu and a patterned lifeway that had to be
learned by shelter residents to provide safety, stability,
and survival for others and self. The fifth theme: Car-
ing for each other was essential for the survival of the
homeless.

The above themes were confirmed by the group
interviews and photographs taken by the second set of
informants who discussed both the text of the inter-
views and the photographs with the researchers. These
themes, substantiated by Leininger’s five criteria,
namely, creditability, confirmability, meaning-in-con-
text, recurrent patterning, and saturation,57 were com-
monalties of the subculture of the homeless and differ-
entiated them from the general culture. Credibility of
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the themes was substantiated through the researchers’
observations and direct experiences with the home-
less as their “truths” of living over time. Meaning-in-
context was substantiated by repeated observations and
experiences and from the interviews. The Observation-
Participation-Reflection Enabler was valuable to iden-
tify recurrent patterning and saturation of data with the
six key and twelve general informant interviews.

The First Theme
The first theme, taking care of self, for the sheltered
homeless person meant health promotion and ill-
ness management activities and the use of available
resources. All key informants demonstrated sound
knowledge regarding appropriate health promotion ac-
tivities. There were three care patterns that were iden-
tified that substantiated this theme.

The first pattern, care as health promotion activi-
ties, revealed a significant knowledge base describing a
wide range of appropriate care practices such as eating
right, getting plenty of rest, and staying clean and well
hydrated. Female informants made comments such as
“I try to buy milk . . . an important part of staying well
and making babies” and “It’s just like you need to keep
your body with a lot of fluids and stuff so you don’t
end up sick.” One family proudly demonstrated their
routine of taking a two-liter plastic bottle filled with
water with them each morning and remembering to
wash it out each evening. There was some diversity in
this pattern in that some informants described in both
words and photographs higher levels of self-care prac-
tices such as reading books to “exercise their mind” or
visiting museums to appreciate the art displays. While
some used the library to find relief from the weather,
others sought cultural and intellectual stimulation us-
ing library resources. Their photographs of statues and
paintings confirmed their verbal comments.

The second care pattern, care as staying healthy,
meant doing as much as possible for themselves before
seeking outside help. One informant stated, “When I
get really sick, I take a hot bath so I can sweat it out
a little.” Most informants indicated that if the health
problem was beyond their expertise or did not improve
with initial self-help, they could as a last resort go to
the emergency department for help. They were also

more likely to use the emergency department than a
free clinic or urgent care center because of the 24-hour
availability. In response to an inquiry about what one
informant would do if her foot hurt so bad she could
not put her shoe on, she responded, “Drive to the emer-
gency. That’s awful to say, but . . . my husband says
‘you go for the slightest little things.’” These are ex-
amples of seeking outside or professional (etic) care if
needed. An exception to this was noted by informants
who needed regular treatment and/or medications for
a chronic condition in that they would often have a
designated physician. One informant with epilepsy de-
scribed regular visits to her primary care physician and
maintenance on her seizure medication. These patterns
showed some seeking of professional care when their
generic resources were not available.

The third care pattern, care as resource use, in-
volved discovering what resources were readily avail-
able near them and for what resources they were el-
igible, as well as when to use the resources and how
to obtain and access major resources needed. Home-
less informants were resourceful and discovered the
availability of the various social services such as food
stamps, Women-Infants-Children (WIC) benefits, low-
income housing office, employment services, location
of homeless shelters, parks for resting, and location of
museums/libraries to get out of the inclement weather.
Photographs from several informants showed the
Salvation Army Soup Kitchen in downtown where
most of the homeless without work went for daily
lunch. Interestingly, the location of this Salvation Army
was at least 5 miles from the location of the shelter.
To the researchers it was clear that being homeless
was like a full-time job. All of the homeless infor-
mants left the shelter (according to shelter rules) by
7:00 AM each morning, walked to the park or some
social service appointment, and then walked to lunch
at the Salvation Army, followed by another appoint-
ment to get WIC benefits. Finally, the informants would
check with the responsible persons at the job train-
ing center or low-income housing authority for avail-
able services. They were due back to the shelter for
dinner and evening laundry or bathing by 6:30 PM.
Public transportation in this rural community was not
well developed so walking to all these areas was the
only option. These cultural patterns were daily rituals
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and patterned expressions with all key and general
informants.

The Second Theme
The second theme is barriers or obstacles to caring for
one’s own health and the health of other homeless were
perceived and real. While knowledge and intentions
for caring for self were noted, all informants described
situations that were obstacles to getting and receiving
care. The first pattern was having limited material pos-
sessions. Self and other care was difficult as they had
limited material items they could carry while on the
streets. Learning where to get water and find public
restrooms was critical to caring for oneself and others
on the streets. One informant included a photograph
that indicated public restrooms while another photo-
graph included a sign that said “No Loitering.” The
latter meant unwanted to the homeless.

The second pattern, care is expensive and hard to
get, made daily health care difficult to obtain for the
homeless. Located on the outskirts of town, the shelter
was several miles from any health care services. The
lack of money for the homeless was often mentioned
and a major reason that professional health care was not
obtainable for the homeless. One female key informant
recalled an earlier experience while living on a Native
American reservation as a homeless person and with no
money. Because she did not have financial resources to
pay for transportation to the emergency room for care
of her son’s ear infection, she called an ambulance to
take her son into the hospital. The ambulance driver
obligingly returned her home after the examination in
the emergency department. Without this assistance, ac-
cess to care would have been impossible.

The third care pattern, feeling unwanted and unde-
sirable, made it uncomfortable for most key informants
to seek professional care even when it was accessi-
ble. Four key and two general informants talked about
situations in which they had been treated most disre-
spectfully or felt that the professional health providers
viewed them as undesirable, inferior, and unwanted
persons who used too many welfare services. One gen-
eral informant said, “If I didn’t have to walk one and
a half hours to get into town, that would be nice. But
that’s just people not wanting the homeless in their

own city . . . because they don’t want us in the town.
We are undesirable.” One of the shelter directors inter-
viewed said, “They are able-bodied, but they are not
able to keep a job because they are chronically irri-
tating, and employers and family won’t have much to
do with them.” Most homeless informants discussed
expressions of the homeless not being wanted in pro-
fessional health services settings.

The Third Theme
The third theme is becoming or remaining homeless
necessitated establishing a caring lifeway for daily
survival. Three key and four general informants de-
scribed in detail the circumstances in which they or
others became homeless and that it was not a caring
and desired lifeway. Several offered patterned lifeway
explanations. The first pattern was that of ineffective
problem solving to get and maintain care. This pat-
tern involved a type of explanatory reasoning that was
often evident among the informants. For example, one
informant described seeking employment as a cook (for
which he was trained), but the only position he could
find was too far away to justify the time and effort it
took to get there. Another described the need to quit
his current job in a meat-packing plant to find some-
thing that was less boring, stating he could not look
for work while still employed. This form of reasoning
was self-defeating with respect to what they said they
wanted—work, money, and a place to live.

The next pattern was being controlled by outside
forces as a noncaring mode. All key informants de-
scribed situations they felt were beyond their control
as contributing causes of their homeless state. One fe-
male general informant had been sharing an apartment
with her son when he was arrested for parole violation,
and she was unable to afford the rent without his assis-
tance. This was viewed as noncaring. Several were un-
aware of anything they might have done to contribute
to their eviction, but mentioned the landlord’s desire
to “remodel” the apartment necessitated their eviction.
Others were evicted for failure to pay the rent, and
some recounted situations in which alcohol and behav-
ioral problems on their part contributed to their eviction
by the person with whom they had been living. One re-
spondent stated, “(we) can’t control what’s happening
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to us,” and another stated, “You have to do what you
have to do—you can’t count on anything.” The mean-
ings to the informants were noncaring and showed lack
of empathy toward the homeless.

The fourth pattern was being economically de-
prived as noncaring. Four key informants identified a
2-year waiting list for low-income housing and even
more inaccessible was housing for larger families
(more than one bedroom). One respondent told about
her need to “marry for housing.” Economic depriva-
tion meant absolute lack of income and of working for
minimum or part-time wages without benefit packages.
Several related this fact as noncaring by outsiders who
failed to be caring people. Many held jobs, but could not
afford the security deposit and first month’s rent (some
landlords also required the last month’s rent) needed
to get of an apartment or house. One female respon-
dent stated, “This time I have a car. Last time when I
was homeless, which was 3 years ago, I didn’t have a
car and I was on foot, had to carry bags around. I had
my little dog and no place to go. I couldn’t come here
because they didn’t want dogs in here.” This homeless
woman still had her little dog and chose to sleep in her
car with the dog rather than give up the dog. She per-
ceived having to choose (sleeping in her car versus a
bed in the shelter) as evidence of noncaring attitude by
the shelter staff. Thus, the lack of money and any sub-
stantial employment placed the homeless in precarious
daily survival situations.

The final pattern within this theme was setting
unattainable goals that limited being healthy and car-
ing for self over time. Three key and four general in-
formants made decisions or set goals for themselves
that were difficult to realize. One female general infor-
mant made a purposeful decision to become pregnant
and planned to have a baby. The father of the baby was
also a homeless person who had recently been seriously
injured in a train accident. Later, the woman found an-
other man willing to be a father to the baby. She ex-
pressed no concern that care for herself or her unborn
child might be compromised by her homeless state. In
response to a question about what brought him to this
area, one key respondent replied “Jobs. Well, we heard
that uh, the pay is better than it is in South Dakota. See
the only jobs in South Dakota is like minimum wage
jobs, and it’s not enough to make it even pay rent there,

so we decided to come here.” He remained unemployed
and dependent on the shelter and other resources and
was considering “moving on to Utah” when his time at
the shelter expired. While most of the informants were
constantly striving to get housing and making plans to
support themselves and their families, there were ma-
jor barriers and obstacles at every turn. There were two
general informants who preferred being homeless and
described being homeless as a worry-free lifestyle and
the ability to live without responsibility. These were no-
table diversity responses from the above more common
patterns of key and general informants who wanted and
preferred more stable lifeways.

The Fourth Theme
The fourth theme is the homeless shelter provided a
structured milieu and a patterned lifeway that had to be
learned by shelter residents to provide safety, stability,
and survival for others and self. This theme was charac-
terized by two patterns of which the first was knowing
and following the rules. The rules were explained by
both the shelter director and the other residents of the
shelter. Etic or local shelter rules required everyone to
vacate the shelter at 7:00 AM, and they were not permit-
ted to return to the shelter until 6:30 PM. They were en-
couraged to shower each night, expected to watch their
children and keep them under some degree of control,
and the men were expected to sweep and clean off the
dining tables after dinner. Women were expected to do
laundry. The shelter director and staff assisted the sin-
gle men to do their own laundry. Drinking, drug use,
and disruptive behavior were not tolerated, and persons
engaging in these activities were immediately evicted.
Mothers were told not to let their children wander off
or be out of their sight for the protection of the child.
None reported incidents of abuse. Thus, patterned cul-
tural rules and norms existed for the homeless in the
shelter and gave them security.

The second pattern was that of feeling safe and
protected. All informants described their ability to tem-
porarily relax at the shelter, while feeling safe from
harm and assured that their basic needs would be met
through the night. One woman said, “It is a weird feel-
ing because of the fact that you don’t know where you
are going to go or where you are going to sleep. I feel
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safe here (shelter parking lot) sleeping in my car. I feel
very safe here. But if I would have to sleep like down
the side of the road somewhere in a different place, I
would probably kind of freak because there has been
a lot of people getting hurt because of that.” Another
informant said, “It is hard. It takes a long time for a
place to become safe. Like here. I have been here three
weeks maybe. I didn’t say maybe three words the first
two weeks I was here, and now I interact with the
people and everything because it has finally become
a safe zone for me.” They engaged in basketball games
and watched television. Many just sat quietly or talked
among themselves or read. One woman wrote postcards
the entire evening. They described and demonstrated a
sense of relief and respite from the daily need to sur-
vive to get their basic needs met. If they followed the
rules, they could stay until the morning when in the
outside world the need for survival would take over
again. Mothers expressed a concern for and a desire to
have a safe environment for children during and after
school hours, especially during the winter.

The Fifth Theme
The final theme, caring for each other was essential for
the survival of the homeless, was characterized by the
pattern of sharing information and resources among
the homeless group. Key informants willingly shared
resource information with each other such as where and
when lunch could be obtained at the soup kitchen, the
location of public restrooms, and how to get a bus pass.
Making certain that the new residents were oriented
by more experienced residents of the shelter was an-
other example of caring for others. Respondents spoke
about their willingness to share money and goods with
those they considered less fortunate. One respondent
said how her husband contracted with local farmers to
“clean the beets.” “He looks for people to work under
him. They don’t divide the money by how many acres
you’re doing. They do it, when the fields’ done, you
split the money equally. This way nobody fights, ‘I did
more than you.’ Everybody just does it and it gets done.
You get your money no matter how many rows you did.”
Sharing limited resources with each other was the rule
rather than the exception and demonstrated how the
homeless helped each other to survive.

Modes of Decision Making
As an integral part of the Culture Care Theory, the three
modes of decision making and action were studied.58

They are culture care preservation or maintenance, cul-
ture care accommodation or negotiation, and culture
care repatterning or restructuring.

Culture Care Preservation
or Maintenance
The six key and twelve general homeless informants
of this study demonstrated several appropriate and cre-
ative care practices to be preserved and maintained,
especially those related to these generic/folk care ac-
tivities for their health outcomes. Nurses should refrain
from their desire to “take care of” and “do for” home-
less persons and instead preserve their decision-making
strategies and cultural lifeways to use their own re-
sources for survival. Generic care and effective illness
management strategies are to be preserved, especially
to care for self and others, as protective care was im-
portant for survival.

Culture Care Accommodation
or Negotiation
Several suggestions were made to the shelter admin-
istrators regarding modification of their regulations to
better accommodate the care needs of the homeless
residents. Currently, meals are provided by volunteer
groups who prepare low-cost meals such as pasta. Spe-
cial food needs could be accommodated by provid-
ing the residents healthy food selections for conditions
such as pregnancy, hypertension, and diabetes. Nursing
personnel could give volunteer groups suggestions or
guidelines for healthy meal preparation. Shelter rules
could be negotiated to accommodate individual needs
such as allowing a resident to sleep later when they are
ill. These are examples of culture care accommodation
by etic shelter staff to provide culturally congruent care.
Another area of decision making was to negotiate with
individuals for different care practices in the hope of ob-
taining more favorable outcomes. For example, shelter
residents often complained of problems with athlete’s
foot, but seldom changed their socks. They should be
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given several pairs of socks and encouraged to change
two or three times a day for a more favorable healthy
outcome. Members of one fair-skinned family demon-
strated facial skin breakdown from prolonged exposure
to the sun. Offering them high-index sunscreen and in-
structions about application before they leave the shel-
ter in the morning would be health promoting. These are
examples of cultural care accommodation by blending
of emic with etic findings. Nurses can negotiate health
prescriptions framed within the context of the homeless
individual’s values.

Culture Care Repatterning
or Restructuring
The informants cited several examples of using emer-
gency department services inappropriately that should
be repatterned by using other more suitable resources
such as the local, nearby Community Health Center. Es-
tablishing a weekly transcultural-nursing clinic at the
shelter could provide culturally congruent health care
and an alternative to the emergency services depart-
ment. This nursing clinic could provide care services
such as health education and screening that repatterned
generic and professional care to benefit the health of
the homeless. Asking residents how they are “feeling”
or what they are “doing” about their health, to show
concern for and about them, and listening carefully to
their responses without interruption were important for
attaining culturally congruent care. Rather than pre-
scribing professional care, the homeless need to be
asked what they are willing and able to do for their own
health and incorporate their generic care as a repattern-
ing modality. Providing incremental, repatterned health
behavior recommendations was more acceptable than
major lifeway changes.

A suggested restructured recommendation for the
community was to provide a “downtown” day shelter
for individuals and families for homeless services and
to provide an opportunity for the homeless to contact
various social service representatives. The shelter hours
of operation should be repatterned to address the needs
of families with children. For example, children ought
to be able to go to the shelter after school hours and be
safe. Increased funding is needed to provide culturally
congruent care for the homeless, and this needs to be
considered in repatterning of financial support for the

homeless, as well as in promoting job placements and
affordable housing.

Conclusions
The themes and patterns from this ethnonursing study
of self and other care among the sheltered homeless
were based on data obtained from six key and twelve
general informants. The shared worldview of the in-
formants and similar lifeways gave evidence that the
homeless were a subculture. The themes demonstrated
both similarities and differences within the subculture
of the homeless. All key and general informants de-
scribed examples of care for themselves and others,
but differences in their abilities were evident. The find-
ings showed patterns and meanings of caring, but also
many noncaring acts in the larger society. The shel-
ter consistently provided a safe and protected environ-
ment for survival of the homeless if they were ori-
ented to the rules of the institution. The majority of
the informants were situationally homeless and de-
scribed their goals to find safety, work, and shelter.
Two informants identified the worry-free lifestyle of
being homeless. There were barriers in taking care of
one’s own health because of limited resources, geo-
graphic and economic isolation, and feelings of being
unwanted and undesirable. Care for others was demon-
strated by sharing information and resources essential
for survival. Culturally congruent care meant accep-
tance, cleanliness, eating the right foods, respecting
lifeways, sharing with others, protecting others/self,
and valuing another’s ways. Discovering the mean-
ings of the homeless supports the Culture Care Theory
and ethnonursing research and method.59 The cultural
meaning of care for the homeless included both health
promotion/illness management and feeling safe within
the shelter milieu. The informants had health knowl-
edge, and they used and shared resources with each
other to achieve their health under precarious circum-
stances. Care offered by the professional caregivers was
very limited and mainly use at the 24-hour emergency
department by the homeless. This study substantiates
Leininger’s Theory of Culture Care tenets showing care
diversities and similarities among the homeless as a
subculture.

This study illustrated the resourcefulness of the
sheltered homeless as they cared for themselves and
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others under difficult conditions. Professional care
needs to be built on the homeless generic/folk care
knowledge and ways maximize the health and well-
being of the homeless as a subculture to attain and
maintain culturally congruent nursing care. Further
and ongoing research is recommended to discover
changes over time as part of transcultural nursing care
goals, knowledge development, and practices for the
homeless.
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CHAPTER 33
Reflections on Australia
and Transcultural Nursing
in the New Millennium∗

Akram Omeri

As an Iranian immigrant, I have reflected on my
Iranian immigration experience and my iden-
tity and feelings of being “the other.” I am one

of the 23.3% of Australian immigrants, and one of the
nearly 17% of Australia’s 1996 population from a non–
English-speaking country.1 I was born in Iran, which is
a land of diverse topography and climate and of many
different cultures with different religions and lifeways.
My exposure to multiculturalism began in my birth
country with many diverse cultural groups with dif-
ferent languages and religious practices. Iran is a land
of very ancient migrations such as Medes, Persians,
Parthians, and others.2 Australia is a land with indige-
nous Aborigines and many recent immigrants.

Reflections on these facts led me to further explore
the experience of immigration in relation to my histor-
ical roots. The purpose of this chapter is to explore
some current immigration issues and policies related
to transcultural nurses providing culturally congruent
care with a focus on Derrida’s views of the constructs
of otherness and hospitality.3−6

Reflections on Australia
Australia is a culturally diverse society with immigrants
and native-born people. The Aborigines and Torres
Strait Islanders are the first nation peoples who are rich

∗ This chapter is based on a modified version of a paper presented
at the 26th Transcultural Nursing Annual Research Conference,
Legends Hotel, Gold Coast, Australia. 4–6th October, 2000.
The author acknowledges Dr Penny Deutsher, Senior Lecturer,
Department of Philosophy, Australian National University
(ANU) for references and translations of Derrida’s work.

in culture, languages, and lifeways. The inner cultural
strength of these people has been preserved through the
years despite colonialism. Australia has grown in pop-
ulation in the past 50 years with immigration. In 1996
23.3% of the Australian population was born overseas,
which is a 3% increase since 1971. This was mainly
because of the large numbers of immigrants who have
come into the country since the late 1980s. In the 1996
census, this percentage had increased to nearly 17%
when the total population of Australia was just under
18 million.7

One of the most significant changes in Australia
over the past 50 years has been the development
of public policy from a highly discriminatory White
Australia policy to a nondiscriminatory immigration
policy showing transitions from assimilation to inte-
gration and then to multiculturalism. Multiculturalism
continues to have a strong emphasis on previous poli-
cies of social harmony, but the government recognizes
and positively accepts that Australia is, and will re-
main, a culturally diverse country.8−10 Australia’s di-
versity is reflected with over 89 languages, 80 religions,
and 200 cultures with different lifeways and health care
practices.11 In addition there is diversity in the land, cli-
mate, and settings where health care is provided from
the remote rural areas to urban settings.

In 1999 the National Multicultural Advisory
Council of the Australian government, in a draft policy
document, stated “. . . that Australian multiculturalism
should be enhanced and refocused to make cultural
diversity a unifying force, by placing greater emphasis
on transparency, efficiency, and accountability.” The
Council advocates inclusiveness as a core policy
direction. The report stressed that multiculturalism
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should embrace all sectors of the Australian commu-
nity, including our original inhabitants, namely, the
Aboriginal and Torres Strait Islander peoples, as well
as all other Australians, whether born in Australia
or overseas and of English- or non–English-speaking
origins.12 In addressing the meaning of multicultur-
alism, the Council recommended the addition of the
prefix Australian to recognize that the implementation
of multiculturalism is uniquely Australian. To achieve
the objective set out in its terms of reference, of
ensuring that cultural diversity is a unifying force for
Australia, the Council recommended the following
definition of multiculturalism:

Australian multiculturalism is a term which recog-
nizes and celebrates Australia’s cultural diversity.
It accepts and respects the right of all Australians
to express and share their individual cultural her-
itage within an overriding commitment to Australia
and the basic structures and values of Australian
democracy. It refers to the strategies, policies and
programs that are designed to 1) Make our admin-
istrative, social and economic infrastructure more
responsive to the rights, obligations and needs of
our culturally diverse population; 2) Promote so-
cial harmony among the different cultural groups
in our society; and 3) Optimize the benefits of our
cultural diversity for all Australians.13

The Council endorsed the concept of Australian
Citizenship as underpinning multiculturalism. It
claimed that multiculturalism and Australian citizen-
ship embrace the same values, namely, respect for dif-
ference, tolerance, and a commitment to freedom and
equal opportunity. Inclusiveness, Australian multicul-
turalism, Australian citizenship, social harmony, and
productive diversity have been given as the directions
for policy.14

Reflections on Nursing
in Australia

To interpret multiculturalism and incorporate policy
recommendations into Australian nursing necessitates
examining what nursing does and professes to do (or
not to do) to link it to multicultural nursing prac-
tices. The concept of caring has gradually become im-
portant in Australian nursing. Leininger in the early

1950s stated that caring is the essence and heart of
nursing.15−19 She further challenged nurses worldwide
with the statement that: “Care is essential to curing and
healing, for there can be no curing without caring.”
She further held that “. . . care is culturally constituted
and that all human cultures have some forms, patterns,
expressions, and structures of care, influenced by cul-
tural values and beliefs.”20 In her theoretical and re-
search work since the early 1950s, she held that care
and culture are two major and closely interrelated con-
cepts that needed to be systematically studied as trans-
cultural nursing knowledge and practices. The Cul-
ture Care Theory was developed and synthesized and
is being used as a new and unique theory to be sys-
tematically studied and explicated with the meanings,
essences, expressions, and significance of culture care
phenomena.21,22

This theory with culture and care has relevance to
advance Australian transcultural nursing. For if there
is anything that can distinguish nursing from all other
disciplines, it is the nurse’s ability, willingness, and
commitment to care more, that is, to care enough to
serve people of diverse cultures. Care as the essence
of nursing and the unifying core of the nursing pro-
fession is being explored as a universal phenomenon
in nursing.23,24 Transcultural nursing is largely based
on cultural care phenomena and should be welcomed
to advance nursing and especially in a context of cul-
turally diverse Australia. However, nursing has only
partially embraced culture care, and therefore many
clients from other cultures experience alienation and
a feeling of being “other” in the care systems. I also
have experienced this construct of otherness that so
many immigrants experience, and it has become appar-
ent to me as noncaring. Why do our nursing policies
not work in practice? Are there directions that nurs-
ing could take to become more hospitable and more
caring to clients and more caring to nurses from other
cultures?

To explore the meaning of the phenomena of oth-
erness and hospitality for the discipline and practice
of transcultural nursing is important. I found Derrida’s
views of these constructs of interest.25 I believe the con-
cept of hospitality can be used to discover the reasons
for otherness/noncaring relating to clients and nurses
from non–English-speaking backgrounds. Derrida’s
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most recent work in 1996 included published con-
versations in which questions were raised related to
political asylum, deprivation of citizenship, refugee
status, and other issues touching on immigration, xeno-
phobia, and cultural and national identity. Within these
contexts Derrida has asked if hospitality is possible? In
highlighting the relationship between hospitality and
coloniality, Derrida argued that all hospitality is con-
ditional, particularly in the context of immigration,
political asylum, and colonization. The most obvious
response one might want to make to Derrida’s views
about the concept of hospitality is to note how culturally
specific it is.25 The word hospitality for Caputo means
to invite and welcome the stranger. So, personally the
question is, How do I welcome the other into my home?
At the level of the State, however, socio-political ques-
tions arise with refugees, immigrants, “foreign” lan-
guages, etc. Actually, the word hospitality is derived
from the Latin word hospes, which is from hostis and
originally meant a “stranger.” The term came to mean
the enemy or hostile stranger who has power. A host
is someone who receives strangers and who gives to
the stranger, but remains in control. Hospitality is the
welcome that is extended to the guest and is a func-
tion of the power of the host to remain master of the
premises.26 Thus, a certain stress is built into the idea
of a host, who must be a proprietor or the owner of the
property from where hospitality is to be given, as the
one who offers hospitality to the other.

Derrida discusses hospitality as being culturally
specific and not a universal concept. He states that hos-
pitality has an ancient Greek origin related to a tradition
of a formal right to hospitality. It was extended in an-
cient Athens to someone from an unknown city who
was accustomed to another set of laws and someone
understood as culturally different, the stranger. Yet,
the Athenians extended hospitality to a stranger recog-
nized as not radically other. Hospitality was extended
only to those identifiable by family name, by the lin-
eage of the family group, or by descendents with the
same family name. Hospitality was offered where it was
assumed that the stranger had a family and was respon-
sible, rational, and lived by recognized laws, rights, and
duties as the Athenians did. In these and other ways,
hospitality was “conditional hospitality” because, in
this context, hospitality was not offered to someone

“anonymous, someone with no name, no family, no
social status, and who is not treated as the stranger, but
as the barbaric other.”27

Based on historical and traditional practices of
hospitality two assumptions become evident: first, that
hospitality makes no sense except in the context both of
a pregiven concept of one’s proper place, one’s home,
one’s country, one’s house, or one’s land; and sec-
ond, that of proper ownership and authority over the
dwelling. Hospitality makes sense where someone has
the proper right to say to someone else that they may
or may not occupy one’s own land, country, or place of
dwelling. Hospitality assumes a certain relationship to
property, authority, law, and legitimacy and to the grant-
ing of permission and to occupying the role of the gate-
keeper who says, “. . . you may pass.” Thus, one might
conclude that hospitality is inherently inhospitable if it
can never be unconditional. The conditions, therefore,
for hospitality are property, ownership, authority, gate-
keeping, control, order, and regulation. Derrida also
suggests that hospitality has often been seen as a pa-
triarchal value, a value system between men, which
has been one of its traditional conditions. Other tra-
ditions of conditional hospitality, include the ancient
Islamic tradition of nomadic communities offering un-
conditional hospitality to lost travelers, but only for
3 days, after which departure from the community
was enforced.28 Kant, in his 18th century philosoph-
ical treatise, Conditions of Perpetual Peace, also refers
to a concept of universal hospitality. He states that ev-
ery nation should offer hospitality to every visitor. This
seemingly universal concept of hospitality was also
conditional as visitors were obliged to conduct them-
selves peacefully and appropriately and could only be
regarded as visitors to the nation, not residents.29

In Derrida’s work he questions whether hospital-
ity is possible and suggests that conditional hospital-
ity would be inherently inhospitable. In the context
of immigration, Derrida suggests that only uncondi-
tional hospitality would be truly hospitable. Derrida
asks whether an unconditional hospitality could ever
be possible in the context of immigration. The fo-
cus of Derrida’s work with the concept of hospital-
ity is not to emphasise its cultural specificity, nor its
Eurocentrism, nor the centrism of a thinking preoccu-
pied with property rights, but instead to emphasize the
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impossibility of hospitality as in his following passage:

In unconditional hospitality, the host should, in
principle, receive even before knowing anything
about the guest . . . (the host) should avoid every
question about the other’s identity, desire, rules,
capacity to work, integration, adaptation . . . From
the moment that I pose all these questions
and . . . conditions . . . the ideal situation of non-
knowledge is broken.30

One helpful way to get to Derrida’s views on commu-
nity and identity is to follow his analysis of “hospital-
ity.” Derrida’s recent work is not so much a call for an
impossible pure hospitality, but as a call for the kind
of hospitality that might lead to taking on the respon-
sibility of acknowledgement that pure hospitality and
proper identity are impossible. In rethinking hospital-
ity as impossible, Derrida points to the concepts that
seem to presuppose hospitality such as one’s own resi-
dence, one’s proper identity, and one’s proper cultural
identity. He argues not for the end of all efforts at hos-
pitality, but for the reconceptualization of these terms,
as in “responding for and to what will never be mine.”
Actually, Derrida’s argument is directed at the white
Anglo-European perspective, which has a fundamental
investment in designating the other as disappropriated;
to understanding itself as noncolonized; and as pos-
sessing a proper language, culture, identity, and nation
as fundamental rights of human beings. What Derrida
advocates, in a nutshell, is “democracy,” which is sup-
posed to be a very generous “respectable” for every
difference imaginable. Therefore, Derrida’s argument
that hospitality is impossible can be conceptualized not
into an articulation of the other, defined as that which
always resists any presumption that we know, under-
stand, sympathize, or empathize, because the discus-
sion is related to contexts in which Derrida speaks to
issues of immigration and coloniality. The question of
the other is linked to the question of encounters be-
tween different cultures and races, the question of the
raced other or the immigrant other, or the colonized
peoples. Derrida’s politics seem to work in these con-
texts in opposition to a politics of sympathy or un-
derstanding, which collapses into presumptuousness.
Derrida offers negotiations in the context of our rela-
tionship to the other, in debates over immigration, legal
and illegal residency, and colonialism.31

It is the author’s contention that Derrida’s notion
of hospitality can be applied to the context of transcul-
tural nursing in Australia and worldwide. The host, the
nurse or caregiver from a dominant culture, is believed
to be in possession of property, language, law, author-
ity, and lifeway practices that are based on different
ideologies from that of the client or receiver of care,
the stranger or the other in Derrida’s term. In this con-
text the nurse from a dominant culture can offer care to
“others” or to “strangers” from a transcultural perspec-
tive . . . that is both from an etic (that of the profes-
sional nurse from a dominant culture) and an emic
perspective (from the client’s perspective who may be
from a nondominant culture or a culture different from
the nurse). Through the use of Leininger’s Stranger-
Friend Enabler, the nurse can discover the human care
of “others” or “strangers.” Leininger’s Stranger-Friend
Enabler encompasses the philosophical belief that the
nurse should always assess his or her relationships with
the people or clients to get close to them to build trusting
relationships with those for whom the nurse is study-
ing or providing care. Leininger anticipated the nurse
would need to move from a stranger or distrusted per-
son to a trusted and friendly person during caregiving
or in the context of the ethnonursing research process
to obtain accurate, culturally sensitive, meaningful, and
credible data from clients or informants.32

Care as hospitality for others has been discovered
in transcultural nursing research studies in several cul-
tures. Leininger has identified hospitality as a care con-
struct in several cultures with the use of Culture Care
Theory research. Hospitality as care was found to be
important to Greek Americans, Middle Eastern cul-
tures, and some Native Americans.33,34 Gelazis discov-
ered the culture care meaning of “hospitality to others”
in her transcultural nursing studies of Lithuanians liv-
ing in the United States, as well as among those living
in Lithuania.35

Leininger initially introduced the Stranger-Friend
Enabler for ethnonursing research studies, but it has
been widely used for culturalogical health care as-
sessments. Several nurses and others have used the
Stranger-Friend Enabler with the Culture Care Theory
to obtain information from people of different cultures
as one moves from being a stranger to a trusted friend.
Use of the Culture Care Theory is important with
the Sunrise Model to systematically document actions
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and decisions to provide culturally congruent care that
would be beneficial to clients. The three modes in the
theory (culture care preservation and/or maintenance,
culture care accommodation and/or negotiation, and
culture care restructuring and/or repatterning) have also
been extremely useful to provide culture-specific trans-
cultural nursing practices. Identifying which of the
three care modalities are beneficial for culturally con-
gruent care involves active participation of clients or
the group to identify, plan, and implement appropriate
specific caring modes.36,37

There is a possibility that hospitality as care with
Australian nursing may be relevant as the nurse from
a dominant culture serves as host for immigrants or to
care for cultural strangers. Nurses can learn to identify
and provide hospitable care, but it would require that
nurses become educated to search for hospitality and
know best how to provide it with cultural strangers.
These ideas have led to several questions that seem
important for nurses in Australia and elsewhere to con-
sider as one moves from strangers to nonstrangers and
use the hospitality care construct.

1. What might be the meaning of hospitality and
otherness as noncare to nurses with cultural
strangers?

2. What might be the reasons for otherness or noncare
relating to recruitment and retention of indigenous
nurses into the nursing profession worldwide?

3. What might be reasons for feelings of otherness or
noncaring in clients receiving nursing care,
particularly those from non–English-speaking
backgrounds?

4. What might be the reasons for feelings of
otherness or noncare among overseas nurse
graduates working in Australia?

5. In the culture of nursing what makes nursing
conditional, noncaring, inhospitable, or hospitable
to nurses who practice nursing in countries other
than their own?

6. How is hospitality linked to caring and to
noncaring as a transcultural nursing phenomenon?

7. How can Leininger’s Culture Care Theory with the
Sunrise Model and the Stranger-Friend Enabler be
used to reconceptualize, in Derrida’s terms, the
“impossibility” of unconditional hospitality as care
in Australian nursing and elsewhere?

8. What new directions can nursing in Australia and
in the world adopt in this new millennium to
promote culturally congruent nursing care?

These questions merit study by transcultural nurses and
others to facilitate changes in nursing. There is evi-
dence to suggest that nursing in Australia has moved
toward providing care that is inclusive and respectful of
multicultural differences to attempt to ensure that car-
ing practices are appropriate and culturally meaning-
ful. However, through further study and practice nurses
can become even more respectful, sensitive, and re-
sponsible as this already has been demonstrated with
several cultures. As responsible professionals in distin-
guishing themselves as those who care, nurses need to
be rightfully and properly challenged to provide hos-
pitable care.

Where are Australian nurses going with plans and
directions in this new millennium? More specifically,
where is Australian nursing going to further study
and advance transcultural nursing knowledge and prac-
tices? Given Australia’s cultural diversity, there is a
need to promote social harmony in health care services
and to assure equity of access and appropriateness of
care. It is clear that nursing in the future will be shaped
by transcultural imperatives. Australia will remain a
society of diverse cultures, and it is unlikely that it will
return to the discriminatory and closed-door policies
of the past. Australian nursing needs to move forward
in transcultural nursing with its own development to
remain relevant and useful to all people in Australia.

As for my vision of the future, I will paraphrase
the immortal words of Martin Luther King: “I have a
dream. I say to you today, my friends even though we
face the difficulties of today and tomorrow, I still have
a dream.”38 I see an era in which transcultural nursing
will take the lead in all areas of nursing study, research,
practice, and administration in Australia. With grow-
ing cultural diversity, there will be no host or stranger
or other when immigrants are the norm in populations.
Hopefully, it will be a world that acknowledges the
injustices inflicted on indigenous people, refugees, and
immigrants. It must become a world committed to the
principles of human rights and provision of culturally
congruent and informed humanistic care. In such a
world ethnocentrism, imposition of cultural practices,
or racism will have little chance of developing. In the
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future Australia will see a new generation of nurses
with many using a cultural caring ethos and knowledge.
The Council for Aboriginal and Torres Strait Islander
Nurses (CATSIN) will carry the torch of primary health
care for a new and emerging generation of indigenous
nurses.39 This transculturally informed group of
indigenous nurses will bring primary health care in
culturally meaningful ways to first nation peoples in ru-
ral and remote areas of Australia. This new generation
will be knowledgeable about the cultural caring modes
of traditional cultures and will inform their nursing
practices through transcultural nursing studies and
research. Prepared transcultural nurse experts will be-
come foundation chairs in Area Health Services in all
States of Australia with a new generation of Certified
Transcultural Nurse Consultants. This new generation
of nurses can guide clinicians in transculturally
informed nursing practices in equitable and accessible
ways, based on sound transcultural care research and
practice to arrive at culturally congruent care that is
beneficial to all Australians.

In the new millennium transcultural nursing
courses will become imperative for nursing practices
in Australia. Faculties of Nursing will need to estab-
lish and maintain courses that incorporate philosophy,
history, anthropology, arts, languages, and compara-
tive religious practices. Such an expansion of interdis-
ciplinary transcultural knowledge is essential for the
understanding of the diverse cultures nurses meet ev-
ery day in their practices. Members of professional
nursing organizations and administrators of health set-
tings and area health services will develop transcul-
tural policies and guidelines. Nurses will need to trans-
form, restructure, and repattern their policies toward
competency-based outcomes and care practices that
are culturally meaningful as a basis for quality care
and to add to or reaffirm existing transcultural nurs-
ing research-based knowledge using largely the holistic
Culture Care Theory.40 Monolinguism will no longer
be the norm in the new millennium in Australia and the
world.41 A new generation of nurses will speak more
than one language and will be well versed in the diver-
sity of cultural caring practices in Australia.

The new Australian generation of nurses will be
knowledgeable about uniculturalism, ethnocentrism,
and imposition care practices through transcultural
nursing studies and practices. These transcultural

nurses will lead the way to help other nurses develop
culturally congruent, sensitive, and humanistic care
practices. They will discover meaningful and cultur-
ally specific care as Leininger has advocated for nearly
four decades. In this new millennium we shall see and
recognize the true worth and gift of transcultural nurs-
ing knowledge and leadership. The numbers of nurses
from culturally and linguistically diverse backgrounds
practicing worldwide will increase proportionate to
the diversity of the clients. Many of my dreams are
highly congruent with those of my mentor and teacher,
Professor Leininger. Leininger has led transcultural
nursing and human care cultural movement since the
mid 1950s, strongly promoting meaningful and rele-
vant culture care for immigrants and for all cultural
strangers and non-strangers to ensure, as her motto
states, “. . . that cultural care needs of people will be
met with nurses prepared in transcultural nursing.”42
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CHAPTER 34
Transcultural Nursing:
Curricular Concepts,
Principles, and Teaching
and Learning Activities for
the 21st Century

Marilyn R. McFarland
Madeleine Leininger

During the past four decades transcultural nursing education has transformed
many nurses to think and act in culturally safe, sensitive, and effective ways.
It is the critical means to transform health care worldwide into meaningful and
therapeutic culturally based care outcomes in this 21st century.1

Transcultural nursing is changing the ways nurses
are discovering and learning about people of
diverse and similar cultures with their caring,

health, and well-being needs. Learning, teaching, and
applying transcultural nursing theoretical and research-
based knowledge is one of the most significant devel-
opments in the past century and will be even greater
in this 21st century. Discovering, understanding, and
using transcultural nursing knowledge to care for peo-
ple has led to new ways of practicing nursing. Com-
parative cultural knowledge of differences and simi-
larities among individuals, groups, and institutions has
challenged nurses to expand their worldviews and to
think and act in different ways. Transcultural nursing
knowledge and practice have become global and essen-
tial imperatives, which are transforming the profession
and related health practices into transculturalism. It is
therefore imperative that transcultural nursing educa-
tion be explicitly taught in undergraduate and graduate
programs.

In this chapter some major teaching and learn-
ing concepts, philosophical views, principles, research,
and experiential teaching strategies with suggested
content domains will be presented. Most of the ideas

have come from the authors and especially from
Leininger who has been establishing teaching-learning
principles and practices for the new discipline of trans-
cultural nursing since the early 1960s. Leininger’s
diverse and creative work about the dynamic na-
ture of transcultural nursing has led to some major
breakthroughs in transcultural nursing education and
practice. The dynamic process and content domains
continue to unfold with the richness of cultures un-
folding as they move, live, and exist in diverse contexts
worldwide. It is this dynamic process that challenges
nursing students to think anew and to change practices
into a truly transcultural perspective with sensitive cul-
ture care action modalities for effective and successful
outcomes. For it is through this dynamic teaching and
learning process that a new era in nursing is occurring
that has the potential to markedly transform nursing
education and practice in this 21st century.

Transforming Nursing through
Teaching Transcultural Nursing

Since the advent of transcultural nursing in the mid
1950s, nurses have gradually expanded their worldview
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with a much broader perspective of nursing as they
incorporate knowledge about different cultures in
the world with transcultural care viewpoints.2,3 This
broader and richer perspective has largely occurred
through educational processes and with curricular
changes in the undergraduate and graduate nursing pro-
grams. As a consequence, a new generation of nurses
is learning and practicing transcultural nursing, which
is transforming nursing and health care.4,5 It has been
most encouraging to witness this major achievement
in some schools of nursing. There are, however, some
schools of nursing that have only recently begun to
incorporate transcultural nursing knowledge into their
teaching curriculum and guided clinical practices. In-
deed, much work remains worldwide to integrate and
make transcultural nursing a meaningful part of all un-
dergraduate and graduate nursing education. The cen-
tral goal remains a challenge and imperative to establish
transcultural nursing as the major and arching frame-
work of nursing education and practice to serve all
cultures worldwide. This has been Leininger’s dream
goal since initiating the field in the mid 1950s as she
saw the world rapidly becoming transcultural. Cultur-
ally based care knowledge and health practices were
needed for therapeutic outcomes. Since then there has
been a transformation of nursing through a dynamic
and comparative educational process and philosophy
of cultural care and health care. Nurses gradually in-
corporated this philosophical idea when they realized
they were living and functioning in a diverse transcul-
tural world that required new knowledge and practices.
Nurses will need to remain sensitive and knowledge-
able about many cultures with their different caring
ways to practice transcultural nursing. Today, trans-
cultural nurse leaders have promoted active and open
teaching-learning about many different cultures in the
world and have reexamined past and current teaching
content and strategies that may be incongruent and
inappropriate for many cultures. Shifting nurse edu-
cators and students from a unicultural to a multicul-
tural perspective has been a major challenge because
of many past factors that have been so deeply rooted
in nursing and because so few faculty have been for-
mally prepared in transcultural nursing. Nonetheless,
some significant strides have been made by a core of
dedicated and persistent transcultural nurse educators
and clinicians who value and realize the critical im-

portance of transcultural nursing worldwide. However,
much work remains to educate faculty, students, and
clinical staff to expand their worldviews through trans-
cultural nursing education to provide culturally based
practices.6,7 Both general and advanced clinical grad-
uate transcultural nursing education and practices are
important to continue the transformation process. A
cadre of transcultural nurse generalists and specialist
leaders are essential to move nurses forward in this
cultural movement of global transcultural nursing ed-
ucation and practices.8

A major question for nursing educators worldwide
is how best to prepare nursing students and registered
nurses so that they are able to provide culturally con-
gruent care practices. This question is of critical impor-
tance for new and established nurses trying to function
in an intensely multicultural world. For some nurses,
this idea may be viewed as impossible. However, ef-
forts must be made to make transcultural nursing an
integral part of all nursing education and practice be-
cause of the multicultural world nurses serve. Some
nurse leaders are committed to learning transcultural
nursing, but some nurses believe that they can function
without such knowledge by holding onto their personal
values and views and manage without learning anew.

Some Reasons Why Transcultural
Nursing with New Curricular
Perspectives Is Imperative

There are several reasons why nursing education and
practice needs to shift very soon to teaching and learn-
ing transcultural nursing with curricular changes. This
shift necessitates some major rethinking, planning, and
establishing plans of action for transcultural nursing
education if nursing is to be relevant to serve clients
and students in this multicultural world of the 21st cen-
tury. Several global reasons have been identified earlier
in this book; however, major ideas focused on teach-
ing and curricular changes are needed to be presented
here so that faculty will realize why nursing education
must become transculturally grounded and taught in all
schools of nursing worldwide.

One of the first and most important reasons for
transcultural nursing education and concomitant prac-
tices is that our world has become intensely mul-
ticultural and will be more so in the future, which
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necessitates that nurses must become transculturally
knowledgeable, sensitive, and competent.9−12 This fact
has become increasingly apparent in nursing practice
as well as in nursing education, as newly prepared
nurses are expected to understand and respond appro-
priately to people of diverse cultures. They are expected
to know and respect cultural differences and similari-
ties of clients to provide culturally effective and safe
care. For without culture care knowledge and compe-
tencies, one cannot achieve therapeutic outcomes with
most clients. Nurse educators must take leadership to
teach transcultural nursing care as a moral imperative
for health care services today. Transcultural nursing
education and curricular changes are a critical man-
date to fulfill nursing’s role as a meaningful and global
service profession. Nurses are expected to respond
to clients’ health care needs by functioning to serve
clients of diverse and similar cultures. Nursing educa-
tors are morally expected to meet this global imperative
through transcultural nursing education and practice.

A second reason to shift nursing education to a
transcultural nursing focus is that most communities
and human service institutions are recognizing that
they need to make changes to meet population groups
of immigrants and refugees and those of other cul-
tures and subcultures who are at their doorsteps seek-
ing to be understood and served. Some older immi-
grants have often lived and worked in their familiar
and folk-supported communities for extended periods.
However, today there are many more new immigrants
moving into communities, and the diversity of cultures
makes communities truly transcultural as described by
Leininger.13 As a consequence, health personnel en-
counter clients of many different cultures, and they are
expected to know their client’s cultural backgrounds
and care needs to provide culturally congruent health
care services. Likewise, nursing students today are car-
ing for clients from many different cultures. Nursing
students’ cultural values, beliefs, and practices need
to be understood in present-day educational settings.
Accordingly, curricular and teaching changes are im-
perative to function in transcultural communities. This
is a “new age” of transculturalism, and this “new age”
of functioning calls for nursing faculty and administra-
tors to learn about diverse cultures and their care and
health needs. For without a shift to transcultural nursing
education and service, one can predict many conflicts

and unfavorable or destructive client outcomes. It can
also lead to many nursing students being frustrated and
dissatisfied with their educational preparation.

Transcultural nurses were the first to carve a
new pathway to value, study, and practice transcul-
tural nursing five decades ago along with some fac-
ulty, administrators, and curriculum specialists such
as Leininger.14−17 Today, as faculty move forward to
prepare a new generation of transculturally educated
nurses, they need to first educate themselves to be effec-
tive teachers, mentors, curricular facilitators, and role
models. Faculty need to be educated about the nature,
scope, goals, theories, practices, and desired outcomes
of transcultural nursing. Such knowledge is essential to
ensure credible teaching and competencies for under-
graduate and graduate nursing students. It is also impor-
tant so that faculty can effectively mentor students in
clinical settings and oversee exchanges as they study
and care for clients of diverse cultures. The demand
for transcultural nursing courses in universities, col-
leges, and institutes continues with students and nurse
clinicians wanting such knowledge and skills in trans-
cultural nursing. If faculty are not prepared in trans-
cultural nursing, students will not learn about ways to
care for clients of diverse cultures. This concern is of-
ten expressed by nursing students who may get limited
teaching about cultures and their care needs. As faculty
learn about different cultures in their local and regional
communities, it stimulates their thinking to value trans-
cultural nursing curricula and concomitant learning
practices for nursing students. Helping faculty become
immersed in cultures and to use this knowledge and
experience often brings dramatic changes in curricu-
lar content and in guiding nursing students or clinical
nurses in practice. Learning about “the other” cultures
from a skilled transcultural mentor can lead faculty to
some entirely new ways to care for clients and new
ways for students to function with multidisciplinary
staff.

Currently, some faculty say one needs to “be cul-
turally sensitive and competent” with students and
clients, but this statement is only a popular cliché un-
less faculty first learn about diverse cultures and spe-
cific care needs and expressions. Transcultural learning
can be a most rewarding experience for faculty and can
actually change their teaching and guidance modes.
Faculty need to learn transcultural nursing principles,
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values, and practices, as well as how to present this
content, to be competent faculty. If faculty and clini-
cal nursing supervisors are not prepared, one can ex-
pect imposition practices, ethnocentrism, and serious
cultural conflicts and clashes with clients and nursing
students. Thus, they need to learn to first educate them-
selves to be effective and knowledgeable teachers of
transcultural nursing.

Currently, fewer than approximately 20% of fac-
ulty have been formally educated in transcultural nurs-
ing in the United States and even fewer in other
countries.18 However, some faculty have declared
themselves educated by their contacts and experiences
with cultures but with no linkage to transcultural nurs-
ing disciplinary knowledge. There are only 2% of doc-
toral nursing students in the United States prepared in
transcultural nursing.19 This poses serious problems in
teaching and research when these graduates begin to
care for clients and are not knowledgeable and compe-
tent in transcultural nursing. There are approximately
48% of baccalaureate nursing students and about 9%
of master’s degree nurses who have had at least a for-
mal course in transcultural nursing or explicit units fo-
cused on transcultural nursing phenomena in the United
States. There are many associate-degree nursing stu-
dents genuinely interested in transcultural nursing, and
many faculty have been active to incorporate selected
concepts and principles for these students in the United
States. So, while faculty may proclaim they are “teach-
ing transcultural nursing,” many have had no gradu-
ate preparation in transcultural nursing and teach what
“they feel is important or is common sense” about cul-
tures learned from their home or personal experiences.
As a consequence, some nursing students may not have
had guided mentors to learn about transcultural nursing
and may have been exposed to inaccurate or question-
able content that lacks substantive knowledge. Deans
and administrators of schools of nursing in the United
States are often so busy with financial and other issues
that they themselves have not been prepared in transcul-
tural nursing to be culturally competent and, hence, do
not recruit faculty with transcultural nursing skills.

Lately, nursing students often demand faculty who
are knowledgeable and competent to teach and mentor
students in transcultural nursing. Students are keenly
aware of culturally diverse communities in which they
live and that they must develop competency skills with

clients, families, and diverse groups. These nursing stu-
dents value and want nursing faculty who can help them
understand different cultures and demonstrate ways to
interact and be therapeutic with clients from diverse
cultures. They also want nursing faculty who can adapt
their teaching to different cultural strategies, models,
and culturally based care phenomena as they realize
that traditional unicultural curricular and teaching con-
tent are outdated for nurses to function in a multi-
cultural world. Moreover, the teaching strategies and
methods of faculty need to change to enter into and
learn about diverse cultures and their care and health
needs.

Today, nursing faculty can access the body of
transcultural nursing literature and have access to trans-
cultural nursing specialists to help them learn about and
perfect their knowledge in transcultural nursing. Fac-
ulty have opportunities to become immersed in differ-
ent cultures in their home communities, health centers,
and many other places where they can teach and men-
tor students in transcultural nursing. There are many
wonderful opportunities for nursing faculty to become
knowledgeable about transcultural nursing and to de-
velop competencies to teach and practice in the field.

It is encouraging to see faculty and students learn
together about people from diverse cultures with a fo-
cus on human caring and health. Much excitement often
occurs as faculty gain new knowledge and competen-
cies in transcultural nursing. Nursing faculty and stu-
dents need to draw on knowledge from the humanities,
liberal arts, and social sciences as they grasp a holis-
tic perspective of different cultures and environments
with uses of material and nonmaterial aspects of cul-
tures or symbolic referents. For example, knowledge
from anthropology is especially critical and so valuable
as this discipline has studied and taught about cultures
and subcultures for over 100 years. Anthropologists
offer valuable insights about material and nonmate-
rial features of diverse cultures that challenge nursing
faculty and students to discover together the meaning
and importance of culture care beliefs and practices.
Some sociology courses are also helpful, as well as
comparative religion, gender, ecology, and ethnohistor-
ical knowledge as background to transcultural nursing.
It is, however, the discovery of caring, health, illness,
and well-being that is critical in transcultural nursing
as discussed earlier in Chapters 1 and 2.
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Transcultural nursing faculty have a moral respon-
sibility to learn transcultural nursing with a transcul-
tural care, health, and illness perspective to be helpful
to students. Nursing faculty also need to deal with their
resistance and prejudices and to extend their knowledge
base beyond the biophysical and mental health dimen-
sions of human beings. Discovering cultural influences
on care, health, and illness with a holistic perspective is
essential. For without a transcultural comparative and
holistic view, nursing is too narrow and can lead to an
inaccurate understanding of cultures. Learning from
transcultural nursing experts can dramatically change
faculty, curricula, and teaching content.

A current urgent need in nursing is the recruit-
ment of graduate-prepared transcultural nursing fac-
ulty in schools of nursing worldwide. Currently, there
are far too few faculty to meet the learning needs of
culturally diverse students and the health care needs of
clients. Rigorous and persistent recruitment efforts for
transculturally prepared faculty are needed in schools
of nursing for teaching, research, consultation, mentor-
ing, and establishing transculturally based curricula. In
addition, guiding students in clinical and community
agencies to care for clients from diverse and similar
cultures is urgently needed. Transcultural nursing fac-
ulty will continue to be in high demand worldwide as
teaching and curricular changes shift to multicultural-
ism. Far more funds and human resources are needed
for transcultural nursing faculty and nurse clinicians
to meet the current and future needs in transcultural
nursing education and practice. Without well-prepared
faculty in transcultural nursing, students will be greatly
deprived of what they need most to care for people
of diverse cultures today and in the future. There is a
need for reconstructing nursing curricula and design-
ing and carrying out educational research studies that
are transculturally based to facilitate new directions in
nursing and health care.

Teaching and Learning
Expectations and Methods for
Preparing Competent
Transcultural Nurses

Since the first class in transcultural nursing was devel-
oped and taught by Leininger in 1966 at the University
of Colorado, there has been a slow development of

transcultural nursing education within and outside the
United States. The idea of teaching transcultural nurs-
ing “at a distance” began with Leininger, using a trans-
cultural nursing telelecture satellite series within the
United States and in Oceania, Pacific Islands, in 1967.
This first transcultural nursing “distance” series was
an intriguing early mode of teaching to reach nurses
worldwide. Today teaching “at a distance” has become
a major method within the United States. There are,
however, some limitations without the presence of a
mentor. There is also the concern of assessing cul-
tural attitudes and biases within total or holistic cul-
tural contexts. However, it is important to teach nurses
worldwide. Indeed, “The Internet is the biggest tech-
nological change in teaching and learning since the
printed book was introduced five centuries ago . . . on-
line learning will constitute 50% of all learning in the
21st Century.”20 This is an exciting and challenging
time for transcultural nursing and other areas of nursing
to have direct contact with remote or nearby cultures.
Nursing programs need to update their courses to meet
the needs of growing numbers of students from diverse
cultures who cannot complete their degrees in the tradi-
tional modes. Nursing students are also eager to use the
new technologies of distance learning. Online learning
is also an important means to increase the numbers
of diverse students and faculty of different cultures in
the learning process. Duquesne University School of
Nursing has been a pioneer in online courses by using
the “information superhighway” to offer new ways of
teaching transcultural nursing in RN to BSN / MSN,
postBSN certificate, MSN, and post-master’s certifi-
cate programs, as well as serving students pursuing
PhD education. As noted above, only about one-half
of all learning will occur online in the 21st century,
which leaves room for other teaching modes to ensure
quality-based transcultural nursing instruction. For ex-
ample, if a student wants to learn how to design and
implement a culturally congruent nursing care plan for
a client, the student could benefit from working with a
graduate-prepared transcultural nurse expert in a clini-
cal context. While cultural facts, concepts, and princi-
ples can be taught and learned online, learning formats
with face-to-face mentorship in institutions and com-
munity contexts are essential. Learning by observing
transcultural nursing experts care for clients, families,
and community groups is highly valued and important.
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One must also remember that students in economically
poor and culturally different places may not have ac-
cess to electronic equipment for online education and
that it may take some years for this to happen.

Student-faculty learning of transcultural nursing
with individuals, families, and community cultures or
subcultures with well-planned lectures remains an im-
portant teaching and learning method. Students need
to learn about complex culture and care phenomena,
which are often best taught by transcultural nursing ex-
perts. These faculty value working closely with clients
and families in hospital or community contexts over
several weeks to learn about transcultural nursing in
diverse clinical fields with guidance from transcultural
nursing faculty. Students can discuss directly with fac-
ulty their concerns and biases while working with cul-
tural strangers and using enablers such as Leininger’s
Stranger-Friend Enabler. Community nursing faculty
have been especially eager to learn about transcultural
nursing to be effective with Native American, Mexican
American, Vietnamese American, and African Amer-
ican clients in the United States. Until recent years,
faculty and students in community health nursing in
the United States were more aware of cultural differ-
ences as they functioned with families and maternal-
child problems. They were more sensitive to cultural
care factors and more willing to study transcultural
nursing than faculty in medical-surgical and psychiatric
nursing.

Today, some transcultural nursing specialists are
available in hospitals and community agencies to serve
as mentors, role models, and consultants to other nurses
about transcultural nursing phenomena and cultural
variabilities. Both transcultural nurse specialists (pre-
pared through graduate studies) and generalists (pre-
pared in undergraduate programs) can help to make
transcultural nursing meaningful in health care set-
tings. Unquestionably, transcultural nurse specialists
are in much demand as health agencies are expected to
provide culturally competent care for diverse clients.
The Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) and other accreditation agen-
cies in the United States are now taking hold of the
transcultural nursing concept of culturally congruent
care, and this is necessitating transcultural nursing ex-
perts to help staff meet accreditation requirements.
However, one is fortunate to have one or two transcul-

tural nurses in a general hospital or in a university teach-
ing center where they are expected to cover all clinical
units, work with noncompliant clients, and help health
personnel deal with the myriad of challenges related to
serving the culturally different. Hence, there is a criti-
cal need for many more transcultural nurses in clinical
settings.

To meet the urgent demand for graduate-prepared
transcultural nurses in education and service settings,
many innovative plans and action strategies are needed.
Transcultural nursing workshops, conferences, and
special courses have been offered, but more are needed
to prepare faculty, clinical staff, and other health per-
sonnel for caring for diverse clients in a variety of health
care situations.21−24 Some nurses travel great distances
and spend time and money to take intensive short-
term undergraduate and graduate transcultural nursing
courses to learn transcultural nursing concepts from ex-
perts. For example, since 1978 nurses have come from
many different countries and states to pursue programs
and courses in transcultural nursing from Leininger, the
founder of the discipline. Nurses have found these to
be extremely valuable as nurses learn holistic trans-
cultural nursing using specific concepts, principles,
and research-based findings from theoretical perspec-
tives. Using theoretical care perspectives and learn-
ing how to provide culturally specific and congruent
care often requires new ways of thinking, learning,
and practice. Nurses from Australia, South Africa, the
Pacific Islands, Asia, Finland, the United States, the
Netherlands, Canada, Europe, and other places have
come together to learn from transcultural nursing ex-
perts. Nurses who have enrolled in such graduate
courses in transcultural nursing have been expected to
be leaders and experts in the field, especially in their
own countries. They are encouraged to transfer trans-
cultural nursing concepts, principles, and relevant the-
ory and research to their own Western and non-Western
culture in meaningful and relevant ways. Transcultural
nursing experts know how to teach Western and non-
western cultures so that cultural biases or narrow eth-
nocentric learning and teaching modes can be avoided.
Thus, the need and demand for transcultural nursing
comparative knowledge and skills is great in most
places in the world as nurses recognize that they
must provide effective and competent nursing care to
clients who are increasingly multicultural. Far more
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educational programs are needed to meet the critical
shortage of transcultural nurses worldwide.

Another teaching and learning approach is to have
an exchange program with nurses from different coun-
tries reciprocally participating and learning from each
other. With this approach prior preparation of students
and transcultural faculty is critical so they can use hold-
ing knowledge of general concepts, principles, theo-
retical perspectives, and some research findings about
the host cultures. To provide safe, positive, and bene-
ficial learning outcomes, students must be prepared in
advance and must know how to use basic transcultural
nursing concepts, principles, theories, and practices be-
fore being sent abroad or to provinces or districts within
a country with culturally different groups. Student and
faculty have reported unfavorable outcomes when they
are not prepared in transcultural nursing, when they do
not have qualified faculty to guide their experiences in
overseas exchanges, or when they care for clients from
different cultures.25−27

Another means to stimulate students and nurses
to learn transcultural nursing has been to become cer-
tified in the field and to maintain recertification (see
Appendix A). Certification was held important by the
mid 1980s to help clients of diverse cultures to re-
ceive safe and effective care. Certification and recer-
tification was established in 1989 and continues today
through the Transcultural Nursing Society Certifica-
tion and Recertification Committee. Oral and written
examinations and a portfolio of experiences with ba-
sic and advanced transcultural educational classes and
workshops are prerequisites for nurses to be certified
to practice transcultural nursing in safe and competent
ways. To date, approximately 100 nurses have been cer-
tified and recertified to practice transcultural nursing.
Transcultural nurse specialists’ and leaders’ interest
in certification has been most encouraging. Graduate
preparation in transcultural nursing and direct experi-
ences with clients have been essential to ensure suc-
cess with the examinations and for nurses to establish
their competencies as transcultural specialists, general-
ists, and consultants. Currently, many of these certified
nurses are functioning in diverse clinical nursing prac-
tice settings and in schools of nursing. These nurses
are skilled at demonstrating ways to prevent culture
care imposition practices, as well as cultural clashes,
cultural pain, overt prejudices, and other unfavorable

transcultural nursing problems or issues. Well-prepared
certified transcultural nurses are making major differ-
ences in the quality of nursing care and are providing
some entirely new and different ways to practice, teach,
and care for people of diverse and similar cultures.

Transcultural nurse practitioners will be expected
to function in many different clinical and educational
contexts and in teaching and guiding transcultural con-
sultation roles to provide culturally competent and re-
sponsible health care. Transcultural nurses are also ex-
pected to assess and be effective in diverse cultures of
nursing and with the dominant values of the cultures
of medicine, social work, and other disciplines that can
influence health care outcomes. In addition, they are
called to help transform health care systems or to estab-
lish new kinds of transcultural nursing institutes, cen-
ters, and programs in universities or other academic
settings. Transcultural specialists are more and more
in demand as the health care professions awaken to the
need for culturally competent health care services and
educational programs.

Transcultural nursing specialists have initiated
transcultural research projects in health settings,
schools of nursing, and in private and public com-
munity interdisciplinary organizations. Some of their
work has been reported in the Journal of Transcultural
Nursing since 1989 and in other publications. For ex-
ample, a transcultural nurse specialist is functioning
with a private American agency to study women’s
health care in the United States and overseas. Another
specialist is working in a community with new immi-
grants and refugees. Several are working in community
agencies and acute care units in the United States and
abroad. Some transcultural clinical nurse specialists are
working in urban and rural community agencies to as-
sist teenage mothers with prenatal and neonatal care.
There is a demand for transcultural nurse practitioners
in primary and tertiary clinical settings. Opportunities
in the field for leadership and practice roles for trans-
cultural generalists and specialists are unlimited and
largely unfilled. Transcultural nurses however, are ex-
pected to identify and carve out their leadership roles in
teaching, clinical practices, and research as new agen-
cies discover the relevance and need for transcultural
nursing and health care. Establishing new roles, salary
expectations, professional expectations, and ways to
function in different cultures and institutions are
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challenges that require active leadership and persistent
efforts.

Incorporating Transcultural
Nursing into Nursing Education:
Approaches and Issues

Incorporating transcultural nursing into undergraduate
and graduate programs remains a major challenge in
most schools of nursing because of overloaded curric-
ula and the reluctance or resistance of faculty to change
curricula into a transcultural nursing one. Transcultural
nurses have had to be astute strategists, diplomats, or-
ganizers, and politicians to get transcultural concepts,
principles, themes, and research-based knowledge into
nursing curricula in the United States and in other
countries. Accommodating or facilitating the inclu-
sion of transcultural nursing ideas is usually difficult
as some faculty tend to tenaciously hold to their tradi-
tional areas of content and modes of teaching. Some
fear that including what is unknown or vaguely known
to them could make them uncomfortable or appear
incompetent.

During the past three decades, the authors have
found that nursing faculty who are reluctant to incor-
porate transcultural nursing into the curricula are gen-
erally fearful that new courses or content will replace
what they usually teach and practice. Some faculty ad-
mit that they have limited knowledge about transcul-
tural nursing as they have never been prepared in the
discipline. Some hold that they do not need to change
as they soon will be retiring. Also, there are some fac-
ulty who say, “I’ve been teaching it [transcultural nurs-
ing] for years. I incorporate culture in all the courses I
teach.” However, the reality is often they are teach-
ing what they believe is culture from personal and
home experiences and with no awareness of transcul-
tural nursing theory, principles, and other substantive
research-based transcultural nursing knowledge. With
virtually no theory and content being taught, transcul-
tural nursing practices leave much to be desired. Some
instructors today talk about “cultural diversity” but of-
ten with no substantive content about cultural similari-
ties or transcultural nursing care/caring or health. There
are also faculty who are not interested in incorporating
anything new into nursing curricula such as transcul-
tural nursing as they may believe it is not necessary

or that they do not want to deal with cultural biases
or racial issues. Also, there are nurses who may have
had a course (or two) in anthropology or sociology and
believe this qualifies them to be a transcultural nurs-
ing expert. Such faculty problems and concerns have
been some major barriers to making transcultural nurs-
ing a reality for nursing curricula and clinical practices.
However, with state and national board examinations,
JCAHO, other accreditation expectations, and certifi-
cation for practice competencies, faculty are beginning
to scurry to incorporate transcultural nursing ideas into
nursing curricula and practice. Transcultural nurses re-
main open and willing to help these faculty in curricu-
lar efforts and with new related teaching approaches. In
addition, one has to master other hurdles to be effective
in curricular and teaching endeavors. It is important to
remember that one cannot “integrate” content unless
one is knowledgeable in what is to be integrated.

An effective and successful transcultural nurse
educator has to assess the political and organizational
climate of the school, the faculty, and often the larger
educational institution in which a nursing education
program exists. Political alignments of faculty along
clinical lines such as pediatrics, medical-surgical nurs-
ing, community health, and a host of other traditional
clinical areas (sometimes more than 50 areas that
follow the clinical medical model) impede changing
faculty to holistic transcultural nursing. The culture
and philosophy of the school and faculty, as well as
administrators’ attitudes, can make a great difference
in incorporating transcultural content into nursing cur-
ricula and practice.28 Sometimes the lone transcultural
expert “at home” may not be valued nor used in cur-
ricular work or discussions. Lately, outside “experts”
with “cultural diversity” expertise have been hired as
consultants. Hence, transcultural nurses within institu-
tions may be shunned as they are “too close to home to
be considered authorities on the subject.” Hence, both
nontranscultural and transcultural experts may experi-
ence major challenges in schools of nursing.

Four approaches to integrating transcultural nurs-
ing content into curriculum are 1) integrating transcul-
tural nursing concepts and principles into an existing
curriculum, 2) introducing modules or specified culture
care units into a curriculum, 3) offering a series of or-
ganized and substantive transcultural nursing courses,
and 4) offering a major program or substantive track
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in transcultural nursing. These four approaches will be
presented and examples given to assist in fully under-
standing each approach.

The first approach—to incorporate transcultural
nursing content in the curriculum—is to consider ex-
isting courses within different clinical areas and to
show how transcultural nursing concepts and princi-
ples can be integrated into the content and be used
in client or family care.29 Undergraduate and graduate
faculty often find this incorporation approach accept-
able. One identifies specific transcultural nursing con-
cepts and principles to be integrated into parent-child,
medical-surgical, and oncology nursing. This helps to
use faculty knowledge, but also transforms traditional
ideas and practices into specific transcultural nursing
modalities. This approach allows faculty to link their
familiar knowledge to new knowledge and assists fac-
ulty to gradually learn to use and teach transcultural
nursing. It also assists the faculty until they become
knowledgeable about cultures and transcultural care
and health perspectives woven into a holistic view of
clients. Students are the first to voice their views when
faculty fail to know the subject matter, especially in
clinical areas. Building the transcultural concepts or
constructs into several courses in-depth is problem-
atic with the integration approach unless the faculty
are knowledgeable and active in facilitating the pro-
cess. When a transcultural nursing facility expert can
teach transcultural nursing concepts across different
clinical areas and subjects such as ethics and morals,
faculty members begin to realize the depth and scope
of the field, as well as the competencies needed to be
effective and successful. Most students are happy to
see transcultural nursing concepts, principles, and the-
ories taught in their clinical areas with new perspec-
tives of nursing. They are quick to identify the inad-
equacy of teaching based on unicultural and personal
experiences alone or using short cultural encounters or
tours.

The second approach to curricular work is to teach
transcultural nursing by the use of modules or speci-
fied culture care units. With this approach, transcultural
nursing faculty are usually responsible for teaching
whole units or modules of instruction in undergrad-
uate or graduate programs on transcultural nursing.
For example, a unit of instruction might be “Transcul-
tural Nursing Care of Mexican Americans with Hy-

pertension.” Such a module is usually part of another
course such as physiological nursing. The modular
teaching approach requires that transcultural nursing
faculty have some stated objectives or goals with spe-
cific unit learning activities. They should have plans for
ways they believe will be effective to teach and eval-
uate the content within the culture of the institution.
They may also work with other faculty to reinforce
transcultural nursing content in their teaching and clin-
ical supervision of students. This approach is often a
step before moving to a full course, tract, or program
in transcultural nursing. The module or unit approach
lends itself to mini-field observations and studies fo-
cused on transcultural nursing constructs, theory, and
ways to provide culturally congruent care. Some fac-
ulty and students view this as a compromise to a full
transcultural nursing course and view the units as frag-
mented and an incomplete way for bright nursing stu-
dents with anthropological backgrounds to learn about
transcultural nursing, especially about specific cultures
and their holistic care needs. Students want to know and
use transcultural nursing care and health in meaningful
ways. Nonetheless, this approach generally stimulates
student learning about transcultural nursing and is be-
ing used in both undergraduate and graduate schools
of nursing in the United States and in a few other
countries.

The third teaching and curricular approach is to
offer organized and substantive courses, often three to
five semester credits, on transcultural nursing in un-
dergraduate and graduate programs. This approach
has been the most successful and has prepared nurses
to know, understand, and provide culturally congru-
ent and safe care. It has been invaluable to know the
close relationship between cultures and caring, which
have holistic and meaningful connections. The courses
also offer a philosophical, theoretical, and realistic ba-
sis to understand why transcultural nursing is imper-
ative and how nurses are in a unique position to care
for clients of diverse or similar cultures. These courses
on transcultural nursing should be comprehensive and
taught by qualified transcultural nurses. A great vari-
ety of approaches can be used with one or two course
offerings. Most faculty begin with definitions of con-
cepts, principles, and the rationale of the need for trans-
cultural nursing. Students focus on specific cultures
and subcultures, identifying the culture care needs of
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clients within a theoretical perspective. Specific con-
cepts, principles, and theory can be closely linked to the
study of specific cultures and related health care needs.
Transcultural nursing faculty and students like this ap-
proach because they get in-depth knowledge about di-
verse cultures with field or clinical mentored experi-
ences. It gives students time to assimilate and value
transcultural caring as a new and important field of
study and practice. When two courses are offered, one
course should be taught early in the program and one
later by faculty prepared in transcultural nursing.

A basic transcultural nursing course should be re-
quired for all undergraduates early in the program so
ideas can be used in all experiences. As least one ad-
vanced course for graduate students is essential to ob-
tain knowledge to provide culturally competent and re-
sponsible care in the field as an advanced transcultural
nurse generalist or specialist. Both courses should have
field or clinical experiences under prepared transcul-
tural faculty to provide clinical guidance and compe-
tency skills. Two courses of two or three credits each are
desired in graduate programs that build in-depth from
a comparative perspective for the transcultural nurse
specialist. The undergraduate course often becomes
a foundation for graduate preparation in transcultural
nursing. Students are exceedingly pleased with a full
course as they are given time to relate the theory,
concepts, and principles to practice along with achiev-
ing competence in a new area of practice. Many positive
comments can be heard such as, “It is exactly what I
needed to care for African Americans and others in
my clinical practice as I am working in an urban area
with 87% African Americans”; “This course has trans-
formed my entire view of professional nursing as I see
a whole new and different world in which to practice”;
“As a graduate student, I actually had to relearn what I
learned earlier as it did not fit the care for these clients”;
and “This is the only course that is holistic and puts the
clients’ total human caring needs together.” Most stu-
dents contend they had to learn nursing anew when they
learned about transcultural nursing, but the new ideas
seemed “natural” and essential to nursing. Faculty often
comment that the courses expand the students’ think-
ing and views of their practice to comparative holis-
tic views of cultural care. They especially found that
Leininger’s Culture Care Theory and the three modes
of care are an exciting and a different way to prac-

tice nursing. Most importantly, transcultural nursing
faculty responsible for the courses are usually happy
and excited to teach the course and to watch students
grow from learning a different and broader view of tra-
ditional nursing. Appendices B and C provide some
sample course outlines for faculty to consider in teach-
ing transcultural nursing to undergraduate and graduate
students.

The fourth teaching and curricular approach is to
offer a major program or substantive track in trans-
cultural nursing at the graduate level with a series of
courses and related learning experiences. The goal is
to prepare clinical specialists in transcultural nursing
or broadly oriented generalists for teaching, research,
and practice in transcultural nursing. In the early 1970s
Leininger launched the first programs and tracks in
transcultural nursing for master’s (M.S.N.) and doc-
toral (Ph.D.) preparation. The program was based on
sequential courses, including both classroom and clin-
ical field experiences, as part of a graduate program or
track preparation in transcultural nursing. This model
continues to be used as a guide for transcultural nursing
graduate education in this specialty. Such specialized
preparation in transcultural nursing remains available
in graduate programs in the United States for clini-
cal specialization, advanced practitioner roles, begin-
ning teachers, and new leadership roles in transcultural
nursing.30 (See list of transcultural nursing courses and
programs in Appendix D.)

Graduate transcultural nursing specialization is
characterized as being comprehensive, complex, and
analytical with comparative in-depth knowledge of cul-
turally based phenomena. Students have opportunities
to learn about several cultures using theoretical and
practical focuses with an emphasis on holistic culture
care in diverse environmental contexts. Critical analy-
sis of existing nursing knowledge is studied from West-
ern and non-Western emic and etic perspectives. Grad-
uate field experiences are an expected requirement to
discover transcultural knowledge and care needs of spe-
cific cultures with well, sick, or dying clients. Field
or clinical experiences are with individuals, families,
and specific subcultures in different communities and
hospitals or in evolving new transcultural centers or
institutions.

Nursing students find graduate programs in trans-
cultural nursing highly stimulating and essential to
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discover new knowledge and to develop cultural com-
petencies through seminars and field-mentored studies
and practices. Graduate students specializing in tran-
scultural nursing are eager to be prepared to work ef-
fectively with clients of several cultures and to con-
tinue studying changes in health care over time related
largely to etic and emic discoveries. Many of them have
actively worked to advance and change nursing from
a unicultural to a transcultural nursing perspective and
to introduce or help transform health care systems and
organizations based on their research and knowledge.
Most encouraging is the trend of these students to pur-
sue doctoral study to increase their care knowledge
and research about cultures in different places in the
world. Master’s degree students are generally certified
transcultural nurses who have had 1 or 2 years in the
specified programs with a focus in transcultural the-
ory, research, and practice. Some students complete
a certificate graduate program in transcultural nursing
and become transcultural nurse specialists. Undoubt-
edly, both master’s and doctorally prepared transcul-
tural nurses will be in high demand in this 21st century
as transculturalism increases in health care services.

Since faculty often wonder what could be offered
in graduate programs, a sample of a transcultural nurs-
ing program will be highlighted next. The purpose of
the Master of Science in Nursing degree in transcul-
tural nursing provides students with in-depth culture
care knowledge and skills to work with individu-
als, families, and groups from diverse cultural back-
grounds. Cultures are studied with similar and diverse
care values, beliefs, and lifeways. A variety of creative
teaching approaches and methods are used during ap-
proximately a one- to two-year program. The seminars
are rich learning experiences as students share their
cultural-heritage learning discoveries with clients and
use of theories to guide their actions and decisions.
Graduates of the program are expected to become com-
petent culture care practitioners, clinical specialists,
consultants, and teachers in transcultural nursing. As
specialists they generally know three or four cultures
in-depth from a comparative and explanatory or theo-
retical stance. They learn how to do ethnonursing stud-
ies and different ways to teach and become beginning
consultants. Doctoral and postdoctoral courses and ex-
periences are usually tailored to meet students’ special
research interests and goals.

Some sample graduate seminar titles are as
follows:

Nursing and Health Care Environments

Transcultural Health Throughout the Life Cycle

Transcultural Nursing: Theory, Research, and
Practice

Field Practices in Transcultural Nursing

Culture Care Theory and Research

Transcultural Advanced Nursing Knowledge and
Practices

Research Methods to Discover Transcultural
Nursing Phenomena

Comparative Transcultural Nursing Ethics,
Morals, and Lifeways

Anthropological and other social science and humani-
ties courses are strongly recommended to expand stu-
dent learning and to contrast transcultural nursing with
these disciplines in theory and practice. Such courses
from anthropology, which are often most helpful, are
as follows:

Urban Anthropology

Cross Cultural Gender Research

Anthropological Theory

Language and Culture

Magic, Illness, and Health Conditions

Comparative Health and Anthropology

Ethnography of Urban and Rural Cultures

Specific Area Ethnographies

Physical and Genetic Anthropology

Western and non-Western Legal Cultural Practices

Students in both master’s and doctoral programs in
transcultural nursing gain in-depth knowledge of sev-
eral cultures and conduct independent field studies or
theses using specific theories and research methods.
Doctoral students not only are expected to do an origi-
nal study of a transcultural domain of inquiry but often
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an overseas study to compare or contrast findings of a
very diverse culture with one close to home. Creative
and original dissertations in transcultural nursing are
expected (see list of doctoral dissertations in transcul-
tural nursing and their focus as shown in Appendix 3-B
in Chapter 3, Part II). Graduate seminars build on, rein-
force, expand, and deepen student learning, research,
and field experiences. Field experiences may be in a
community, agency, or health institution or overseas in
specific contexts, or some may be done at a distance,
using the Internet. Graduate students not only examine
in-depth their own cultural biases and tendencies, but
learn to value the importance of field mentorship with
transcultural nursing experts.

A fifth teaching and curricular approach to ad-
vance transcultural nursing is to arrange experiences
functioning as researchers, teachers, and consultants
within transcultural institutions, centers, or multidisci-
plinary institutions. With the rapidly growing demand
for transcultural nursing education and practitioners
worldwide, transcultural institutes and centers are be-
ing developed or already established with mini- or
multi-disciplinary health focuses. Leininger encour-
aged and has helped to establish theory- and research-
based institutes to prepare highly competent and true
scholars in transcultural nursing and health care. Many
transcultural nursing scholars in theory, research, and
clinical expertise are needed today for institutes to
be strong and credible. Some interdisciplinary col-
leagues such as anthropologists, sociologists, ethicists,
and others also participate in these institutes with ad-
vanced seminars, research projects, and scholarly de-
bates from a multidisciplinary stance. Regional cen-
ters or institutes need to be funded, as well as private
or public ones, with scholarships and financial aid to
meet the critical shortage of transcultural nurses and
other transcultural professionals for rapidly growing
health care needs worldwide. Highly motivated gradu-
ate transcultural nursing students are recruited to par-
ticipate in these institutes or centers and to explicate
and defend transcultural nursing as a legitimate disci-
pline to serve human cultures. In the near future, many
transcultural nursing institutes will be established,
but they must have highly qualified and outstand-
ing transcultural nursing scholars to be effective and
successful.

Suggested Topic Domains
for Undergraduate and
Graduate Courses

Since many faculty and students often inquire about
general topic domains related to undergraduate and
graduate transcultural nursing education, the authors
offer some suggestions in Appendix E. These con-
tent domains will vary with the institutional philos-
ophy and with cultural areas and interests of faculty
and students. Moreover, the scope, depth, and special
focuses will vary in undergraduate and graduate curric-
ula with respect to cultures in different geographic re-
gions. Knowledge of common health and care needs of
cultures in light of their ethnohistorical backgrounds,
environments, and cultural values are important con-
siderations in the development of global, national, re-
gional, or local curricula. For example, in the United
States there may be large populations of Vietnamese,
Cubans, Native Americans, Hutterites, or others in re-
gional areas that would need to be considered by the
faculty such as in Miami, Florida, where there are many
Haitians, Puerto Ricans, Cubans, and other Caribbean
cultures that speak Spanish or related dialects. The fo-
cuses of study in this regional areas could be on trans-
cultural nursing education, practice, and consultation
related to Hispanic clients. While schools of nursing
will vary with their goals and with cultures living in
their geographic area, faculty experts in transcultural
nursing will be needed as transcultural nursing be-
comes a mandate for all nurses by the year 2020 or
earlier. Transcultural regional centers could make the
most of faculty resources and minimize teaching and
research costs.

Transcultural Nursing: A Creative
Teaching and Learning Process

One of the exciting features of transcultural nursing
is that teaching and learning about culture care and
health in relation to nursing is a highly creative and
stimulating experience. Transcultural nursing faculty
are expected to be open-minded, curious, flexible, and
creative in teaching and working with students and cul-
tures. Helping students and faculty learn together from
cultural informants and from diverse life experiences
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about transcultural phenomena is a rich and unique ex-
perience. It fits with the principle and philosophy that
transcultural nursing is largely based on shared, open
emic and etic comparative discoveries that are largely
derived from learning about different cultures locally
and worldwide. Transcultural nurses generally use an
inductive process as they learn from people (emic per-
spective) of different or similar cultures but also from
professionals (etic perspective) for comparative discov-
eries. Gaining comparative and in-depth insights about
cultures with respect to care, health (or well-being),
and environmental context are central to transcultural
nursing. Establishing and maintaining a cultural ethos
of learning from and about others in an active listening
manner is important. Helping students grasp the total-
ity of cultures rather than “bits and pieces” of physi-
cal and emotional aspects of illnesses or symptoms of-
fers a different caring focus. Students are stimulated by
and grow in professional abilities with the holistic and
comprehensive lifeways of diverse and similar cultures.
The Leininger Culture Care Theory with the use of the
Sunrise Model and the ethnonursing enablers help stu-
dents to discover the whole picture of individuals, fam-
ilies, or groups under study. Transcultural nursing fac-
ulty are central to help students maintain a strong caring
and learning ethos of cultures with sensitivity but with
grounded emic and etic knowledge. There is great lati-
tude to be innovative in the teaching and learning pro-
cesses in transcultural nursing. There are many oppor-
tunities to use research-based knowledge now available

Differences and
Similarities of

Culture Care, Beliefs,
and Values

Generic (emic) Care
and Professional

(etic) Care
Perspectives

Creative
Discovery with

Decision
Making

Sharing Learning
Experiences and

Knowledge

Making Comparative
Reflections and

Analyses

Confirming and
Evaluating Mutual Learning

Outcomes and Goals

Figure 34.1
Leininger's transcultural nursing teacher-learner conceptual process model.

with over 100 cultures and their specific care meanings
and needs. Such knowledge is used to establish and
maintain clinical competencies. Transcultural nursing
remains one of the most challenging and creative ways
to develop relevant curricula for teaching and learning
in the 21st century.

Leininger’s Teacher-Learner
Conceptual Models and Principles

Over the past several decades Leininger developed
the Transcultural Nursing Teacher-Learner Conceptual
Process Model (Fig. 34.1) to envision and guide faculty
and students in learning together. This model is used
with the Transcultural Nursing Learning and Teach-
ing Discovery Modes to learn about diverse cultures
(Table 34.1), which can be extremely helpful to guide
transcultural nursing and other faculty in their teaching
endeavors. In addition, her philosophical premises and
principles related to teaching transcultural nursing in
undergraduate and graduate programs have been a most
helpful guide to faculty and students. These premises
and principles are as follows:

1. Faculty and students are coparticipants in the
learning and teaching process to discover
transcultural nursing phenomena. While faculty
members assume the major responsibility of
facilitating transcultural learning and guiding
students using specific observations and
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Table 34.1 Some Transcultural Nursing Learning
and Teaching Discovery Modes

1. Direct observations, interviews, participation, and
reflection experiences

2. Immersion experiences in the cultural life-care world
3. Reflective learning and critique with mentor(s)
4. Philosophical questions and reasoning
5. Role-modeling with exemplars or experts in action
6. Doing oral and written life histories and stories of

cultures
7. Use of symbols and metaphors to learn culture care
8. Learning from simple to complex culture care

phenomena
9. Learning ways to integrate and synthesize qualitative

culture care data
10. Use of culture care and nurses care stories
11. Learning ways to capture differences and similarities
12. Observing simple, diverse, and complex cultural

systems
13. Critical assessment of beneficial and less-beneficial

caring with diverse cultures
14. Use of creative modes with the Internet, films,

videos, photos, TV programs, new audio-visual
and experiential media, and the study of books on
the cultures of nursing and peoples worldwide

reflections, the students remain active learners in the
process.
2. Students and faculty bring their cultural or
personal heritage and experiences to the teaching-
learning context and process, including their values,
beliefs, and lifeways. Cultural heritage factors have
special meanings, symbols, and insights that faculty
and students need to discover and understand.
3. Nursing students study enculturation and
socialization aspects of clients, as well as the culture
of nursing and other health professions, to understand
cultures and health professions in relation to care and
treatments.
4. Student learning is most effective when students
become active participants who are willing to become
immersed in cultures and open to reflective mentor
guidance.
5. Transcultural nursing theories are essential to
guide a student’s thinking in discovering what one
sees, hears, and is told along with other experiences

with clients. It is essential to arrive at culture-specific
care validated knowledge. The Theory of Culture
Care with the use of the Sunrise Model continues to
be a valuable theoretical guide to discover and
substantiate knowledge.
6. The use of holding knowledge to study a culture is
essential to prevent cultural ignorance and to pick up
clues from cultural informants. Building on past
similar or diverse experiences helps the learner gain
confidence.
7. Transcultural nursing faculty mentors are expected
to help students decipher unfavorable biases, marked
ethnocentrism, cultural imposition practices, and
many other cultural expressions that limit students’
effectiveness and success in transcultural nursing.
8. Teaching transcultural nursing should be viewed as
a mode of being with students in a caring relationship
that is directed toward discovering experiences
together and being respectful or helpful to each other.
9. Discovering culture care differences and
similarities among clients, students, faculty, and
others is an ongoing discovery process for growth in
transcultural nursing.
10. Facilitating diverse immersion experiences with
cultures under qualified faculty membership becomes
an invaluable and powerful means to learn about
cultures, self, and others.
11. Discovering, knowing, and analyzing the
student’s cultural and caring values, beliefs, and
patterned lifeways is essential to transcultural nursing
to provide meaningful and beneficial client care
practices.
12. Teaching transcultural nursing is a creative and
humbling special experience that includes learning
from others and self in a caring context.

In teaching and learning in transcultural nursing, a
great variety of different methods and approaches can
be used today such as these found in Table 34.1. Au-
diovisual and electronic modes along with narratives,
epics, and storytelling are used a great deal in transcul-
tural nursing education and in research. All of these
teaching modes have been stimulating to students and
faculty and lead to rich learning.

The authors have found that if students engage
in guided mentorships with transcultural nursing fac-
ulty and focus on two or three cultures, they become
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confident and competent in working with most cultures.
We have also found that students without educational
preparation in transcultural nursing often have consid-
erable problems when they work with different cultures
and experience cultural shock, cultural backlash, cul-
tural stresses, and other problems. Sometimes, students
without transcultural nursing preparation who are sent
to strange cultures become negative and very biased
about cultures largely because they do not understand
them. Currently, there is an erroneous and dangerous
myth held by some faculty that students do not need
to be prepared in advance before going overseas or to
work with different cultures. Instead, they believe they
can rely on “common sense,” “reflections,” and direct
experiences along with nursing knowledge. Some fac-
ulty believe that whatever is communicated and expe-
rienced between clients and the students (verbally and
nonverbally) can be accurately understood and inter-
preted without transcultural holding knowledge and in-
sights. Such myths and beliefs need to be reexamined.
Indeed, placing students in foreign lands or strange
cultures without adequate preparation in transcultural
nursing continues to pose problems, including legal
difficulties and survival. Several nursing students have
returned home in culture shock, disappointed and disil-
lusioned about working with diverse cultures because
they lacked transcultural nursing knowledge. This is
often evident with students who experience shocking
differences between their own culture and that of a
community of a very different culture. Hence, students
today must be adequately prepared to enter and remain
in diverse cultures, to care for clients of these cultures,
and to have a positive experience.

There is also another myth—that nursing students
prepared in anthropology and sociology can function
as transcultural nurses. Anthropology or sociology are
different disciplines than transcultural nursing or nurs-
ing. Transcultural nursing is both a professional prac-
tice and a discipline focused on humanistic care, health,
illness, death, the life cycle, and environmental context.
In contrast, anthropology is an academic discipline.
This fact has been evident when nonnurse anthropol-
ogists have taught and guided nursing students in the
classroom and in clinical and field areas, but failed
to teach or respond to transcultural nursing perspec-
tives. There is also a related myth that “transcultural
nursing” and “cross-cultural” nursing are the same.31

This myth also needs to be reexamined. Transcultural
nursing was deliberately identified and developed by
Leininger and others in the early 1960s, and since then
the discipline and profession has grown into a highly
relevant study and practice field focused on caring.
In contrast, cross-cultural nursing has primarily and
appropriately focused on advancing anthropological
knowledge through different research goals. However,
anthropological knowledge, especially from an ethno-
historical perspective, is a rich and valuable knowledge
base for transcultural nursing.

Current and Critical Issues and
Problems Facing Transcultural
Nursing Education

In this last section some current critical issues and prob-
lems facing transcultural nursing education and cur-
riculum specialists will be summarized. They can be
used for debate, for raising faculty awareness and dis-
cussion, and for setting goals to help alleviate or resolve
these issues. They are as follows:

1. The slow and hesitant shift of educational
programs to global transcultural nursing versus the
great imperative for transcultural nursing today and in
the future.
2. The critical need for many undergraduate and
graduate nurses to care for clients of diverse cultures
and the need for courses and faculty in transcultural
nursing schools.
3. The lack of teaching and research monies to
establish transcultural nursing educational and
research programs with qualified faculty prepared to
do research in transcultural nursing.
4. The lack of knowledge and appreciation by faculty
and students for human care as the central domain of
transcultural nursing and of all aspects of nursing
education and practice.
5. The overemphasis on cultural diversity and the
failure to emphasize cultural care and health
similarities in transcultural nursing is a major issue.
Cultural diversity is only one aspect of transcultural
nursing and not the major or only focus of
transcultural nursing.
6. The employment of faculty who are unprepared to
teach transcultural nursing and mentor students in
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transcultural nursing remains of great concern
because of the false assumptions that a) anyone can
teach transcultural nursing; b) if a nurse is of a
culture, then he or she is very knowledgeable about
and qualified to teach about that culture; and c) the
use of the “common sense” approach is the best
teacher of transcultural nursing.
7. Working with nursing faculty and administrators
who have strong cultural biases and racist attitudes
and who are afraid to work or teach about cultures.
8. The conceptual problems in shifting nursing
students and faculty from teaching fragmented,
medical, mind-body, symptom-treatment perspectives
or using a narrow holistic (mind-body-spirit) focus
greatly limits the comprehensive focus of
transcultural caring knowledge and practice.
9. The lack of knowledge of the importance and
therapeutic benefits of generic (folk) care practices of
clients and their relationship to professional nursing
or medical knowledge.
10. The tendency to support mainly quantitative
paradigmatic research studies in schools of nursing
rather than supporting qualitative research methods
that have been invaluable to discover complex
transcultural nursing knowledge.
11. The use of culture-bound, biased, and
inappropriate instruments, scales, and surveys for
nursing research and teaching purposes that limits the
discovery of culturally based knowledge for many
cultures and care phenomena that need to be
measured accurately to be known and understood.
12. Inadequate public media coverage to show the
importance of transcultural nursing as a significant
breakthrough in the 20th century and a major thrust
for transcultural nursing care in the 21st century.
13. The lack of focus on transcultural ethical and
moral issues with Western and non-Western
cultures.
14. Failure to use available transcultural nursing
theory-based research knowledge and publications to
improve care to diverse cultures worldwide.
15. The mass increase in conducting overseas
programs with nursing faculty and students who have
had no advanced preparation in transcultural nursing
for safe and meaningful health care.
16. The lack of local and national research funds to
study transcultural nursing, to change nursing
curricula from a unicultural to multicultural focus,

and to develop transcultural nursing institutes and
centers worldwide.
17. Working with nursing faculty and students whose
values and beliefs about Western or non-Western
cultures are countercultural, negative, and often
inaccurate.
18. The lack of available recognition for transcultural
nursing leaders and followers to bring about a new
way of educating and providing culturally
knowledgeable and competent nurses.
19. Overuse and dependency on tape recordings with
cultural informants or clients for teaching and
research purposes rather than using direct-talk
experiences, field journal data, naturalistic modes of
inquiry, and appropriate qualitative discovery
methods.
20. Using ethnonursing data, client family stories,
field journal notes, and other cultural information for
classroom teaching when permission was not granted
by the informants.
21. The lack of administrative support from nursing
deans and other faculty for transcultural nursing
programs and changes in curricula to multicultural
content and experiences.
22. The use of nursing diagnoses and misdiagnoses
of cultural and health expressions with North
American Nursing Diagnosis Association (NANDA)
and other classification schemes because of cultural
ignorance of faculty.
23. Publishing books and articles under the title of
transcultural nursing with inaccurate knowledge of
transcultural care practices.
24. Worldwide membership in Transcultural Nursing
Society (established in the early 1970s) to shift all of
nursing education, research, and practice into
transcultural nursing by the year 2015 or earlier for
client health protection and benefits.
25. Establishing and maintaining certification and
recertification standards and practices on a global
basis to protect clients and nurses of diverse cultures
and vulnerable populations (the poor and oppressed).

The above are a few current critical issues and
needs challenging all nurses, nursing organizations,
and the public to take action to function, survive, and
grow in transcultural nursing.

In this chapter trends and reasons for the im-
portance of transcultural nursing education have been
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presented. The imperative mandate is to prepare nurses
worldwide in transcultural nursing to meet present and
future critical worldwide needs to care for clients of
diverse or similar cultures. The ultimate goal of trans-
cultural nursing education is to prepare nurses to be-
come culturally compassionate, competent, responsi-
ble, and effective to serve people worldwide. Critical
issues were identified so that efforts will be made to
maintain transcultural nursing programs grounded in
theory-based research, knowledge, and practices. The
authors contend that all nurses need to be prepared
in transcultural nursing to serve culturally vulnerable
populations and to develop professional competencies
in transcultural nursing by the year 2015.

Time is limited to achieve this global goal, and
steps need to be taken soon to prevent destructive or
unfavorable cultural care and other problems. Far more
nurses need preparation in transcultural nursing be-
cause of worldwide multicultural needs and conditions
impacting on quality health care services. Several sug-
gested content domains for undergraduate and gradu-
ate nursing education and curricula have been offered
along with teaching models, methods, and approaches.
In the last section some current pressing issues were
identified for faculty discussion and global action to
advocate transcultural nursing education worldwide.
The authors leave the reader to reflect on the belief
that the most significant breakthrough in nursing in
the 20th century was establishing the new discipline
and practice of transcultural nursing, but that the great-
est challenge in the 21st century is to prepare nearly
five million nurses worldwide to become culturally
competent, effective, and satisfied with their endeav-
ors. We hope that this challenge will be realized and
valued.
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Appendix 34–A
Certification and Recertification∗

After transcultural nursing was launched in the mid-
1950s, the need for transcultural nursing certification
was apparent by the mid-1970s. Nurses with limited
cultural knowledge and skills were attempting to care
for immigrants, refugees, and people of diverse and un-
known cultures. There was evidence of some harmful,

∗ Revised in June 2001 by the Committee on Certification and
Recertification of the Transcultural Nursing Society.

offensive, and inappropriate care practices with some
cultures. Formal courses and programs in transcultural
nursing had been introduced to educate nurses, but cer-
tification through examinations to verify knowledge
and competencies was clearly needed, as well as re-
certification to maintain competencies.

Accordingly, a Certification Committee was estab-
lished in 1988 within the Transcultural Nursing Soci-
ety. The purposes, expectations, and benefits for certifi-
cation of nurses in transcultural nursing were explicitly
stated. Applications with appropriate portfolio docu-
mentation were required for transcultural nursing cer-
tification. After review of the applications, nurses were
notified to sit for written and oral examinations con-
ducted by the Certification Committee. These oral
and written examinations helped to assess the nurse’s
knowledge and abilities to use transcultural nursing
principles, concepts, theories, and research-based cul-
ture care knowledge with practices to provide culturally
congruent care.

A major purpose of certification is to protect clients
of diverse cultures from negligent, offensive, harmful,
unethical, nontherapeutic, or inappropriate care prac-
tices. Other purposes and potential benefits of certifi-
cation and recertification of transcultural nurses are as
follows:

1. To provide quality-based and research-based
cultural care knowledge for competent care
practices

2. To recognize the expertise of transcultural nurses
prepared to care for clients of diverse and similar
cultures

3. To protect the public from unfavorable
transcultural nursing practices

4. To maintain quality-based standards and policies
for transcultural nursing practices

5. To provide and inform the public of the
competencies of nurses

6. To serve as transcultural role models

Today, certified transcultural nurses are demon-
strating the importance of knowledge and competen-
cies along with confidence, professional pride, and sat-
isfaction to provide culturally congruent quality care
to people of diverse or similar cultures. These nurses
are prepared to function locally, nationally, and glob-
ally through certification and recertification. They are
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important to protect vulnerable cultures from unsafe
practices. Their preparation in transcultural nursing
helps them to be effective, competent, and safe with
cultures. Recertification is the means to ensure contin-
ued competencies in transcultural nursing by maintain-
ing the nurses’ knowledge and skills in the field and,
especially, to keep abreast of new developments in the
field.

During the past two decades many nurses have
been certified and recertified. These nurses have gained
respect, status, public recognition, and often advance-
ment in their employment because of their unique and
valuable service to diverse cultures. Indeed, certified
transcultural nurses are meeting a critical need to pre-
vent racial biases, cultural clashes, cultural imposi-
tions, and ethnocentric and other unfavorable practices.

The Certification Committee was reorganized in
2000 with a focus on the refinement and updating of
standards, policies, examinations, and the general pro-
cesses for certification and recertification of nurses.
This change was essential to meet a rapidly grow-
ing multicultural need for worldwide protective and
therapeutic care practices. Unquestionably, certifica-
tion and recertification of transcultural nurses will re-
main a significant, unique, and imperative global need
to provide culturally competent, safe, and responsible
quality-based care practices.

Dr. Jeanne Hoffer is serving as the chairperson of
the committee along with several members of highly
competent certified transcultural nurses. Nurses are en-
couraged to become certified for consumer and nurse
protection in caring for cultures. It is also a valuable
means to increase and maintain professional compe-
tencies to gain many rewarding satisfactions.

Appendix 34–B
Sample Undergraduate Transcultural

Nursing Course
Title: Transcultural Nursing: Concepts, Principles,

Theories, Research, and Practices

Credits: 2–3 semester credits

Placement: Early in Undergraduate Program with
opportunities to use in diverse
clinical settings

Faculty: Graduate (master’s and doctoral)
Preparation in Transcultural Nursing

Course Description
This basic undergraduate transcultural nursing course
is focused on care, health, healing, well-being, and cul-
turally based illnesses. Culture care is the central phe-
nomenon to guide students to learn and use cultural care
beliefs, values, and practices of specific cultures and
subcultures throughout the life cycle. Students learn
how to assess culture care differences and similari-
ties among and between cultures to provide culturally
congruent, safe, and competent nursing care. Students
learn how to use a nursing theory to discover and guide
nursing care practices in living contexts. Specific tran-
scultural nursing concepts, principles, and strategies
are learned to facilitate nursing decisions and actions.
Contemporary transcultural nursing conditions, gender
problems, and diverse issues are identified to assist stu-
dents in conceptualizing and working through problem
areas related to culture care nursing practices in diverse
environmental contexts.

Course Goals
Students will be expected to do the following:

1. Identify reasons for the trends, development, and
importance of transcultural nursing to establish
and improve care to diverse cultures worldwide.

2. Discuss the major historical developments,
achievements, and leaders that have shaped the
field of transcultural nursing.

3. Apply major transcultural nursing constructs and
principles to assess client and family needs and
guide transcultural nursing practices.

4. Use the Theory of Culture Care Diversity and
Universality with the Sunrise Model and other
enablers to provide culturally congruent, sensitive,
and responsible care throughout the life cycle and
in critical and recurrent culture care incidents.

5. Be knowledgeable about folk (emic) and
professional (etic) care and the use of
complementary health care.

6. Examine tendencies for cultural and gender biases,
ethnocentrism, cultural blindness, and imposition
practices.

7. Demonstrate ways to provide culturally congruent,
safe, competent, and effective transcultural nursing
care with individuals and their families who are
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well, who have chronic or acute illnesses, or who
are dying.

8. Discuss the use of specific culture care research
findings, especially using Leininger’s three modes
of actions and decisions.

Teaching-Learning Methods
or Experiences
A great variety of teaching-learning methods can be
used for this course. These methods need to be inte-
grated into all clinical and community experiences af-
ter having this foundational course to guide students’
observations and practices. Some of these methods are
as follows:

1. Direct observations
2. Participation and interaction journals
3. Reflective analysis and discussion of daily

cultural life events
4. Use of client-student encounters or situations
5. Use of cultural and transcultural nursing films,

videos, and CDs
6. Open discussion on cultural heritage and life

experiences
7. Transcultural games, skits, and simulations
8. Use of student experiential accounts
9. Storytelling and narratives related to particular

cultures
10. Lecture-discussion exchanges between faculty

and students
11. Panel presentations on specific cultures or

subcultures from the local community
12. Use of poems, paintings, and drawings related to

culture care and health
13. Use of biographies of cultural representatives
14. Use of ethnonursing field journal data

All students are expected to know how to do cultur-
alogical holistic care and health assessments. In addi-
tion, students prepare a 15- to 16-page (double-spaced)
term paper on a specific culture. This paper should re-
flect a focused emphasis on transcultural nursing care
theory, principles, and concepts, as well as ways to pro-
vide culturally congruent care using Leininger’s three
modes of nursing actions and decisions.

Content Domains with Diverse Teaching
Methods and Strategies

I. Introduction to transcultural nursing: cultural
diversities and similarities

A. Student’s understanding of purposes and
goals of transcultural nursing (historical and
current)

B. Orientational definition of transcultural
nursing concepts and constructs

C. World forces influencing the need for
transcultural nursing

II. Discovering the historical factors that led to
establishing transcultural nursing (focus on
Leininger’s Three Eras of transcultural
nursing—see references)

A. Early and later developments in
transcultural nursing

B. Leaders and their specific contributions
C. Barriers and facilitators in developing the

field

III. Discussion of major concepts, definitions, and
expressions of transcultural nursing using
many examples and life events from different
cultures (see transcultural nursing textbooks)

IV. Understanding the importance of language,
culture context, ethnohistory, and lifeways of
specific cultures in community context with a
transcultural nursing focus

V. Identifying cultural life-cycle processes and
their meanings (use examples). Examine:
1) assimilation, 2) enculturalism,
3) socialization, 4) acculturation, and 5) gender
role and age expectations

VI. Discovering the culture of nursing, the culture
of the hospitals, the culture of medicine, and
other cultures in health systems

VII. Identifying American cultural values, beliefs,
and lifeways and contrasts with other world
cultures (comparative analysis)

VIII. Study of Leininger’s Theory of Culture Care
Diversity and Universality with the Sunrise
Model and other enablers to assess and study
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transcultural nursing phenomena and use of the
three modes of Transcultural Nursing Action
and Decision

IX. Use of social structure factors, including
economic, kinship, religion, legal, education,
and spirituality, philosophy and worldview,
specific cultural values and beliefs,
technologies, and environmental context with
the Theory of Culture Care to achieve holistic
knowledge

A. Meaning of environmental context(s)
B. Importance of language and communication

needs
C. Importance of ethnohistorical factors
D. Relevance of generic and professional care

practices
E. Use of Leininger’s three modes of nursing

actions and decisions to provide culturally
congruent nursing care, namely: 1) culture
care preservation and maintenance,
2) culture care accommodation and
negotiations, 3) culture care repatterning
and restructuring, and 4) indicators of
culturally competent and congruent nursing
care

X. Learning how to do culturalogical health care
assessments using the Culture Care Theory and
Sunrise Model (students gain considerable
knowledge and skills in this area by taking
different roles in a culture as a client, a family
member, or as a nurse)

XI. Discussion of the use of research findings from
the literature on specific cultures

XII. Exploring and discovery of comparative
life-cycle beliefs, values, and lifeways with
gender and age considerations in at least two
cultures with focus on human caring and health

A. Prenatal through early infancy
B. Early childhood era
C. Adolescent period
D. Middlescence
E. The young-old, old, and advanced years

XIII. Study of special transcultural conditions,
meanings, and problems with diverse cultures

such as African, Mexican, Arabs, Polish,
Native Americans, Asian-Japanese-Chinese,
and others

A. Expressions of cultural pain in diverse
cultures

B. Expressions of grief and dying in different
cultures

C. Chronic and acute illness and disabilities in
diverse cultures

D. Ethical, moral, and spiritual dilemmas in
transcultural nursing

E. Healing, caring, and curing practices

XIV. Discovering the meaning and realities of
transcultural mental health and care needs

A. Cultural interpretations of normal and
deviant behaviors

B. Culture-bound conditions and healing
modes

C. Misdiagnoses and misconceptions of mental
health and illness

D. Role of mental health healers, carers, and
curers

XV. Discovering transcultural nursing as a
meaningful and important career

A. Career opportunities in transcultural nursing
in different countries

B. Transcultural care and specialist functions
and roles

C. Economic, political, and interprofessional
issues

XVI. Demonstrate ways to eventually make
congruent and effective transcultural nursing
decisions, actions, and judgments. Students
with faculty mentors need to demonstrate
transcultural nursing skills and
knowledge.

References
See extensive references cited in the Appendix 34-F of
this chapter.
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Appendix 34–C
Sample Graduate Transcultural

Nursing Seminar
Title: Advanced Transcultural Nursing Seminar

Credits: 3–5 semester graduate credits

Placement: Master’s and Doctoral Degree Nursing Programs

Faculty: With Graduate (MSN or PhD) Preparation in
Transcultural Nursing and Certification in the
field also desired

Course Description
This is an advanced (graduate) transcultural nursing
course focused on trends, issues, historical leaders, the-
ories, research methods, and findings related to trans-
cultural nursing as an essential field of study and
practice. The Seminar addresses past and current devel-
opments of transcultural nursing as a specialty but with
general knowledge and practices to provide culturally
competent, safe, and meaningful care to people of di-
verse and similar cultures or subcultures. Theoretical
perspectives, concepts, and diverse research methods
are discussed with the goal of improving the quality of
care to people of diverse cultures. Leininger’s Theory of
Culture Care is examined, as well as other relevant the-
ories and research findings generated from the theories.
Ethnonursing, ethnography, and other qualitative and
quantitative research methods are considered to gen-
erate and analyze transcultural care phenomena. Cul-
tural differences and similarities in care health beliefs,
values, and practices of Western and non-Western cul-
tures are emphasized with an emic and etic perspective
to reaffirm, establish, and add to transcultural nursing
knowledge. Future directions and issues in transcul-
tural nursing are explored with worldwide perspectives
of different cultures and subcultures. Cultures of nurs-
ing and medicine are discussed, as well as the students’
domains of inquiry as mini- or maxi-studies with the-
ories, methods, and research plans, which are imple-
mented and evaluated.

Seminar Goals
Students will be expected to do the following:

1. Analyze philosophical, historical, cultural, and
epistemic factors influencing the development of

the field of transcultural nursing with its impact
on leaders and cultural conditions

2. Analyze different emic and etic cultural beliefs,
values, and practices of Western and non-Western
cultures using transcultural nursing constructs,
theories, and research findings on different and
similar cultures

3. Discuss the use of major transcultural nursing
concepts, principles, theories, and research
findings as substantive and advanced transcultural
nursing knowledge to establish, advance, and
improve health care throughout the life cycle
during wellness, chronic and acute illnesses, and
the dying process

4. Analyze comparative meanings and expressions
of diverse and similar cultures of nursing

5. Demonstrate the use of Leininger’s Theory of
Culture Care Diversity and Universality and other
transcultural nursing theories and research
methods that contribute to the body of knowledge
in the discipline

6. Use selected qualitative or quantitative research
methods to study transcultural nursing
phenomena of Western and non-Western cultures

7. Analyze in-depth generic (folk) and professional
care practices of selected cultures with the goal to
provide culturally effective, congruent, and safe
care to designated cultures

8. Discuss the importance and method of doing
clinical and community services

9. Critique selected theoretical and research findings
10. Have knowledge of ways to do a mini or maxi

transcultural nursing study with theory, research
methods, and data analysis

11. Analyze critical issues, trends, and problems
related to transcultural nursing and describe ways
to resolve these issues or problems

12. Have state-of-the-art transcultural nursing
knowledge in education, research, consultation,
and practice contexts

13. Analyze selected transcultural nursing ethical and
moral issues in-depth focused on different
cultures or subcultures

14. Use and apply transcultural nursing findings in
health care systems, homes, or centers

15. Demonstrate reflective use of transcultural
nursing literature related to teaching, curricula,
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exchange programs, and consultation, as well as
clinical and multi-disciplinary issues

Suggested Seminar Domains
1. Historical, philosophical, epistemological, and

cultural factors influencing the development of
the field of transcultural nursing as a discipline
with specialized and generalized health care
services

2. Critical analysis of issues, trends, and problems
that have facilitated or impeded the development
of transcultural nursing locally, nationally, and
globally

3. Pioneering leaders and their contributions to
transcultural nursing over the past five decades

4. Relationships of transcultural nursing to
anthropology and other related fields as
transcultural nursing becomes globalized

5. The cultures of nursing and medicine with
cultural conflict and facilitation areas

6. Conceptual models and theories with domains of
inquiry to rigorously study transcultural nursing
phenomena locally and worldwide

7. Leininger’s Theory of Culture Care Diversity and
Universality and contributions to the discipline
and practice of transcultural nursing

8. Generic (emic) folk and professional (etic)
knowledge and integrative or complementary
health services

9. Culturalogical care assessments and enablers for
individuals, families, and communities to procure
data to provide culturally congruent, competent,
beneficial, and accessible care practices

10. Roles and issues of transcultural nurse specialists
and generalists functioning in nursing education,
consultation, administration, and
multidisciplinary endeavors

11. Use of qualitative and quantitative comparative
research methods to study transcultural nursing
phenomena in relation to care, health, illness,
well-being, illnesses, and diverse environmental
contexts

12. Current ethical, moral, legal, and therapeutic
issues related to transcultural nursing research,
practice, education, and related problems using
NANDA and other classification and diagnostic
tools with cultures

13. Current globalization issues in nursing education,
administration, finances, and human resources

14. Trends, issues, and problems in nursing education
and exchanges and the lack of transcultural
preparation on the part of many nurses to be
effective teachers, researchers, and consultants in
Western and non-Western cultures

15. Intra- and interprofessional cultural clashes,
racism, cultural imposition, and ethnocentrism in
providing care to clients of different cultures and
in transforming health practices to
transculturalism

16. Current and future issues, challenges, and
concerns in establishing transcultural nursing
programs, institutes, centers, and
multidisciplinary programs

17. Evaluation of current transcultural nursing
contributions and achievements in the 20th

century as the significant breakthrough era and
strategic plans for the current 21st century of
global transculturalism

18. Development of a theoretical research proposal
(mini or maxi) with a specific domain of inquiry
that demonstrates scholarly and critical thinking,
with review of literature, a theory, and research
plans.

References for Course (see Appendix 34-F)

Appendix 34–D
Current Graduate Courses or

Programs in Transcultural Nursing
2001–2002∗

United States
University of Nebraska Medical Center, College of
Nursing (Omaha, Nebraska)

� Offers 2 short-term intensive graduate courses
(2 credits each) at master’s and post-master’s
level on transcultural nursing and human caring

∗ NOTE: Several schools of nursing offer some cultural or
transcultural nursing and research, but no full courses or pro-
grams over academic terms focused in-depth on transcultural
nursing.

M. Leininger (2001)
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� Courses may be taken for college credit or for
continuing education

� Dr. Madeleine Leininger, Founder of
Transcultural Nursing

University of Northern Colorado, School of Nursing
(Greeley, Colorado)

� Offers graduate certificate program with
transcultural nursing with field studies

� Diane Peters and others

Kean University (Union City, New Jersey)

� Offers graduate courses in transcultural nursing
through Transcultural Nursing Institute

� Dr. Dula Pacquiao

Duquesne University, School of Nursing (Pittsburgh,
Pennsylvania)

� Offers graduate courses in transcultural nursing,
a postmaster’s program with focus on
transcultural nursing, and a PhD in Nursing
with a focus on transcultural nursing (arranged
on an individual basis)

� Dr. Rick Zoucha

Augsberg College, College of Nursing (St. Paul,
Minnesota)

� Offers graduate courses in transcultural nursing

� Dr. Cheryl Leuning

University of Southern Mississippi, School of
Nursing (Hattiesburg, Mississippi)

� Offers graduate courses in transcultural nursing

� Dr. S. Jones and Dr. Hartman

Nazareth University, Department of Nursing
(Rochester, New York)

� Offers a graduate course in transcultural nursing

� Margaret Andrews

Australia
University of Sydney, Nursing Faculty, Graduate
Nursing Faculty (Sydney, Australia)

� Graduate seminars in transcultural nursing

� Dr. Akram Omeri

Finland
University of Kuopio, Nursing Faculty (Kuopio,
Finland)

� Offers study in transcultural nursing

� Faculty Instructors

Appendix 34–E
Suggested Undergraduate and

Graduate Transcultural Nursing
Knowledge Domains

The content domains below are suggested for teach-
ing transcultural nursing in undergraduate and grad-
uate programs. The scope and depth of content will
vary with the philosophy and curricula of the programs,
the students’ needs, faculty expertise, and the cultures
in the area or region. These content domains can be
considerably expanded and used in creative ways for
teaching transcultural nursing and to plan for specific
learning experiences.

1. Discussion of the definition, nature, scope and
meaning of transcultural nursing; culture care;
and culturally sensitive, competent, and
responsible care

2. Examination of the rationale, goals, and
importance of transcultural nursing locally,
nationally, and worldwide

3. Discussion of the evolutionary phases of
transcultural nursing as developed and
implemented by transcultural nurse leaders

4. Discussion of dimensions of transcultural nursing
to improve people care, advance knowledge, and
transform nursing education and practice,
including content related to anthropology, nurse
specialty areas, and other areas relevant to
transcultural nursing and health care

5. Analysis of the progress, challenges, and major
barriers to establishing transcultural nursing as a
global area of study and practice

6. Discussion of the conceptual ideas and meanings
of care, caring, and culture care as central to the
transcultural nursing field based on research
studies bearing on transcultural nursing

7. Reflections on the conceptualizations of health,
well-being, illness, diseases, oncology, and
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environmental context in relation to transcultural
nursing

8. Discussion of the meaning and
clinical/community uses of care concepts,
constructs, and principles developed for study in
transcultural nursing, e.g., worldview, culture
care, health, well-being, bioculturalism,
ethnocentrism, cultural imposition, cultural
clashes, cultural conflict and shock, cultural
context, cultural blindness, cultural pain, cultural
taboos, health variations, cultural change, cultural
diversities and similarities, culture care values
and norms, cultural authenticity, care patterns and
expressions, health and well-being patterns and
expressions, enculturation, assimilation, rights of
passage, culture-bound conditions, prejudice,
discrimination, and racism

9. Discussion of the meanings and importance of
generic (folk) and professional care, as well as
emic and etic perspectives, to establish and
advance transcultural nursing knowledge and
practices

10. Discussion of the cultures of nursing, hospitals,
and other health disciplines and their impact on
nursing care practice decisions, the discipline and
the development of transcultural nursing, and
health practices

11. Examination of the theories pertinent to advance
transcultural nursing, especially Leininger’s
Theory of Culture Care Diversity and
Universality with the use of the Sunrise Model as
a central and specific transcultural nursing theory;
discussion of other relevant theories useful to
advance the study of transcultural nursing and
human care

12. Discussion of the principles and guidelines for a
culturalogical holistic care assessment providing
examples and real experiences of students,
researchers, and transcultural nurse practitioners

13. Discussion of the biocultural, biogenetic, social,
and ecological dimensions of transcultural health
care in diverse environmental contexts

14. Examples of the meaning of providing culturally
sensitive, responsible, and competent care;
popular meanings and misuses by nurses; and
uses of concepts to improve people care

15. Discussion of comparative birth-to-death
life-cycle phenomena in relation to transcultural

practices and use with Leininger’s three modes:
1) culture care preservation and maintenance;
2) culture care accommodation and negotiation;
and 3) culture care repatterning and restructuring

16. Critical examination of past and current
transcultural research studies and uses to improve
people care, including diverse research methods
such as ethnonursing and other qualitative
methods, quantitative methods, and other diverse
strategies in research

17. Discussion of the ethical and moral dimensions of
transcultural nursing in client care, research, and
educational processes, drawing on research
studies and philosophic stances

18. Discussion of transcultural nursing and
international consultation, exchanges, and
collaborative practices with issues and trends

19. Discussion of future directions and issues in
transcultural nursing, including the globalization
and particularization of transcultural nursing in
different places in the world with projected
benefits

20. Critique of transcultural nursing progress and
research literature related to diverse cultures as
means to improve the well-being and health of
people or to help people face death or disabilities

21. Discussion of the meanings and experiences of
transcultural nursing to the student in educational
and clinical contexts.

APPENDIX 34–F
References to Support Transcultural

Nursing Education and Research
BOOKS
Agar, M.H., The professional stranger: An informal

introduction to ethnography. New York: Academic
Press (1980).

Airhihenbuwa, C.O., Health and culture: Beyond the
Western paradigm. Thousand Oaks, CA: Sage
Publications (1995).

Amoss, P.T. & Harrell, S., Other ways of growing old:
An anthropological perspective. Stanford, CA:
Stanford University Press (1981).

Andrews, M. & Boyle, J., Transcultural concepts in
nursing care (3rd edition). Philadelphia: Lippincott
(1999).
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Archer, D. & Gartner, R., Violence and crime in
cross-cultural perspective. New Haven: Yale
University Press (1984).

Becerra, R.M. & Shaw, D., The elderly Hispanic: A
research and reference guide. Lanham, MD:
University Press of America (1984).

Brink, P., Transcultural nursing: A book of readings.
Englewood Cliffs, NJ: Prentice Hall (1984).

Bryant, C.A., The cultural feast: An introduction to
food and society. St Paul, MN: West (1985).

Caddy, D., Culture, disease, and healing: Studies in
medical anthropology. New York: Macmillan
(1972).

Carnegie, M.E., The path we tread: Blacks in
nursing 1954–1984. Philadelphia: Lippincott
(1987).

Carson, V.B., Spiritual dimensions of nursing
practice. Philadelphia: W.B. Saunders (1989).

Comas-Diaz, L. & Griffith, E.E.H., Clinical
guidelines in cross-cultural mental health. New
York: John Wiley & Sons (1988).

Davidhizar, R. & Giger, J., Canadian transcultural
nursing: Assessment and intervention. St. Louis:
Mosby (1998).

Dobson, S., Transcultural nursing. London: Acutari
Press (1991).

Fadiman, A., The spirit catches you and you fall down.
New York: Farrar, Strauss, and Giroux (1997).

Giger J. & Davidhizar, R., Transcultural nursing (2nd
edition) St.Louis: Mosby, 1995.

Glittenberg, J.E. To the mountain and back: The
mysteries of Guatemalan Highland family life.
Prospect Heights, IL: Waveland Press, 1994.

Hayano, D.M., Road through the rain forest. Prospect
Heights, IL: Waveland Press (1990).

Henderson, G., Cultural diversity in the workplace.
Westport, CT: Praeger (1994).

Hohn, R., Anthropology in public health: Bridging
differences in culture and society. New York:
Oxford University Press (1999).

Honigmann, J., (1954). Culture and personality. New
York: Harper & Row (1954).

Kerns, V. & Brown, J., In her prime: New views of
middle-aged women (2nd edition). Chicago:
University of Illinois Press (1992).

Kolenda, P., Cultural constructions of women. New
York: Sheffield Publishing (1988).

Langness, L.L. & Frank G., Lives: An
anthropological approach to biography. Novato,
CA: Chandler and Sharp (1987).

Lawless, E.J., God’s peculiar people. Lexington:
University of Kentucky Press (1988).

Lefcowitz, E., The United States immigration history
timeline. New York: Terra Firma Press (1990).

Leininger, M., Nursing and anthropology: Two worlds
to blend. Columbus, Ohio: Greyden Press (1994).
Originally published in 1970 by John Wiley &
Sons, New York.

Leininger, M., Transcultural nursing: Concepts,
theories, and practices. Columbus, OH: Greyden
Press (1994). Originally published in 1970 by John
Wiley & Sons, New York.

Leininger, M., Transcultural nursing-1979. New
York: Masson Publishing (1979). This book
contains the following proceedings of three
National Transcultural Nursing Conferences:
1) Transcultural nursing care of infants and
children, 2) Transcultural nursing care of
adolescent and middle years, and 3) Transcultural
nursing care of the elderly.

Leininger, M., Qualitative research methods in
nursing. Orlando, FL: Grune & Stratton (1985).
First book by nurse researchers.

Leininger, M., Care: An essential human need.
Detroit: Wayne State University Press (1988). First
published in 1981 by Slack, Inc.

Leininger, M., Care: Discovery and uses in clinical
community nursing. Detroit: Wayne State
University Press (1988).

Leininger, M., Care: The essence of nursing and
health. Detroit: Wayne State University Press
(1988). First published in 1984 by Slack, Inc.

Leininger, M., Ethical and moral dimensions of care.
Detroit: Wayne State University Press (1990).

Leininger, M., Culture care diversity and
universality: A theory of nursing. New York:
National League for Nursing Press (1991).

Leininger, M., Transcultural nursing: Concepts,
theories, research, and practices. New York:
McGraw-Hill and Columbus, OH: Greyden Press
(1995).

Leininger, M., Transcultural nursing: Concepts,
theories, and practices (2nd edition) New York:
National League for Nursing Press (1995).
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CHAPTER 35
Transcultural Nursing
Administration and
Consultation

Madeleine Leininger

Knowledgeable and creative ways to provide consultation and administer
health care to the culturally different can greatly facilitate human health
care services with positive feedback.

As the philosophy, knowledge, and practices of
transcultural nursing become an integral part
of one’s thinking and action modes, transcul-

tural nursing administration and consultation will, of
necessity, change to respond appropriately to people
and systems of different cultures. To be effective,
nurses, physicians, and other health professionals must
realize that their administrative and consultation prac-
tices need to fit individuals, groups, organizations, and
institutions being served. In many respects, while both
administration and consultation have different pur-
poses, they are often closely linked together to rein-
force similar endeavors. Both administration and con-
sultation can have a profound effect on health care and
human services.

In this chapter a brief overview of transcultural
nursing administration and consultation will be de-
fined and discussed with a focus on their importance
to globalization or particularization of health care. A
few transcultural nursing administration and consulta-
tion trends, issues, and virtual-reality situations will be
identified and briefly discussed. Most importantly, the
Theory of Culture Care Diversity and Universality will
be used to help the reader realize how valuable and
meaningful the theory can be when used for transcul-
tural nursing administration and consultation.

Definitions
In general, transcultural nursing administration refers
to the creative and knowledgeable process of assess-

ing, planning, and making decisions and policies that
will facilitate educational and clinical service goals
that take into account cultural caring values, beliefs,
symbols, and lifeways of people of diverse and sim-
ilar cultures for beneficial outcomes. Effective trans-
cultural nursing administration demonstrates ways of
being attentive to different cultural values, beliefs, and
lifeways of people while pursuing desired or necessary
goals of an institution or service system. A compe-
tent transcultural administrator is expected to assess
and tailor one’s decisions, leadership, policies, and ac-
tions so that they reasonably fit the institution and are
not offensive and destructive or in great conflict with
desired outcomes.1,2 Transcultural nurse administra-
tors must remain aware that there are diverse cultures
when serving people such as the cultures of nursing,
hospitals, medicine, and other disciplines, as well as
many cultures in the community or region in which one
functions. These diverse cultures and subcultures influ-
ence administrative, educational, and clinical policies,
decisions, and actions. In addition, there are cultural
resources to be assessed and considered in arriving at
meaningful and appropriate transcultural care adminis-
tration. Comparative transcultural nursing perspectives
in education and clinical services are essential for ad-
ministrators to use in arriving at sensitive, meaningful,
and effective ways to serve or assist human beings.

Considering transcultural nursing consultation, it
refers to the role of an expert well prepared in transcul-
tural nursing and human relationships to assess and
offer guidance to individuals, groups, or organizations
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according to identified desired goals or outcomes.
Transcultural nursing consultation requires a high de-
gree of sensitivity, knowledge, and people competen-
cies. Only recently have nurse administrators and oth-
ers realized the importance and need for knowledgeable
and competent transcultural nursing administrators and
consultants to work with diverse cultures over a short
or long period.3 Today and in the future, nurses are
challenged to develop and practice transcultural nurs-
ing administration and consultation with many diverse
cultures in different places in the world and in different
work contexts. Transcultural nursing knowledge and
skills are essential to communicate, understand, and in-
teract effectively with diverse cultures in clinical, aca-
demic, or other settings or institutions. Transcultural
nursing administration has become imperative to en-
ter and remain in the world of human beings who have
different cultural care values, beliefs, and practices that
need to be respected and understood for effective out-
comes. More and more, a great diversity of human be-
ings are employed or functioning in any typical or-
ganization, which challenges administrators to make
thoughtful assessments and decisions that are helpful
to people and the institution. With the current use of
mechanistic and electronic modes of communication
and often impersonal tendencies to relate to people,
transcultural knowledge, advice, and competencies are
extremely important for successful outcomes. In addi-
tion, the trend toward global marketing of transcultural
services and education makes transcultural knowledge
and strategies essential in diverse cultures.

Transcultural Knowledge Base
It was in the mid 1950s when I predicted that all nurses
and health care providers will need to be responsive to
people of diverse cultures, but this trend has been slow
to take hold until recently.4 Cultural conflicts, clashes,
and tensions among and between staff and especially
with nurses and health professionals from diverse world
cultures have been evident since World War II, but
quite limitedly addressed until recently.5−8 Nursing ad-
ministration and education has long needed to become
transculturally based with substantive knowledge to re-
spond to growing and conflicting areas related to mul-
ticultural practices. Still today, some nurses function in

administration and academic institutions without trans-
cultural preparation despite the need to function and
understand students, faculty, clients, and staff from di-
verse cultures in the workplace. Some academic and
clinical administrators still rely on a dominant unicul-
tural stance with values, policies, and practices that lead
to discrimination, racism, and other problems. There
are, however, many rich opportunities for incorporat-
ing the talents and values of culturally diverse staff and
other people that are often not recognized nor used.
Likewise, some nurse consultants remain focused on
their dominant unicultural norms and practices to as-
sist people in different countries, despite diverse educa-
tional and service institutional needs within a country.
Moving nurse administrators and consultants beyond
their usual “cultural comfort zone” to accommodate or
respond to multicultural needs has been difficult and
often met with resistance. Hence, a major and serious
deficit exists to make transcultural administration phi-
losophy, practices, and goals an integral part of nursing,
administration and consultation.

In the future, academic and clinical nursing ser-
vice administrators and consultants will be expected
to have graduate preparation in transcultural nursing
knowledge and competencies to function effectively,
successfully, and without racism or discrimination in
their work. This will also be necessary to help them
grow, expand, and enrich their professional work. Cur-
rently, there are less than 1% of doctoral programs
and approximately 18% master’s degree nursing pro-
grams in the United States offering graduate prepa-
ration explicitly focused on transcultural nursing ad-
ministration and consultation, and even less in other
countries.9,10 Currently, many Western nurse adminis-
trators and consultants are focused on preparing nurse
practitioners, to show cost-benefits and evidence-based
outcomes in education and practice. They are also fo-
cused on mastering high technologies and electronic
communication modes such as the internet for local
and distance learning and practices. USA administra-
tors are also focused on managed care in health sys-
tems for cost-control practices with nurse practitioners.
Nurse administrators and staff prepared in transcultural
nursing practices can reduce health costs and expe-
dite consumer recovery and well-being when they pro-
vide culturally congruent care. More and more health

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095D-35 PB095/Leininger November 22, 2001 14:37 Char Count= 0

Chapter 35 / TRANSCULTURAL NURSING ADMINISTRATION AND CONSULTATION 565

consumers expect that their health care services and ed-
ucation will become transculturally based to meet their
health care expectations and needs in their immediate
and growing multicultural world. Also, there are many
additional reasons why transcultural nursing needs to
be used in nursing administration, some of which have
already been discussed in earlier chapters, as well as in
other literature sources.

Fears and Concerns
Where transcultural nursing administration and consul-
tation have become an integral part of nurses’ practices,
one will find many benefits and quality-based consumer
care in hospitals and community services. Moreover,
academic nurse administrators find that they can be-
come confident and able to guide faculty and students
with a rapidly growing diverse student population in
schools of nursing worldwide. Likewise, nurse consul-
tants who are transculturally grounded discover many
new and different ways to help people in education and
clinical services. Their services are rewarding to wit-
ness with consultees in diverse countries and locally,
but there are nurses who fear making changes to accom-
modate cultural differences or to change attitudes about
cultures. These positions are not helpful in nursing ed-
ucation and clinical services and need to be recognized
and dealt with to prevent discrimination problems and
legal suits. Some administrators fear great chaos will
occur with cultural changes and they avoid changes.
There is also the unspoken fear that if nurse administra-
tors use transcultural nursing principles, practices, and
approaches, they will not be able to control or maintain
past policies and practices that they treasure.11 Some
nurse administrators have said that they fear changing
to transcultural practices because the medical staff, hos-
pital administrators, and others with whom they work
will not accept such changes. They feel it is better to
maintain the status quo and please the medical staff
and “not rock the boat.” These administrators are eager
to maintain familiar professional and social ties with
colleagues or associates for political reasons.

Amid these attitudes and actions, there are silent
ethical and moral voices among academic and service
nursing administrators and consultants who recognize
the great need for changes to provide cultural diversity

education and practices. Some astute nurses have had
experiences with cultures in their work or by visiting
a country on special assignments, and they clearly see
the need for formal preparation in transcultural nurs-
ing. It is also interesting that nurse administrators who
have degrees in business management, finance, and ad-
ministration seldom learn about diverse cultures and
how to work with diversity factors or how to estab-
lish transcultural nursing policies and practices. These
nurses often become the leaders and policy-makers in
academic and service administration by virtue of be-
ing prepared in business and finance. So while some
nurse administrators and consultants are realizing the
need to shift from unicultural to transcultural nursing,
far too few nurse administrators are using transcultural
nursing knowledge and skills.

During the past decade there has been an urgent
need among academic nurse administrators and some
service leaders to establish “international educational
exchanges” in a number of foreign countries for stu-
dents, faculty, and clinicians.12 Some of these educa-
tional and service exchanges have revealed a great need
for preparation in transcultural nursing as a result of
some unfavorable and negative foreign-exchange out-
comes with these students, faculty, and practitioners.13

Indeed, with many of these exchanges, students, fac-
ulty, or clinicians have generally had very limited to
no preparation in transcultural nursing or comparative
anthropological and social science knowledge to un-
derstand cultures and benefit from the so-called ex-
changes. Many perceptive participants contend they
are not truly exchanges but more cultural imposition
practices. The current trend is that Western academic
nurse administrators and faculty seem driven to get as
many international connections, exchanges, and place-
ments for students and faculty as possible, but they
fail to prepare students and faculty for meaningful
outcomes. However, nursing consultants, faculty, and
students who have had preparation in transcultural
nursing and mentored transnational experiences abroad
are quick to see the importance of prior preparation to
make sense out of what they saw or experienced. These
nurses use transcultural nursing concepts, practices,
and principles to guide their experiences generally and
positive outcomes. In general, there is a lack of trans-
cultural nursing knowledge with limitedly prepared
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nurse faculty, administrators, and consultants in foreign
countries. This problem needs to be addressed soon to
prevent ongoing and future cultural clashes and “cul-
tural backlash” problems.

Cultural Imperialism
Still another area of concern is about Western nurse
consultants, educators, and administrators being espe-
cially aware of imposing their “imperialistic,” “domi-
nant Western” values, or strong ethnocentric and “uni-
cultural” ideas and practices on non-Western nurses
and minority consumers.14,15 To prevent or lessen such
cultural imposition and ethnocentric practices, consul-
tants, as well as faculty and practitioners, need prepa-
ration in transcultural nursing before going abroad
(or even working with diverse cultures within one’s
homeland). They, too, need mentored field practices
with transcultural nurse experts to shape and refine
their competencies. Nurse administrators are especially
challenged to examine their administrative policies and
practices in foreign, local, or other settings to make
them positive, safe, and meaningful to clients and to
prevent ethical, moral, and legal problems within or
between countries.16 Ethical and moral (especially reli-
gious) conflicts, clashes, and negative outcomes can be
avoided or lessened when nurses know and are skilled
to provide culturally congruent human services. It is an
interesting fact that negative and unethical outcomes
are seldom expressed by nurses in foreign countries
after Western consultants, administrators, faculty, or
students have returned home. This is especially evi-
dent in non-Western cultures as nurses often do not
want to offend a “Western expert” and want to be po-
lite to such strangers, which is their cultural value and
way of “saving face” as part of their etiquette norms
to be upheld. Fear of the unknown about cultures and
about encountering very different cultures has hand-
icapped many nurses and has decreased nurses’ self-
image, confidence, and professional status. Therefore,
academicians and nursing service administrators and
consultants have a moral obligation to be culturally
knowledgeable and to have competencies to function
effectively with diverse cultures. Andrews has studied
and written particularly about international consulta-
tion for several decades. She has presented research
facts and trends in transcultural and international nurs-

ing for several decades. The reader is encouraged to
study her work and viewpoints as a transcultural nurse
expert on the subject for several years.17−19

Administrative Study Situations
To illustrate the importance of transcultural nursing
knowledge for nurse administrators and staff, a few
study situations are presented. This first situation illus-
trates not only the need for transcultural nursing knowl-
edge and competencies, but also the diverse factors to
consider to accommodate a large foreign cultural group
in a hospital context. Transcultural marketing had al-
ready occurred when a Middle Eastern cultural group
bought services from a United States health system.
This is a reality situation, but has been modified to pro-
tect the culture and setting.

Situation One: An honored Arab Muslim from
the Middle East was admitted to a large midwestern
hospital in the United States for a “diagnostic medical
workup.” A large Arab group accompanied the client
from the Middle East. They sought the services of a
renowned physician specialist to assess the client’s con-
dition and provide medical services in a well-known
hospital. The United States hospital administrators and
nursing staff were told of their requests for the Arab
Muslim prior to the client’s arrival. In a short time the
honored Muslim client from Saudi Arabia came to the
hospital accompanied with an entourage of about 140
Arab family, friends, and religious support persons. The
Arab administrators had made several specific requests
in advance, such as the need for a large clinical unit in
the hospital to be modified to meet the religious client’s
and his family’s needs. In addition to the clinical unit,
the Arab Muslims requested prayer rooms, several hos-
pitality rooms, guest rooms for family staying in the
hospital, cooking space, and several other facilities for
the 140 family and religious friends. An Arab chef came
to the United States to provide their revered client and
family with their cultural foods while in the hospital.
This was very unusual as the hospital had two excel-
lent hospital chefs. These extensive requests were very
unusual and baffling to nursing administrators, staff,
and others in the hospital. However, the hospital ad-
ministrator was supported by the medical administra-
tor to make changes and was reassured of payment for
rooms, services, treatment, and care.

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095D-35 PB095/Leininger November 22, 2001 14:37 Char Count= 0

Chapter 35 / TRANSCULTURAL NURSING ADMINISTRATION AND CONSULTATION 567

Initially, the nursing administrators told me that
the multiple and diverse requests stunned the hospital
staff and especially a largely Anglo-American admin-
istrative and clinical staff. However, the requests were
considered, and changes were made in a rather short
time span. The nurse administrators had to convert a
large acute care unit into an Arab mini-family hospi-
tal service with a special room for the client. Rooms
were prepared for the client’s close kin, friends, and
other members of his group. Several nurses, physi-
cians, and other health personnel wondered about the
many “strange and unusual requests,” and they ques-
tioned whether such extensive changes would be given
to an American in the Saudi Arabian hospital if needed.
Since the hospital changes had to occur very quickly
and with limited understanding of “why” and “what
for,” the nursing staff were busy with the changes, but
did not understand cultural reasons for the changes.
None of the nursing staff were prepared in transcul-
tural nursing, and so they did not understand this Saudi
Arabian culture with its cultural values, religious be-
liefs, and health care expectations. The nurse admin-
istrators, however, were flexible and open to make the
necessary changes, but wished they knew more about
the culture to facilitate meaningful changes with the
staff. Since the nursing staff did not understand the
Arab Muslim culture, the nurses said it was very diffi-
cult to “make sense out of the changes they were ex-
pected to make.” Moreover, they did not know about
Arab Muslim specific care needs. There were a few staff
nurses who resented changing their well-established
unit to a completely different one. These nurses be-
lieved that the Arabs needed to adjust “to our United
States culture and not change our services just for them
even though they could pay for the services.” Many
questions were asked about the culture, and all the peo-
ple who came with the client. When the Arab client and
all his family arrived on the unit and in the large hos-
pital, even more questions arose. “Giving nursing care
and performing sound nursing administrative practices
was difficult with so many Arabs around.” The sur-
rounding hospital community was also shocked to see
so many Arabs walking around the area, and some were
afraid of them.

I arrived shortly after the Arab Muslim male client
and his large accompanying group had entered the hos-
pital. It provided a good opportunity to listen, observe,

and talk with the nursing administrators and staff about
their concerns and conflict areas. Lectures and dis-
cussion group sessions were held with the nurses and
many community health nurses. Transcultural nursing
research-based knowledge, principles, and care needs
were discussed. The nursing and medical staff did their
best to meet this major cultural need, but it was a
very different experience for them. Most of all, the
nurses learned from this experience the critical impor-
tance of transcultural nursing to care for the Arab client
and his extended family, as well as to prevent cultural
clashes and provide culturally congruent care. The The-
ory of Culture Care was used as a guide to help nurses
and administrators care for the Arab Muslims in this
situation.

Situation Two: A United States nurse theorist
“volunteered” to serve as a theorist and consultant for
non-Western nurses “to help the nurses change their tra-
ditional practices to modern health care practices and
use a nursing theory.” The theorist was interested to
teach her theory and have the nurses adopt it. She was
also interested to visit “a very different non-Western
culture from the United States culture.” Indeed, this
Southeastern Island culture was very different from her
culture and was a nontechnological culture. On arrival,
the nurse theorist presented her theory, which focused
mainly on individualism, on abstract phenomena, and
on self-care practices. The local nurses said they lis-
tened to this nurse’s talk, but did not understand it.
These nurses did not ask questions nor raise questions
about her ideas. They remained silent. They said they
were mainly thinking “where did this nurse come from
and what did she want them to do?” The Western nurse
consultant left after her two lectures on a 2-day visit.
Soon after the local nurses began to ask, “Who was
that nurse, and why did she come to talk to us?” Some
Island nurses told me, “That visitor’s ideas do not fit
our people and our nursing care as we do not value in-
dividualism and self-care as they are too selfish ideas
and so different from our beliefs.” Some said individ-
ualism would never be possible to use in their home as
they must care for the whole extended family and not
one individual. Group and family care were important
in nursing care plus other values. The Island nurses
relied on generic (folk) care and curing practices and
seldom used professional services as they were limit-
edly available in most villages. This situation illustrates
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that the Western nurse consultant and theorist failed to
reach the nurses and their culture, which led to negative
and unclear views about her visit. The Island nurses
felt they did not want this “foreign nurse” to return
again.

From the above two administration and consultant
study situations, a few questions need to be considered
for critical study and reflections:

1. What happened in Situations One and Two from
your viewpoint?

2. What should have been anticipated to help the
nurse administrators and nursing staff to prepare
for and care for the Arab Muslim client in a
strange hospital unit with predominately large
Anglo-American female nurses?

3. What factors contributed to the nurse consultant
and theorist’s unsuccessful visit with the Island
nurses? How should the theorist have been
prepared before coming as a consultant and
theorist to the nurses and the country?

4. If the Culture Care Theory had been used, how
might the nurse administrator and the consultant
discovered the clients’ (nurses’) world in both
situations?

5. What transcultural nursing research-based
knowledge is available that could have helped the
nurse administrator and staff and the consultant to
be more effective?

6. What did you learn from each situation to help you
in your workplace?

The above two study situations show the need for “hold-
ing” transcultural nursing knowledge gained through
formal study in transcultural nursing to guide nurses
toward providing culturally congruent care. Nurse ad-
ministrators and consultants need transcultural nursing
principles, concepts, and research knowledge to guide
their decisions and actions in similar ways that they
have holding knowledge to care for cardiac clients. In
both situations, nurse administrators and consultants
need to realize that their effectiveness depends on trans-
cultural nursing knowledge, use, theory, and research to
fit the cultures being served. The often-heard philoso-
phy of “just being kind to strangers” has some benefits,
but this is not enough for therapeutic and specific out-
comes. Culture-specific and holistic care perspectives
are essential for quality care practices.

Theory of Culture Care Benefits
for Administrators and
Consultants

Over the past four decades, the Theory of Culture Care
Diversity and Universality has repeatedly been found
by nurse users to be “an invaluable guide” to help espe-
cially nurse administrators and nurse consultants dis-
cover and use emic and etic research-based findings
in their work. (The reader should first review the ma-
jor tenets and assumptions of the theory with the eth-
nonursing method in the Sunrise Model in Chapter 3
for the discussion that follows).20 A few strengths and
positive attributes can be highlighted in using the the-
ory for administrators and consultants.

First, the theory can be used in any culture(s), in
different organizational health systems, and in educa-
tional and service agencies to discover culture care ad-
ministrative patterns, practices, and needs for decision
making or planning. The theory can be used by dif-
ferent health disciplines and by nonhealth agencies to
market their services with slight modifications focus-
ing on their specific discipline domains or interests.
The theory is comprehensive and holistic to discover
worldviews and multiple social structure factors influ-
encing human health services with a caring ethos. Ac-
cordingly, the theory has been enormously helpful to
nurses in making comprehensive assessments, in plan-
ning for changes, in modifying practices, or in retain-
ing desired practices. By focusing on the worldview
and diverse social structures, features (as well as lan-
guage expressions, particular environmental and his-
torical factors, and holistic dimensions) can be usually
identified. Social structure factors such as political,
economic, technology, religion, philosophy, cultural
values, beliefs and practices, kinship and social ties,
education and legal factors, and other related factors
need to become known and used by administrators and
consultants. In many Western cultures, political, eco-
nomic, and technological factors are major interest ar-
eas, whereas in non-Western and other cultures, these
factors may not be prime factors.21 More and more
social structure factors have become imperative to as-
sess the administrative factors and to grasp an accurate
and full picture of the business practices with historical
patterns. For without examining social structure fac-
tors, administrators and consultants can readily miss
critical indicators that influence services and provide
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only a partial or fragmented view. It is the cultural be-
liefs, myths, and values that are often critical deter-
minants of whether changes and appropriate decisions
can be wisely made within administrative, academic,
or clinical organizations. These social structure factors
and other dimensions of the theory are depicted in the
Sunrise Model, which need to be checked, if one has
covered these areas. Neglecting one dimension may
lead to false or inaccurate conclusions and poor deci-
sions. More and more legal, political, economic, and
technological factors play a major role in administra-
tive decisions and plans in the United States, Canada,
and other Westernized health systems. However, one
can never assume they have similar relevance in other
organizations or cultures. Thus, to change any health
or educational system or to be a competent consul-
tant, holistic factors need to be assessed in-depth to
discover what factors are relevant. Such facts provide
a very sound and reliable basis for administrative or
consultation changes or for retaining the best of any
services offered.

Second, the Culture Care Theory gives special at-
tention to environmental, linguistic, and ethnohistorical
factors related to administration and consultant work.
Most assuredly, historical and environmental factors
have been increasingly important with administration
and in providing quality-based consultation services.
Ethnohistorical patterns of how administrative systems
have functioned over time and in different environ-
mental contexts are extremely important. The past and
current history of any culture, system, or organization
should not be slighted. Many indigenous cultures, im-
migrants, and refugees value their historical roots and
want them recognized, as well as their health institu-
tions. Environmental and historical factors are often
closely aligned.

It is also important to understand language expres-
sions and to discover the meanings, metaphors, and
uses of certain cultural linguistic sayings or terms re-
lated to health care and educational systems such as
“time is money.” What informants say and do may
vary, but generally their own words and expressions are
important to understand and validate cultural phenom-
ena. In assessing generic (folk) indigenous lifeways
or patterns in health care, as well as professional care
practices, knowledge of the language is critical to un-
derstanding the people. The theorist seeks to discover
both differences and similarities to arrive at decisions

or to take action. Discovering caring modalities and any
care or cure factors within folk and professional health
practices is extremely important to guide decisions and
practices.22 It is also important to emphasize that the
concept of care goes beyond the idea of being per se to
that of understanding care within a cultural perspec-
tive. Otherwise, care/caring has very little meaning and
can lead to questionable conclusions.23 Nursing admin-
istrators and consultants must discover culturally based
care patterns and expressions of diverse and similar cul-
tures to make responsible decisions. The diverse and
universal care patterns are invaluable in many differ-
ent contexts as reported in literature sources. Discov-
ering generic care patterns such as protective care or
family care is critical to Mexican and African cultures
and other cultures as dominant care constructs. Such
dominant culture care themes are important to making
sound administrative or consultant decisions or plans.
Accordingly, gaps between generic and professional
care systems can lead to culture conflicts, racism, cul-
tural biases, and other factors that require attention in
administrative services or in consultation. Thus, the
Theory of Culture Care gives emphasis to these im-
portant dimensions for administrators and consultants,
which are often neglected by professional administra-
tors leading to gaps in transcultural care practices.

Third, the Culture Care Theory is especially rel-
evant to discover how academic and clinical adminis-
trators, as well as consultants, arrive at their decisions
and actions to serve institutions, groups, or individuals.
As one focuses on the data being generated from the
diverse dimensions depicted in the Sunrise Model, the
user will find many explanatory descriptive statements
offering sound basis for making decisions and actions
related to responsible and congruent care or educational
practices. The author has been especially impressed by
how valuable the worldview can be for administrators
and consultants to arrive at a holistic view and attitudes
about changes. Most importantly, the Culture Care The-
ory has three built-in theoretical ways to assess, plan,
and develop decisions or actions for culturally congru-
ent, responsible, and beneficial outcomes. While the
theory has some abstract features, it also has very prac-
tical ways to use the data generated from informants to
formulate or make concrete decisions or actions. Both
holistic and yet particularistic features characterize the
theory and fit with nursing as both a practical profes-
sion and a scientific discipline. Accordingly, the three
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theoretical modalities of the theory as shown in the
Sunrise Model (Chapter 3) become new and invaluable
guides for administrative and consultation plans, de-
cisions, actions, or other purposes. The three built-in
theoretical modalities are as follows:24

1. Culture care preservation and maintenance (or
what needs to be preserved and maintained within
administrative organizations or in consultation
work)

2. Culture care accommodation or negotiation (or
what needs to be accommodated or negotiated in
administration or consultation)

3. Culture care repatterning or restructuring (or what
needs to be reorganized, repatterned, or
restructured to make changes)

All modalities are very important for administra-
tive and consultation decisions with groups and indi-
viduals. These three modalities can be purposefully
considered as one reflects and discusses with key infor-
mants their administrative or consultation goals. The
three modalities are refreshingly different from the
usual or traditional medical treatment or current system
management nursing emphases with disease entities.
These modalities are major breakthroughs in nursing
that offer or modify lifeways in education and clin-
ical practices. They are very much needed today to
reform or transform health care systems and organiza-
tions to become culturally sensitive, appropriate, and
meaningful in a rapidly changing multicultural world.
Many nurses and other health disciplines such as so-
cial workers, dental therapists, and physical therapists
are also finding the three modes extremely helpful as
they work with consumers and their cultural care needs.
Most importantly, the three modes are generally valued
by consumers as new ways of helping them preserve
their values and lifeways. Several chapters in this book
show excellent and specific uses of the three modali-
ties to arrive at culturally congruent, responsible, and
meaningful care outcomes in administrative practices.

Hospital Health System Merger Situation
Another example can be highlighted to consider the the-
ory with hospital health system mergers in the United
States. With the recent era of reducing or controlling
health costs by decentralizing and dismissing nurses

and other staff, health care mergers and alliances have
occurred in the United States. Some mergers have been
done rather suddenly to create one integrated and cost-
controlled health care system. In this example, one of
the hospitals was a very large health science medical
system with a large college of medicine, as well as
nursing and other academic health departments. The
other hospital was a large private religious hospital
that had strong historical roots in the community. The
merger was conceived largely by medical and hospital
administrators with great promise of benefits to the city
and state. The merger included bringing selected physi-
cians, nurses, social workers, and other professionals
from the two hospitals into one large academic and
service institution for health care in the community.
During this time, nearly 138 professional nurses and
several nurse administrators were relieved of their po-
sitions to “save costs.” Seeing this drastic change, many
qualified nursing and administrative staff resigned as
“they did not find it was possible to practice quality
nursing care and to be replaced by less qualified and
cheaper staff.” A physician leading the merger was the
CEO and seemed to deal with many physicians who
were vying for key departmental roles to ensure their
future security and status within the new organization.

Within one year the merger was declared as “com-
pleted,” and the CEO resigned. The merger was de-
clared as “successful but troublesome.” Many cultural
conflicts, clashes, and tensions could be noted and wit-
nessed during the merger process. Limitedly dealt with
were client care and nursing issues, as well as confusion
about the ultimate goal and perceived benefits. After
the CEO had resigned, he commented that the merger
was difficult and that he had not realized how differ-
ent the two institutions were before the merger. It was
evident that two very different hospital cultures were
suddenly expected to merge and function well together.
These two hospitals, one public and one private, were
culturally different with different values, norms, and
practices. The crux of the problem was that the CEO
and other medical staff failed to assess and study the
cultural differences before the merger was announced
and instituted. Had the institutions been assessed with
respect to their different philosophies, histories, eco-
nomics, and cultures with the Culture Care Theory,
many differences would have been identified to make
meaningful changes and decisions. All dimensions

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



PB095D-35 PB095/Leininger November 22, 2001 14:37 Char Count= 0

Chapter 35 / TRANSCULTURAL NURSING ADMINISTRATION AND CONSULTATION 571

within the Sunrise Model and the theory’s tenets would
have revealed multiple diverse factors leading to cul-
tural conflicts, clashes, and tensions. The three theo-
retical modes of the Culture Care Theory would have
provided guidelines for a culturally congruent merger
of the two hospitals and helped to retain many qualified
and valuable nursing care staff. Culture care repattern-
ing and restructuring were clearly needed to identify
social structure factors bearing on changes for a con-
gruent merger. Only a few commonalities were evident
between the two hospitals to be culturally maintained
or preserved. Culture care accommodation and negoti-
ation were also needed to facilitate several unresolved
issues among and within health disciplines. None of
the merger planners were prepared in transculturalism
to assess and understand the different values of the two
hospital cultures. The loss of 130 professional nurses
and other staff was unfortunate as nurse administra-
tors had spent several years recruiting, preparing, and
retaining well-qualified nurses before the merger. In-
deed, this is a situation that could have benefitted from
a transcultural study before and after and the merger.
Transcultural nurses and physician consultants work-
ing together and using the Culture Care Theory could
have led to beneficial and congruent outcomes. The
interface of the Culture Care Theory with health orga-
nizations is a new and important advancement in health
care research and practice. This situation, with such a
costly and large-scale merger, should not have occurred
until the cultural care dimensions had been fully stud-
ied and analyzed.25

Need to Reorganize and
Transform Health Care into
Transcultural Caring Systems

In many countries and cultures in the world, health care
systems often need to be transformed into transcultur-
ally caring systems to provide and maintain quality-
based health care. The rising costs of health care in
most countries, the limited health care access for the
poor and minority cultures, and the lack of care to im-
migrants are indicators to transform health care sys-
tems. In the early 1980s I predicted that managed care
would not be effective and successful for most health
systems in the USA. The major issue was the lack of
concern for the underrepresented, the vulnerable, and

those of poor cultures with no insurance or money for
health care. Some hospital employers and staff saw
managed care to get reimbursements. Generally, how-
ever, physicians and nurses have not been too pleased
with managed care practices. Granted, managed care
offered some needed regulation on health costs, but
more study was needed to reach many minorities and
other diverse cultures in the United States. Some cul-
tures have rebelled against managed care as they have
been denied health care. Other consumers disliked the
short hospital stays and the impersonal system opera-
tions. Many other problems with insurance companies,
HMOs, Medicare and Medicaid, and the paying for
certain illnesses and denying payment for others have
led to consumer and staff dissatisfaction with managed
care practices.

Amid such controversies and cultural disparity is-
sues, national and global health care plans and strate-
gies are being considered by legislators and others.
There is also pressure for the globalization and market-
ing of health care worldwide and for universal health
care in the United States. These trends and others will
necessitate transcultural health services for very di-
verse cultures. The culturally congruent care mandate
has at last become expressed at the federal, local, and
regional levels. I contend that the Theory of Culture
Care Diversity and Universality and use of the Sunrise
Model and ethnocare research methods can be enor-
mously helpful for transforming and maintaining cul-
turally based caring systems. The theory remains valu-
able to nurse administrators, nurse consultants, and
their leaders in its uses worldwide or for humanistic
caring. Already, many nurses who have used the the-
ory have found it most helpful to establish transcultural
care practices.26,27 Transcultural nurse administrators
can demonstrate the use of the theory with many ben-
eficial outcomes for transforming nursing and health
care services.

Future Expectations
In the future many new and different kinds of health
care systems, agencies, centers, institutes, and creative
entrepreneur ventures will be developed worldwide.
These developments will necessitate that all health care
practices become transculturally designed and imple-
mented. Transcultural nurse administrators and nurse
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consultants can play a key leadership role with rep-
resentatives of other disciplines to transform health
care into culturally relevant and effective caring sys-
tems. In the future consumers of diverse cultures in
democratic countries will become active to plan, con-
trol, and establish health care policies, practices, and
beneficial outcomes. Health professionals will be ex-
pected to serve as facilitators, active listeners, and part-
ners with consumers and especially in a growing trans-
cultural global world. Many current and dysfunctional
health care practices will be replaced by trusted part-
nership care agreements, alliances, and new organiza-
tional modes by 2010.28,29 Nursing’s new paradigm in
education, research, practice, administration, and con-
sultation will be transcultural nursing.30 These changes
and others will necessitate that nurses become prepared
through substantive graduate courses, programs, and
multidiscipline research institutes in transcultural nurs-
ing. Multidisciplinary transculturalism will dominate
many health curricula and clinical services in the next
decade. Past unicultural or medically dominated per-
spectives in nursing and health care will be changed.
Fortunately, transcultural nursing leaders anticipating
this global trend have been carving new pathways for
nearly five decades, and their efforts will be recognized
and valued in the near future.

To achieve these desired and futuristic goals, the
following summary recommendations merit urgent
consideration:

1. Begin immediately to promote, through courses,
programs of study, and mentored guidance,
preparation of nurses in transcultural nursing,
comparative transcultural nursing knowledge and
draw on the growing body of transcultural nursing
research-based knowledge for practice.
2. Use a theoretical framework such as the Theory of
Culture Care Diversity and Universality to discover
disparities and use holistic and multiple factors
related to transcultural nursing and expressly for
transcultural administration and consultation and
develop meaningful policies, standards, and practices.
3. Discuss comparative issues, problems, and factors
related to transcultural differences and similarities in
academic and service organizations and with a global
perspective to establish a body of transcultural
nursing and health care knowledge.

4. Continue to build and systematically examine the
growing body of transcultural nursing (universal and
diverse) knowledge to guide future nurses, and
especially for those leaders in administration and
consultation in different cultures and environmental
contexts.
5. Develop innovative models of transcultural nursing
administration and consultation that leads to
culturally safe, congruent, and meaningful nursing
care policies, practices, and educational and research
exchange programs.
6. Draw on the expertise, experiences, and
research-based knowledge of transcultural nurse
experts who have been successful in transcultural
nursing practice, administration, and consultation.
7. Identify and publicize through public media the
benefits and outcomes of providing culturally
congruent caring administration, consultation, and
client services in Western and non-Western cultures.
8. Research ethical, moral, and legal issues,
problems, and conflicts related to comparative
transcultural nursing administration, consultation,
and practices in different cultures worldwide for
universal patterns.
9. Develop mentorship programs to prepare
competent transcultural nursing administrators and
consultants as global and local exemplars to promote
and support culturally relevant health care reforms,
practices, and marketing strategies.
10. Give more attention to comparative culture caring
values and practices that are influenced by
worldviews, politics, economics, historical issues,
technologies, environment, education, gender, and
communication modes in different cultures, and
especially those bearing on transcultural nursing
administration and consultation.
11. Participate with other health and social science
disciplines in research practices and in marketing
strategies in the ways to reaffirm sound, diverse, and
universal transcultural health care knowledge and
practices.

In this chapter some important trends, issues, theo-
retical ideas, and research with futuristic perspectives
have been presented related to transcultural nursing
administration and consultation as a growing service
worldwide.
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CHAPTER 36
The Future of
Transcultural Nursing:
A Global Perspective

Madeleine Leininger

The future of nursing is largely contingent on the active advancement and use of
transcultural nursing research-based knowledge and practices to serve a
rapidly growing multicultural world with cultural care compassion,
understanding, and competencies.

Like an eagle spreading its wings and soaring
upward and outward to unknown places, trans-
cultural nursing will continue to soar to many

places in the world in the 21st century to serve human-
ity. This century is the Era of Globalization, with nurses
realizing that the profession must be viewed with my
1960 motto of “One World with Many Diverse Cul-
tures.” Indeed, our world has significantly changed in
recent decades to a global perspective in which we live
and work with many people from different cultures.
Nurses are realizing that what we teach and how we
care for people necessitates having transcultural nurs-
ing knowledge and skills to be effective and helpful
to others. Living in a multicultural world is challeng-
ing nurses to understand trends and realities as nurses
journey into the 21st century.

Transcultural nurses prepared in transcultural
nursing will be expected to give leadership in educa-
tion, research, and practice to serve people in culturally
competent ways. The world will continue to become
closely interconnected and intensely multicultural with
health professionals scurrying to learn about different
cultures and how to function in culturally responsible
and effective ways. By the year 2015 the author has
predicted that all health care must be transculturally
based to serve people appropriately from many differ-
ent cultures in the world.1 However, this reality will
be difficult to fully realize as far too few nurses are
prepared to function today as effective practitioners,

researchers, clinicians, and teachers in transcultural
nursing. Hence, major crises will prevail as consumers
of diverse cultures make demands on health profession-
als for meaningful and competent care in a changing
multicultural world.

With the globalization of transcultural nursing in
this century, the nursing profession will gradually be
transformed from the past largely unicultural, biomed-
ical, and mind-body emphasis to comparative trans-
cultural caring and healing to prevent illnesses and
disabilities and to maintain the health and well-being
of people. This transformation will require consider-
able work with shared research and cooperative inter-
ests among health professions. It will require a much
broader perspective to understand and use the meanings
and values of transculturalism and to make appropriate
people-centered decisions. In contrast with other health
professions, transcultural nurses will have a head start
in transculturalism with several decades of research,
teaching, and practice in the past century. By the year
2010, nurses will appreciate and realized the critical im-
portance of transcultural nursing building on existing
knowledge and practices. The full transformation pro-
cess, however, will require many changes in education,
teaching, and leadership worldwide to provide cultur-
ally competent caring practices. Gradually, nurses will
value the author’s thesis that “knowing, understand-
ing, and serving people holistically from a transcul-
tural nursing perspective will be the most meaningful
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professional experience to nurses, and especially to
consumers of transcultural nursing practices.”

However, to effectively transform nursing and
health care systems into transculturally based prac-
tice will require many nurses with master’s and doc-
toral preparation in transcultural nursing to function
as administrators, educators, researchers and practi-
tioners. To be effective primary, secondary, and ter-
tiary advanced care practitioners and to change health
care systems, advanced preparation in transcultural
nursing will be essential. Transcultural nurses will be
challenged to be mainly facilitators of cultural care
and to establish different ways to function creatively
in schools, hospitals, health agencies, and many new
kinds of community settings. By the year 2020 more
nurses will be prepared in graduate transcultural nurs-
ing programs, which will facilitate meeting consumer
expectations and transcultural nursing education and
practice goals. Identifying futuristic and specific pat-
terns and lifeways of clients and health centers of di-
verse cultures will greatly challenge nurses in using not
only humanistic and scientific cultural care knowledge,
but also appropriate multidisciplinary and interdisci-
plinary knowledge. Nurses will need to actively learn
from other cultures and especially from consumers to
generate relevant care decisions and actions. Most im-
portantly, nurses will need to develop creative strategies
and different ways to advance and maintain health care
to people of diverse and similar cultures. Changing past
unicultural policies and administrative practices in ed-
ucation and service to transcultural ones will be a major
challenge.

One can also anticipate that, with the increased
emphasis on transcultural education and practice, one
will find competitive groups and associations devel-
oping within and outside of nursing. Already within
nursing some nurses have recently established sim-
ilar global associations such as the “Global Society
for Nursing and Health,” which has similar goals to
the Transcultural Nursing Society established in 1974.
From an organizational and public view, establishing
similar organizations leads to confusion and the frac-
tionation of nurses’ alliances. It limits sharing, advanc-
ing, and perfecting knowledge within a major or parent
group such as the Transcultural Nursing Society. Multi-
disciplinary and intradisciplinary groups will increase
because of the focus on transculturalism resulting from

consumer needs and expectations. Hopefully, collabo-
ration among such groups will occur to advance trans-
culturalism across disciplines.

Most assuredly, one will find an increased de-
mand for well-prepared transcultural nurses to teach
and demonstrate comparative transcultural knowledge
and skills. Listening, reflecting, and planning with con-
sumers and other providers and health disciplines will
be a dominant emphasis of these experts. Transcultural
nurses will need to maintain an open learning attitude
and to remain alert to emic and etic cultural data. They
will also need to be culturally sensitive to ethical and
moral values of consumers in teaching, research, and
practice. Transcultural nurses will demonstrate ways to
learn from informants by immersion field-study expe-
riences of living in different cultures once they are pre-
pared in advance to study and use transcultural nursing
concepts, principles, and general practices. This cen-
tury will require transcultural nurses to be skilled to
work with specific concerns of cultures and to docu-
ment new ways to facilitate clients’ cultural care and
health needs in diverse environments. These trends
and expectations will greatly contribute to the exist-
ing body of transcultural nursing knowledge and com-
petencies with consumer benefits especially for many
immigrants.

Future Changes Related to
Transcultural Nursing

This new century will be an especially challenging
era as nurses learn to function in transcultural organi-
zational structures within different community-based
institutions rather than past traditional hospital set-
tings with largely unicultural norms. The new commu-
nity transcultural nursing paradigm will be essential
to teach, practice, and conduct research and for con-
sultation. Promoting wellness by using etic and emic
transcultural data in health practices and in commu-
nity contexts based on comparative knowledge will be
essential.2 This focus can lead to many benefits to con-
sumers and nursing satisfactions. It has been a dream
and goal since transcultural nursing was envisioned
nearly five decades ago, and it is the new paradigm
for this century for a growing and intense multicultural
health care world.3
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In this century there will be major changes in all
areas of nursing from hospital to community-based ser-
vices, as well as to establishing new kinds of transcul-
tural and integrative health care centers for diverse pop-
ulations. Changing nurses, physicians, and other health
care providers to a transcultural philosophy and to dif-
ferent practices to accommodate the culturally different
in specific ways will be a great challenge. It will mean
learning and understanding the cultural care and health
patterns, values, and lifeways of people in diverse en-
vironmental and community settings. Nurses, as the
largest group of health care providers, will be expected
to assess and use a broad holistic transcultural caring
focus with specific ways to promote the health and well-
being of people. Identifying and using culture-specific
research-based knowledge that influences the individ-
ual and family health and well-being within diverse
ecological and community settings will be essential.
Those from other cultures will expect nurses and other
health professionals to be knowledgeable about their
cultures and the environments in which they live, work,
function, and have leisure. What leads to illnesses and
how to prevent sickness in different cultures and en-
vironments will be major areas of study and practice
in this century. Ethnocentric and fragmented medical
views of clients will be challenged as inadequate for
knowing and helping cultures. The totality of living and
understanding human beings will be a dominant focus.
To grasp a holistic transcultural perspective, nurses and
other health professionals will need to become knowl-
edgeable about political, economic, kinship, religious
and/or spiritual values, specific cultural beliefs, tech-
nologies, and educational factors in their assessments
and caring practices. These factors will gradually be
seen to influence the health and well-being of clients in
different community contexts. Using such knowledge
will enable the nurse to make appropriate and mean-
ingful decisions with consumers to prevent illnesses,
disabilities, and other threats to people’s well-being
and to assist clients from different cultures in dying.

By the year 2010 migration of people from many
different cultures and countries will markedly increase
in all countries that permit open migration and immi-
gration. It will be difficult to determine who is a cultural
minority or majority with such changing populations
and frequent resettlement patterns. There are predic-
tions of increased migration waves of people from

Latin America, Caribbean, Africa, Southeast Asia, and
the Pacific islands to the United States and Canada.4

Nurses will be expected to understand and work with
many of these cultures, as well as cultures from Korea,
China, Japan, India, and the Middle East. One can pre-
dict, however, that there will be fewer immigrants from
Europe to the United States and Canada. Such shifts in
the numbers and diversity of people will reaffirm the
importance and critical need for transcultural nursing
and health care. Nurses and other health care providers
will struggle to work with so many different cultures.
Language use with cultural understanding will be ex-
pected almost overnight in health care. It will be a new
major challenge for nurses as they are the ones who
usually have the first contact with clients in the com-
munity and in other health settings.

Intercultural Internet and person-to-person com-
munication centers will be essential to help immigrants
and other newcomers to adjust to different cultural life-
ways and changes in home and local community set-
tings. Newcomers will struggle with language as they
seek survival and basic needs. New waves of migrants
may occur suddenly, giving limited time to prepare
for them and their particular needs and expectations.
Nurses prepared in transcultural nursing will be able to
help these people adjust to cultural changes and to help
other nurses and professionals. Transcultural nursing
concepts, principles, and theory with research findings
of the specific cultures such as Vietnamese, Sudanese,
and others will be expected. Nurses with holding cul-
ture care knowledge and skills will discover effective
ways to care for cultural strangers based on appropri-
ate actions and decisions. Without holding knowledge,
nurses will be greatly handicapped and frustrated in
providing care to diverse cultures and in preventing
culturally offensive actions. Our goal in working with
immigrants and newcomers should be to help them be-
come integrated into a community rather than to expect
assimilation, alienation, or rejection.5

In the future, diverse global and local changes will
require nurses to be culturally knowledgeable, sensi-
tive, competent, and responsible nurses. While there
will be many modern high-tech electronic devices to
use with clients in some places, there may be none to
work with the poor, oppressed, homeless, and victim-
ized cultures especially in Third World countries such
as Africa. With high-tech equipment, clients will expect
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nurses to show diverse and specific therapeutic caring
acts. Building and maintaining trusting relationships
with cultures and often without electronic equipment
will be essential in homes, nursing centers, hospitals,
clinics, disaster areas, and other settings. While many
nurses and other health care providers will use high-
tech equipment, there will be some cultures that will
fear such equipment and may interpret them as harmful
spirit intruders or powerful objects to reject or avoid.
Nurses must use holding knowledge of a culture to an-
ticipate potential negative or positive consequences to
cultures, and especially with x-ray and radar equip-
ment. Nurses need to be aware of such cultural differ-
ences with modern technologies and should not assume
that all clients know, like, and value technologies. Many
fear them.

As nurses travel to many known and unknown
places to work and live, their travels will increase in
frequency and duration of time. They will see cul-
tures in very extensive poverty and in oppressed sit-
uations. There are those that are grossly deprived of
health care because of lack of access and money and
also because of cultural discrimination practices and
policies. Nurses will also see very wealthy people liv-
ing in secluded and protected environments with lots
of material possessions. Seeing and experiencing such
contrasts of the cultures of poverty and affluence in the
same country will be difficult to understand and ac-
cept. Cultural shock, discontent, and deep concern by
the nurse will lead to ways to redress such disparities.
Knowing ways to help clients in the culture of poverty
usually requires strategies to repattern past cultural life-
ways to promote well-being. Knowledge of economic
and political forces along with other social-structure
factors will be essential for changes. Also, working
directly with the cultures of the poor and wealthy or
the “haves and have nots” helps to understand these
cultures through their lifeways. Providing care that is
focused on what is most important along with areas of
potential changes for the poor should be kept in mind. It
will be difficult for some Western-oriented nurses who
have never experienced the very poor, neglected, and
vulnerable. Nurses who value self-care practices rather
than group or family care will need to alter such values
to work with many non-Western cultures for individ-
ualized self-care practices often have less importance
for the poor or when other group care is needed.

As nurses become skilled in doing short or exten-
sive kinds of community cultural health care assess-
ments, often different care practices are discovered,
especially with rural and urban groups. Assessing com-
munities for diverse similar patterns of care will re-
quire remaining open-minded and drawing on cultural
knowledge. Developing cooperative trusting partner-
ships among cultures will necessitate using political,
social, cultural, and other data found with the use of the
Culture Care Theory and the Sunrise Model.6 Discov-
ering unique and common kinds of community nursing
care will be a new discovery for many nurses.

Developing interagency and interdisciplinary co-
operative cultural services with available human and
physical resources will characterize future transcultural
health care locally, regionally, and worldwide. Nurses
well prepared in administrative transcultural health
care will be in demand to facilitate transcultural coop-
erative endeavors.7 Nurses, physicians, social workers,
physical and occupational therapists, pharmacists, den-
tists, and other health professionals will need to cooper-
ate to provide culturally based transcultural health care.
This will not occur until different health disciplines
become prepared through substantive transcultural
health care education. Interdisciplinary transcultural
understandings and practices will be in great demand
by 2010. On-line Internet and other transcultural educa-
tional programs will be used along with formal courses
with faculty mentors. Schools of nursing and other
health professions will see the urgent demand for dis-
tance transcultural programs, courses, and institutes to
hasten interprofessional transcultural education. Field
mentorships will be common as more faculty and stu-
dents become prepared in transcultural nursing and the
vital importance of mentoring.

Many ethical and moral problems will arise in this
21st century because of areas of cultural value conflicts
and clashes between clients and health care providers.
Transcultural ethical and legal health care will become
a major specialty area for transcultural nurses and oth-
ers. International and transcultural health laws will be-
come a specialty area to deal with legal and ethical cul-
tural problems. Most lawyers will be generally poorly
prepared to deal with the ethical and legal issues of spe-
cific cultures. Of course, some lawyers and nurses will
proclaim themselves as “transcultural ethicists” but of-
ten without preparation about cultures, transcultural
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nursing, comparative ethics, or theological knowledge,
lessening their credibility and effectiveness. Cultural
clashes and conflicts with nontherapeutic actions and
cultural ignorance will lead to many problems and le-
gal suits, especially with integrative health services.
Hence, the demand for in-depth knowledge in transcul-
tural legal, ethical, and moral insights will be important
and essential among health care providers, lawyers, and
others working with diverse cultures worldwide.

With the rapid increase in demand for culturally
competent health services, other academic disciplines
such as medical sociologists, medical psychologists,
and medical anthropologists will be found in hospitals,
clinics, and community agencies. Some of these disci-
plines will offer their services, but many will be lim-
ited in transcultural insights and skills. Anthropologists
and sociologists who have worked with transcultural
nurses will be more helpful to professional health care
providers. Many new disciplines will be conducting re-
search related to different cultures in health care prac-
tices, and transcultural education and communication
modes will have increased markedly by the year 2010.

With mandatory transcultural care and health com-
petencies and within a community-based perspective,
health personnel will scramble to become prepared in
comparative health care. Academic and clinical admin-
istrators will be seeking transcultural nurse specialists
and others to help with transcultural health policies and
care practices. Many of these nurse administrators and
policy managers will be limitedly prepared in the field,
handicapping their efforts to develop and maintain
sound health practices.8 These administrators with their
traditional, medical mind-body views will be difficult
to change. As a consequence, cultural clashes, racism,
and ethnocentrism will lead to legal suits and unethi-
cal practices until administrators become prepared in
transculturalism and comparative policies. As nursing
service administrators gradually become knowledge-
able about cultures and differential care practices, they
will be able to facilitate quality community care tai-
lored to fit clients’ cultural needs within their com-
munity and environmental contexts. These adminis-
trators who work with transcultural nurse experts and
learn how to use ethnonursing, ethnography, narratives,
oral and written life histories, and other qualitative re-
search methods will be most effective to repattern tra-
ditional nursing and health systems. The use of qualita-

tive methods will be the key to discover rich community
culture care data, and these methods will be used more
than quantitative reductionistic research methods that
limit obtaining emic and etic client and professional
data. The ethnonursing, transcultural research method
based on the Culture Care Theory will remain in great
demand for holistic and in-depth meaningful emic data
about cultures and their health needs.

Unfortunately, the 21st century will not see a de-
crease in violence, crimes, and overt terrorist acts
largely caused by intercultural misunderstandings, bi-
ases, conflicts, racial accusations, and hatred among
humans of diverse cultures worldwide. In fact, violence
will probably increase in many countries and between
countries because of the close linkage of culture to reli-
gion, politics, and historical claims to land as seen today
in the Middle East. Destructive and impulsive domestic
and institutional violence will occur in homes, hospi-
tals, schools, offices, and other places, also caused by
ignorance, arrogance, ethnocentrism, and cultural im-
position practices. The need for transcultural nursing
care concepts, principles, and theories with research-
based practices will be greatly needed to alleviate and
prevent such domestic, public, and global violence,
killings, and intercultural tensions. The current trend
of relying largely on dominant Western psychological
and physical explanations will be insufficient to under-
stand cultural, political, ethnohistorical, and religious
factors related to human violence, terrorists’ offenses,
and other destructive acts. Understanding the close in-
terrelationship of culture to political, religious, and tra-
ditional cultural lifeways of diverse cultural groups will
be essential knowledge. Cultural identity, spiritual sup-
port, and understanding power struggles must be stud-
ied and understood before taking action. In addition,
health personnel need to take leadership to shift from
the “culture of death and destruction” to the “culture
of life” from birth and throughout the life cycle. How
people can preserve and maintain healthy lives and live
in peace will be the desired goal.

In the future, almost instant electronic communi-
cation will be relied on in many places to learn about
cultural happenings, health-illness trends, and other
new developments. Public educational programs using
diverse electronic means will be a major means to learn
about diverse cultural information and to deal with cul-
tural conflicts, accidents, and other problems among
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cultures. Transcultural nurse specialists and general-
ists will focus on local, national, and global media to
be prepared to deal with daily cultural crises and is-
sues. Transcultural nurses, anthropologists, and those
of other disciplines with substantive knowledge of cul-
tures from historical, geopolitical, and other social
structure factors will be much needed. Anthropologists
and others can learn much from transcultural nurses
with their in-depth direct experiences with clients for
beneficial outcomes. The role of cultural caring factors
as major influencers of illnesses, violence, health, and
death will become publicly recognized as important by
the year 2015. Gradually, as intracultural and intercul-
tural stresses, conflicts, and lifestyle patterns become
known with the transcultural paradigm and explana-
tions, there will be new biomedical, DNA, genetics, and
cultural knowledge to be integrated into holistic health,
illnesses, and acute-chronic conditions. Comparative
holistic health and illness with culturally based pat-
terned expressions will be the dominant focus to assess
and help clients from birth to death. The past and cur-
rent roles of transcultural nurses experts working with
health providers will greatly increase cultural under-
standings and competencies in the public health arenas.

By the year 2010 nurses will be valuing and us-
ing culture-specific and some universal transcultural
nursing knowledge to guide their teaching, curricula
work, and clinical practices. Transcultural nursing care
concepts, principles, and research findings from the
Culture Care Theory will be especially used.9 This
knowledge along with other research discoveries will
greatly strengthen the nurse’s ability to provide cultur-
ally appropriate, competent, and meaningful care. In
the meantime there will be some nurses who will lay
claim or try to rename transcultural nursing without ac-
knowledging nearly five decades of work by transcul-
tural nurse leaders. Interprofessional jealousies, envy,
and status recognition along with a lack of professional
honesty and integrity can be expected. However, the
work of the past and present transcultural nursing lead-
ers will ultimately be recognized as an essential and
growing global discipline. True scholars and honest
users of transcultural nursing knowledge will always
value past leaders pioneering contributions in transcul-
tural nursing. They will also value classic and substan-
tive scholarship of earlier works such as “Quo Vadis”
and many transcultural writers for their leadership.10–12

The author’s Theory of Culture Care Diversity and
Universality will be extensively used and a dominant
theory worldwide because of its comprehensive, holis-
tic, and yet very particularistic ways to help the cultur-
ally different or those with similar needs. While the the-
ory is not a “Grand” or “Middle-range” theory, nurses
will need to abandon such earlier classifications of the-
ories. The Culture Care Theory with the use of the
Sunrise Model and the ethnonursing method will be-
come a major and integral part of most nurses’ thinking
and action. New and creative ways to discover and use
transcultural knowledge worldwide will occur. Other
similar models and theories will imitate the Culture
Care Theory, but true scholars and users of the origi-
nal theory will recognize the source and value its use
with the ethnonursing method. More and more “re-
search enablers” will be used because they are less of-
fensive to cultural informants than traditional research
“tools,” “instruments,” “scales,” and other mechanistic
intrusive modes of eliciting research data from peo-
ple. The idea of discovering universals and diversities
about human care in different cultures will markedly
grow in use for the body of transcultural nursing science
knowledge. It will also be used by other health disci-
plines with slight modifications to fit their respective
discipline focus and in nonhealth disciplines as educa-
tion, politics, religion, and economics. Several nursing
theories will become extinct because they will be inad-
equate to discover and fully explain complex, holistic,
and covert lifeways of cultures. Middle, higher, and
lower range theories that fail to recognize cultures and
are reductionistic will be limitedly used. Thus by the
year 2020, holistic health and comparative human car-
ing will prevail to meet many diverse cultural health
expectations and benefits. Transcultural nursing will
become the dominant focus and arching framework for
the past field of nursing. This discipline will be a ma-
jor contribution to the world and will provide ongoing,
unique or distinct substantive knowledge and practices
for the betterment of humanity.

Specific Changes for Transcultural
Nursing Education and Practice

As transcultural nursing care becomes the central,
dominant, and arching framework, major changes in
education and practice that are barely known today will
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slowly occur. Teaching, research, and practice to pro-
vide culturally congruent, compassionate, and respon-
sible safe care will, at last, have a high priority in most
worldwide nursing education and service settings by
the year 2020.13 Transcultural nursing education will
be viewed as imperative and require that faculty be well
prepared and competent in the discipline. The great-
est change will be to help nurses shift from present-
day nursing and medical dominant teaching and prac-
tice emphasis on diseases, symptom management, and
treatment curing modes to holistic and specific cultural
healing and caring practices. Helping people to remain
well and preventing accidents, illnesses, and chronic
diseases will be best understood through a cultural car-
ing lens and will challenge past dominant unicultural
knowledge. Undoubtedly, medicine will continue to
focus on pathologies, biophysical, and genetic curing
modes with clinical experts in these areas and many
associates. Nursing and medicine should become com-
plementary disciplines rather than competitive fields so
that human healing and curing can be the goal. Nursing
will focus primarily on caring as healing and well-
being, using broad and specific culture care dimensions
as discussed in the Culture Care Theory and depicted
in the Sunrise Model.14 Far more emphasis and cred-
ibility will be given to emic-etic caring, cultural val-
ues, worldviews, social structure influencers, and other
factors influencing health and well-being. Holistic
comparative care will provide a distinct and signifi-
cant contribution to humanity through nurses who are
competent.

Comparative Lifeways
With the use of the transcultural nursing paradigm as
the major focus, nurses will discover some entirely new
ways to become specialists and generalists. They will
draw on selected biomedical, genetic, environmental,
and appropriate nursing knowledge along with other
relevant knowledge to provide care. Transcultural nurs-
ing will reflect the use of holistic and multidimen-
sional knowledge that is related to theoretical and con-
ceptual perspectives to help individuals, families, and
other groups being served. Nurses will function from
the client’s emic knowledge and life patterns of liv-
ing but will draw on both broad and specific knowl-
edge from different philosophies, diverse sciences, and

the humanities as the new transcultural nursing and
caring science knowledge. Transcultural care knowl-
edge and skills, however, will emphasize patterns and
lifestyle ways of living and keeping well within their
cultural values’ environmental contexts. Culture care
and health will be emphasized throughout the entire life
span before birth and until elder death. Reinforcing and
maintaining patterns of caring to attain and maintain
wellness and healing will be stressed. Comparative life
cycle patterns of health care maintenance and preven-
tion of illnesses for infants, children, adolescents, and
adults will become the in-depth transcultural areas of
study and practice. Other areas that will be most diffi-
cult to master but very importantly will be the spiritual,
cultural care values, and historical and environmental
factors within diverse community lifeways.

Spiritual Healing
Spiritual healing as caring will be increasingly empha-
sized in this century amid strong Western secular, mate-
rialistic, and technological interests. The culture of life
and keeping people well through spiritual means will
come from cultural clients who want health profession-
als to recognize and use spirituality as healing. The cul-
ture of death with abortions, euthanasia, suicides, and
homicides will be evident worldwide. The killing of
children and the elderly, as well as many deaths caused
by war, famine, and destructive acts, will challenge
nurses to reverse this trend through a caring ethos. As
nurses work with many immigrants, refugees, the poor,
oppressed victims of violence, and the homeless in dif-
ferent communities, the search to promote caring as
healing will be important using clients’ spiritual and
religious beliefs. Using caring with AIDS victims and
their families, refugees, political victims, the econom-
ically deprived, gays, lesbians, and the abused with the
three modes of the Culture Care Theory can lead to
healthy lifeways. Preventing accidents and acute ill-
nesses and dealing with chronic illnesses in different
cultures will necessitate knowing culture-bound con-
ditions that do not fit the dominant professional mold
of Western illnesses and diseases. Relying on com-
parative transcultural care knowledge will help nurses
worldwide to use approaches different from their past
traditional ones with beneficial outcomes. Changing
unfavorable human conditions in homes, communities,
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and work places will be stressed with insights coming
from clients’ emic perspectives and from social struc-
ture and environmental factors. Such new areas and
insights that have been limitedly studied in the past
in nursing will challenge astute nurses and especially
transcultural nurses.

Promoting Well-being
In light of the paradigm shift to transcultural caring
to promote and maintain well-being, nurse educators
will urgently need to change their teaching content and
curricula approaches. Developing truly holistic teach-
ing methods and guiding students into the rich body
of comparative culture and care needs will be the fu-
ture emphasis. Future curricula will need to include far
more content on worldview, sociocultural factors, en-
vironmental contexts, and historical factors with the al-
ready discovered transcultural knowledge. Faculty will
need to teach transcultural comparative content such
as life-cycle patterns, nutritional needs, and dominant
caring and health patterns based on cultural caring and
health beliefs and social structure factors. A wealth of
new generic (folk) and professional comparative care
knowledge within ethnohistorical contexts will char-
acterize the modern nursing curricula by 2015 to pro-
vide culturally congruent care outcomes. Some entirely
new teaching-learning methods will be encouraged to
help students to discover culture and caring as ways to
prevent illnesses, accidents, violence, and death with
individuals and groups. Transcultural nursing instruc-
tion will need to be highly innovative with the use of
the Internet, films, music, art, and direct-immersion
field experiences with families and groups in commu-
nity and treatment contexts. Faculty will be challenged
to know cultures in-depth with comparative research
knowledge for students and clients. Feedback expe-
riences should reflect on faculty and theoretical per-
spectives to facilitate student learning and practices.
In fact, faculty who are highly creative, flexible, open-
minded, keenly knowledgeable of diverse cultures, and
understand their own cultural values and beliefs will
be highly sought, retained, and rewarded in schools of
nursing. With new transcultural curricula approaches
and new ways to teach and mentor students in trans-
cultural nursing, more students will be excited and in-
terested to enter this global and relevant discipline.

They will recognize its importance and necessity to
serve many cultures worldwide. It will be a powerful
new means to recruit and retain a new generation of
nurses for humankind. In fact, it may well turn the crit-
ical shortage of nurses into a new professional career,
one with global status and respect.

Moral and Legal Decisions
As nurses become more involved in studying transcul-
tural ethical, moral, and legal issues, they will become
confident and sensitive to deal with human global con-
ditions. They will also discover ways to integrate re-
ligious and ethical values into client care to prevent
illness and deal with death and disabilities.15,16 Nurses
will be expected to critically reflect on their own moral
and ethical beliefs and values in clinical practices and
all human relationships. Discovering ways to help stu-
dents and clients from diverse cultures to make ap-
propriate ethical and moral decisions will be difficult
because of diverse beliefs and values of nurses and
clients. To achieve this level of teaching and learning, I
contend that nurses will benefit from scholarly self- and
other critiques in graduate education. Graduate nursing
programs must markedly increase by the year 2010 to
provide leadership, scholarship, and competencies in
nursing and transcultural nursing. The highly complex
nature of this discipline requires depth and breadth of
knowledge at the graduate level. Discovering and valu-
ing universal, diverse, and transcendental truths about
human beings will require critical study and synthesis
of findings with broadly prepared faculty. Secular and
materialistic ideas will be challenged in the 21st cen-
tury by graduate nurses as will the traditional Western
and non-Western philosophies of nursing that fail to un-
derstand transcultural human conditions, survival, and
modes. Graduate students will be interested in theol-
ogy, law, ethics, and moral issues relating to intense cul-
tural conflicts and global value differences. There will
be many lawyers, ethicists, and health theologians in
the health field, but few will be prepared in transcultural
or international law to arrive at legal and cultural justice
or appropriate decisions for clients of diverse cultures.

Holding Knowledge
Most encouraging is that by the year 2020 transcul-
tural nurse experts will have established a substantive
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body of research-based knowledge that will serve as
grounded “holding knowledge” to guide nurses to func-
tion in a number of cultural areas of the world such as
the Middle East, Europe, Australia, Africa, Southeast
Asia, South America, the Caribbean, North America,
and the Pacific Islands (Oceania). While cultural vari-
ability will always exist, common holding knowledge
will still help nurses to reflect on, explain, and appro-
priately respond to people in meaningful ways. Field
cultural areas in the world will have been established
to work with colleagues and others who value different
approaches in teaching, research, and practice. Cul-
tural variations with commonalities among cultures
will be recognized and expected by health profes-
sions in giving and receiving care. Cultural patterns
of changes will occur over time along with stability
patterns. Transcultural nurses will be skilled to ac-
cess and use selected research findings from anthropol-
ogy, sociology, the arts and humanities, ecology, and
computer and space science appropriate to transcul-
tural nursing. In addition, linguistics, communication
and historical data will be used as the broad means
to grasp the totality of human caring and well-being.
Transcultural nurses will also study the impact of ac-
culturation, assimilation, and enculturation processes
and phenomena in different care settings with clients.
Understanding and working in specific cultural areas
such as Africa and Southeast Asia and the sub-Sahara
will bring nurses together to share their insights and
experiences.

Most of all, nurses will not be expected to know all
cultures nor to be skilled in working with every culture.
Instead, nurses will have in-depth knowledge of se-
lected cultures and know how to use general concepts,
principles, policies, and research-based knowledge that
have commonalities across many cultures worldwide
and with specific diverse cultures. Both culture-specific
and cultural generalities will guide nurses as they serve
clients in different environmental and cultural contexts.
There will be transcultural nurse experts who will be
skilled to know and demonstrate the use of culture-
specific care for complex, meaningful, and congruent
care. Certified transcultural specialists will be most
helpful to other nurses and health care providers. These
specialists will be prepared largely in master’s, doc-
toral, and postdoctoral transcultural nursing programs
and will serve as role models to others.

Graduate Preparation
As the author has predicted, by the year 2020 most un-
dergraduate nursing programs will have largely disap-
peared as the profession will realize the need for grad-
uate preparation to become professional, especially in
transcultural nursing. Being knowledgeable and com-
petent to work effectively with complex and diverse
cultures requires in-depth graduate knowledge in trans-
cultural nursing. As transcultural nursing becomes the
dominant focus of nursing, graduate and post-graduate
programs will be in great demand by the year 2010. Ex-
isting associate and baccalaureate nursing students will
be expected to work closely with graduate transcultural
nursing experts to ensure cultural competencies and ap-
propriate care decisions. Graduate programs will focus
on quality research and relevant theories for therapeutic
benefits, outcomes, and rewards in providing culturally
competent, safe, and congruent care. The power and ef-
fectiveness of human caring within a cultural perspec-
tive will become imperative and recognized in time.
Postdoctoral programs will increase for nurses seeking
advanced global comparative transcultural or interna-
tional nursing knowledge and practices and for global
leadership and consultant roles. Having well-prepared
transcultural nurses will be imperative for establishing
and maintaining multidisciplinary institutes that will
rapidly flourish to meet local, national, and worldwide
needs.

Partnership Care
Still another futuristic trend will be what I call partner-
ship care. This care practice means nurses and other
health care providers will work directly with clients
in open and trusted partnerships focusing on provid-
ing culturally congruent care. Partnership care will
be needed among nurses, clients, and others who are
working together to discover and maintain wellness for
clients that is meaningful and beneficial. To achieve this
care, nurses and other health providers need to have im-
mersion experiences to discover and understand clients
fully to keep them well or to be helpful if dying, dis-
abled, or ill. Transcultural nurses can lead the way to
promote true client-nurse partnership care because of
their cultural care knowledge and experiences. Under-
standing different cultures will be essential to care for
clients or families over short or long periods even with
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chronic illnesses and disabilities.17 The culture of life
ethos should be promoted from before birth until old
age with rewards for wellness in collaborative part-
nership care practices. With this approach, trust and
friendly client-professional relationships will become
evident, especially with immigrants. With partnership
care, clients, nurses, and other providers will discover
together special ways to maintain health and prevent
illnesses and accidents and to deal with chronic or
acute illnesses, disabilities, and deaths in acceptable
cultural ways. A quality of life that is culturally con-
gruent will be valued with partnership care because
the efforts are tailored to fit individuals and groups of a
culture. Maintaining professional mutual trust, genuine
interest, and compassionate care will characterize part-
nership care that goes beyond a “quick fix,” “symptom
fix,” “mechanistic-object,” or “tech” services. Obtain-
ing and blending emic and etic data together in part-
nership relationships will be a major key to quality and
meaningful care to clients and families.

Rural and Urban Differences
In the future far more attention worldwide will be given
to differences and similarities between rural and urban
client needs and human living conditions. In the past,
rural communities have often been neglected, taken for
granted, or assumed to have the same needs as urban
clients. Differences and similarities between rural and
urban cultures will help to establish ways to prevent ill-
nesses and to draw on the strengths and assets of people
in these rural-urban environmental contexts and differ-
ent patterns of living. Identifying potential accidents,
threats, crime, cultural conflicts, and nonhealthy life-
ways in rural contexts will provide different ways to
lessen these problems. Immigrants and nonimmigrants
living in rural communities often move to large urban
areas to seek employment for survival reasons, and for
social benefits. Urbanities may move to the rural areas
for different reasons. What happens to clients and their
health patterns when they move between rural and ur-
ban living or the reverse? Where are there examples
of healthy rural and urban communities where people
live long and stay in good health as a result of their
culture care lifeways? What do we know about rural
and urban health patterns worldwide? With forced re-
location or displacements of people because of wars,

natural disasters, and other reasons, what do we know
that favors healthy or unhealthy patterns of living in
rural and urban contexts?

Assessing Multicultural Communities
Assessing differences and similarities in lifeways in re-
gions, towns, and countries will be a dominant focus
to develop culturally congruent care practices. Discov-
ering how different cultures live and function together
will be essential new areas for nurses to discover and
plan for care. Conducting culture care assessments for
the development of culturally healthy and congruent
lifeways will be a strong thrust along with developing
guidelines, theories, policies, and practices that fit cul-
tures in diverse community contexts. Most assuredly,
the Theory of Culture Care with the Sunrise Model will
be a valuable guide to discover community differences
and similarities, as well as to assess key factors influ-
encing health or illness lifeways.18 Community pol-
itics and economic struggles along with recognizing
and responding to religious, educational, technologic,
and cultural factors will be important for quality-based
care practices. Acculturation, enculturation, and his-
torical factors must be assessed for accurate data and
plans. Prepared transcultural nurses will be essential
to assess multicultural communities and to help those
not prepared to understand and work effectively with
the culturally different. They also can be valuable to
transform traditional unicultural communities and ac-
commodate minority and invisible cultures in diverse
areas.19

Discovering and rethinking about multicultural
communities with dominant and minority cultures will
be difficult for many nurses unless prepared in transcul-
tural nursing because of subtle and unfamiliar expecta-
tions. Identifying major differences and commonalities
between Western and non-Western cultures will require
“new eyes and ears.” For example, Western nurses as-
sessing and working with people in India will find that
many people live and function near the Ganges River.
The nurses need to realize that the Ganges River is
sacred to the people and that it has many uses. The
river is used for washing, burying the dead, drinking
water, and sacred rituals. Knowledge of the Hindu reli-
gion will be essential to understand community cul-
ture practices in India and before working with the
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Hindu people with their unique lifeways about the sig-
nificance and functions of the Ganges River. Sanitation
measures related to improving the people’s physical
health would today be considered by Western nurses to
need drastic repatterning, but understanding the Indian
strong religious and cultural values is imperative. West-
ern nurses could experience cultural shock and become
impatient to promote sanitation and deal with bathing
and other unsanitary uses of the Ganges River. Again,
holding knowledge of the Hindu culture is imperative
before making any changes. Still another example to
challenge nurses to practice community transcultural
nursing is with the culture of poverty in many non-
Western and Western cultures. In many cultures a food
supply may be available, but political and tribal groups
will not permit the people to have the food. Instead, po-
litical groups often sell the food for ammunition and for
their own uses. In the meantime, the poor people starve
to death. How to help the poor in these cultures re-
quires careful analysis and understanding of historical
facts, especially those related to past and present tribal
wars, feuds, political interests, economic greed, terror-
ists’ actions, and religious beliefs. In addition, migra-
tion patterns and resource persons are essential to know.
Knowledge of these cultural and other factors are essen-
tial to reach and help the poor, oppressed, and suffering,
especially in South Africa and the Caribbean region.

The above future predictions by the author and
with some support in the writings by Naisbett,20

Toffler,21 and Theobald22 are important transcultural
considerations for nurses. However, as the world con-
ditions change, so will changes occur in administra-
tion, research, education, and practice. Drawing on past
transcultural nursing knowledge and practices that are
meaningful and helpful to cultures is the future trend.

Some Current and Predictive
Glimpses of Transcultural
Nursing Worldwide

In this last section, a few selected glimpses with pre-
dictive reflections are in order by the founder of the
discipline in moving forward in this new century. Hav-
ing had the great privilege and opportunity to travel
worldwide to study, do research give lectures, teach,
and offer consultation over the past 50 years has pro-

vided me with some precious insights over time and in
different places.

Now that the discipline of transcultural nursing has
been established as a formal area of study and practice,
there are still some places where transcultural nursing
needs to become fully established and integrated into
education, practice, consultation, and research. Today,
most perceptive professional nurses view transcultural
nursing as imperative and a critical need for nurses
to provide culturally congruent and beneficial care to
people of diverse cultures. Many wise nurses often say,
“There is no way that nurses can practice nursing to-
day without transcultural nursing knowledge and com-
petencies. It is a moral and ethical imperative.” One
of the greatest challenges, however, is to help nurses
gain sufficient in-depth knowledge about cultures and
humanistic care to be effective nurses. For without in-
depth knowledge and competencies, nurses can be de-
structive or less beneficial to consumers and in health
systems.23 Hence, a major crisis remains to educate
nurses in transcultural nursing so they can be effective
and safe with clients. Moreover, such prepared nurses
will be able to give care in positive and rewarding ways
to those served.

The value and practice of educating nurses before
expecting them to care for people has long been a sound
philosophy and principle of nursing but also of all re-
spected academic disciplines. Nurses as human beings
need to understand phenomena and what one might
anticipate to help others and to understand why. To be
placed into a client situation without knowledge of the
discipline’s focus and practices can be destructive with
negative consequences. However, one will find some
faculty and service personnel casting students and clini-
cal staff into culturally sensitive situations and expect-
ing them to “learn something” without transcultural
preparation. Such practices must be eradicated with
undergraduate and graduate students and with faculty
prepared to teach and help them. Many complaints and
unethical practices occur today as students tell about
faculty unprepared in transcultural nursing with no
courses and no one to mentor them in clinical practices.
Faculty preparation is imperative today and the future.
For where such courses, programs, and prepared fac-
ulty exist, transcultural nursing is a powerful means to
help students care for clients and practice transcultural
nursing. Although transcultural nursing is complex,
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it still makes sense and becomes very meaningful to
students and clients as beneficiaries of quality trans-
cultural nursing care practices. A firm and imperative
commitment is needed worldwide to teach and practice
humanistic and scientific transcultural nursing care and
to make it a meaningful reality worldwide to those
nurses serve.

Establish Graduate Programs
Where established master’s, doctoral, and postdoctoral
transcultural courses and programs exist, nurses are
moving forward with confidence and competencies in
their teaching, research, practice, and consultation with
many exciting, positive, and significant outcomes.24

Establishing and maintaining these courses and pro-
grams has necessitated considerable leadership efforts
and strategic planning. Where sound transcultural edu-
cational and certification programs and practices exist
worldwide, one can predict less signs of cultural impo-
sition, cultural clashes, and destructive practices with
clients, students, faculty, clinical staff, and others.25

Graduate transcultural education will remain manda-
tory well into this century for general practices and as
a stepping stone to pursue further graduate transcultural
studies. Graduate transcultural nursing education will
be important to shift nurses and health care systems into
the new paradigm focus. Physical and cultural anthro-
pology courses as prerequisites will provide a substan-
tive and broad cultural base for transcultural nursing
as discussed in the classic Nursing and Anthropology
book.26 Such courses and related ones will help nurses
discover the major focus and differences between the
disciplines of transcultural nursing and anthropology.
While some sociology and psychology courses have
been helpful, many have been less helpful to prepare
transcultural nurses for global practices because of their
Western orientation.

Establish Multidisciplinary Centers
With the critical need for many top scholars in trans-
cultural nursing to meet global needs, transcultural
multidisciplinary health institutes and educational cen-
ters will be needed for transcultural health care. These
institutes and/or centers need to be established within
institutions of higher education and to offer specific

courses and programs for advanced transcultural nurses
and with interdisciplinary seminars in teaching, the-
ory, research, and practice. Institute faculty need to be
recognized scholars in transculturalism. The purpose,
scope, and nature of a true institute must be maintained
to achieve its purposes and to focus on in-depth theoret-
ical and research knowledge with renowned multidis-
cipline scholars in transcultural research and theory.
Undergraduate and graduate transcultural offerings
should precede the establishment of such institutes be-
cause sound preparation is necessary before entering
a specific research institute in any discipline. Accord-
ingly, top scholars or faculty experts in transcultural
nursing and health care would be reviewed and selec-
tively invited as professors to such multidisciplinary
transcultural institutes. Currently, a few institutes in
transcultural nursing and multidisciplinary studies are
being developed in the United States; however, one
can predict that more institutes will be needed to meet
global and local needs for competent health care lead-
ers, researchers, and teachers in transcultural health
care.

Studying the complex, holistic, and diverse trans-
cultural phenomena necessitates the benefits of intra-
and interdisciplinary studies to prepare highly knowl-
edgeable and competent scholars, leaders, teachers, and
researchers in a growing and still relatively new disci-
pline for many health care providers. I contend that it is
essential for all disciplines (i.e., nursing, medicine, so-
cial work, and others) to first be knowledgeable about
their own discipline focus before participating in multi-
disciplinary endeavors. Knowing one’s own discipline
helps when engaging in meaningful dialogue to study
and communicate with other disciplines. Being able
to debate and share theory and research with another
discipline is a growth experience and helps to perfect
and refine knowledge with one’s own discipline and of-
ten in other disciplines. Bringing a discipline perspec-
tive “to the table” and not assuming that all disciplines
are alike are important in interdisciplinary studies. Of
course, some commonalities with the differences will
generally occur among disciplines.

Barriers to Progress
Since transcultural nursing has been established as
a legitimate and formal academic area of study and
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practice since the early 1960s and especially in the
United States, the new movement is to support transdis-
ciplinary studies to identify commonalities and differ-
ences so clients benefit from multidisciplinary knowl-
edge and practices. While this transcultural nursing
cultural movement has been slow largely because of
cultural biases, ethnocentrism, lack of prepared faculty
and practitioners, fears of racism and discrimination,
and the lack of visionary leaders, more rapid changes
need to occur.27 Competition and jealousy among nurse
leaders since transcultural nursing took hold along with
nurse leaders proclaiming that they are the leaders by
offering questionable and strange brands of transcul-
tural nursing education needs to be recognized and
dealt with for sound progress. Cultural minorities have
also asserted their cultural identity and claims as “peo-
ple of color” to be the experts but without preparation
in transcultural nursing. Such interprofessional claims
have limited progress and need to be addressed.

The lack of funds, qualified faculty, and academic
administrative support have also curtailed transcultural
nursing progress in the United States and other places in
the world. Interestingly, it has only been since the early
1990s that major nursing organizations in the United
States such as the ANA and the American Academy
of Nursing have begun to address the need for “culture
and care” in nursing education, research, and practice.
Several Academy nurse leaders began to identify them-
selves as authorities in transcultural and international
nursing, but again with virtually no formal prepara-
tion or substantive knowledge in transcultural nurs-
ing and with little interaction with transcultural nurse
experts.28 Such developments have weakened progress,
but, despite these hurdles, an active cadre of qualified
transcultural nurse leaders and followers through the
Transcultural Nursing Society have persistently moved
forward in all areas to prepare and promote new lead-
ers and practitioners for tomorrow. During the past four
decades, I have educated approximately 30,000 under-
graduate and nearly 4000 graduate nursing students
and others in the health field professions in specific
courses, programs of study, and continuing education
modes in transcultural nursing. These nurses and stu-
dents have been eager and excited to learn transcultural
nursing. Through the Transcultural Nursing Society ap-
proximately 200 transcultural nurses have been certi-
fied and recertified since 1988. Most of these are grad-

uate nurses who have been prepared in the discipline
of transcultural nursing and health care and are serving
as role models in practice, teaching, research, and con-
sultation. Currently, many undergraduate and graduate
students remain extremely interested and committed to
learning transcultural nursing. They search daily for
courses and mentoring in the United States, Canada,
Europe, Philippines, and Southeast Asia. They com-
plain about “an older generation of faculty” who fail to
teach, know, or help them learn transcultural nursing.
The demand for graduate courses and prepared faculty
in the discipline continues to be critical to guide a new
generation of nurses for the world. Most students are
keenly aware of the many new immigrants, refugees,
and others who want help and need nurses who can
give culturally competent care.

With nearly one million immigrants and refugees
in the United States and in many other countries,
nurses and health care providers must respond to these
people’s needs and lifeways. Countries that support
an open transnational migration will continue to get
many refugees along with the oppressed, tortured, and
poor immigrants. Currently, immigration and migra-
tion policies are receiving new attention due to birth
decreases in population, especially in Europe, Japan,
Canada, and other countries where fertility rates are
very low and abortions are high. In fact in some coun-
tries as Canada, the abortion rate exceeded live births
in 2000.29 Cultural identity and survival reasons are ev-
ident and of deep concern in these countries. Transcul-
tural health care is much needed to meet these shifting
immigrations and other factors related to major popu-
lation changes.

European Trends and Needs
In focusing on Europe with its recent unification of
15 countries, one can anticipate that transcultural nurs-
ing and dealing with diversities and commonalities will
be very important with limited European resources,
money management issues, and other unification con-
cerns. Unfortunately, European countries have been ex-
tremely slow to prepare nurses in transcultural nursing.
Nurses tend to rely “on their experiences” and past
colonialization experiences in many countries. For-
mal academic preparation and guided field learning
in transcultural nursing has been very limited. As a
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consequence, many European nurses desperately need
substantive undergraduate and graduate courses and
programs in transcultural nursing to serve people of
many different cultures. Immigrants and refugees from
Africa, the Middle East, and other countries are gen-
erally limitedly understood and cared for in culturally
congruent ways. Where many internal cultural clashes,
open racism, and violence are reported, as in England
and Ireland, there are no graduate transcultural nurs-
ing programs offered by nurses prepared in the disci-
pline. Some nurses rely on sociology and anthropology
courses but with no conceptualizing or transforming of
ideas into transcultural nursing. In the meantime, mis-
conceptions, myths, and misinterpretation of the nature
and focus of transcultural nursing and research can be
heard among British and Irish nurses. Racism and dis-
crimination practices in the country and in health care
are frequently discussed, but are limitedly studied with
transcultural nursing theories and practices. Hence,
there remains an urgent need for transcultural nurs-
ing research and education programs to be established,
especially in Britain, Ireland, and other European
countries. Wales and Scotland have had conferences on
transcultural caring, but they too need graduate courses
and faculty in the discipline.

Finland and Sweden In Finland and Sweden sev-
eral nurse leaders took active steps in the mid 1980s
to teach and practice transcultural nursing in post-RN
education. These leaders were quick to recognize the
need for formal academic transcultural nursing pro-
grams to help with their changing countries. The author
and other United States nurses have been active to sup-
port these leadership endeavors with major workshops,
courses, and conventions over the past two decades.
Transcultural nurse leaders such as Dr. Kirsten Gebru,
Dr. Pirrko Merilainen, and Anita van Smitten are a few
transcultural nursing leaders in these countries who
have developed and offered courses in transcultural
nursing and conducted research studies with good nurs-
ing administrative support. The author has been a con-
sultant and lecturer in the counties since the early 1980s
and continues to hear positive outcomes of their nurses’
work.

South Africa In the Republic of South Africa, a few
doctorally prepared leaders such as Dr. Hilda Brink,

Dr. Philda Nzimonde, and the late Grace Mashaba have
been active supporters of the philosophy and education
of the practice of transcultural nursing. However, South
African nurses continue to face extremely difficult po-
litical, economic, and racial problems in academic and
professional settings over the past two decades.30 While
South Africa is trying to move toward promoting demo-
cratic cultural and social freedoms, justice, and eco-
nomic progress, still crime, violence, and a host of
other “black-white” issues are evident today, plus the
incredible and growing problem of AIDS in the coun-
try. Nurses worldwide need to help support African
nursing education, leadership, and practices in trans-
cultural nursing for improved health and peaceful in-
tercultural and intertribal relationships across the large
continent of Africa, including Samoli, Nigeria, Sudan,
Liberia, and other countries.

Australia and New Zealand In October 2000 the
26th Global Transcultural Nursing Society cosponsored
with the Royal College of Nursing, Australia, the an-
nual convention focused on the theme “Transcultural
Nurses Lead into the New Millennium.” There were
important signs that much progress is being made
in Australia in transcultural nursing since the author
first came into the country in the mid 1980s. With
Dr. Akram Omeri’s leadership and working with the ex-
cellent staff of the Royal College of Nursing Australia,
a transcultural chapter has been established encour-
aging nurses to study and participate in transcultural
nursing. Dr. Omeri was the first nurse in Australia
with doctoral preparation in transcultural nursing and
the first certified transcultural nurse. Still more nurses
need similar preparation in the country. Dr. Elizabeth
Cameron-Traub is another strong leader to promote
the theoretical and practical use of transcultural nurs-
ing knowledge using Leininger’s Culture Care The-
ory. Drs. Omeri and Cameron-Traub have now es-
tablished transcultural nursing courses and research
projects in institutions of higher education. Dr. Olga
Kanitsaki was an early leader to promote multicul-
tural understanding among nurses in Australia and is
now promoting academic study in transcultural nursing
in a major institution of higher learning along with a
few other nurses. Several transcultural nursing publi-
cations and courses are now available in Australia for
nurses.31–33
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Nurses in New Zealand are challenged to work
with the Maori and many immigrants. Nurses in
Australia are challenged to work with the Australian
Aborigines and the Torres Strait Island peoples. In both
Australia and New Zealand diligent efforts are being
made by nurses to provide congruent, sensitive, and
culturally safe care to these indigenous people and their
many immigrants. Such reports were presented and dis-
cussed at the 2000 Transcultural Nursing Convention
in Australia. However, much work lies ahead to pro-
vide undergraduate and graduate transcultural nursing
courses, to build on existing research knowledge avail-
able in transcultural nursing, and to support new studies
and courses. Drs. Akram and Cameron-Traub have well
demonstrated how effective the Culture Care Theory
has been to provide meaningful and appropriate care to
non-Aborigines and Aborigines in Australia and immi-
grants. “Cultural safety,” a term coined by Maori nurse
leader Ramsden, is a helpful concept valued by some
New Zealand nurses, but it is not a theory.34 Several
misconceptions exist about what is transcultural nurs-
ing and that safety is an integral part of the Culture Care
Theory if accurately taught and understood.35 Thus,
while progress is being made in Australia, far more
work is needed to develop undergraduate and graduate
programs in transcultural nursing in both New Zealand
and Australia.

Southeast Asia Transcultural nursing varies in
Southeast Asia, Japan, Korea, China, Taiwan, Borneo,
and India. Dr. Basuray has presented the current sta-
tus of transcultural nursing in India in an earlier chap-
ter. Leininger’s visits in many of these countries over
the past four decades reveals the continued need for
prepared leaders in transcultural nursing and to de-
velop courses for nurses who are so eager to learn
about and use transcultural knowledge. Japan was early
to value and use transcultural nursing concepts and
principles and the Theory of Culture Care largely
because of Dr. Fumiaki Inaoka’s leadership at the
Japanese Red Cross College of Nursing in Tokyo. He
and Dr. Sachikl Claus and other nurses have been most
helpful to translate the Culture Care Theory and the
quantitative method books and other publications into
Japanese for nurses’ daily use and in research. In addi-
tion, these leaders and other nurses in Japan are doing
research and teaching transcultural nursing with great

enthusiasm and find the Theory of Culture Care and
other ideas most meaningful to nurses in their country
and with many recent immigrants they care for in Japan.

China In China, Dr. Grayce Roessler, Dr. Joyceen
Boyle, and the author began early visits in the 1980s in
educating Chinese nurses in transcultural nursing con-
tent and practices. While there have been other nurses
in these countries, most have not been prepared in trans-
cultural nursing to help Chinese nurses learn transcul-
tural nursing knowledge and competencies. Neverthe-
less, Chinese nurses have shown a great interest and
desire to use transcultural concepts, theories, and prac-
tices as they work with many diverse cultures. There
are also many outstanding Chinese nurse leaders who
are very open to advance transcultural nursing in all
Chinese provinces.

Canada and Alaska The current status and future
needs in Canada have been presented in an earlier chap-
ter by the author and Dr. Rani Srivastava. The reader
is encouraged to read this chapter to get a picture of
transcultural nursing in Canada. Alaska has shown in-
terest in transcultural nursing for several decades as
the author noted on her visits in the 1970s to Alaska to
assess transcultural situations while Dean of Nursing
at the University of Washington. Only a few nurses in
Alaska have been prepared in the discipline, but cul-
tural anthropologists have been helpful to share their
knowledge with nurses and physicians about cultures
in Alaska and the Arctic region. Betty Vera is a tran-
scultural nurse who worked with clients and families in
the Arctic region for several years. She now is active in
promoting transcultural nursing knowledge and prac-
tices with mothers and children in England. Dr. Nancy
Sanders has recently studied the Inuit in Alaska and
developed culture-specific hospital care practices for
these people.

Pacific Islands Turning to cultures in the Pacific
Islands, the idea of transcultural nursing is limitedly
known in Fiji and other small islands in Oceania
except for Hawaii. On the big island of Hawaii and on
Oahu transcultural nursing has been known since the
first transcultural nursing conference was held in 1972
through the University of Hawaii. Loretta Bermosk and
myself were facilitators of this successful historical
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event as the first conference of its kind and before the
Transcultural Nursing Society and annual conferences
were established. The Hawaii conferences in 1972 and
1995 were overwhelmingly successful largely because
Hawaiians historically have been so open to cultural
strangers coming and going in their islands. Nurses
are also eager to visit this beautiful island, and they
often witness first hand that caring is sharing as one
of the dominant care constructs among Polynesians
along with hospitality as caring. During the past two
decades, Dr. Genevieve Kinney, the first native Poly-
nesian certified transcultural nurse, has been a most
active, enthusiastic, and effective leader to develop a
transcultural nursing baccalaureate curriculum. This
was one of the first in the country to demonstrate how
transcultural nursing is integrated throughout all areas
of nursing at the University of Hawaii at Hilo.36 From
the author’s perspective, developing transcultural
nursing in Hawaii has been “a natural” for teaching
and learning research and practice. For the many di-
verse cultures on the Islands, along with their friendly
and caring attitude, transcultural nursing has become
meaningful and essential. Dr. Kinney’s pioneering
work along with her creative strategies have been
noteworthy and should continue well into this century.

Papua New Guinea Reflecting on developments in
Papua New Guinea, and especially the Gadsup of the
Eastern Highlands whom I studied over several decades
(see earlier chapter in this book), a few glimpses of in-
terest can be shared. My return visits to the Gadsups
have been most valuable to study cultural changes over
time and specific transcultural health care practices
since my original work in the early 1960s. During my
last visit in 1992 to Papua New Guinea, the national
nurse organization met with me and held a short con-
ference. These nurse leaders spoke of the importance
of all nurses to understand their indigenous people and
the newcomers. They wanted foreign nurses to study
and live with the people in the village “as Leininger
did in the early days.” The members of the Papua New
Guinea Nurses’ Association were keenly aware that I
had lived in New Guinea with the people. The Presi-
dent of the Association made this astute comment in
1992 when she introduced me. She said, “Transcul-
tural nursing actually began in New Guinea when you
(Dr. Leininger) first came to this country to study our

people in the early 1960s. Transcultural nursing will
continue to be the focus of our professional care as
it is essential to our people and for effective nursing
practices.”37

The Gadsup nurses’ interest and commitment to
the concept of transcultural nursing was commend-
able. The nurses hope there will be academic courses at
the University of Papua New Guinea in Port Moresby.
Since this visit in 1994, I have learned from direct and
reliable communication sources that crimes, drug use,
theft, AIDS, and distrust of strangers from other coun-
tries and from areas within the country are pervasive.38

The young men called “rascals” are fighting and killing
strangers to regain their land and lifeways. Health care
services, personnel, and resources have markedly de-
creased, and care has been very difficult to provide. It
has been sad to hear about this development. The reader
is encouraged to read the author’s early and later work
on this first and major longitudinal transcultural nurs-
ing study from the 1960s to the present time to see
transcultural changes over time.39,40

Middle East In the Middle East, Dr. Linda Luna, the
first American nurse prepared with a Ph.D. in transcul-
tural nursing, has been conducting research and teach-
ing transcultural nursing at King Faisal General Hos-
pital and Research Center since 1988. She has worked
effectively with many expatriated nurses from different
Western and non-Western countries in a large hospi-
tal context. She has helped these nurses to understand
and practice transcultural nursing in Saudi Arabia and
wherever cultural differences exist in care. Dr. Barbara
Brown, a former American nursing administrator at the
Saudi Arabia hospital, was an early advocate and sup-
porter of transcultural nursing. She facilitated under-
standing and practicing transcultural nursing through
conferences and consultation visits. Dr. Luna’s recent
work in Saudi Arabia is presented in this book, and
readers are encouraged to read it. Currently, there are
no formal graduate programs in transcultural nursing
in the Middle East, but there is some in-service clini-
cal educational mentoring. Dr. Rowaida Al Ma’aitah,
a Jordanian nurse leader, has provided several research
conferences and international exchange programs in
Jordan, but there are no graduate courses per se in
transcultural nursing in the country. There are also no
known courses in transcultural nursing in Iran, Turkey,

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



pb095d36 PB095/Leininger November 22, 2001 14:52 Char Count= 0

Chapter 36 / THE FUTURE OF TRANSCULTURAL NURSING: A GLOBAL PERSPECTIVE 593

Iraq, and Egypt and no prepared transcultural gradu-
ate nursing specialists. However, many nurses in these
countries are very interested in transcultural nursing
and are eager to study this subject matter.

South America and Caribbean In South America
and the Caribbean region, the concept of transcultural
nursing has been known to nurses since the mid 1980s.
Drs. Gloria Wright, Elouise Neves, Dulce Gualda, and
Lucie Gonzales were early nurse supporters of trans-
cultural nursing with the Culture Care Theory and qual-
itative research methods. A few Brazilian nurses have
studied transcultural nursing in the United States with
the author and are giving leadership in teaching and re-
search in their homeland. Transcultural nursing courses
are much needed in these changing and large Latin
American countries.

Drs. Jody Glittenberg and Joyceen Boyle were two
active transcultural nurse researchers in the Caribbean.
They have conducted some sound and outstanding
transcultural nursing research studies. Dr. Glittenberg
has been active in Caribbean research for several
decades, and much of her research publications re-
flect her keen sensitivity, great insight, and compas-
sion for “her people.”41 In the future, strategies are
needed to establish courses and programs of study in
transcultural nursing in the Caribbean and other Latin
American countries. Guided clinical field practices are
important to meet rapidly growing and changing pop-
ulations in these cultural areas. Nurses working and
studying in these cultural areas will undoubtedly need
to speak Spanish, Portuguese, and other languages for
practice, research, and teaching.

Most assuredly, there are many other places in
the world where transcultural nursing leaders and fol-
lowers are learning about and taking steps to incor-
porate transcultural nursing into nursing education,
practice, and their research. This is a major cultural
movement worldwide and an imperative to advance
and make transcultural nursing relevant, distinct, and
a worldwide contribution.42 This is a most encour-
aging movement, but far more transcultural educa-
tion programs, research, and well-prepared faculty are
needed to make transcultural nursing a meaningful
global reality. Undoubtedly, students and consumers
will continue to remain active to promote and main-
tain transcultural nursing and health care in this cen-

tury. These demands will greatly increase and become
much more evident in moral and ethical obligations
for all health disciplines to provide culturally congru-
ent care in this century. More and more, other health
disciplines will see the relevance and importance of
transcultural care with respect to life-cycle phenom-
ena, illnesses, accidents, diverse human health states,
and death phenomena. Multidisciplinary transcultural
education, research, and practices will be a dominant
focus in this century with many new discoveries. Trans-
cultural nurses who have already led the way will need
to remain active leaders with other disciplines to pro-
mote and advance work. Transcultural nurse experts
must also be the active leaders worldwide for intra-
and for multidisciplinary endeavors and to make trans-
cultural nursing a true global reality.

Most importantly, strategic planning is essential
to develop and maintain transcultural nursing world-
wide and to work with other disciplines. Transcultural
nurse specialists and generalists will need to carry the
symbolic “Olympic Torch” to others who need to main-
tain a big flame for transcultural health care, research,
and practices. They will need to promote certification
of nurses in transcultural nursing to protect cultures
from destructive practices. Moreover, the importance
of certification of transcultural nurses will spread to
other health disciplines to protect the public and espe-
cially for vulnerable cultures and subcultures. Modern
electronic communication modes will facilitate learn-
ing and obtaining transcultural knowledge for global
certification. However, Internet and other electronic in-
formation needs to be carefully monitored for accuracy
and reliability in professional work to protect clients
and nurses. Protecting vulnerable cultures and privacy
rights will be of major concern for practicing transcul-
tural nurses and teachers. Getting accurate information
from cultures and respecting informant privacy will
be a sensitive matter, as well as helping cultures that
do not have access to modern technologies, especially
poor and oppressed cultures. Ethical and moral prob-
lems will prevail and necessitate far more transcultural
monitoring to protect clients and health personnel for
accurate interpretations of data. Cybernetics and this
information age can be a great help in this century for
communicating and planning transcultural nursing, but
one must remain alert to the nonfavorable aspects by
curtailing privacy cultural violations.
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Summary: Future Goals
In sum, some important strategic goals and plans for
the future in transcultural nursing are the following:

1. Prepare more nurse administrators worldwide in
education and service to know, value, and facilitate
transcultural nursing

2. Move soon to establish courses, programs, centers,
and institutes in transcultural nursing and with
multidisciplinary colleagues to meet the critical
and growing worldwide needs and demands

3. Actively promote and educate the public through
diverse media about the nature, scope, and benefits
of transcultural nursing in people care

4. Establish transcultural nursing and health standards
and policies for quality congruent and competent
nursing and health care services worldwide

5. Obtain funds from various sources to support
many more transcultural nursing educational
programs and research and more models for
transcultural health care

6. Use and build on transcultural nursing knowledge
that is already available to nurses in providing
culturally competent, safe, and meaningful care for
diverse cultures

7. Develop a number of sound transcultural nursing
and cooperative research projects worldwide
related to advance transcultural nursing globally

8. Develop theoretical models, research strategies,
and ways to obtain consumer (emic) and
professional (etic) data

9. Identify comparative universals (or commonalities)
and the diversities related to cultural congruent
care and use this knowledge for a growing body of
transcultural nursing and health care discipline
practices

In concluding this last book chapter and as the
founder and a persistent leader to make transcultural
nursing a global human service, it has been most en-
couraging and rewarding to see transcultural nursing
“take roots worldwide” and to see the gradual unfold-
ing of one of the most important disciplines in the
health field. One can anticipate that transcultural nurs-
ing will be adopted with all health disciplines as an
imperative human service. Most of all, transcultural
nursing must maintain its comparative focus of human

caring as the dominant and central focus of nurses’
thinking and actions. When transcultural nursing and
other disciplines become fully transculturally focused,
then we shall see a new quality of health care services
to support the well-being, health, and peaceful rela-
tionships among people of diverse and similar cultures
worldwide and less violence and destructive human
relationships.
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INDEX

A
Abortion beliefs

Eskimo, 274
Gadsup, 274
Jewish American, 469
Mexican American, 153

Academic preparation, for transcultural nursing.
See Education, transcultural nursing

Accommodation, culture care. See Culture care
accommodation/negotiation

Acculturation
assessment, 134
definition, 56

Acculturation Health Care Assessment Enabler, 92, 139.
See also under Enabler(s)

Achievement, as Anglo-American cultural value, 290
Acupuncture, 459–460
Administration

nursing, 563
lack of transcultural preparation, 564–565

transcultural nursing, 563–572
benefits of Culture Care Theory, 568–571
cultural imperialism and, 566
current issues and problems, 564–566
definitions, 563
fears and concerns, 565–566
future expectations, 571–572
issues, 565–566
knowledge base, 564–565
need to reorganize health care, 571
policies, 564–565
practices, 566
recommendations for transcultural focus, 572
study situations, 566–568, 570–571

Adulthood phases, Gadsup, 222–224, 231–232
African American(s)

care meanings, 319–320
childrearing practices, 338–339
communication modes, 127, 319
cultural beliefs and values, 111t, 343t
culturally congruent care, 320–321

culture care accommodation/negotiation, 320–321, 344
culture care maintenance/preservation, 320–321,

343–344
culture care meanings and actions, 63, 104, 105, 111t,

153, 343t
culture care repatterning/restructuring, 344
Culture Care Theory applied to research, 313, 322, 336
economic factors, 316–317
educational factors, 316
elderly care and non-care, 105, 320
ethnohistory, 313–314, 335–336
family definition, 315
family stability, 245–246
family violence, 105, 337–340
food functions, beliefs, and practices, 213
gender roles, 338–339
generic health care system, 317–318
health beliefs, 315–316
importance of “we-ness,” 340
language, 318–319
maternal-child beliefs and practices, 63, 104, 153, 320
mental illness, 245–246
parental responsibilities, 339–340
physical punishment of children, 338
religious values, 315–316, 339–340
respectful care, 337–338
social structures, 315–317
stereotyping, 321
TCN CARE Repatterning Guideline, 345
time value, 59, 321
violence, 335
“whooping,” 338
worldview, 315–317

African(s). See also Namibian(s)
cultural beliefs and values, 49
culture care accommodation/negotiation, 267, 330
culture care maintenance/preservation, 329–330
culture care meanings and actions, 329–331
culture care repatterning/restructuring, 330–331
ethnohistory, 326
food functions, beliefs, and practices, 328
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African(s) (cont.)
generic care, 326–329
health and illness traditions, 327–329
herbs, 330
HIV/AIDS, 256, 259
idliso, 328
language factors, 267
spiritual healers, 328
umego, 328
witchcraft, 328

Aging. See Elderly
AIDS. See HIV/AIDS
Al Ma’aitah, R., 592
Alaska, transcultural nursing trends, 591
Aldrich, R., The Biocultural Basis of Health (book), 157,

158, 166
Aleordi, M., 31
Allah, 303
Alternative medicine. See also Generic (emic) care

ethics, 155–156
Western interest, 145–147

Amareu, 457, 461
American Indian(s). See Native American(s)
American Nurses Association (ANA), ethical guides for

patient care, 278
Amish, Old Order. See Old Order Amish
Amor propio, 377
Ancestors, Gadsup beliefs in, 221–222
Anderson, J., 499
Andrews, M., Transcultural Concepts in Nursing (book),

37, 149, 157, 217
Angel of nursing, 185
Anglo-American(s). See also Euro-American(s)

achievement, 290
assertiveness, 290
beauty, 294
communication modes, 126–127
competition, 289–290
contrasted with Japanese American(s), 277
cultural beliefs and values, 49, 109t, 289–295
culture care meanings and actions, 104, 105, 109t
culture of death, 297
culture of life, 297
doing, 292–293
elderly care and non-care, 105, 278
ethical values, 276–277
ethnohistory, 287–289
food functions, beliefs, and practices, 207,

209–210
freedom, 289–290
gender roles and rights, 291–292

generosity and helping, 295
health care decisions, 280–281
individualism, 279, 289
nurses (See Nurses, Anglo-American)
reliance on facts and numbers, 294–295
reliance on technology, 290–291
rural vs. urban values, 295–297, 296t
space, 293–294
territory, 293–294
time value, 292–293
touching care, 57
youth, 294

Anthropology
absence of care in, 74
compared to transcultural nursing, 23–24, 27
in development of Culture Care Theory, 77
and study of mental illness, 243

APA Diagnostic and Statistical Manual of Mental
Disorders, 240, 243

Appalachians, mental illness, 245
Arab, Muslim. See Muslim(s), Arab
Arabic. See also Muslim(s), Arab

language significance, 305–306
Archbold, P.G., 422
Aschenbrenner, J., 315, 320
Assertiveness, as Anglo-American cultural value, 290
Assessments. See Culture care assessments
Assimilation, 56–57
Australia

culture of nursing, 193
ethnohistory, 517
multiculturalism, 517–518
transcultural nursing, 518–522, 590

Autonomy
in Culture Care Theory, 173
as principle of bioethics, 171

Ayurvedic medicine, 486
AZT, 258–259

B
Backlash. See Cultural backlash
Baganda, culture care, 103
Bahala na, 377
Bailey, E., 245
Bar mitzvah, 207, 468
Barker, A., 325
Basic Psychiatric Concepts in Nursing (Leininger), 239
Baskauskas, L., 444
Basuray, J., 477–489, 591
Bat mitzvah, 207, 468
Beauchamp, T.L., 171
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Beauty, as Anglo-American cultural value, 294
Beneficence

in Culture Care Theory, 173–174
as principle of bioethics, 171

Benefits of the common good, principle of, 281
Bermosk, L., 591
Berry, A., 104, 363–372
Bias. See Cultural bias
Bieglow, B., 391–392
Binding infants, 367
Biocultural adaptations, 160–162
Biocultural Basis of Health, The (Moore et al.), 157,

158, 166
Bioculturalism, 53
Bioethics, with use of Sunrise Model, 172–173. See also

Ethical issues
Biomedical model, in multicultural situations, 266
Biotechnology, 165
Birth ceremonies, non-Western, 207–208
Black English, 319. See also Language
Blindness. See Cultural blindness
Bloch, B., 315
Blood types, 159–160
Blue Collar Tribe, of nursing, 197–198
Body touching, 59
Bohay, I., 104, 407
Boyle, J., 35, 591, 593

Transcultural Concepts in Nursing (book), 37, 149,
157, 217

Brink, H, 590
Brink, P., 499

Readings in Transcultural Nursing (book), 36
Bris, 468
Brown, B., 592
Brown, M., 407
Brunce, G.E., 214
Buddhism

in Japan, 458–459
in Taiwan, 420

Bukowczyk, J.J., 389

C
Caida de mollera, 367
Cameron, C., 499
Cameron-Traub, E., 590–591
Canada

culture of nursing, 194–195
multiculturalism, 493–494
transcultural nursing

development, 494–498
education, 498–499

future challenges, 500–501
leaders, 499

Canadian Nurses Association, 497
Canadian Transcultural Nursing: Assessment and

Intervention (Davidhizar et al.), 499
Cao gio, 152
Capers, C.F., 317
Care

culturally competent and congruent
central goal of, 128
definition, 12, 28, 58, 84, 85, 386, 418
as goal of Culture Care Theory, 76
guidelines for, 128–129
standards for, 132–133
steps to provide, 128–129

culture (See Culture care)
culture-specific, 380
definition, 11, 47, 83
emic (See Generic (emic) care)
as essence of nursing, 46–47
ethics of (See Ethical issues)
etic (See Professional (etic) care)
folk (See Generic (emic) care)
generic (See Generic (emic) care)
integrative congruent, 148, 150f
morally congruent, 106–107
in nursing, 10
professional (See Professional (etic) care)
types of, 57 (See also Care constructs)

Care constructs
anticipatory care, 413
comfort care, 57

Finnish women in childbirth, 409
constructive care, 106

mentally ill, 250
culture care (See Culture care)
family/filial care, 57, 459–460

Arab Muslim, 277
Chinese American, 278
Namibian, 353–354
Taiwanese American, 424–425

inclusive care, 106
mentally ill, 250

moral care, 106–107
in Culture Care Theory, 172

nurturant care
Gadsup, 226, 232, 234
Jewish American, 470–471
Namibian, 353–354

obligatory care, 590
preventive care, Gadsup, 233
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Care constructs (cont.)
protective care, 57

Finnish women in childbirth, 409
Gadsup, 226, 228, 229, 232–233
Gypsies, 57
Mexican American(s), 248

reassurance care, 57
reciprocal care

Philippine American, 377, 379
Polish American, 393–394

respectful care, 57
African American, 337
Finnish women in childbirth, 410
Japanese American, 277
in multicultural situations, 265
Native American, 438
Philippine American, 379

responsible care, 590
ritualized care, Finnish women in childbirth,

409–410
spiritual care, 586

Native American, 438
surveillant care, Gadsup, 227–228, 229, 232–233,

234
survival care, 106

homeless, 513
mentally ill, 250

touching care
Anglo-American, 57
Gadsup, 226, 233
Philippine American, 380

Careerist, 185
Caribbean, 593
Caring, 11. See also Care

definition, 47, 83
rituals (See Rituals)

Catholic(s), ethical issues, 274, 297
Ceremonies. See also Rituals

as feature of cultures, 48
role of food, 207–208

Certification, transcultural nursing. See Transcultural
nursing, certification

Chiang, L., 106, 415–427
Childbirth practices, 407. See also Maternal-child beliefs

and practices
Childhood phases, Gadsup, 226–230
Childress, J.F., 171
China, transcultural nursing trends, 591
Chinese

communal obligations and duties, 279
culture care meanings and actions, 64, 152

health care decision making, 280
hot and cold theory, 64, 152, 212–213
medicine

use by Japanese American(s), 459–460
use by Taiwanese American(s), 423–424

pain medication and, 64
yin and yang, 212–213

Chrisman, N., 36, 132
Christian(s)

ethical issues, 274, 297
food functions, beliefs, and practices, 207
Indian, 484–485

Christopher, R., 460
Clans, Gadsup. See Gadsup
Clark, P.N., 505
Claus, S., 591
Clinical Genetics in Nursing Practice (Lashley),

163
Coffee breaks, 207
Coin rubbing, 152
Comfort care. See Care constructs
Committee on Nursing and Anthropology, 35, 74
Commonalties, 8
Communication modes

African American, 127, 319
Anglo-American, 126–127
in culture care assessments, 121
Native American, 432–433
nonverbal, 10, 127
transcultural, 126–128, 127f
verbal, 10
Vietnamese, 127

Community-based health care
culture care assessments, 580, 586
need for transcultural nursing, 18

Companion phase, Gadsup, 230
Comparative lifeways, as future focus of transcultural

nursing, 583
Competition

as Anglo-American cultural value, 289–290
in culture of nursing, 191–193
within culture of nursing, 191–193
as value of Anglo-American culture, 289–290

Complementary medicine. See Alternative medicine;
Generic (emic) care

Concept, 46
Confirmability, 88
Conflict. See Cultural conflict(s)
Confucianism, 420–421, 458–459

in Japan, 458–459
in Taiwan, 420
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Conspicuous consumption, as Anglo-American cultural
value, 291

Construct, 46. See also Care constructs
Constructive care, 106. See also Care constructs
Consultation, transcultural nursing

cultural imperialism and, 566
definitions, 563–564
fears and concerns, 565–566
use of Culture Care Theory, 568–571

Context
cultural (See Cultural context(s))
environmental, definition, 83

Contextual spheres, ethical culture care, 279
Courting phase, Gadsup, 230
Credibility, 88
Cross-cultural nursing, compared to transcultural

nursing, 27
Crow, K., 435
Cultural assessments. See Culture care assessments
Cultural backlash, 55
Cultural beliefs and values

African, 49
African American, 111t, 343t
American Indian, 108t
Anglo-American, 49, 109t, 289–295
definition, 49
Finnish, 405–406
Gadsup, 108t, 232–235
German American, 110t
homeless, 509–513
Japanese American, 455–456
Jehovah’s Witnesses, 17
Jewish American, 468–469
Laotian, 16–17
Lithuanian American, 445, 447
Mexican American, 109t
in multicultural situations, 267–268
Namibian, 353–357
Native American, 438
nurses, importance of understanding, 242
Old Order Amish, 49
Philippine American, 110t
Polish American, 111t, 389–397
Taiwanese American, 422–425, 427

Cultural bias
in culture care assessments, 122
definition, 51

Cultural blindness
in Anglo-American nurses, 289
in culture care assessments, 122
definition, 52

Cultural care assessments. See Culture care assessments
Cultural conflict(s)

in bioethics, 171–172
and need for transcultural nursing, 15

Cultural context(s)
definition, 60
in transcultural mental health nursing, 242

Cultural diversity, 53–55
definition, 8, 53
education, 25
and ethical, moral, and legal considerations in health

care, 171–172
Cultural exports, 58
Cultural imperialism, 566
Cultural imports, 58
Cultural imposition

avoidance of, 275
definition, 51

Cultural overidentification, 55
Cultural pain, 52
Cultural relativism, 51, 170
Cultural respect and human rights, principle of, 281
Cultural shock, 50
Cultural space, 59
Cultural universals, 53–54, 170
Cultural values. See Cultural beliefs and values
Cultural variation(s)

awareness of, 8–9
definition, 49

Cultural violence/terrorism, 581
Culturally congruent care. See Care, culturally competent

and congruent
Culturalogical assessments. See Culture care assessments
Culture

characteristics, 10, 73
definition, 9, 47, 83
ethical principles, 170
features, 47–49
hospital (See Hospital(s), culture of)
of medicine (See Medicine, culture of)
non-Western (See Non-Western culture(s))
and nursing, 47
of nursing (See Culture of nursing)
Western (See Western culture(s))

Culture broker, 119
Culture care

African, 329–331
African American, 63, 104, 105, 111t, 320–322, 343–345
Anglo-American, 104, 105, 109t (See also Culture care,

Euro-American)
Baganda, 103
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Culture care (cont.)
Chinese, 64
conflict, 58
Czechoslovakian American, 103
definition, 48, 57, 83, 418
dominant constructs in, 107–108
ethical, 279–282 (See also Ethical issues)
Euro-American, 343–345, 343t (See also Culture care,

Anglo-American)
Gadsup, 22–23, 99, 108t, 235–236
generalized, 57
German American, 110t
Greek Canadian widows, 100–101
Hare Krishna, 104
homeless, 513–514
Japanese American, 460–463
Jewish American, 470–472
Korean, 58
Laotian, 16–17
Lithuanian American, 448–450
mental health issues in, 240
mentally ill, 106
Mexican American, 65, 101, 104, 109t, 370–371
moral, 279–282 (See also Moral issues)
Muslim, 58, 66, 102, 484
Namibian(s), 357–359
Native American, 57, 64, 108t, 438
Old Order Amish, 50, 100
Philippine, 64
Philippine American, 110t, 380–381
Polish American, 111t, 398–399
Russian, 8
Sikhism, 484
Spanish American, 101 (See also Culture care, Mexican

American)
Taiwanese American, 106, 425–427
theory of (See Culture Care Theory)
universal constructs, 107–108

Culture care accommodation/negotiation
in administration and consultation plans, 570
African, 330
African American, 320–321, 344
decision-action mode, 307
definition, 84
and ethical actions, 174
Ethiopian, 267
Euro-American, 344
Finnish women in childbirth, 412
Gadsup, 235, 236
homeless, 513–514
Japanese American, 462

Jewish American, 470–471
Lithuanian American, 450
Mexican American, 248–249, 268, 370
Namibian, 358–359
Philippine American, 380
Polish American, 399
Somali, 267
Taiwanese American, 426

Culture care assessments, 11
community, 580
definition, 117–118
enablers, 133–134
guides, 129–130, 129f, 137–138
Leininger’s experiences, 125–126
principles, 121–125
purposes, 119
short guide for, 129–130, 129f
summary points, 134–136
use of interpreters, 127–128
use of Sunrise Model, 120–123

Culture care diversity and universality
basis of, 73
definition, 83
theory of (See Culture Care Theory)

Culture Care Diversity and Universality: A Theory of
Nursing (Leininger), 71

Culture care maintenance/preservation
in administration and consultation plans, 570
African, 329–330
African American, 320–321, 343–344
definition, 84
and ethical actions, 174
Euro-American, 344
Finnish women, in childbirth, 411–412
Gadsup, 233, 236
homeless, 513
Japanese American, 461–462
Jewish American, 471–472
Lithuanian American, 449–450
Mexican American, 370
Namibian, 357–358
Philippine American, 380
Polish American, 398–399
Taiwanese American, 426

Culture care negotiation. See Culture care
accommodation/negotiation

Culture care preservation. See Culture care
maintenance/preservation

Culture care repatterning/restructuring
in administration and consultation plans, 570
African American, 344
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definition, 84
and ethical actions, 174
Euro-American, 344
Finnish women in childbirth, 412–413
Gadsup, 233, 235
guidelines, 105
homeless, 514
Japanese American, 462–463
Jewish American, 471–472
Lithuanian American, 450
Mexican American, 370–371
Namibian, 358–359
Philippine American, 380–381
Polish American, 399
Russian Jews, 473–474
Taiwanese American, 426

Culture care restructuring. See Culture care
repatterning/restructuring

Culture Care Theory
in assessing ethical, moral, and legal factors, 273, 275
in assessing food functions, beliefs, and practices,

214–215
assumptive premises, 79, 349
in Australian transcultural nursing, 518–522
beneficence, 173
benefits for administration and consulting, 568–571
in Canadian transcultural nursing, 496–497
challenges, 74–76
creative actions, 72–73
in culture care assessments, 121–124
development, 27–28, 72–73, 77, 518
ethical decisions using, 174–175, 273
ethical themes in, 172
history of development, 72–74
hunches, 78–79
hurdles related to acceptance, 74–76
Internet group, 111
justice in, 174
legal actions using, 174–175
in life-cycle studies, 104–106
moral care themes in, 172
moral decisions using, 174–175
in multicultural situations, 265–269
nonmaleficence, 173
in nursing education, 539
orientational definitions, 83–84
philosophical beliefs, 76–77, 172–174
purposes and goal, 76, 172
respect for autonomy, 173
in specific research studies

African American, 313, 322, 336

Arab Muslim, 301, 309
family violence, 333, 334, 345
Finnish women in birth, 404, 408–409
Gadsup, 219, 236
HIV/AIDS, 254
homeless, 503–504, 514
Indian, 477, 489
Japanese American, 460–463
Jewish American, 470–472
Lithuanian American, 441–442, 450
mental illness, 241, 242, 245, 249
Mexican American, 363, 371
Namibian, 347–349, 359
Native American, 430–431, 438
Philippine American, 376, 383–385
Polish American, 385–387, 397–399
South African, 329–330
Taiwanese American, 416–418, 426–427
U.S. urban culture, 263–264, 265

theoretical tenets, 78–79
unique features, 84–85
visions, 72–73
worldwide users, 112–113

Culture care therapy, 60
Culture care universality

basis of, 73
definition, 83

Culture congruent care. See Care, culturally competent and
congruent

Culture contact, 55
Culture encounter, 55
Culture of death, 13, 297, 583
Culture of hospitals, 131–132, 199–201
Culture of life, 12, 297, 583
Culture of medicine, 201–203
Culture of nursing. See also Nurses; Nursing

American, 185–194
authority relationships, 189–191
competition in, 191–192
dominant comparative core features, 186–189, 186t
early compared to recent era, 185–189, 186t
female rights, 189–191
political power and politics, 191
tribes of, 195–199

Australian, 193
British, 193–194
Canadian, 194–195
definition of, 183–184
historical images, 184–185
identifying, 184
Leininger’s studies, 182
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Culture of nursing (cont.)
and managed care, 200–201
reasons for studying, 182–183
relation to other cultures, 182f
role of competition, 191–193

Culture of poverty, 580
Culture pain. See Cultural pain
Culture time, 58–59. See also Time
Culture-bound, 53
Culture-specific care, 9, 380
Curandera, 248
Curriculum, transcultural nursing, 536–538. See also

Education, transcultural nursing
Czechoslovakian American(s), culture care, 103

D
D’Adamo, P.J., Eat Right for Your Type (book), 159–160
Data analysis, 95–96
Davidhizar, R., Canadian Transcultural Nursing:

Assessment and Intervention, 499
Davis, R.E., 505
Davis-Floyd, R., 403, 407
Death and dying beliefs and practices

Arab Muslim, 308–309
Jewish American, 472
Vietnamese, 63

DeChesnay, M., 422
Decision-action mode, culture care

accommodation/negotiation, 307
DeGracia, R., 377
Derrida, J., 518–520
DeSantis, Lydia, 36
Diabetes, 158
Diné. See Native American(s)
Discrimination, 55
Distance learning, in nursing education, 531–532
Diversity. See Cultural diversity
Doi, L., 457
Doing, as Anglo-American cultural value, 292–293
Domain of inquiry (DOI)

definition, 92
development of, 92–93

Domain of Inquiry (DOI) Enabler, 92. See also Enabler(s)
Douglas, M., 37
Drug use issues, in HIV/AIDS, 258

E
Earthquake(s), 158–159
Eastern cultures. See Non-Western culture(s)
Eat Right for Your Type (D’Adamo), 159–160

Economic factors
African American, 316–317
Finnish, 406
Indian, 316–317
Japanese American, 456
Lithuanian American, 446–447
Mexican American, 368
in multicultural situations, 266–267
Philippine American, 378
Taiwanese American, 421

Education
nursing

distance learning methods, 531–532
transcultural nursing in, 527–528, 534–538

plans of action, 528–531
transcultural nursing topic domains, 538

transcultural nursing, 7–8, 29–31, 36, 74–75
bibliography, 551–561
Canadian, 498–499
current and critical issues and problems, 541–543
demand for, 529–531
distance learning methods, 531–532
future changes, 583
graduate programs, 40, 536–537, 549–550, 585, 588
graduate seminar (sample), 548–549
knowledge domains, 550–551
learning and teaching modes, 540t, 546–547
mentors, 532–533
plans of action, 528–531
preparation for, 529–531
teaching and learning expectations and methods,

531–534
topic domains, 538
Transcultural Teacher-Learner Conceptual Process

Model (Leininger), 539–541, 539f
types of programs, 532–533
undergraduate course (sample), 545–546

Educational factors
African American, 316
Finnish, 406
Japanese American, 457–458
Jewish American(s), 466–468
Lithuanian American, 446
Mexican American, 369
in multicultural situations, 266
Philippine American, 378
Taiwanese American, 421

Ehrmin, J., 105, 333–345
Elderly care and non-care

African American, 105, 320
Anglo-American, 105, 278, 294
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Arab Muslim, 306
Chinese American, 278
Japanese American, 277
Namibian, 354–355
non-Western, 294
Polish American, 398
studies of, 350

Emic, 48, 84, 147, 386, 418. See also Generic (emic) care
Enabler(s)

Acculturation Health Care Assessment, 92
in culture care assessments, 134
Leininger’s guide for, 139–141
use in specific research studies, South African, 329

Culture Caring Semistructured Gadsup, 219
definition, 89
Domain of Inquiry, 92

Finnish women in childbirth, 409
Generic and Professional Care Guide, 409
Inquiry Guide for Ethnodemographic Information, 409
Observation-Participation-Reflection, 89f

use, 90–91
use in specific research studies

family violence, 336
Finnish women in birth, 409
Gadsup, 219, 236
homeless, 507
Namibian, 350
Taiwanese American, 417–418

Phases of Ethnonursing Analysis for Quantitative Data,
409

Semi-Structured Inquiry, 336
Short Family History Narratives, 336
Stranger-to-Trusted Friend, 90f

in Australian transcultural nursing, 520
in culture care assessments, 125, 133–134
use, 91–92
use in specific research studies

family violence, 336
Finnish women in birth, 409
Gadsup, 219, 236
homeless, 507
Namibian, 350
Taiwanese American, 417–418

Sunrise Model (See Sunrise Model)
Enculturation, 55–56
England, culture of nursing, 193–194
Environment

and food selection, 159–160, 214
interacting with cultural norms, 158–159

Environmental factors, Gadsup, 220–221
Equal rights, female and male nurses, 190

Eskimo, ethical issues, 274
Ethical issues

contextual spheres, 279–280
cultural differences, examples, and concerns,

274–276
cultural diversity and, 171–172, 273–274
culture and, 170, 580–581
decisions using Culture Care Theory, 174
definition, 169, 271
in health care, 171–172
of human genome project, 164–165
Leininger’s research in, 280–281
nursing, 271–272, 278–279
prescriptive, 170
research areas, 281
as specialty area for transcultural nursing, 580–581
in specific cultures

Arab Muslim, 274–275, 277–278
Catholics, 274
Chinese American, 278
Christians, 274
Eskimo, 274
Gadsup, 274
Old Order Amish, 274
Western vs. non-Western, 171–172

transcultural nursing, 271–272, 281–282
universal, 170

Ethiopian, culture care accommodation/negotiation, 267
Ethnicity, 49
Ethnocentrism

in Anglo-American nurses, 289
definition, 50

Ethnohistory
African, 326
African American, 313–314
Anglo-American, 287–289
Arab Muslim, 302–303
definition, 83
Euro-American, 336
Finnish, 404–405
homeless, 504–505
Japanese American, 453–455
Jewish American, 465–466
Lithuanian American, 442–444
Mexican American, 363–364
Namibian, 347–348
Native American, 437–438
Philippine American, 376
Polish American, 387–388
Russian Jews, 473
Taiwanese American, 419–420
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Ethnonursing research method
definition, 85
development of, 76
enablers for, 85–92 (See also Enabler(s))
guide to using, 92–95
overview, 85–86
phases of data analysis, 95–96, 95f
qualitative paradigms, 86, 88–89
quantitative paradigms, 87
reasons for development, 85–86
in specific research studies

family violence, 336–337
Finnish women in childbirth, 408
Gadsup, 236

types, 94
Etic, 48, 84, 147, 386, 418. See also Professional (etic) care
Eugenics, 162–163
Euro-American(s). See also Anglo-American(s)

childrearing practices, 340–341
culture care accommodation/negotiation, 344
culture care maintenance/preservation, 344
culture care meanings and actions, 343t
culture care repatterning/restructuring, 344
ethnohistory, 336
expressions of violence among, 105
family violence, 340–343
substance abuse, 342
TCN CARE Repatterning Guideline, 345

Europe, transcultural nursing trends, 588–590
Evil eye

Arab Muslims, 308
Mexican American(s), 368

Exchange nurses, 11

F
Falling out, 246
Fallon, T., 505
Family, biocultural shaping, 161–162
Family care, 459–460
Family violence. See also Violence

African American, 337–340, 343t
and childrearing practices, 338–339
and communication in the family, 339
criteria for selection of informants, 337
Culture Care Theory applied to research, 333, 334, 345
data collection and entry, 337
Euro-American, 340–343, 434t
literature review, 335
Observation-Participation-Reflection Enabler, 336
orientational definitions, 334–335
physical punishment of children, 338

and religious values, 339
Semi-Structured Inquiry Enabler, 334
Short Family History Narratives, 334
significance of study, 333–334
Stranger-to-Trusted Friend Enabler, 336
Sunrise Model applied to research, 334

Feminism, in culture of nursing, 189–191
Fijian(s), high technology equipment and, 65
Filial succorance, 104. See also Care constructs
Finn, J., 104, 407
Finnish

cultural beliefs and values, 405–406
economic factors, 406
educational factors, 406
environmental context, 406
ethnohistory, 404–405
kinship factors, 405
language, 405
legal factors, 406
political factors, 406
religious factors, 405
technological factors, 405
women, in childbirth

anticipatory care, 409
comfort care, 409
culture care, 411–413
culture care accommodation/negotiation, 412
culture care maintenance/preservation, 411–412
culture care repatterning/restructuring, 412–413
Culture Care Theory used to study, 404, 408–409
discussion of findings, 410–411
domain of inquiry, 403
domain of inquiry enablers, 409
Generic and Professional Care Guide, 409
Inquiry Guide for Ethnodemographic Information, 409
literature review, 407
Observation-Participation-Reflection Enabler, 409
Phases of Ethnonursing Analysis for Qualitative Data,

409
protective care, 409
research methods, 408–409
respectful care, 409
ritualized care, 409
selection of informants, 408
Stranger-to-Trusted Friend Enabler, 409
Sunrise Model used to study, 404, 408–409

worldview, 404
First Nations. See Native American(s)
Folk care. See Generic (emic) care
Food functions, beliefs, and practices

Culture Care Theory applied to research, 214–215
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hot and cold theory, 10, 212–213, 367, 381,
426, 459

idliso, 328
in specific cultures

African, 328
African American, 213
Arab Muslim, 307
Gadsup, 209, 211, 235–236
Indian, 488
Japanese American, 461
Jewish American, 467, 470
Mexican American, 213–214, 367
Muslim, 208, 307
Native American, 213–214, 436–437
Polish American, 385
Russian Jewish, 473
Vietnamese, 213

Sunrise Model in assessment of, 215
universal

to assess interpersonal distance, 209
biophysical factors, 206–207
cultural influences, 207–209, 213–214
environmental influences, 214
generic food theories, 212–213
genetic influences, 214
for human relationships, 207–209
to influence status, 210–211
in life-cycle initiation rites, 208–209
for punishments, 210
for reward, 210
in stress and conflict, 209–201
taboos, 208
to treat and prevent illness, 211–212

Food supply, as example of biocultural interaction, 159
Freedom, Anglo-American, 289–290
Friendly Tribe, of nursing, 195–196

G
Gadsup

abortion beliefs, 274
becoming a man or woman phase, 231
belief in ancestors, 221–222
birth ceremony, 208
childbirth practices, 224–225
childhood phases, 226–230
clans, 234
companion phase, 230
courting phase, 230
cultural beliefs and values, 108t, 232–235
culture care accommodation/negotiation, 235, 236
culture care maintenance/preservation, 232, 233, 236

culture care meanings and actions, 22–23, 99, 108t,
232–236

culture care repatterning/restructuring, 233, 235
Culture Care Theory applied to research, 219, 236–237
daily lifeways, 218–219
distributive values, 275
environment, 220–221
ethical issues and concerns, 274
and female nurses, 274
as first transcultural nursing study, 99, 217–218
food functions, beliefs, and practices, 209, 211, 235–236
gender roles, 220–221, 234
generic (emic) care blending with professional (etic)

care, 235
infant baby phase, 227–229
kinship factors, 221, 234
kuru, 53
language, 219
Leininger’s research, 22–23, 217–220
life-cycle phases, 222–232
life-cycle rituals, 208
maternal-child beliefs and practices, 222–226
mental illness, 244
nurturant care, 226, 229, 232, 234
old age phase, 231–232
political factors, 221
pregnancy through childbirth phase, 222–224
preventive care, 233
protective care, 226, 228, 229, 232–233
recent transcultural changes, 592
religious factors, 222
sexual secrets, 222
small child phase, 226–227, 229
social structure factors, 220–221
stimulation as care practice, 228
surveillant care, 227–228, 229, 232–233, 234
time value, 292–293
touching as care practice, 226, 233
violence, 335
young boy phase, 229–230
young girl phase, 229–230

Galbraith, M., 505
Gaman, 455, 461
Gebru, K., 590
Gelazis, R., 441–450
Gemintas, A., 444
Gender issues, and need for transcultural nursing, 17
Gender roles and factors

African American, 338–339
Anglo-American, 291–292
Gadsup, 220–221, 234
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Gender roles and factors (cont.)
Indian, 481–482
Iran, 17
Japanese American, 456–457
Jewish American, 469
Mexican American, 366
Taiwanese American, 424–425

Gene therapy, 164
Generic (emic) care, 48, 84

beliefs and practices, 149–151
compared to professional (etic) care, 61t, 147–149,

150t
definition, 61, 147, 418
provider practices, 150f
in specific cultures

African, 326–329
African American, 153, 317–318
Chinese, 152
Gadsup, 235
HIV/AIDS, 256
Indian, 485
Japanese American, 459–460, 462
Jewish American, 469
Mexican American, 153, 248, 368, 370–371
Muslim, 152
Native American, 152, 434–436
Philippine American, 381–382
Saudi Arabian, 152–153
Taiwanese American, 423–424
Vietnamese, 152

Generosity and helping, as Anglo-American cultural value,
295

Genetics
influence on biocultural caring, 162–164
influence on food selection, 214

Genotypes, in racism, 54
George, T., 106, 249–250
German American(s)

cultural beliefs and values, 110t
culture care meanings and actions, 110t

Giger, J., Canadian Transcultural Nursing: Assessment and
Intervention, 499

Girl Friday, 185
Glittenberg, J., 593

The Biocultural Basis of Health (book), 157,
158, 166

Globalization, transcultural nursing and, 3–5, 577–578
Gonzales, L., 593
Gordon, A.J., 334
Gould, H.A., 487
Gqomfa, J., 326

Greek Canadian(s), widows
culture care meanings and actions, 100–101
violence against, 335

Grossberg, K., 453
Gualda, D., 593
Gumede, M.M., 326
Gypsies, American, protective care, 57

H
Hahnemann, S.C.F., 487
Halal, 304
Hall, E.T., 60
Haram, 304
Hare Krishna, 104
Hawaii, transcultural nursing trends, 591
Health, 84
Health and illness beliefs and practices. See also Generic

(emic) care
African, 326–329
African American, 317–318
Anglo-American, 280–281
Arab Muslim, 307–308
Chinese, 280
homeless, 510–511
hot and cold theory, 64, 152, 212–213
Indian, 486–487
Japanese American, 459–460, 462
Jewish American, 469
Mexican American, 367–368
Native American, 434–436
Philippine American, 280–281, 381–382
Polish American, 394–397
Russian Jews, 473–474
Vietnamese, 152

Health care
culture care accommodation/negotiation, 268
current U.S. trends, 199–200
future importance of transcultural nursing, 578–580
future of, 572
gender issues, 17
multicultural teams, 264
need for transcultural influence, 5
need to reorganize and transform, 571

Herbs, African, 330
Heroine, 185
Higgins, B., 149
Hijab, 484
Hijras, 482
Hinduism, 481–483

Indian, 483
Historic Tribe, of nursing, 196–197
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History, transcultural nursing. See Transcultural nursing,
history and development

HIV/AIDS
in Africa, 256, 347–348
breastfeeding and, 259
caregivers, 103
children orphaned by, 259–260
choices of care, 255
cultural dimensions, 253–254
Culture Care Theory applied to research, 254
discrimination against people with, 257
drug use issues, 258–259
early infection, 256–257
gender risk factors, 255–256
generic (emic) care factors, 256
global picture, 253
late illness, 257–258
occupational risks, 259
Sunrise Model applied to research, 254
transcultural nursing care needs, 256–258

Hiya, 377, 379
Holding knowledge

definition, 6, 10
transcultural

in culture care assessments, 124
future changes, 584–585

in travel, 16
Homeless

barriers to care, 511
care as health promotion activities, 510
care as resource use, 510
care as staying healthy, 510
cultural beliefs and values, 509–513
culture care accommodation/negotiation, 513–514
culture care maintenance/preservation, 513
culture care meanings and actions, 513–514
culture care repatterning/restructuring, 514
Culture Care Theory applied to research, 503–504, 514
data collection, 507–508
definition, 505
domain of inquiry, 503–504
ethnohistory, 504–505
informant selection, 507, 508t
literature review, 504–505
research premises, 504
research study characteristics, 506–509
social structure factors, 505–506
Sunrise Model applied to research, 503–504, 514
survival care, 511, 513
taking care of self, 510–511
worldview, 505–506

Homeopathic medicine, 486
Homeopathy, 487
Horn, B., 36, 104
Hospitality, as transcultural nursing concept, 518–522
Hospital(s)

culture of, United States, 199–201
food wasted in, 213
future importance of transcultural nursing, 578–580
mergers, 570–571
rituals, 131–132

Hot and cold theory, 10, 212–213, 367, 381, 426, 459
Human care. See also Care

as essence of nursing, 46–47
as focus of transcultural nursing, 10

Human Genome Institute, 164
Human genome project, 163–164

ethics of, 164–165
Hummel, F., 503–515

I
ICN. See International Council of Nursing
Idliso, 328
Illness, role of food in treating, 211–212
Illness and Culture in the Post Modern Age (Morris), 155
Illness practices. See Health and illness beliefs

and practices
Imle, M., 422
Immigration, and transcultural nursing, 13
Immune system, 159–160
Imposition, cultural. See Cultural imposition
Inaoka, F., 591
Inclusive care, 106
India. See also Indian(s)

caste system, 479
geography, 477–478, 478f
languages, 479
medical education, 480
nursing education, 479–480

Indian(s). See also India
Ayurvedic medicine, 486
Christian, 484–485
culture care meanings and actions, 488–489
Culture Care Theory applied to research, 477, 489
economic factors, 488
environmental factors, 487–488
ethnohistory, 477–479
food functions, beliefs, and practices, 488
gender roles, 481–482
generic/folk care disciplines, 486–487
Hinduism, 483
homeopathic medicine, 486
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Indian(s) (cont.)
Islam, 483–484
kinship factors, 481–482
nutritional factors, 487–488
political factors, 480–481
religious factors, 481–485
Sikhism, 484
social structure factors, 481–482
spiritual healing, 487
Unani medicine, 486
violence against women, 486–487

Individualism, as Anglo-American cultural value,
279, 289

Informants
general, 93, 349
key, 93, 349
selection of, 93

in family violence research, 337
in Finnish women in childbirth research, 408
homeless, 507
in Taiwanese American research, 416–417

Inshallah, 306
Integrative care, 148, 150f
Interactional phenomena, in transcultural nursing, 55–57
International Association of Human Caring, 75
International Council of Nursing (ICN), 27
International nursing, compared to transcultural nursing, 20
International Society of Nurses in Genetics, 165
Internet

Culture Care Theory group, 111
in helping immigrants, 579

Interpersonal distance, role of food in assessing, 209
Interpreters

compared to translators, 432
in culture care assessments, 127–128

Iowa Classification System, 34, 120
Iran, gender issues, 17
Islam. See also Muslim(s)

Indian, 483–484
worldview of culture, 303–305

Issei, 455
Italian Americans, pain medication and, 64

J
Jacano, F.L., 381
Japanese American(s)

amaeru, 451, 461
Buddhism/Confucianism, 458–459
contrasted with Anglo-American(s), 277
cultural beliefs and values, 455–456
culture care accommodation/negotiation, 462

culture care maintenance/preservation, 461–462
culture care meanings and actions, 460–463
culture care repatterning/restructuring, 462–463
Culture Care Theory applied to research, 460–463
Dotoku, 276
economic factors, 456
educational factors, 457–458
elderly care, 277
ethical care values, 277
ethnohistory, 453–455
food functions, beliefs, and practices, 461
gaman, 455, 461
gender roles, 456–457
generic care, 459–460, 462
intergenerational groups, 454–455
kampo, 459
kinship factors, 456–457
land and islands, 454–455
legal factors, 458
maternal-child beliefs and practices, 462–463
political factors, 458
professional care, 460
religious factors, 458–459
respectful care, 277
saving face, 458, 461
Shintoism, 458
technology factors, 456
worldview, 456

Jehovah’s Witnesses, 17
Jewish American(s)

bar mitzvah, 207, 468
bat mitzvah, 207, 468
Conservative, 466
cultural beliefs and values, 468–469
culture care accommodation/negotiation,

470–471
culture care maintenance/preservation, 471–472
culture care meanings and actions, 470–472
culture care repatterning/restructuring, 471–472
death and dying practices, 472
dominant values and care meanings, 470–472
educational factors, 466–468
ethical issues, 297
ethnohistory, 465–466
food functions, beliefs, and practices, 467, 470
gender roles, 469
generic care, 469
kaddish, 472
kinship factors, 469
life-cycle rituals, 468–469
nurturant care, 470–471

D
ow

nloaded by [ Faculty of N
ursing, C

hiangm
ai U

niversity 5.62.156.86] at [07/18/16]. C
opyright ©

 M
cG

raw
-H

ill G
lobal E

ducation H
oldings, L

L
C

. N
ot to be redistributed or m

odified in any w
ay w

ithout perm
ission.



P1: MRM/SPH P2: MRM/UKS QC: MRM/UKS T1: MRM

Index PB095/Leininger December 13, 2001 21:34 Char Count= 0

INDEX 611

Orthodox, 466
Reform, 466
religious factors, 466–468
technology factors, 469–470
Torah, 466
worldview, 466
Yom Kuppur, 208

Jews. See also Jewish American(s); Russian Jews
food functions, beliefs, and practices, 208

Jordan, B., 407
Journal of Transcultural Nursing, 37
Justice

in Culture Care Theory, 174
as principle of bioethics, 171

K
Kaddish, 472
Kalisch, P. and B., 184–185
Kampo. See Chinese, medicine
Kanitsaki, O., 590
Kay, M., 407
Kendall, K., 104, 407
Kinesics, 127
Kinney, G., 25, 592
Kinship factors

African American, 315
Arab Muslim, 306
Finnish, 405
Gadsup, 221, 234
Indian, 481–482
Japanese American, 456–457
Jewish American, 469
Lithuanian American, 445
Mexican American, 268, 365–366
in multicultural situations, 268
Native American, 433–434
Philippine American, 377
Polish American(s), 392–394
and shaping of the family, 161–162
Taiwanese American, 420–421

Kohl, 152
Korean(s)

and blood, 58
culture care meanings and actions, 58

Kuru, 53
Kwashiorkor, 206

L
Lactose intolerance, transcultural interpretations of, 212
Lambing, 100
Lamp, J.K., 403–413

Language factors
African, 267
African American, 318–319
Arab Muslim, 305–306
Finnish, 405
Gadsup, 219
India, 479
interpreter issues, 127–128, 267, 432
Lithuanian, 443
Mexican American, 248, 369
Native American, 431–432
Polish American, 388–389, 390–392
Russian Jews, 473
Taiwanese American, 421

Laotian(s)
cultural beliefs and values, 16–17
culture care meanings and actions, 16–17

Lashley, F.R., 163
Leadership, in nursing, 189–190, 192–193
Legal actions and issues

cultural differences, examples, and concerns, 274–276
cultural diversity and, 171–172, 273–274
definition, 271
and need for transcultural nursing, 16
in nursing, 271–272
in transcultural nursing, 271–272, 580–581
using Culture Care Theory, 174–175

Legal factors
Finnish, 406
Japanese American, 458
Mexican American, 368–369
in multicultural situations, 267

Leininger, M.M. See also Culture Care Theory; Enabler(s);
Ethnonursing research method; Gadsup; Sunrise
Model

Acculturation Health Care Assessment Enabler, 92,
139–141

biography, 21–25
Committee on Nursing and Anthropology (CONA)

established, 23–24, 35
culture care assessment

experience of, 125–126
guide for, 139–141

Culture Care Theory, 27–28, 72–73, 74–76
definition of nursing, 46
dissertations mentored by, 113–114
Domain of Inquiry Enabler, 92
as editor of Journal of Transcultural Nursing, 37
Enablers, 89–92
as Founder and Leader of transcultural nursing, 21–26,

34–36 (See also Transcultural nursing)
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Leininger, M.M. (cont.)
interests in non-Western cultures, 217–218
Nursing and Anthropology: Two Worlds to Blend (book),

22
Observation-Participation-Reflection Enabler, 89f,

90–91
publication history, 36–37
Qualitative Research Methods in Nursing (book), 76
recruitment of Philippine nurses, 375
research studies

African American, 316, 317, 319, 336
Anglo-American, 278–298
ethical values of nurses, 280
Gadsup, 99, 217–235, 274, 335

return visits, 592
Japanese American, 453–463
Jewish American, 465–472
mental health nursing, 239–241
Mexican-American, 101, 213
Native American, 432
Philippine American, 375–383
Philippine nurses, 375
Polish American(s), 390
Russian Jews, 472–474
Vietnamese, 213, 246–247

Stranger-to-Trusted Friend Enabler, 90f, 91–92
Sunrise Model, 81–83

suggested inquiry guide for, 137–139
Sunrise Model Enabler (See Sunrise Model)
Transcultural Nursing: Concepts, Theories and Practices

(book), 22
Transcultural Nursing: Concepts, Theory, Research and

Practices (book), 37
Transcultural Teacher-Learner Conceptual Model,

539–541, 539f
Leininger Templin Thompson (LTT) Qualitative Software

Data Program, 95
Leuning, C.J., 347–359
Liang, H., 422
Life-cycle phases, Gadsup, 222–232
Life-cycle rituals, 131, 208–209. See also Death and dying

beliefs and practices; Rituals
Jewish American, 468–469

Life-cycle studies, 103–106
Lifeways, in multicultural situations, 267–268
Lithuanian American(s)

cultural beliefs and values, 445, 447
culture care accommodation/negotiation, 450
culture care maintenance/preservation, 449–450
culture care meanings and actions, 448–449
culture care repatterning/restructuring, 450

Culture Care Theory applied to research, 441–442, 450
economic factors, 446–447
educational factors, 446
ethnohistory, 442–444
kinship factors, 445
language factors, 443
literature review, 444–445
political factors, 447–448
prieziura, 448
religious factors, 445–446
research studies, 444–445
rupestis, 448
Sunrise Model applied to research, 442

Littlejohn, S., 432, 437
Lock, M., 460
Luna, L.J., 102, 274, 301–309, 592

M
MacDonald, J., 499
Machismo, 247, 366
MacNeil, J., 103, 499
Maintenance, culture care. See Culture care

maintenance/preservation
Mal ojo. See Evil eye
Malone, S.B., 335
Managed care, impact on hospital and nursing culture,

200–201, 293, 571
Mance, J., 194
Mann, R.J., 320
Martin, J. H., 503–515
Mashaba, G., 325–332, 590
Masi, R., 495–496
Material items, as feature of cultures, 48
Maternal-child beliefs and practices

African American, 63, 104, 153, 320
Gadsup, 222–226
Japanese American, 462–463
Mexican American, 104, 367–368
Navaho/Navajo, 57, 64, 152
transcultural nursing studies in, 104, 407
and transmission of HIV, 259
Vietnamese, 58

Mating, as biocultural adaptation, 160–162
Maxi study, characteristics of, 94
McFarland, M., 37, 105, 385–399
Meaning in-context, 88
Medical anthropology, compared to transcultural nursing,

27
Medicine. See also Health care

culture of, 201–203
food as, 211–212
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Mental health, transcultural factors in, 240–241, 242–243,
382

Mental health nursing
discovery of need for changes, 239–241
fundamental principles, 241–244
Leininger’s work in, 239–240
questions for reflections to advance, 241

Mental illness/mentally ill
African American, 245–246
Appalachian, 245
chronic, 249–250
constructive care, 249–250
culture care meanings and actions, 106
Culture Care Theory applied to research, 242, 245, 249
in the Gadsup, 244
inclusive care, 249–250
Mexican American, 247–249
Philippine Americans, 382
psychocultural factors, 244
Russian Jews, 474
survival care, 249–250
transcultural, 240–241, 382
Vietnamese, 246–247

Mentors, in transcultural nursing education, 532–533
Mexican American(s)

binding infants, 367
caida de mollera, 367
cultural beliefs and values, 109t
culture care accommodation/negotiation, 248–249,

268, 370
culture care maintenance/preservation, 370
culture care meanings and actions, 65, 101, 104,

109t, 153
culture care repatterning/restructuring, 370–371
Culture Care Theory applied to research, 363, 371
curandera, 248
economic factors, 368
educational factors, 369
ethnohistory, 363–364
evil eye, 368
fajitas, 367
filial succorance, 104
food functions, beliefs, and practices, 213–214, 367
gender roles, 366
generic care, 248, 368
health and illness beliefs, 367–368
herbal preparations, 368
hot-cold concept, 367
kinship factors, 268, 365–366
language factors, 248, 369
legal factors, 368–369

machismo, 347, 366
mal de ojo, 368
maternal-child beliefs and practices, 104, 367–368
mental illness, 247–249
nervios, 248
political factors, 368–369
protective care, 248
religious factors, 364–365
Sunrise Model applied to research, 363
sustos, 248
technology factors, 369
time beliefs, 65
tonalli, 367
transcultural nursing study, 101
worldview, 364–365

Michaelson, K., 407
Middle East, transcultural nursing trends, 592–593
Miller, J., 103
Mini study, 94
Minority nurses, 24
Mirilainen, P., 590
Models, transcultural nursing. See Sunrise Model
Moise, J., 35
Monoculturalism, 50
Moore, L.P., The Biocultural Basis of Health (book), 157,

158, 166
Moral care. See Care constructs
Moral issues, 169, 271

cultural differences, examples, and concerns, 169–170,
274–276

cultural diversity and, 171–172, 273–274
decisions using Culture Care Theory, 174
moral justice, 281
moral obligation for cultural knowledge, 566
principle of moral justice, 281
in transcultural nursing, 271–272, 580
Western approaches, 170–171

Morgan, M., 104, 313–322, 407
Morris, Illness and Culture in the Post Modern Age (book),

155
Mother image, 185
Muckleshoot Native American(s), 104. See also Native

American(s)
Muhammad, 306
Multiculturalism

assessing communities, 586–587
in Australia, 517–518
definition, 50
transcultural nursing research applied to, 265–269
in the United States, 263–264

Multidisciplinary centers, for transcultural nursing, 588
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Muslim(s)
Arab

care meanings and practices, 58, 66, 484
case study, 566–567
childbearing, 484
cultural responsibilities, 58
culture care accommodation/negotiation, 268, 307
Culture Care Theory used to study, 301, 309
death and dying practices, 275, 308–309
elderly, care of, 306
ethical and moral decisions of, 274–275, 277–278, 297
ethnohistory, 302–303
evil eye, 308
family care, 277
father-infant bonding, 274
food functions, beliefs, and practices, 208, 307
groups, 302
halal, 304
haraml, 304
health beliefs, 304, 307–308
illness practices, 308
Inshallah, 306
kinship factors, 306
language factors, 305–306
learning about, 302
migration patterns, 303
organ transplantation beliefs, 275
prayer practices, 52, 66, 304–305
Qur’an, 303, 305, 306
Ramadan, 208, 268, 304
ritual obligations, 304–305
social structure factors, 306–307
tawhid, 303–304
ummah, 304
use of kohl, 152–153
women, 484

Indian, 481–483
Lebanese, 102

Myths, transcultural nursing, 33–34

N
Namibian(s)

AIDS pandemic, 348
care as honoring one’s elders, 354–355
care as nurturing health of family, 353–354
care as sustaining security, 355–356
care as trusting in benevolence of life, 354
care of elderly, 354–355, 356f
care within rapidly changing social structures, 357
cultural beliefs and values, 353–357
cultural care descriptors, 352f

culture care accommodation/negotiation, 358–359
culture care meanings and actions, 352f
culture care repatterning/restructuring, 358–359
Culture Care Theory applied to research, 347–349, 359
data collections, 351–353
demographics, 348
ethnohistory, 347–348
family care, 353–354
literature review, 350
nurturant care, 353–354
Observation-Participation-Reflection Enabler, 350
selection of informants, 351
social structure factors, 357
Stranger-to-Trusted Friend Enabler, 350

National Coalition for Health Professional Education, and
genetics, 164–165

Native American(s)
communication modes, 432–433
cultural beliefs and values, 108t, 438
culture care meanings and actions, 57, 64, 108t, 152,

432–433, 438
Culture Care Theory applied to research, 430–431, 438
definition, 429
environmental factors, 434
ethnohistory, 437–438
food functions, beliefs, and practices, 213–214,

436–437
health problems, 430
kinship factors, 433–434
language factors, 431–432
life-cycle studies, 104
maternal-child beliefs and practices, 57, 64, 152
respectful care, 438
spiritual care, 438
spirituality, 434–435
Sunrise Model applied to research, 430–431, 438
traditional medicine, 434–436
worldview, 430–431

Navaho/Navajo. See Native American(s)
Negotiation, culture care. See Culture care

accommodation/negotiation
Nervios, 248
Neves, E., 593
New Guinea. See also Gadsup

transcultural nursing trends, 592
New Zealand, transcultural nursing trends, 590
Nightingale, Florence, 22

and British culture of nursing, 193–194
emphasis on physical environment, 27

Nisei, 455
Nokkei, 455
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Nonmaleficence
in Culture Care Theory, 173–174
as principle of bioethics, 171

Nonverbal communication. See Communication modes
Non-Western culture(s). See also under specific cultures

definition, 50
food functions, beliefs, and practices, 207–215
Leininger’s interests in researching, 217–218
mental health issues, 240

Novel Tribe, of nursing, 196
Nuntz, 430
Nurses

Anglo-American
cultural beliefs and values, 382–383
cultural blindness, 289
elderly care and non-care, 278
ethical values, 274
interaction with Philippine American nurses, 375,

382–383
leaders as role models, 189–190

exchange, 11
Native American, 432
Philippine American

care practices of, 99–100
interaction with Anglo-American nurses, 375,

382–383
recruitment, 375

relationship with physicians, 189–190
role in nutrition uses, 206
salaries, 190
tourist, 11
working conditions, 190–191, 200–201

Nursing. See also Transcultural nursing
absence of culture in, 74
administration (See Administration, nursing)
and culture, 47
culture of (See Culture of nursing)
definition, 46
diagnoses (NANDA), 34, 120, 542
education (See Education, nursing)
ethics, 271–272, 278–279
faculty, preparation in transcultural nursing, 7–8,

529–531
future changes in, 582–587
historical images, 184–185
international vs. transnational and transcultural, 20
intervention concept, 83
leadership in, 189–190, 192–193
legal issues, 271–272
males in, 191
and managed care, 200–201

mental health, 241–244
moral issues, 271–272
political power and issues, 189–191
reasons for new transcultural curricular perspectives, 528
research, 76
rituals, 131–132
students, demand for preparation in transcultural nursing,

530–531
subcultures of, 183–184 (See also Culture of nursing)
theory, 74
transforming through transcultural nursing, 527–528
tribes, 195–199
working conditions in, 190–191, 200–201

Nursing and Anthropology: Two Worlds to Blend
(Leininger), 22, 74

Nursing care. See Care
Nursing Institute for Nursing Research, role in human

genome project, 164
Nurturant care. See Care, nurturant
Nutrition, nurses’ role in, 206
Nzimonde, P., 590

O
Obedinski, E.E., 389
Obligatory care, 590
Observation-Participation-Reflection Enabler, 89f. See also

under Enabler(s)
Office of Minority Health, standards for cultural

competence in health care, 32
Old age phase, Gadsup, 231–232
Old Order Amish

cultural beliefs and values, 49
culture care meanings and actions, 50, 100
ethical issues and concerns, 274

Omeri, A., 517–522, 590–591
Online courses, in nursing education, 531–532
Oriental medicine

and Japanese American(s), 459–460
and Taiwanese American(s), 423–424

Ortiz, S., 437
Osborne, O.H., 320
Overidentification, cultural, 55

P
Pain, cultural, 52
Pakikisami, 100, 377, 379
Papua New Guinea. See also Gadsup

transcultural nursing trends, 542
Partnership care, 585–586
Patient’s Bill of Rights, 281
Paulanka, B.J., 432
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Personal space, 127
cultural differences in, 59

Peters, D., 503–515
Phenotypes, in racism, 54
Philippine American(s)

amor propio, 377
bahala na, 377
care to maintain relationships, 377
cultural beliefs and values, 110t
culturally congruent care principles, 381
culture care accommodation/negotiation, 380
culture care maintenance/preservation, 380
culture care meanings and actions, 64
culture care repatterning/restructuring, 380–381
Culture Care Theory applied to research, 376, 383–385
economic factors, 378
educational factors, 378
ethnohistory, 376
folk health beliefs, 381–382
health care decision making, 280–281
hiya, 377, 379
kinship factors, 377
mental illness, 382
nurses (See Nurses, Philippine American)
pain medication and, 64
pakikisami, 100, 377, 379
political factors, 377–378
reciprocal care, 377, 379
religious factors, 376–377
respectful care, 377
saving face, 100, 377, 379
touching care, 380
utang na loob, 377, 379
worldview, 376

Philosophy
deontological, 170–171
in multicultural situations, 268
teleological, 170–171

Physical factors, in biocultural nursing, 158–160
Physicians, relationship with nurses, 189–190, 202
Pike, K., 147
Policy statements, in transcultural nursing, 66–68
Polish American(s)

care values, 390–397
cultural beliefs and values, 111t, 389–390
cultural identity, 390–392
culture care accommodation/negotiation, 399
culture care maintenance/preservation, 398–399
culture care repatterning/restructuring, 399
Culture Care Theory applied to research, 385–387,

397–399
data analysis, 385–386

elderly, 394, 398
ethnohistory, 387–388
food functions, beliefs, and practices, 395
health beliefs, 394–397
informant selection, 385
kinship values, 392–394
language, 388–389, 390–392
literature review, 389–390
orientational definitions, 386
political factors, 394
reciprocal care, 393–394
religious factors, 390–391, 395–396
research methods, 385–387
Sunrise Model applied to research, 385–387,

397–399
theoretical framework, 386–387
worldview, 388–389

Political factors
in culture of nursing, 191
Finnish, 406
Gadsup, 221
Indian, 480–481
Japanese American, 458
Lithuanian American, 447–448
Mexican American, 368–369
in multicultural situations, 267
Philippine American, 377–378
Polish American, 394
Taiwanese American, 421

Poverty, culture of, 580
Pregnancy. See Maternal-child beliefs and practices
Prejudice, 55
Preservation, culture care. See Culture care

maintenance/preservation
Prieziura, 448
Primogeniture, 469
Professional (etic) care, 48, 84

beliefs and practices, 149–151
blended with generic (emic) care, Gadsup, 235
compared to generic (emic) care, 61t, 147–149, 150t
definition, 48, 61, 84, 147–148
Indian, 485–486
provider practices, 150f

Protective care. See Care, protective
Proxemics, 127
Purnell, L.D., 432

Q
Qualitative research. See Research, qualitative
Qualitative Research Methods in Nursing (Leininger), 76
Quantitative research. See Research, quantitative
Qur’an, 303, 305, 306. See also Muslim(s)
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R
Racism, 54
Ramadan, 208, 268, 304. See also Muslim(s)
Readings in Transcultural Nursing (Brink), 36
Recertification, transcultural nursing. See Transcultural

nursing, certification
Recurrent patterning, 88
Registered Nurses Association of Nova Scotia, 497
Reimer, J.G., 505
Relativism. See Cultural relativism
Reliance on facts and numbers, as Anglo-American

cultural value, 294–295
Reliance on technology

Anglo-American, 290–291
as Anglo-American cultural value,

290–291
Religious and spiritual beliefs, rituals

African American, 315–316
Arab Muslim, 66, 304–305
Gadsup, 222
Indian, 481–485
Japanese American, 458–459
Jewish American(s), 466–468
Lithuanian American, 445–446
Mexican American, 364–365
in multicultural situations, 268
Philippine American, 376–377
Polish American, 390–391, 395–396
Taiwanese American, 420

Repatterning, culture care. See Culture care
repatterning/restructuring

Research
ethonursing (See Ethnonursing research method)
methods, 87–88
qualitative

criteria, 88–89
purpose, 86
types, 87–88

quantitative, purpose, 87
Respectful care. See Care constructs
Responsible care, 590
Restructuring, culture care. See Culture care

repatterning/restructuring
Richardson, E., 499
Risk factors, in HIV/AIDS, 255–256
Rites of passage, 131
Rituals

caring
assessment of, 130–131
daily and nightly care, 130
eating, 130
sleep and rest, 130–131

as features of cultures, 48
Gadsup, 208, 235
life-cycle, 131
nurse and hospital, 131–132
operating room, 132
religious (See Religious and spiritual beliefs)
role of food in, 207–208

Roessler, G., 591
Roopnarine, J.L, 422
Rosenbaum, J., 100–101, 499
Rovian, L., 245
Rumpusheski, V.F., 389
Running amok, 53
Rupestis, 448
Rural vs. urban, cultural beliefs and values, 295–297,

296t, 586
Russian Jews

bribing, 473
culture care meanings and actions, 473–474
culture care repatterning/restructuring,

473–474
ethnohistory, 473
food functions, beliefs, and practices, 473
health practices, 473–474
language factors, 473
mental illness, 474

Russian(s), culture care, 8

S
Salaries, in nursing, 190
Sanders, N., 591
Sansei, 455
Saturation, definition, 88
Saudi Arabia, generic care example, 152–153
Saving face, 100, 377, 379, 458, 461, 566
Sawyer, L.M., 322
Secrets, as feature of cultures, 48
Semi-Structured Inquiry Enabler. See under

Enabler(s)
Serve and protect others, principle of, 281
Sex object, 185
Sex roles. See Gender roles
Shame avoidance, 383
Shintoism, 458–459
Short Family History Narratives, 336

in family violence research, 336
Shyu, Y.L., 422
Sikhism, 484
Small, L.F., 347–359
Small child phase, Gadsup, 226–227, 229
Smitherman, G., 318
Snyder, 159
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Social structure factors
African American, 315–317
Arab Muslim, 306–307
Gadsup, 220–221
homeless, 505–506
Indian, 481–482
in multicultural situations, 268
Namibian, 357
Taiwanese American, 420–422

Social time. See Time, social
Socialization, 56
Somali(s), culture care accommodation/negotiation,

267
South Africa

cultures, 325–326
future, 329
transcultural nursing trends, 590

South African(s). See also African(s)
cultural backgrounds, 326
Culture Care Theory applied to research, 329–330

South America, transcultural nursing trends, 593
South Pacific, transcultural nursing trends, 592
Southeast Asia. See also Vietnamese

HIV testing in, 257
spiritual guides, 275
transcultural nursing trends, 591

Southern Africa. See also African(s); South Africa
gender issues in, 17

Space
as Anglo-American cultural value, 293–294
cultural, 59
personal, 127
as value of Anglo-American culture, 293–294

Spangler, Z., 99–100, 382–383
Spanish American(s). See also Mexican American(s)

culture care meanings and actions, 101
Spector, R., 149, 326
Spiritual beliefs and rituals. See Religious and spiritual

beliefs, rituals
Spiritual care, 586
Spiritual healers, 328
Spiritual healing

Indian, 487
role in transcultural nursing, 583–584

Srivastava, R., 493–500, 498, 591
Stack, C., 315, 319–320
Standards, transcultural nursing, 66–68
Standing Bear, 432
Stasiak, D.B., 101, 390
Stereotyping

African American, 321

in culture care assessments, 122–123
definition, 55

Sterilization laws, 163
Stern, P.M., 381–382
Stewart, M.J., 499
Stizlein, D., 106–107
Stranger-to-Trusted Friend Enabler, 90f. See also under

Enabler(s)
Stress, role of food in managing, 209–210
Strickland, C.J., 433
Struthers, R., 432, 435
Subculture(s)

in culture care assessments, 122
definition, 47

Sun, L.C., 422
Sunrise Model, 80f

alternative view, 118f
in assessing ethical, moral, and legal factors, 273–274
in Australian transcultural nursing, 520–521
in bioethics, 172–173
in culture care assessments, 120–123
development of, 79–81
discovering of ethical values using, 273
how to use, 81–83
Leininger’s suggested inquiry guide, 137–139
in multicultural situations, 263, 266–269
purpose and use, 81–83
in specific research studies

family violence, 334
Finnish women in birth, 404, 409
Gadsup, 219–220
HIV/AIDS, 254
Japanese American, 463
Lithuanian American, 441–442
mentally ill, 249
Mexican American, 363
Native American, 430–431
Polish American, 385–387
U.S. urban culture, 263

in study of mental illness, 241
Surveillant care. See Care constructs
Survival care. See Care constructs
Sustos, 248
Swapping, 320
Sweden, transcultural nursing trends, 590

T
Taiwanese American(s)

Confucianism, 420–421
cultural identity, 422
cultural themes, 422–425
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culture care accommodation/negotiation, 426
culture care maintenance/preservation, 426
culture care meanings and actions, 106
culture care repatterning/restructuring, 426
Culture Care Theory applied to research, 416–418,

426–427
data analysis, 418
data collection, 417–418
domain of inquiry, 415
economic factors, 421
educational factors, 421
ethnohistory, 419–420
family care, 424–425
features of research study, 416–418
gender roles, 424–425
generic care, 423–424
harmony and balance, 423
kinship factors, 420–421
language factors, 421
literature review, 422
national identity, 422
Observation-Participation-Reflection Enabler, 417
orientational definitions, 418
political factors, 421
rationale for study, 415
religious factors, 420
research method and questions, 415–416
selection of informants, 416
significance of study, 416
social structure factors, 420–422
Stranger-to-Trusted Friend Enabler, 417
Sunrise Model applied to research, 416–418, 426–427
technology factors, 421–422

Taoism, 420
Tawhid, 303–304
TCN CARE Repatterning Guideline, 345
Technology factors

Anglo-American, 290–291
Japanese American, 456
Jewish American, 469–470
Mexican American, 369
in multicultural situations, 268–269
Taiwanese American, 421–422
and transcultural nursing, 14

Territory, as Anglo-American(s) cultural value, 293–294
Terrorism, as cultural violence, 581
The Rites of Passage (book), 131
Theory(ies) of culture care. See Culture care theory;

Enabler(s); Ethnonursing research method;
Sunrise Model

Thomas, D.N., 315

Thomas, W.I., 389
Time

African American, 59, 321
Anglo-American, 59, 292–293
culture, 58–59
cyclic, 59
Gadsup, 292–293
Latino, 268
Mexican American, 65
social, 59

Tom-Orn, L., 429–438
Tonalli, 367
Torah, 466, 467
Touching care. See Care constructs
Tourist nurses, 11
Transcultural communication modes. See Communication

modes, transcultural
Transcultural Concepts in Nursing (Andrews and Boyle),

37, 149, 157, 217
Transcultural mental health, 239–241, 382. See also Mental

illness/mentally ill
Transcultural nursing

from 1990 to present, 25–26
administration (See Administration, transcultural nursing)
assessing multicultural communities, 586–587
Australian, 518–522
barriers to progress, 588–589
biocultural contributions, 165–166
and biotechnology, 165
Canadian

development of, 494–498
education, 498–499
future challenges, 500–501
leaders, 499–500
models, 495

certification, 25, 533, 544–545
clinical study examples, 63–66
comparative lifeways, 583
compared to anthropology, 27
compared to international nursing, 20
concepts, 46 (See also Culture care; Culture Care Theory;

Ethnonursing research method; Sunrise Model)
constructs (See Care constructs)
consultation (See Consultation, transcultural nursing)
culturally congruent care in (See Care, culturally

competent and congruent)
curricular approaches, 536–538
definition, 5–6, 8, 46, 84
dissertations, 113–114
early general studies, 99–102
education (See Education, transcultural nursing)
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Transcultural nursing (cont.)
envisioning global scope of, 19–21
ethical issues, 271–272, 281, 584
evolutionary phases, 28, 28f
factors influencing, 12–19
future of, 578–587
globalization, 3–5, 19–20, 577–578
goals, 6–7, 12, 594
graduate programs (See Education, transcultural

nursing)
history and development of, 21–26, 34–36
holding knowledge, 584–585
hospitality as concept in, 518–522
human care as focus of, 10
importance of, 5–12, 578
interactional phenomena, 55–57
knowledge base, 564–565
leaders, 499
legal issues, 271–272, 584
life-cycle studies, 103–106
mental health, 241–244
moral decisions in, 271–272, 584
multidisciplinary centers, 588
myths, 33–34
nature of, 5–12
in nursing education, 534–538
partnership care, 585–586
philosophical views, 26–28
policy statements, 66–68
practical views, 26–28
practices, 31–33
principles, 62–63
promotion of well-being, 584
publications, 36–37
rationale for, 5–12, 12–19
rural vs. urban issues, 586
scope of, 12–19
spiritual healing, 583–584, 583–587
statements of standards, 66–68, 132–133
summary of facts, 34–37
theories (See Culture Care Theory; Sunrise Model)
trends, 578–587
worldwide trends, 3–5, 19–20, 587–588, 589–591

Alaska, 591
China, 591
Europe, 588–590
Finland, 590
Hawaii, 591
Middle East, 592–593
New Guinea, 592
New Zealand, 590

South Africa, 590
South America, 593
South Pacific, 592, 593
Southeast Asia, 591
Sweden, 590

Transcultural Nursing: Concepts, Theories and Practices
(Leininger), 22

Transcultural Nursing: Concepts, Theory, Research and
Practices (Leininger), 37

Transcultural Nursing Society
certification process, 25
conferences, 38–39
founding, 19–20, 35
goals for year 2015, 542
standards for culturally competent and congruent care,

132–133
Transcultural Teacher-Learner Conceptual Process Model

(Leininger), 539–541, 539f
Transferability, 88
Translators, compared to interpreters, 432
Travel, and transcultural nursing, 15–16, 580
Travel nurses, 11
Tribes, of American nursing, 195–199
Twining, M.A., 315

U
Umego, 328
Ummah, 304
Unani medicine, 486
Uniculturalism, 50
United Kingdom, culture of nursing, 193–194
United States

immigration history, 264
rural vs. urban culture, 295–296, 296t
urban culture, 295–296

Culture Care Theory applied to research, 263–264
Universals, cultural. See Cultural universals
University of Utah (Salt Lake), 24, 35
University of Washington (Seattle), 24, 35, 190
Urban, U.S. See United States, urban culture
Urban vs. rural, cultural beliefs and values, 295–297,

296t, 586
Urgarriza. D.M., 505
Utang na loob, 377, 379

V
Values, cultural. See Cultural beliefs and values
Van Arsdale, P., The Biocultural Basis of Health (book),

157, 158, 166
Van Cleve, L., 505
Van Dyk, A., 347–359
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Van Gennep, A., 131
Van Smitten, A., 590
Variation, cultural. See Cultural variation(s)
Vera, B., 591
Verbal communication. See Communication modes
Vietnamese

breast feeding, 58
coin rubbing, 152
communication modes, 127
culture care meanings and actions, 152
death and dying practices, 63
food functions, beliefs, and practices, 213
healing practices, 152
mental illness, 246–247
spiritual guidance, 275

Violence
African American, 105, 335
cultural (terrorism), 581
Euro-American, 105
family

African American, 337–340, 343t
Euro-American, 340–343, 343t

Gadsup, 335
Greek Canadian, 335
transcultural nursing studies, 105
against women, 486–487

Vitamin A, genetic factors, 214
Voodoo, 246
Voodoo death, 53

W
Wayne State University (Detroit), 24, 36
Wehbeh-Alamah, H., 102–103

Well-being, promotion of, 584
Wenger, A.F., 60, 100, 274
Western culture(s). See also under specific cultures

attitudes toward time, 59
body touching, 59
definition, 49–50
food functions, beliefs, and practices, 207–215
mental health issues, 240

Wexler-Morrison, N.J., 499
White, N., 503–515
Whoopings, 338
Witchcraft, 328

and Africans, 328
Worldview, 83, 418
Worldwide trends, transcultural nursing. See Transcultural

nursing, worldwide trends
Wright, G., 593
Wrobel, P., 389
Wytrwal, J.A., 389

Y
Yakama, 430
Yin and yang, 212–213, 459
Yom Kippur, 208
Yonsei, 455
Yoshida, M., 495
Young boy phase, Gadsup, 229–230
Young girl phase, Gadsup, 229–230
Youth, as Anglo-American cultural value, 294

Z
Znaniecki, F., 389
Zoucha, R., 101–102, 247–249
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