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Healthy Diversity
Project No. 2015-1-UK01-KA202-013794

Manual of Critical Incidents
The catalogue of critical incidents is a comprehensive, practical training tool for
professionals involved in healthcare provision working in multicultural settings. Based on
the methods of case analysis developed by Margalit Cohen-Emerique, it helps professionals
analyse the concrete critical cases and situations, which come up through the work with
patients from other cultural backgrounds. The critical incident methodology helps to move
beyond the mere identification of the sources of the tension by facilitating the identification
of concrete solutions to the problem.

*The European Commission support for the production of this publication does not constitute an endorsement of the contents which
reflect the views only of the authors, and the Commission cannot be held responsible for any use which may be made of the information
contained therein.
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I)

Introduction to the methodology

a. Why focus on cultural differences?
Does culture really have an impact on the daily work of health professionals? Or are we just
misusing references to culture and identity to hide real sources of problems such as
differences in power or economic resources, even systemic discrimination? The approaches
focusing on diversity have been struggling from the very beginning between emphasising
the impact of cultural differences (thus running the risk of reifying, essentialising culture and
reinforcing differences) or to the contrary deconstructing culture, focusing on all personal,
situational, economic factors underlying people’s behaviour (running the risk of denying the
relevance of culture). Suspending the theoretical debate and changing register to focus on
the level of practice, the method of critical incidents developed by French social
psychologist Margalit Cohen-Emerique offers a passage between these two risks. It
proposes an ingenious strategy to uncover the set of cultural norms, values, behaviours that
people bring into an encounter with others, and which filter the way they interpret and
respond to others. Through lifting the often negative emotional haze surrounding
intercultural misunderstanding, it helps to become aware of the illusion of our own cultural
neutrality, and invites us to explore the cultural reference frames in a more objective way,
and opening up a margin for negotiation where prejudice has a lesser role to play.

b. How to focus on cultural differences?
1)
Adopt the wide anthropological understanding of “culture” to embrace a great
variety of facets of human action, thinking and identification. Cultural groups are often
connected to nationality or ethnicity, but they can take many forms: social class, gender,
age, sexual orientation, subcultures related to sports, music, but also professional cultures.
2)
Be aware that no culture is homogeneous and static, that they are in permanent
change. There has always been exchange between different cultures, just think of the
traditional dishes and see how many ingredients come from other countries or continents.
Also, try to juxtapose images of your city from today and two hundred years ago. You will
see radical changes that affect also the subjective experience and value system of people
creating utterly different worlds in the same place.
3)
Acknowledge that each person bears a plurality of cultures and that each individual
acquires and integrates these cultures through their own particular life path.
4)
Remember that culture is not the only factor determining our behaviour: but only
one that interacts with situational factors (e.g. crowd, fatigue) and personality (eg: personal
predisposition for kindness or aggression).
Adopting these will help to address questions of diversity in a positive way, considering
intercultural situations as learning opportunities. Finally, and maybe most importantly we
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have to remember, that “difference” is not an inherent characteristic of another person or
another group. In order to speak about differences, we need two sides (at least) whose
relative differences we can detect. Accordingly, we needed a method that helps us uncover
differences existing between two or several patterns. This is why we turned to the
methodology proposed by French social psychologist Margalit Cohen-Emerique which is
based on the occurrence of “culture shocks”.

c. What is a culture shock?
The concept of “culture shock” has been used in a variety of definitions and perspectives, so
let’s start clearing up how we understand it.
Culture shock is an interaction with a person or object from a different culture, set in a
specific space and time, which provokes negative or positive cognitive and affective
reactions, a sensation of loss of reference points, a negative representation of oneself and
feeling of lack of approval that can give rise to uneasiness and anger. (Cohen-Emerique
2015:65)
Let’s pick up some key elements of this definition:
Culture shock is about people’s real experiences, not fantasies, not theories about what
could be a source of clash or tension, but situations that have actually happened where we
suspect that cultural differences may have played a role.
Emotions point to culture shock: emotions (positive or negative) act as indicators, pointing
to the direction where something important has happened, maybe because it threatens a
value or norm we hold dear, or maybe because it is against our expectations. In any case
some emotion accompanies each experience of culture shock, this is how we can detect
that we have just experienced it. Sometimes it is a diffuse sense of being lost, but it can be a
very powerful anger, disgust, or fascination…
Culture shock can be positive or negative: not all culture shock experiences are negative,
some people experience positive culture shock, for instance when city-dwellers encounter
the Yanomami living in the rainforest, perceiving them as living in ‘total harmony with
nature’. Positive or negative, the experience tends to motivate us to create a simplistic
image of the other instead of trying to perceive them in all their complexity (yes, the
Yanomami live in more harmony with nature, but they also have their daily fights).
Culture shock can inspire judgments: In some culture shock situations we witness a
behaviour that breaks with a cherished norm (e.g.: someone ending a meal with a loud tasty
burp) the interpretation is almost automatic: how rude, how impolite. In other situations
we commit cultural mistakes, breaking norms and we are reminded of our mistakes,
depending on our character and the severity of the situation, we may feel ashamed and
guilty (“I should have known”). Either way it is very easy to close a situation by a negative
judgment on the other or ourselves. One of the reasons is that because these situations
tend to be unpleasant we try to close them as soon as possible. Judgment is a good way to
6

do so: we don’t need to investigate, try to understand the other, because they are
fundamentally rude, sexist, authoritarian etc.

d. How to use culture shock as a research tool?
If culture shocks can reinforce stereotypes, all such incidents also have the potential to
become a powerful source of learning if we don’t obey our need to close and quickly forget
the situation but ponder on what may be behind it…
A French teacher working in Korea shared with us the following story:
I was a French teacher at a military academy in South Korea. It was winter and I was giving my
lesson as usual, but I couldn’t help noticing that most of the cadets had colds and quite a few
had runny noses. None of them attempted to blow their noses and just continued to sniffle
throughout my lesson. I was a bit annoyed by this as it made it difficult to concentrate on my
lesson. Finally, I took out a packet of tissues and attempted to distribute tissues to the students
with runny noses so that they could blow their noses. I was quite surprised when they all refused
the tissues because they clearly needed them. After they refused the tissue, I continued my
lesson as usual, but I remained confused by their reaction.

After she finished the lesson, our teacher was brave enough to investigate what may have
happened here, and she ended up discovering that in Korea it is considered as rude to blow
our noses as in Europe to make the sound of sniffing back the mucus. Both these
behaviours have their roots and explanations, which explain the rationality of the
behaviour. The young boys don’t seem so distasteful and impolite anymore, as they are
obeying an important cultural rule. All in all, in culture shock we learn about the other, but
also about our own culture.
What’s more, exploring what are the most frequent themes of culture shock - or
critical incident helps us to unveil the sensitive zones, which are cultural domains of
particular importance, susceptible to become a source of tension in intercultural contact.

e. Where do the incidents come from?
This is indeed what we did for the Healthy Diversity project, interviewing and asking health
care professionals, auxiliaries, administrative staff, patients and their relatives in Austria,
UK, France, Italy, Denmark and Hungary. The incidents were either collected through
workshops or through individual interviews or the combination of the two. A total of 70
critical incidents have been collected between March and June 2016. We have analysed 50
of these incidents together alongside the narrators. In the following manual you can read
the incidents and how they were interpreted.
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II) What are the sensitive zones in the health sector?
The 60 incidents we analysed evolved around different themes:

1. REPRESENTATIONS AND USES OF THE BODY
The body is indeed the central object of examination in a medical consultation but it is also
a product of culture that can easily introduce challenges and differences.
Even if we can state that culture leaves its print on all bodies, this print differs from one
body to another: we can easily identify clothing fashions, ornaments like body piercing,
tattoo, plastic surgery, or the marks of rites of passage. All of these are ways to mark the
body with culture, or as Le Breton says the body doesn’t exist in a natural way, all cultures
leave traces on them: they either add (tattoo, makeup, scars, jewellery…), remove
(circumcision, excision, epilation, mutilation…) or shape body parts (neck, ears, lips, feet,
skull1).
In the medical environment we can also find this diversity on how bodies can be “treated”,
in which forms they can be approached or touched. The limits of what can be shown or not
can vary, as where the consultation takes place or the expectation on how and when a
doctor can touch a patient (Gynaecological visit in Japan). The body being the centre of
every health activity, professionals have to be aware of the diversity represented by the
bodies they treat: In some of the collected incidents we can find also the body as a taboo
where the patient doesn’t feel comfortable being naked in a waiting room next to another
naked patient or a health worker doesn’t feel comfortable being exposed to naked bodies
(Naked, Urine sample). This taboo of hiding our body comes from a long religious tradition
where the body can be looked upon as sinful and therefore it needs to be hidden. Other
theories as the Terror Management Theory think that our bodies are a source of conflict as
it reminds us how close we are to animals: to differentiate us from the animal kingdom we
use the strategy of “controlling the death-related anxieties by immersing in the world of
cultural meanings and values” and this is one of the reasons why we don’t feel comfortable
in a naked situation that it is perceived as vulnerability, we try to undermine, hide all our
bodily functions and reactions (snoring, farting, burping, sweating).
Hygiene:
Sanitary measures are strict in a hospital and they have protocols to follow for every
procedure, but the cultural concept of what can be considered ‘dirty’ or ‘clean’ can largely
differ within a culture to another. What’s more, the idea of physical cleanliness has
generally a moral connotation, expressed by the notion of purity (Religion at the docks,
Hairy Patient). In Coarse Salt the narrow concept of hygiene is contrasted with the more
transcendental interpretation of purity during the performance of a cleansing ritual
consisting in covering the hospital floor with salt. For the patients the salt should contribute
to cleaning the space of the bad spirits – vibes that contribute to the illness, whereas from
the point of view of the hospital the salt on the floor is a threat to hygiene rules.

1

http://www.la-croix.com/Culture/Expositions/David-Le-Breton-Par-le-tatouage-chacun-se-bricole-un-mythe-personnel2014-08-07-1189152
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Critical incidents about Representations and uses of the body
Gynaecological visit in Japan
Naked
Urine Sample
Religion at the dock
Sex with patients
Disable access
Hairy Patient

FR
AU
AU
IT
AU
UK
HU

2. PREJUDICE, CULTURALISATION, DISCRIMINATION
The effects of bias in perception and information processing can be noted virtually in all the
incidents we collected, but in some incidents they are the central issue. In particular
different forms of prejudice (emotionally loaded attitudes created towards members of
cultural/social groups) can be identified as motives in behaviour.
Anticipation of prejudice in others
In several cases members of minority groups anticipate the prejudice that others will have
towards them. Such anticipation motivates the AIDS patient in Germs in blood to hide his
illness. In C like C (HU) a gypsy patient with conterminous Hepatitis C was feeling
discriminated against because he thought the letter C on the machine was for C in “cigany”
the Hungarian word for Gypsy.
Perception of prejudice one triggers in others
Prejudice is not only anticipated, but sometimes becomes manifest, and these
manifestations can range from very subtle to blatant open remarks. In Embarrassed
physician (DK) a patient with disability meets a vicarious GP looking surprised and
uncomfortable about the disability.
Culturalisation and culture blindness – enforcement or denial of cultural factors
Superficial or uncertain awareness of cultural differences sometimes induces the
interpretation of cultural factors even in moments where other – usually situational or
personal - factors are at play. Such interpretations can become extremely harmful when the
cultural explanation implies a reason for non-intervention. In Domestic abuse (UK), the
social workers decide not to take action when a British Indian woman declares being abused
by her husband, because they suspect a cultural factor behind the abuse.
The opposite error can also happen: cultural practices are sometimes interpreted as
personal traits. In Baby massage (FR) the energetic movements of an African mother giving
a massage to her baby are interpreted as proof of aggression.
Both errors can be connected with what Ross denoted as the fundamental attribution
mistake and which implies that humans have a bias towards internal explanations as
opposed to situational ones when they interpret the behaviour of a fellow human (Ross
1977).
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Discrimination
If open manifestations of prejudice and discrimination are rarer, they still happen, within
the medical staff, and within patients against the medical staff, in both directions. The
gravity of these situations lies in the fact that here the prejudice held leads to discriminatory
action. In The Insult (DK) a healthcare student from migrant parents is confronted with the
unfair discriminatory attitude of a clinical supervisor. In The complaint (DK) a Danish nurse
with foreign origins receives complaints from a patient's daughter, though she seems to
have committed no fault beyond that of being different. In Gloves (IT) the young
gynaecologist intern is shocked when his experienced colleague decides to wear gloves for
the only reason he was examining an immigrant woman.

Critical incidents about Prejudice, culturalisation and discrimination
C Like C
Germs in blood
Embarrassed physician
Domestic abuse
Baby massage
The Insult
The complaint
Pregnant woman in Lampedusa
Baby drinks poison

HU
AU
DK
UK
FR
DK
DK
IT
HU

3. DEATH, MOURNING
Death is a difficult issue in hospital because it needs to be handled carefully, due to the
sensitivity of the persons, their representations of this moment and also how they perceive
this moment and the rituals around it. Also to consider the many differences between what
the science defines as “death” and the time the relatives need to process the information.
When the medical staff have to communicate with the loved ones about the death of a
relative (or prepare them for) the communication between these actors is complicated, not
only because of the sensitivity of the matter but there is also a confrontation of discourses
about physical / scientist vs spiritual representation of death. We found also challenges not
only with patients but their relatives and their own fear of death, one nurse being shocked
by the wife of a terminal patient that never saw a dead body and “actually asked the
relatives permission to see the dead body in order to experience what a dead body looks
like”(Turkish terminal patient).
As people do not have the same perception and ideas upon death, the way to deal with the
aftermath of it can differ among people and cultures, which will determine the actions to
carry out after the death of an individual, based on the different beliefs about what is after
life (Death of a child).
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The understanding of a patient or his relatives regarding such issues is crucial, but it can
actually appear that it is not easy to talk about this, or to be a bridge between relatives and
patient, moreover when the western medical point of view confronts another culture (End
of life).

Critical incidents about Death and mourning
Turkish terminal patient
Death of a child
Deceased child
End of life

DK
FR
UK
UK

4. INDIVIDUALISM, COLLECTIVISM, ROLE OF THE FAMILIES
In European Western societies we tend to have an individualist orientation, meaning that
we decide what the best is for us and for our loved ones. Our needs become the priority
over those of the society or the community we belong to. But other societies have a
collectivist orientation where individual freedom to choose is less important than
relationships and socially valued behaviour.
Individualism: Preference for a loosely-knit social framework in which individuals are
expected to take care of only themselves and their immediate families. Its opposite,
collectivism, represents a preference for a tightly-knit framework in society in which
individuals can expect their relatives or members of a particular in-group to look after them
in exchange for unquestioning loyalty. A society's position on this dimension is reflected in
to what extent people’s self-image is defined in terms of “I” or “we.”(Hofstede 1998)
When a patient gets hospitalised, family support is important but it may easily become an
over presence in the room, or interfere with procedures or treatment by the health care
staff. Also, it is important to consider the variable perimeter of family, which can be really
extended with even members from the community (Homecare in Roma family , Chicken
stew for granny).
When it comes to communication, we have to remember that sometimes if the patient is
not able to be the interlocutor we have to deal with the family exclusively. It is thus
necessary to understand how the family or the community is organised and which part
every individual has to play in order to make the communication easier (Roma consultation)

Traditional / Normative family roles
Cultural differences between doctors and their patients are common and may have
important implications for the clinical encounter. A doctor is responsible for his patient but
outside hospital walls’ he finds his limitation. We found in our critical incidents collection
some disconnection between the responsibilities assigned or assumed by the medical staff
and the relatives of the patient. We can understand the position of the medical staff
11

shocked by what they judge as lack of responsibility or the lack of interest from the relatives
towards a patient (Baby drinks poison, Parents health responsibility) as family roles are
agreed upon societal rules and there are specific expectations on what is appropriate or
inappropriate in a particular society.

Critical incidents about Individualism, collectivism, role of the families
Homecare in Roma Family
Chicken Stew for Granny
Roma Consultation
Parents Health Responsability
Father and son
The Teacher
Gratitude
Illiterate woman
The desperate woman

DK
HU
FR
IT
AU
AU
IT
AU
DK

5. GENDER
Gender refers to the “socially-constructed set of expectations, behaviours and activities of
women and men, which are attributed to them on the basis of their sex” 2. Social
expectations regarding any given set of gender roles depend on a particular socio-economic,
political and cultural context and are affected by other factors including race, ethnicity,
class, sexual orientation and age. Gender roles are learned and vary widely within and
between different human societies, and change over time.
Not only gender is socially constructed, but it is a highly sensitive subject virtually in
all cultures. Jokes about sexuality are felt very offensive (e.g. The birthmark, HU) and people
are threatened by manifestations of gender differing from theirs.
According to Hofstede, conceptions and approaches to gender constitute one of the most
important ways in which societies differ, so much so that he referred to it as the “taboo
dimension” (Hofstede 1998). Accordingto his findings, it is possible to measure a culture’s
general (statistical) tendency of being oriented towards values classically considered
masculine or feminine. This distinction however has limited applicability, as the content of
what is considered classically “feminine” or “masculine” has so much cultural diversity, that
it reduces their strength as meaningful categories. Nevertheless, Hofstede identified
another dimension, which consists in the degree of preference towards more or less
differentiation between gender roles and in general prescriptions according to gender. For
a coherent denomination we’ll refer to these tendencies as high gender differentiation and
low gender differentiation. Differentiation can refer to a great variety of practices and
behaviour: professional choices of men and women, rules of interaction and politeness,
dress codes, uses of space, roles within the family and also power distribution. Adepts of
the different orientations do not perceive these differences as “harmless” manifestations of
2

http://www.coe.int/en/web/compass/gender
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cultural diversity, rather as threats to important values thus reasons for judgment. From
the perspective of low-differentiation, the emphasis on traditional roles is perceived as
“backwards” and often as a sign of women’s oppression. From the other perspective, the
overlap of definitions of masculine and feminine is perceived as a threat to morality, purity
and a traditional concept of the family.
We have observed such differentiation on three levels in the collected incidents:
Difference in self-presentation, dress codes and communication rules
The higher the preference for differentiation between men and women the more
differences are expected between them on a variety of levels. How people present
themselves, how they dress up and how they communicate constitutes a first layer of
differences. In Consultation in Burqa (FR) difficulties arise because the dress code of the
patient requires that all her skin is covered in the presence of men she’s not related to. In
the same cultural / religious group men do not need to cover all their skin: their skin is not
considered as a sensitive part of the body, whereas the whole of the female body is
considered as such. Cultures with a preference towards low differentiation are very
suspicious of such practices, and expect it to be a sign of the oppression of women.
Regulation of interaction and physical separation
The differentiation of gender roles usually implies prescriptions for the interactions
between men and women: how they can speak to each other, exchange eye contact or
physical contact. Shaking hands (AU) for example illustrates the tensions triggered from
interaction rules, which forbid physical contact between man and woman. The separation is
sometimes marked by the clear spatial demarcation for men and women, which forbids
unrelated man and woman to be in the same room if no third party is there (Turkish
terminal patient, DK, Madam Doctor, IT). Finally, the need of separation is sometimes
connected to specific moments connected to the health or biological cycle of women (e.g.
The Period, FR).
Roles and power positions
As basic principles of social organisation, representations related to gender are inextricably
connected to the questions of power relations, hierarchy and also to the dimension of
individualism and collectivism. In everyday perception these dimensions are fused and to
the detriment of a more analytical observation interaction often results in the judgmental
conclusions about sexism and lack of emancipation of women. In No voice (UK) the
professional wishes she could assist a lady of Indian origin and her daughters in standing up
for themselves and declaring their desires – interpreting the lack of individual selfexpression as a lack of emancipation.
Critical incidents about Gender
The Birthmark
Shaking hands
Madam Doctor
The Period

HU
AU
IT
FR
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6. HIERARCHY, POWER DISTANCE
This dimension expresses the degree to which the less powerful members of a society
accept and expect that power is distributed unequally. The fundamental issue here is how a
society handles inequalities among people. People in societies exhibiting a large degree of
power distance accept a hierarchical order in which everybody has a place and which needs
no further justification. In societies with low power distance, people strive to equalise the
distribution of power and demand justification for inequalities of power.
The healthcare domain is characterised by a very hierarchical structure. Rules and chain of
authority are fixed and in the internal organisation these roles are clear. Despite the
transparence of the hierarchy we found in several of the analysed incidents that this
hierarchical dimension could also bring confusion, misunderstanding and questioning.
Relationship with patients
In a healthcare situation, the doctor or nurse get an authoritarian position by the status and
decorum (dress code, white coat, diplomas etc…). They have the knowledge in the health
domain and superiority over the patient. Based on this relationship the patients have
specific expectations on how a doctor should behave, and vice versa, and when these
expectations are not fulfilled it might appear as a shock (substance misuse) or negative
reaction (homeless patient). A profession - such as a medical doctor -also adds to status,
thus a relationship between doctor and patient by definition is asymmetrical, but we also
need to keep in mind that two types of hierarchies can be present and it might lead to a
conflict: we can take as an example Madam Doctor (IT) where not only the gender
dimension operates but also the fact that the patient is an older Italian male who refuses
examination from a young female intern and rather wants to be examined by the older
experienced male doctor. This manifestation of hierarchy appeared several times in our
incidents collection: the distance that a medical speech creates between professionals and
the families sometime can lead to a misunderstanding (The Interpretation mistake) as
families do not dare to ask more detail or ask the doctor to repeat himself. In this incident
the intern also tries to resolve the situation but the doctor in charge makes it very clear that
he does not want to interfere in the translator’s job: the division of tasks and responsibilities
seems to be very clear for the doctor and he assumes that his part is well accomplished with
no need of any kind of clarification.
Relations within staff
Even between the health care staff different positions exist following a structural
organisation with levels of authority. But these positions can actually lead to possible abuse
when a decision is taken by a superior without taking into account the word of the
subordinate as we analysed (in the incident The insult) the difference of power between the
doctor’s words and the intern’s.

Critical incidents about Hierarchy and Power Distance
Substance misuse

UK
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Homeless patient
The interpretation mistake
The insult
Administering Care
Death among family members

HU
DK
DK
UK
AU

7. SELF SHOCK, IDENTITY THREAT
Most critical incidents imply a certain threat to our identities, confronting us with a negative
representation of ourselves, either through our own observation or through the image the
other people reflect on us. Some of the incidents are situations in which the protagonists
are unable to present or maintain the identities they wish to present – the self as
competent, decent, knowledgeable, polite, modern, etc. Even if these identity threats are
often found in second layer, underneath the main theme of the incident (such as religion or
gender) we think they are important keys to explain the intense defensive reaction that we
can witness in such situations.
Identity threats can happen on the patients’ side, as a consequence of manifestations of
prejudice and discrimination when the person is suddenly reduced to one aspect of their
identities (see The assault, Embarrassed GP). Tensions can also arise between different
representations connected to one’s identities: in Period a young woman of Indian origin is
confronted with a traditional Indian representation of women during menstruation, a
representation she does not have but that is reflected on her through her Indian origins.
The self–shocks of the professionals are particularly frequent in intercultural situations, and
can happen along different lines:
Proximity of identities: tension between separation and identification
In Cleaning a peer (AU) the narrator is torn between the posture of the professional and the
friend. To clean the faeces off the erect penis of a peer could be a professional gesture,
based on a proper distance, but there are too many connecting points between himself and
the patient, and maintaining the distance becomes impossible.
Not a professional, only a woman
Many of the cases where gender identity appears are united by a specific identity threat:
professionals (doctors or nurses) are suddenly reduced to their female identity in
interactions where the patients refuse to be treated by women. As if their studies and
professional expertise could all become irrelevant, and they cannot treat the person - e.g.
Madam doctor,IT
Inability to perform one’s mission (consultation in burqa, FR)
Cultural differences can become an obstacle to performing one’s medical mission even
beyond the gender problem, simply because the other’s reference frame does not make it
possible to accept the treatment. In severe cases this could induce life threatening
situations (e.g. Transfusion, Fed Up) where the professional could fail his / her basic duty. In
other situations the doctors / nurses / paramedics find themselves in a situation where they
cannot perform the actions they need to maintain a sense of efficacy and competence
connected to their professional identity (Death among family members, AU)
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Critical incidents about Self-Shock and identity
Hospital Meals

UK

Cultural assumptions
Fed Up
Consultation in burqa

IT
IT
FR

Cleening a peer

AU

8. RATIONALITY, WORLDVIEWS
Around 15 of the incidents collected are connected to religion or transcendental belief
systems. Their “sensitivity” can be traced to two reasons. First, along the argument of the
“terror management theorists” (Goldenberg 2006:1265) the medical context, or more
generally illness can trigger the need for symbolic defence as a means to fight the existential
anxiety connected to the proximity of death. In such cases the protective buffer created by
belief systems need to be reinforced. Closeness to illness or death is a moment when even
non-practicing people can turn back to their religion and beliefs. The second argument is
brought by Cohen-Emerique (2015:181) according to whom some sensitive zones remind us
of archaisms that we had overcome through modernity.
The rationality of modern
medicine based on scientific method is often represented as a progress transcending the
ancient magical practices. Accordingly, in most cases where religion / transcendent beliefs
appear we see the judgement of irrationality surface. It is important to stress though, we’re
not talking about a distinction between Western and non-Western societies – even if
popular thinking may make that parallel: we use the notion of magico-religious worldview
to refer to all religious / spiritual thinking without distinction concerning the specific religion
or sect. We have noted three different ways magical/religious worldviews can contrast with
scientific / laic representations or explanations:
Priorities
Religion can sometimes threaten the most important priorities medical professionals hold.
In “Jehovah’s Witnesses” (FR) the doctor is instructed by a family of Jehovah’s Witnesses
that their son could not receive transfusion even if it is a question of life and death. For the
family, the threat of transgression of one of the basic rules of their system implies a
symbolic separation from God’s words and the community, which is seen as a greater threat
than the end of physical life. For the doctor, the priority is no doubt the exact opposite.
Maintaining religious practices and rules in all contexts
Another type of transgression to a perceived “rationality” consists in giving religion or
beliefs a place “where it does not belong”. Some European societies –such as France – have
the concept of secularism (laicité) inscribed into their legal framework, with implications on
where religion can be taken into account, where people are allowed to manifest religion and
where they can expect their religious beliefs to be respected, and where they can’t. Even
when explicit legal codes don’t exist, social representation can still assign religion to the
“private” sphere, or to specific places such as the church. The practice of bringing religion
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to all contexts is a different paradigm. In “coarse salt” and “death of a child” religious /
spiritual rituals appear in the hospital space, as a purifying ritual in the first and as a
mourning ritual in the second. In both, the rational, ordered and scientific space of the
hospital is transformed and “invaded” by signs of a different logic.
Impact on social roles and gender
Not only religious practices cross the hospital doors but religious prescriptions governing
the way people should behave towards each other interfere with medical relationships. The
most common examples of such interference converge around the theme of gender. In
“consultation in burqa” for instance the adherence to a desire to separate genders and
avoid physical contact between people of different sexes becomes parallel to the medical
team’s refusal to accommodate such a desire and becomes a threat to the provision of
medical care. (see more in the gender section).
Critical incidents about Rationality and worldviews
Jehovah's witnesses
Coarse Salt
Friday appointments
Jewish reanimation

FR
FR
UK
FR

9. CONCEPTS OF HEALTH, DISEASE AND HEALING
Medical treatment:
Reasons for a patient not accepting treatment are diverse. Some of them are linked to
religious beliefs but also to habits. It takes pragmatism, communication and agility to handle
these situations (Pagan, Hospital medication).
Ethic:
The health domain requires an attitude adapting to situations in order to stay as neutral,
professional and efficient as possible but also not hurting patients (Embarrassed GP) or
relatives, moreover when situations are difficult or serious (Jehovah’s Witnesses,
Transfusion).
Procedure, use of space:
In most of western societies the public spaces are designed in the most practical and
efficient way to facilitate the actions and roles of the citizens but also the actions of those
who are supposed to keep the order3 and discipline among us. From Foucault’s point of
view we can then say that public space is also a political space where our bodies learn to

3 Foucault, M., Discipline and Punish: the birth of the prison New York : Pantheon Books, ©1977.
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discipline themselves, how to move, how to act, how to behave. When bodies do not follow
the expected behaviour it could lead to a conflict or shock.
This behaviour is a cultural code that might not always be shared by all members or in his
case by all hospital visitors: in a hospital, space organisation is clearly thought to help
patients and medical staff for the most efficiency. Thus, some areas have special designation
and their use can differ from one person to another (Coarse Salt, Woman’s duties), but also
some rules have to be respected and well explained to the visitors in order to keep an
adaptive place of work (Arab family with little boy).
Critical incidents about the Concepts of Health, Disease and Healing
Pagan
Hospital medication
A woman duties
Arab family with litlle boy
Urine Sample
Death among family members
Trialogue
Gloves

UK
UK
HU
HU
AU
AU
DK
IT

10. COMMUNICATION
Communication is a transversal sensitive zone that you will find across mostly all of the
Critical Incidents we collected. We decided to make a short presentation of a simple theory
of communication and try to connect it and illustrate what we found in the field.
When we think of communication we don’t think only about the three components
presented below but also about the way they interact with the context to produce a
dominant style of communication. In the health care sector para-verbal, nonverbal and
physical elements are needed to decode a message – this is often referred to as “highcontext communication” as opposed to “low-context” style where meaning is uniquely
derived from the verbal level. The arrangements of furniture, decoration, even the clothes,
are used to create meaning and to decode it. When we don’t share these codes incidents
related to communication can happen, for example if a patient is given the instruction of
giving a urine sample but with no further details the patient cannot know that there is a
specific place (toilet) where this action has to be done (Urine sample).

There are three main elements of communication:
The Content - the meaning (what?)
The content depends on the interaction between the sender, the receiver and the context.
The meaning is co-constructed and negotiated. This implies: an active role of the receiver in
interpreting, giving sense to the message; the importance of the filters, reference frames
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mobilised to give sense to communication acts and the importance of the context. When
the frames of references differ, different meaning is constructed and misunderstanding can
arise (e.g. Homeless Patient (HU) Get me a woman! (HU)).
Relationships (with whom?)
Each act of communication is an occasion to construct, change or maintain the relationship
between the parties. Even the seemingly most insignificant interaction is an occasion to
confirm mutual respect and recognition – in this sense there is no such thing as insignificant
interaction. If this key element of reciprocity, recognition is present in all cultures, the
choreographies of getting there vary dramatically (see section on means). The way
relationships are constituted is informed by other value dimensions, such as the orientation
towards individualism or interdependence and the acceptance of power distance. In social
contexts characterised by a high acceptance of power difference the asymmetry of the
relationships is marked (for example by different codes of addressing each other, different
gestures) whereas in more horizontal settings the interaction rites will try to conceal or
reduce the power differences (for example both parties addressing each other with the
same formality despite difference in age or status). In any case, the different incorporation
of means of communication (gestures, words, distances..) will almost always be interpreted
as information about the intentions of the other and connected with the relational level: a
person stepping too close is seen as aggressive, a person using informal register as
disrespectful etc. (e.g. Arab Doctor, HU)
Means - forms (how?)
Verbal communication: includes the speech, these of metaphors, imagery, use of idioms,
etc. We can see an example with the Danish incident called “the Interpretation mistake”
where an intern finds a big translation misunderstanding and tries to resolve the situation
(For more detail please see under Hierarchy)
Para-verbal communication: the tone, intonation, loudness, rhythm, silences, pauses,
auxiliary sounds (euh…)
Non-verbal communication:
Kinesics: gestures, body posture. In the “the embarrassed GP” incident we can see a general
practitioner that wasn’t expecting a person with disability and cannot hide her surprise, the
narrator tells us “All her body language shows that for some reason my disability is making
her very uncomfortable, perplexed and completely taken by surprise.”
Haptics: physical contact, touch
Proxemics: fine-tuning physical distance in accordance with social relationship and type of
situation. We don’t keep the same distance in a social situation, in an intimate one or in a
professional one. If the prudent distance for someone is not respected it could be perceived
as an invasion of the intimate space and this creates a discomfort. In “Homecare in Roma
family” the narrator tells us “when I arrived to the family´s home, almost at the doorstep the
little daughter threw herself into my arms and tried to hug and kiss me. I was taken by
surprise, while usually patients and their families are not approaching me as if I were a close
friend of the family”.
Physical appearance: presenting yourself
Chronemics: use of time and rhythm
Contextual Communication: use of objects, observation of the environment to communicate
and interpret the situation (e.g. Roma Consultation, Cellphone FR)
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Critical incidents about Communication
Homeless patient
Get me a woman!
Arab doctor
Cellphone
The exclusion
Transfusion

HU
HU
HU
FR
DK
DK

III) How to read the manual?
All the critical incidents come from real experiences of either health professional workers
(doctors, nurses, but also care givers and administrative staff), patients or relatives of
patients, usually implying some challenges.
The situations were analysed together with the narrators according to the analysis grid
developed by Margalit Cohen-Emerique that we have slightly modified. Each incident starts
with the description of what happened and how the narrator reacted, felt. These
descriptions come directly from the narrators.
For each incident we describe who were the actors (narrator and the person(s) provoking
the shock) so you can have an idea of the socio-cultural context. This was not always easy,
as often the narrators don’t have detailed knowledge about the other people in the
situation. However, the bulk of the work consists in unveiling the cultural values, norms
that underlie the behaviour of the narrator and the other protagonist.
In exploring the “cultural references” of the narrator, health sector professionals have
participated actively, helping us identify what their key values were that influenced the
situation. However, when we explore the cultural references of the other people, we are
necessarily in the realm of hypothesis, as these people were not there with us when we
analyzed the incidents.
Our job is to make the most elaborate hypothesis possible, but they do remain hypotheses
and not complete certainties. At this point we usually try to include references to general
cultural domains, opening the perspectives offered by the situation, let’s say to learn about
femininity or health in an intercultural perspective.
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IV) Catalogue of critical incidents
The following table provides an overview of the critical incidents collected in the six
countries, organised by country, narrator and related sensitive zones.
N°

CI Title

Country

1

Death among family
members

Austria

2

Germs in Blood

Austria

3

Urine sample

Austria

4

Cleaning a peer

Austria

5

Father and Son

Austria

6

The Teacher

Austria

7

Naked

Austria

8

Shaking hands

Austria

9

Illiterate woman

Austria

10

Sex with patients

Austria

Narrator

Keywords

paramedic; emergency vehicle /
emergency medicine; death & dying ;
Paramedic
family members mourning; medical
procedure; communication style
paramedic; ambulance service;
infectious diseases; AIDS as stigma,
Paramedic
disclosure requirement; medical
communication
Receptionist reception / waiting room at general
in doctor’s practitioner office; urine; sexual
office
organ; shame; medical space
assisting people with special needs /
Personal multiple impairments; sexuality and
assistant disability; sexuality and care work;
physical contact
mobile nursing / home care; informal
Mobile
caregivers; individualism, abuse of the
nurse
system
mobile nursing / home care; veil;
Mobile
islamophobia; minority identity /
nurse
professional
gynaecologist’s practice; patients
exposing their bodies; sense of
Patient
individualism; medical space; nonverbal communication
aid to refugees; internship /
psychologist in training; disrespect;
Psychologist
break of reciprocity; handshake;
interaction rules
hospital stay; multi-bed room;
collectivism; disrespect; praying;
Patient
medical space; non-verbal
communication
general practitioner; ethics in medical
Doctor’s
practice; communicating with coAssistant workers; professional identity; sexual
relations; sexuality
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11

The Turkish Terminal
Patient

Denmark

Nurse

end of life; family; gender;
communication
cultural-religious concepts for death;
professional responsibility towards all
patients; professionalism /
indifference / irresponsibility;
hierarchy and power distance
ethnic-cultural prejudices; indirect
discrimination; stigmatisation of
ethnic minorities; abuse of power

12

The interpretation
mistake

Denmark

Healthcare
Assistant

13

The insult

Denmark

Healthcare
Assistant

14

The embarrassed GP

Denmark

Patient

15

Homecare in Roma
Family

Denmark

Nurse

16

The Complaint

Denmark

Nurse

17

The liver transplant

Denmark

Cultural
mediator

18

The exclusion

Denmark

Nurse

19

Trialogue

Denmark

Doctor

20

The Desperate
Woman

Denmark

Nurse

21

Jehovas witnesses

France

ER doctor

22

Consultation in Burqa

France

23

Gynecology in Japan

France

Patient

collectivism / individualism; shame;
patient’s case

24

The period

France

Psychologist

collectivism / individualism; gender,
menstruation

prejudice; communication; disrespect;
professional ethics
professional Identity threat
(professional intimidation); medical
space for treatment vs. homecaring;
community-based and cultural
suspicion
ethnocentrism, culturalisation and
discrimination; lack of intercultural
awareness in management;
communication verbal and paraverbal
intercultural communication;
culturalisation, cultural
determination; treatment
communication; diversity
management; body physical and
mental trauma
prejudice; preconception;
communication; hierarchy lack of
empathy
gender; communication; individuality
vs. collectivity; intercultural
competences
religion; blood; Jehova’s witness;
emergency

Anaesthesist gender; religion; dress code

23

25

Roma Consultation

France

Medical
doctor

individualism / collectivism; family;
medical space; communication

26

Coarse salt

France

Nurse

rationalities; hygiene; medical space

27

Jewish Reanimation

France

ER doctor

28

Cellphone

France

Phd student

29

Death of a child

France

Social
worker

children’s death; funeral rites

30

Baby Massage

France

Social
worker

physical contact; babies; babymassage; motherhood

31

A woman's duties

Hungary

Nurse

Sexuality; gender; medical space;
Roma; child birth

32

Arab doctor

Hungary

Patient
advocate

culturalisation; prejudice; gender;
medical communication

33

Get me a woman!

Hungary

Nurse

34

Arab family with little
boy

Hungary

Paramedic

35

The birthmark

Hungary

Patient

36

Baby drinks poison

Hungary

Paramedic

37

C like C

Hungary

Medical
doctor

prejudice; minority identity; medical
communication

38

Chicken stew for
granny

Hungary

Nurse

family; individualism; food; medical
space; Roma

39

Hairy patient

Hungary

Medical
Assistant

body; gender; purity / cleanliness;
medical procedure

40

Homeless patient

Hungary

Medical
doctor

class distance; prejudice; oppressed
identity; medical space; homelessness

41

Cultural Assumptions

Italy

42

Fed up

Italy

43

Gloves

Italy

44

Gratitude

Italy

death; religion; medical ethic
prejudice; discrimination; contextual
communication

gender; sexuality; oppressed identity;
homelessness
medical space; family; child rearing;
immigrant; medical treatment
gender; medical communication;
power distance; body; sexuality
medical communication; class
distance; child rearing

Intercultural pregnancy; religion; gynaecologist;
mediator preconceptions; communication.
oncologist; health treatment; concept
of urgency
gynaecologist; intern; racism; gloves;
Gynaecologist
hygiene; discrimination
Oncologist

Doctor

intern; end of life; family reaction
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intern; urology; hierarchy (elderly);
gender; separation

45

Madam Doctor

Italy

Urologist

46

Parents health and
responsability

Italy

Doctor

47

Pregnant Woman in
Lampedusa

Italy

Cultural
Mediator

refugees; pregnancy; gender;
discrimination

48

Religion at the docks

Italy

Cultural
Mediator

religion; dress code; refugees;
volunteer; communication

49

The code

Italy

50

Administering Care

UK

51

Domestic Abuse

UK

52

Hospital Meals

UK

53

Substance misuse

UK

54

No voice

UK

55

Disable Access

UK

56

End of life

UK

Interpreter end of life; hospital space; unplugging

57

Friday appointments

UK

Podiatrist

religion; communication

58

Hospital Medication

UK

Patient's
relative

language; religion

59

Deceased Child

UK

60

Pagen

UK

family; medical treatment;
responsibility

emergency room; medical procedure;
communication
prejudice-blind to difference;
Patient
illiteracy;
social class
prejudice: culturalisation; treatment
Patient
of difference: particular rules apply;
gender; domestic abuse
preconception: culturalisation; threat
Patient
to cultural identity; autonomy; food
hierarchy; communication style;
Interpreter definition of illness and treatment;
autonomy
family; prejudice: culturalisation; end
Interpreter of life / death; individualism;
emancipation of women
Nurse

Auditor

body; physical disability

Community
death, mourning; food
nurse
Podiatrist

medical treatment; religion; diversity
management

25

Critical Incidents

AUSTRIA
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1. DEATH AMONG FAMILY MEMBERS
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 29.11.2015
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Paramedic; emergency vehicle / emergency medicine
Death & dying
Family members mourning
Medical procedure , communication style

Professional domain
Professional domain of the narrator
Paramedic

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
As a paramedic, I was often confronted with rather ambiguous information when sitting in the
emergency vehicle driving to a potential emergency case, such as: “Patient unconscious.
Maybe. We don't know. Just give it a look.” Receiving this type of information made me feel a
certain kind of alertness, not necessarily nervous but focused on the situation that was to
come, thinking about which measures to be taken, which instruments to be brought along.
One time I arrived at a site with the team – two full-time paramedics, one emergency
physician and me – having only some vague information about a woman being unconscious.
As we entered the woman’s apartment, we were greeted by five to ten people of different
ages and genders who were family members of the patient. They were screaming and crying
desperately while loudly and incessantly talking at us. Because of all the commotion and the
fact, that only one of the people present spoke German, it took a rather long time to figure out
what had happened. The only German-speaking person, the granddaughter, finally explained
to us that her grandmother had simply fallen over and lost consciousness. It took ages before
we were led into the room of the patient. From one look at her I confirmed that she was not
unconscious but dead. Her gaze was fixed and empty and she was lying completely still in a
very unnatural pose. Clearly dead. While we had to perform the standard measures (taking her
pulse, preparing the defibrillator etc.) the entire family was continuously screaming at us and
looking at us imploringly. Due to the language barrier, I can only assume that they were
begging us for help. We asked them to leave the room and let us do our job many times, with
increasing determination, before they responded to our request. Again, this “discussion” took
quite a while due to the language barrier and because the granddaughter had to translate.
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Finally, after the family had left the room with one of my colleagues, we started resuscitation.
I could hear loud voices from the other room while performing the resuscitation measures –
which were destined to fail since the patient had already been dead for over half an hour.
I was left with a very confused feeling. I was also baffled by the fact that the family had
wasted so much time screaming and crying, instead of trying to help the grandmother by
trying to resuscitate her. They didn’t even try to make her comfortable since they thought she
was unconscious. They let her just lie there. All the family members had been waiting at the
door when we arrived. No one stayed with the grandmother. Instead of helping they even
made our work somewhat impossible. What was even more confusing to me, was that while
they were not doing anything to help the grandmother, the family members seemed in grave
emotional distress.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
The narrator of the incident is an Austrian-born, German-speaking male, who has been living
in Vienna for his entire life. He describes himself as agnostic, having been raised in a
traditionally Catholic country by Catholic parents who were not actively practising, yet having
attended a Catholic primary school. At the time of the incident he was twenty years old, a
high-school graduate and working full-time as paramedic. Thus, he was professionally trained
within the Austrian health care system (adherence to a Western system of medicine and
treating patients according to medical indication, diagnosis and professional procedure). His
social background can be described as middle-class.
2. Para-medic team members
The narrator was working with a team of two other trained paramedics and one emergency
physician, all male, in their 30s, Austrian nationals and German speaking. The team was
working together on a regular basis except for the narrator who had only known the others by
sight. The paramedics working on emergency vehicles are specifically trained and choose to do
emergency cases. In this sense the narrator describes paramedics working on emergency
vehicles as “a specific type of people”.
3. Family members
The other protagonists were family members of an elderly woman (80+) who died, having had
a long history of health issues. The family members were the woman’s children and their
spouses, males and females of varied ages, between 30 and 40 years old, one granddaughter
around 18 years and the only German-speaking relative present. All the others spoke a Slavic
language, their national background being a former Yugoslavian country. Aside from the
woman’s children and granddaughter there were also members from the extended family
present, such as nephews and nieces. From the living conditions (district, type of housing,
interior) it can be deducted that the elderly woman came from a working-class background.
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The narrator of the story has no recollection of the specific country or region the family
members came from or of any signs in the apartment of the religion practiced by the dying
woman.
Aside from all the protagonists living in the same city, there are not many connections
between the professionals and the family members. They do not share a common language
(except from one family member). While the professional identities of the emergency team
are core in the situation at hand, the relatives are mainly defined by their familial connection
to the dying woman. We have no knowledge about their professional identities or other
relevant personal characteristics aside from being related to the dying woman.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
1. Physical context
The incident happened in an apartment in Vienna, situated in a block of council flats in a
district that is still within central Vienna but not located especially close to the city centre. The
district can be described as traditional working-class living area which has been widely
populated in the last 30 years by migrant families mainly from Turkey and the Ex-Yugoslavian
countries.
The apartment belonged to an elderly woman and was made up of two rooms of a
considerable size that felt narrow and cramped to the narrator with all the people present.
The dying woman was lying on the floor in her bedroom while the paramedics were greeted at
the door by all the other people present and then moved to the living room, subsequently
being led to the bedroom, again with all people present accompanying them.
2. Psychological context
The narrator describes the atmosphere as being very loud and agitated. People were talking at
once in a Slavic language. The narrator himself was in an alert stage, working an emergency
case but not knowing beforehand what type of situation he would be confronted with and
what type of medical measures he would have to perform.
The family members present were in a shocked, distraught and very emotional state.
3. Social context
In Austria and especially in its capital there is a long tradition of people from Yugoslavia and
later former Yugoslavian countries settling. From the 1960s onwards mostly male workers
from Yugoslavia were recruited to work in Austria, with a view to returning to their countries
of origin after a period of work. Following the war and dissolution of the Yugoslavian state and
subsequently war in Kosovo a great number of people sought refuge in Austria. Currently
about 8% of the Viennese population are of migrant background from countries in former
Yugoslavia. Taken together, migrants from Bosnia and Herzegovina, Croatia and Serbia
including Montenegro comprise of the biggest migrant group in Vienna, followed by migrants
from Turkey and Germany.
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When groups of “foreigners” or “migrants” are being invoked in stereotypical representations
or political debates, people with origins in Ex-Yugoslavian countries are constituted as one
main group as well as people from Turkish origins.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was put off by the family members’ inactivity concerning the dying woman. He
couldn’t understand why none of the family members stayed with the dying patient while the
paramedics arrived, and that she was simply lying on the floor in an awkward pose, having
fallen down, without being tended to. He felt stunned that the family members did not
support the patient with a cushion or a glass of water.
Moreover, he was irritated by the very emotional state of the family members present
seemed to be in, their loud and very uninhibited demeanour and their lack of consideration
for the medical professionals who were there to treat the patient. He felt disturbed in his
work mode – his normal way of assisting people in need of paramedic support. In a typical
situation, the paramedic would have gone to the patient immediately without distraction from
relatives or circumstances. He felt anxious since everything was taking so long and was also
getting impatient.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Preference for a direct communication style
 Communication pathways were disturbed – typically paramedics expect short and clear
information about the patient (medication, medical history, food and drinks, what
happened) which could not be given. Not having this type of information impedes
paramedics’ work and can decrease the quality of care. Language barriers played a part
in the disturbance of communication pathways.
 The narrator exhibits a disdain for the uncertainty of the situation. He is oriented
towards clear verbal information, which indicates to him how to react.
Professional procedure handling life and death / style of medical treatment
 By not complying with the paramedics’ expectations (quick communication of relevant
information and leaving the room for resuscitation etc.) the family was perceived as
disturbing the professionals’ work. The narrator’s sense of professional conduct was
threatened.
 On the other hand, some of these procedures serve to protect relatives: they should
not watch the patient die, being injured, being treated (or see mistakes the paramedics
make). This illuminates the narrator’s adherence to a Western style of medical
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treatment. It is customary that patients visit the doctor on their own and are treated
on their own. Medical information is considered highly confidential.
Death is a matter commonly handled by medical experts and institutions; their
established procedures are considered most promising to keep death from happening.
At the same time death is seen as something inevitable and logical at a certain point in
life, when a patient is old and has had prior health issues.
The family members did not follow the narrator’s rationale of how to handle critical
situations. His value of being able to prioritise what is important and what not was
questioned. Confronted with the breakdown of a patient, the narrator values staying
rational, acting thoughtfully and goal-oriented. He has a clear vision of the things that
shall be done in order to improve the health of a patient. While he recognizes, that he
might be less incapacitated confronted with an emergency situation due to his training,
he questions why the family members did not even do simple things to help the
patient. Being emotionally distraught while not taking action to aid the patient is
irrational to him.
Professional experience of time for paramedics is different than for other professionals
because every minute counts. Therefore, every minute that passes not leading to the
aid of the patient (in the expected way) is experienced as extremely long period.

Conception of family and role of family members
 The narrator’s expectation of the role of relatives was not met because the family
members should have helped or pathed the way for the paramedics to work. On the
other hand, he was bewildered by the state of agitation of the people present were in,
since it conflicted with his notion of family. This shows that he has a clear view of who
(which family members) is entitled to mourn. Mourning excessively for a distant
relative (aunt, cousin etc.) does not fit his picture.
 The narrator’s vision of empathy means being emotional about someone while staying
with the person or assisting the person in need. The way in which the family members
expressed their emotions collides with the narrator’s view of empathy and caring for a
loved one. Caring means helping the person physically, not collectively expressing
one’s emotions in a dramatic fashion.
Approaching life and death / practices of mourning
 Mourning seems to be something that is more authentic when done individually.
 On the other hand, the expression of devastation conflicted with how the narrator has
learned to interpret cases of dying patients. There is an implicit rule for paramedics not
to mourn, if a patient is old and dies, because that happens routinely. It would not be
bearable to be distraught by every patient that dies. Paramedics are only “allowed” to
be emotional, when a younger person dies. While this can be attributed to professional
practice of handling the type of work emergency paramedics do, it also sheds light on
ideas about life and death. Death is considered something that will happen eventually
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in the process of aging. When death is rationally within the scope of imagination for a
certain person, loss should not be considered as dramatic as when people die
unexpectedly.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative image: irrational; loud; emotional; in the way; chaotic; not understandable

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Expression of emotions
 Sadness is expressed collectively (maybe even in the sense of a collective act) instead
of individually.
 A loud, ongoing expression of agony and agitation is an acknowledgement of the
patient and a sign of respect, love or care.
 Furthermore, by loudly expressing agony and agitation the family members signal to
the paramedics that the situation is critical and needs their attention. They turn to
indirect communication; this may be exacerbated by the language barrier.
Family solidarity
 Orientation towards collectivism: Families do everything together, answer the door
together etc. Family represents the basic unit of social organisation.
 Importance of family members is not defined by degree of relation, i.e. the
relationship between niece and aunt is not per se less meaningful than the relationship
between mother and daughter. Rather familial solidarity and cohesion encompasses all
family members in a strong way and the notion of family includes extended family.
 The collective demonstration of sorrow can also be understood as pointing to the
central position the grandmother fulfilled in this family. If the grandmother was a
primary person holding the collective together, her demise can be perceived as
threat to the collective order. Death is most upsetting for a social group, if it concerns
a member primal for social organisation. This order or sense of community then needs
to be re-enacted or reproduced by a collective demonstration of loss or pain.
Representation of death
 A concept of death as threatening to the community could be linked to the family
members’ collective display of agitation. Their actions then serve to re-establish
community in the face of death. Moreover, the incident may be understood as starting
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point for a ceremonial process; collective agitation as necessary precursor for
mourning and mortuary procedures.
The family members’ restraint in tending to the grandmother physically might point to
taboos concerning the touching of a dying body. On the one hand, physically being in
contact with illness and death by touching the grandmother could be a taboo. On the
other hand, the family maybe did not dare to touch the body so as not to hurt her /
do harm. This could point to a fear of being accused for not doing the right thing or
being responsible for the grandmother’s death. Such a fear can be tied to their migrant
status – insecurities of how to behave in novel contexts but also experiences of being
blamed and stigmatised.
The soul is more important than the body. There is not so much need to deal with the
dead body as such, but rather to mourn emotionally. Caring for the broken down
patient is not manifested in getting a cushion or a glass of water, but in reaching an
alarmed mental state that is expressed collectively in a vehement manner.
Difference between biological death and social death: While the narrator holds on to
the idea of death as an event which happens at an identifiable moment in time, the
family members might approach the sickening and dying of the grandmother as a
process that is extending well over the described timeframe of the incident.

Acculturation
 The family members, who for the most part are not able to communicate with the
paramedics via spoken language, try to enact the proper way of handling an
emergency case as they imagine it to be. Thus, they might not be following exactly
their own cultural procedures of dealing with sickness and death by fear of going
against local expectations. On the other hand, it could be that the family members, like
the paramedics, feel disturbed at their way of dealing with the situation and dare not
follow their rules with the medical experts present. This attempt of bridging learned
cultural procedures with assumed ways in Austria (in a context with medical experts)
might contribute to a conflict of practices for the family members.
 It might also be possible that the situation is so exceptional for the family members,
that there are no clear rules and ideas what to do and how to act.
Professional procedure handling life and death / medical expertise
 The family members consider the arrival of paramedics as experts in this situation. The
paramedics are waited for in order for the patient to receive help. In this sense the
relatives trust in the trained professionals and the emergency care system and do not
try to take over themselves.
Experience of time
 Time is experienced differently by the family members than by the paramedics. The
duration of certain acts is not experienced as crucial or detrimental to the health of the
patient. There might be a difference between the professional experience of time
(“every second counts”) and the layperson’s experience. The family members might be
experiencing time in a polychromic way differing from the linear sense of the
paramedics by which time is experienced as one action following another.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1) Dealing with patients’ relatives
 In critical medical situations, the professional attitude towards communication and
time may clash with the attitudes of the general public (patients, relatives), who find
themselves in exceptional situations in which they are over-emotional. Emergency
situations are somewhat routine for paramedics as they have specific procedures of
conduct. Laypersons, who are present, might not know about these procedures or not
find themselves in a state in which they can comply with them. This incongruence does
not mean that the relatives will not try to aid the professionals in a different way. At
the same time resuscitating a patient is never routine, not even for long-term
emergency paramedics. So, these situations are always characterised by a sense of
tension for all people involved.
 The typical way to deal with relatives is to send them away while the paramedic team
works, so that they don’t watch critical situations or listen to discussions. The focus is
on the patient and not the relatives or bystanders present. When death occurs (is
confirmed), the medical staff’s job is thought to be over. Dealing with relatives, who
are mourning and in pain, is usually considered as a nuisance rather than professional
task.
 Paramedics rely on verbal (quite specific) information. Their work is altered when
certain types of information is lacking. Language barriers between paramedics and
patients can be detrimental to the care they are able to give to patients. Yet they have
to perform lifesaving measures quickly even when relevant information is missing.
 Paramedics regularly have to work in dire circumstances (loud sounds, cramped or
inaccessible places, agitated bystanders).
 Professional training could increasingly focus on how to deal with relatives in critical
situations and how to better understand their needs. Aside from improving the
relatives’ experience, this could strengthen the staff’s capacity to follow professional
procedures while at the same time attending to relatives.
2) Different cultural attitudes towards death / Coping strategies in emergency situations
 Dying is managed professionally yet it happens at the private home of a patient with
her relatives present (bridging the public and the private). The professional equation of
old age with death (that is also common in Western approaches to dying) and its
implication for authentic mourning, collide with the family’s experience and
demonstration of loss and sorrow.
 Relatives’ taboos concerning the touching of a dying body as well as their insecurities
on how to handle unconscious or dying bodies might clash with a professional
paramedic approach towards these bodies.
 Different experiences of time: professional time vs. layperson time, linear time vs.
polychronic time
 Difference between biological death and social death as well as between death as
event and death as process.
3) Orientation towards professional conduct vs. orientation towards familial solidarity
34






Discrepancy between the professionals’ definition of a situation (unconscious woman /
dead woman) and the family members’ experience. While the paramedics aim to
professionally deal with the emergency at hand, the family members might need
additional information, clear instructions on what to do or an acknowledgement that
the grandmother really has died.
Conflicts between the orientation of paramedics and the orientation of family
members
Conflicts arising from the family members’ efforts to comply with local expectations,
or, respectively, their insecurity on how to act.
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2. GERMS IN THE BLOOD
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 29.11.2015
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Paramedic; ambulance service
Infectious diseases
AIDS as stigma
Disclosure requirement
Medical communication

Professional domain
Professional domain of the narrator
Paramedic

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
The incident happened during the moving of a sick person by ambulance when I was working
as a paramedic. It was my duty to fill out a questionnaire on the patient, taking down their
name, age, insurance policy number and the reason (medical indication) for them being
transported by an ambulance. This medical indication had to be communicated to the
insurance company or without a recognised indication the patient would have had to pay €75
for the drive. This day a young, very friendly, yet pale and unwell-looking man was being
transported. Our chat and the filling out of the questionnaire was very pleasant up to the
point where I asked him, why he was being transported. Suddenly he made the situation very
awkward by beating around the bush and becoming vague and evasive. I therefore told him
that I did not want to interrogate him and that he just had to tell me something so that we
could come up with some kind of medical indication together. Agonizingly he told me he had
“an illness of the blood”. I asked him to specify, since that was no medically sound term or way
of describing a condition. Worn out he said there were “germs in his blood”. I decided not to
press him any further, even though “germs in the blood” was not a sound answer for the
questionnaire either.
It made me wonder, since it had never happened before, if anybody else had reacted to the
filling out of the questionnaire in this way. People would tell me the most intimate details or
simply hand me their medical report. While his making the situation so awkward astonished
me, I also felt that it was his duty to tell me his condition since I was a medical professional
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and I couldn’t let it be. When we arrived at the hospital I went up to the nurse and asked her if
she knew of the patient’s condition. She answered without hesitation: “Oh him, he has AIDS.”
After receiving this information, I was even more shocked that he would not tell me. Didn’t he
know himself? Was AIDS still such a taboo that he wouldn’t even disclose it in a medical
setting? How did he not trust me as paramedic to handle the situation in a way that was not
uncomfortable for him?

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
The narrator of the incident is an Austrian-born, German-speaking male, who has been living
in Vienna for his entire life. He identifies as heterosexual with politically liberal views. At the
time of the incident he was twenty years old, a high-school graduate, working full-time as
paramedic. His social background can be described as middle-class.

2. Patient being transported
The patient is male, presumably an Austrian national (he speaks German with no accent), in
his 20s to 30s. He was pale looking and sickish when picked up for transportation. He is living
in Vienna. Judging from the look of his apartment building, the area he is living in and his
appearance he seems well off and presumably of a middle-class background.
There is no extensive information on the social identity of the patient. There can, therefore,
only be speculation about the connection between the narrator and the patient, i.e. regarding
sexual preference, political orientation or level of schooling. Both are male, Austrian and
belong to a similar age category. The main difference between them are their roles i.e. a
medical professional (who seems entitled to ask and know about the other person) and
patient (who is expected to tell and share intimate details).

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
A patient was being picked up in front of his house, an apartment building in Vienna, by an
ambulance. The patient was to be transported to a hospital as part of a scheduled transport
not an emergency ride. The vehicle was driven by one member of the paramedic team, while
the other, the narrator, was riding inside with the patient. The drive was about 20 to 30
minutes long. In the beginning the narrator and the patient were making small talk and getting
along quite fine. Then the narrator informed the patient that he had to ask him a couple of
questions in order to fill out a questionnaire which was to be given to the insurance company.
The completion of the questionnaire was mandatory. Questions included name, insurance
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policy and medical indication for being transported by the ambulance. Without a proper
indication the patient would have had to pay €75 for the drive, with an indication the
insurance company would pay.
Usually, patients being transported would just give the doctor’s letter to the paramedic. In his
experience patients were not shy at all, but rather told him almost everything, even things he
had never asked. He attributed that to the fact that he was a trained professional, a member
of the medical system, thereby seen as reliable. Moreover, sharing medically relevant
information is considered beneficial for treatment and general quality of care. It had never
happened to the narrator before that answering the questionnaire was considered
problematic.
AIDS treatment: history of prejudice and discrimination
Infection with HIV/AIDS is one of the most socially charged medical conditions, creating a
broad spectrum of negative consequences for people infected with the virus. The term “social
AIDS” points to the various social ramifications accompanying an HIV/AIDS diagnosis.
There is, unfortunately, a long ongoing history of people with HIV/AIDS being stigmatized and
discriminated against in working life, but also in health care institutions. Patients report
insults by medical staff, refusal of treatment as well as inferior treatment i.e. longer waiting
hours. Even trained medical staff who work according to high hygiene requirements and know
about myths of contagion may exhibit the view that caring for HIV/AIDS-patients is potentially
dangerous.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was astonished and very curious at the same time. During the incident he also
felt uncomfortable as this was an awkward situation.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Professionalism:
 The patient made it impossible for the narrator to fulfil his task.
 Not fulfilling his tasks might be associated with fear of making a mistake; the culture of
making mistakes within medicine / in hospital contexts not being a well-established
one.
 Furthermore, the patient was challenging him as professional, by not following his
requests, thereby not accepting his position and professional duties.
 Finally, the behaviour was unexpected because it almost never happens that patients
withhold required information from paramedics. Consequently, the narrator was
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unsure of how to act and what to put on the form.
Value of information and disclosure:
 Especially in the health care sector disclosing information contributes to the quality of
care but also protects the professionals working in this area (i.e. protocol for infectious
diseases).
 The medical system, and the people working in it, exert control over the patients,
generating a hierarchical system in which it is normal for one party to open up, while
the other shares no personal information, but guides the actions of the former.
 The narrator further exhibits an orientation towards curiosity; This being associated
with a necessary precondition for learning, gaining knowledge and making sense of the
world.
 Value of Authenticity: The narrator felt that something was off because of the patient's
evasive and awkward behaviour.
Orientation towards order, structure and bureaucracy: The form needs to be completed even
when an individual feels uncomfortable during this process. There should not be any individual
change in the process. While pointing to the narrator’s values this also sheds light on the
functioning of the Austrian medical system, which does not accept incomplete forms. There is
no sidestepping of bureaucratic procedure.
Being helpful; orientation towards individual negotiation:
While completion of the form was mandatory, the narrator would have been happy to bend
the rules a little or to format the patient’s answer to fit the criteria of medical indication.
Despite this the patient did not play along and did not seem appreciative of his efforts and his
offer to help was rejected.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Holding back information, defensive, evasive, incomprehensible, yet friendly and likeable.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Fear of being discriminated against due to the stigma associated with AIDS:
 AIDS is still associated with groups of people considered high-risk such as homosexuals,
drug users or people who are sexually adventurous (whatever that may mean). Thus,
disclosing that one has AIDS might lead to being thought as belonging to one of these
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groups. On the one hand, membership in these groups is often associated with
negative stereotypes and forms of discrimination, which the patient could try to avoid.
On the other hand, he could also reject being labelled as a member of a specific group
altogether.
Stigma: Negative conversations on AIDS further identifies it as death sentence. People
diagnosed with AIDS are viciously blamed to have brought on the disease themselves
by engaging in risky behaviour. Lastly, the spectre of infectious diseases is painted,
positioning AIDS patients as risk to other members of the society.
The patient might have been trying to avoid a negative reaction by the paramedic. The
incident appears to symbolically put the narrator on the side of those who are
prejudiced – against homosexuals and against people with AIDS.
The patient could also have been fearful of the information not remaining confidential,
ensuing in being discriminated against by neighbours, colleagues or anyone who might
find out: fear of social impact – especially whenever more people know.

The patient adheres to his right of privacy, of not having to disclaim personal matters to
strangers. Maybe he also values his anonymity and does not want to have his name and his
disease combined on a form. He could be skeptical about where the form will go and who will
see it. This points to him not trusting the individual paramedic or the medical system to keep
his information safe. The incident could also stand for the patient's priority of exerting control
over who he discloses information to in relation to a general openness regarding his
condition.
He does not show an orientation towards hierarchy simply to following the paramedic's
request. It can be questioned, though, whether he perceives the paramedic to be an authority
figure.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Confidentiality
 How can patients’ information really be protected especially when personal data and
data on disease is linked, as is common procedure within the Austrian medical and
insurance system?
 Is it safe to tell patients that their information will remain confidential?
 How can patients reasonable concern for the protection of their data be aligned with
willingness to share information relevant to quality of care and protection of health
care professionals?
2. Complexity of insurance system
 There are bureaucratic processes in place for accounting, which are not likely to be
changed or maybe impossible to change and adapted to individual patient needs.
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Negative effects of bureaucratic processes on individualised approaches and
treatment: little wiggle room for professionals who try to accommodate individual
needs

3. Combating the stigma of HIV/AIDS
 Alleviating people’s suffering due to irrational fear and negative stereotypes associated
with HIV/AIDS.
 Professionals addressing the social ramifications of certain medical conditions, bearing
in mind general prejudice and discrimination patients might face.
4. Training in communication and establishing trust for paramedics
 Professionals reflecting on the very hierarchical nature of the care/treatment-process
and their expectation that patients easily give away control

41

3. URINE SAMPLE
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 25.01.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Reception / waiting room at general practitioner office
Urine, sexual organ
Shame,
medical space

Professional domain
Professional domain of the narrator
Doctor’s office, reception.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
In our practice patients often must give a urine sample. We then tell them to go to the
patients’ toilet and when they are finished, place the sample in one corner of the toilet where
there is an extra shelf to collect these samples. One time, a patient, a Hungarian man, came
up to my counter and told me that he was supposed to give a urine sample.
I handed him the box for the urine and showed him the toilet. He asked me: “Shall I give the
sample right away?” I said, “Yes, please.”. I pointed to the toilet again but he just started to
open his pants and give the urine sample right in front of me. I was really baffled so asked him
what he was doing and he said, “You told me to do it right away.” I replied, “Yes, but not here,
I told you about the toilet.” He really did not seem to understand what the commotion was
about. When I asked him again why he was urinating right in front of me, he told me that in
his doctor’s office in the small town in Hungary, it was customary to just urinate in the waiting
room. Since the doctor’s office is so small, there is nothing unusual about urinating in a urine
probe just in one corner of the office.
Usually, I take such events with a good sense of humour, but still I was still quite shocked that
it seemed so normal to him and he thought nothing about it.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
The narrator works as receptionist at a doctor’s office, welcoming patients, storing their
information and taking care of insurance matters. She also instructs patients, i.e. where they
need to wait and how the procedures will be etc.
The narrator is a 49 year old woman born in Mexico, who has been living in Austria for over
ten years, speaking multiple languages including them Spanish, German, English and a little
Hungarian. She is very highly educated, holds a PhD, is married and a mother of six children.
Her husband, the general practitioner in the office, was born in Vienna and is of Hungarian
ancestry.

2. Patient
The patient is a working man from Hungary, who has been in Austria for no longer than 6
months. He is about 58 years old and not highly educated with very little formal education. He
works as a stonemason on construction sites. He came to the doctor’s office to give a urine
sample which will need to be analysed. He is in quite good spirits and engages in a friendly
way with the receptionist.
What draws the actors together is that both have an experience of migration, yet the narrator
has been in Austria for a considerably longer time than the patient. The narrator has a
connection to Hungary, which is the home country of the patient, since her husband has
Hungarian ancestors and she even speaks a little Hungarian. The two protagonists are very
different in regards to their educational background and the professional role in which they
meet: the narrator being at her place of work as a doctor’s assistant, the patient being in a
place little known to him, in a situation of need.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The doctor’s practice located in an inner-city district in Vienna in the heart of Jewish Vienna is
inhabited by residents from very diverse national backgrounds. It is also near a subway line
stop that passes by the United Nations headquarter in Vienna. The clientele of the practice
are very diverse with patients from over 100 countries. The idea behind opening the practice
was to create an international doctor’s office where people could feel welcome regardless of
their origins. There is an advertisement outside the practice which spells out the languages
which are spoken by the staff in the practice, so that potential patients know they will be
attended to in English, Spanish, Arabic etc. Many patients cannot speak German. The people
working in the practice try to accommodate the cultural specialities of their patients. For
example, there is no problem for entire families go into the examination room together, which
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is very unusual for Austrian medical practices. The general practitioner has learnt how to do
an ECG without having patients completely undress. This is a service which is very much
appreciated by some of the female Muslim patients.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was not offended, but only shocked because it seemed so normal for the patient
to urinate in front of her. She took the situation with good humour.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Taboo of urinating in front of other people:
 Urinating usually happens in specific facilities and is not something commonly done in
public. If it is done in public, it only happens on the outside and people try to hide and
avoid being seen by others. Thus, the taboo covers urinating in front of someone
present, but also watching somebody urinate. (This taboo is specific to a European
form of dealing with excrements. In other geographical contexts, it is common to
relieve oneself on the outside, in areas dedicated to this purpose, with other people
present.)
 Urinating is considered private, something necessary but potentially disgusting to
other people. There is a distaste for the sound and smell of urine. Urinating is
combined with certain rituals which are done in a hygienic way: Urine must be put into
the specific containers dedicated to hold it, these containers are closed or flushed and
hands are washed afterwards etc. To follow these rituals is considered an issue of
hygiene. This is especially relevant since the incident happened in a doctor’s office, a
place where hygiene is considered important, so germs do not spread or sick patients
do not infect staff or other patients.
 The taboo of urinating in front of others is also connected to the visual dimension of
exposing one’s penis or vagina – parts of the body which are thought to be private and
prohibited from public exhibition (aside from specific occasions such as in the context
of free body culture).
 Exposing a penis does carry a different symbolism to exposing a vagina. It is more
often associated with jokes and pranks, especially if it does not involve an erect penis.
Men are also more likely, in an Austrian context, to be seen urinating in public. At the
same time, being confronted by a naked penis without having consented to it is also
considered weird and potentially disturbing.
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Urine is regarded as waste product which is not to be made visible. By putting it in a probe
and making it available for scientific examination it is transformed and dissociated from the
body. This transformation is relevant within a medical context, since it becomes a substance
to work with and is no longer considered a disgusting excrement. Yet specific elements need
to be put in place for this transformation to happen – among them that the urine is collected
in a closed container, is labelled etc. By having the patient be so cavalier about all these
requirements, the narrator might have felt afraid for the practice’s reputation. Maybe she
was ashamed in case other patients took notice. The incident could have threatened the
professional practice and the protocol for dealing with urine samples.
Empathy: other patients could be made uncomfortable sitting in the waiting room, hearing,
seeing or smelling someone’s pee.
Implicit rules of conduct in a waiting room:
 Waiting at a doctor’s office happens under specific conditions. It is usually quiet in the
room and people keep to themselves and only talk to ask which patient arrived last.
Nothing decidedly medical happens in a waiting room and anamnesis, examinations
and diagnosis all take place somewhere else. The incident threatened these codes of
conduct.
 Safeguarding the rules of conduct falls into the receptionist’s duties and the patient’s
action thereby caused the receptionist to react.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Naïve and simple yet friendly; a little dull; backward; pragmatic; non-compliant with norms

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The patient exhibits a pragmatic orientation:
 He does what seems easiest and quickest.
 He could be challenging the taboo of urinating in front of other people, yet it seems
more likely that he is being pragmatic regarding the taboo.
 By his actions he is avoiding anything happening to the probe. It is clear who gave it
which eliminates potential mix-ups.
Doctor’s office as a space that falls out of norm:
 Since the patient is not a regular at the doctor’s office, he might be at loss regarding
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the codes of conduct in the waiting room and what is expected from him. Thus, his
actions could be pointing towards an insecurity on how to behave.
Furthermore, the medical system is often experienced as intimidating, especially by
people which a more precarious social position, i.e. people with migrant status or of
low social standing.
Also, the patient might have a different understanding of the norm of urinating in
front of others, and was just trying to do his best to fulfil the task given to him in the
best possible way.

On the one hand, it might be evidence for a vigorous acceptance of hierarchies:
 He is being asked to pee, so that is what he does without thinking twice about it. The
behaviour of the patient might point to different perceptions of hierarchies between
the receptionist as representative of the medical profession and the working-class
background of the patient.
On the other hand, the interpretation of what happened might not be understood using
cultural differences or cultural norms at all, but might be a consequence of social class
difference only.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Codes of conduct within different types of medical spaces
There are certain very specific, context dependent and culturally differing rules of how to act
within various medical spaces i.e. there is a difference between the examination room and the
waiting room. The health care professionals are in charge of safeguarding these rules, since
their professional position depends on it.
 The staff must give the same instructions repetitively, yet this information might by
completely new to the patients. Thus, they focus on their delivery and explain in easy
words, even if it is for the 100th time in a day.
 Use of icons and pictures to spell out how to act and what to avoid.
2. Humour as an answer to culture shocks
Using humour as a method for dealing with patients and in situations of shock helps to avoid
devaluating the other. At the same time, it also bears the potential that the other person feels
laughed at and not taken seriously.
This case shows that you cannot prepare yourself to avoid culture shocks, but it rather
depends on how you deal with a shock, when you experience it.
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4. CLEANING A PEER
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 28.01.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Assisting people with special needs / multiple impairments
Sexuality and disability
Sexuality and care work
Physical contact

Professional domain
Professional domain of the narrator
Personal assistant

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
I was working as a “personal assistant” at a centre for children and adolescents with multiple
disabilities, impairments or special needs. My job was to support and aid the people during
their daily routines, personal hygiene, entertainment and past-time. The only time that I ever
felt overwhelmed by a task I had to perform, was when I had to clean a client who was a
seventeen year old male. I had to wash his behind and also scrub faeces off his erect penis.
This situation where there was someone who was so like me, had become my friend, who
liked to watch the same series as I did and had a similar strange type of humour as I did – who
could not handle his body in such a basic way, made me struggle.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
The narrator is 20 years old, a male high-school graduate from a highly educated family
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background. He has one younger brother. He has lived in different non-European countries as
a child, was born in Germany, but spent the largest part of his 20 years in Austria. He works at
a facility for teenagers with multiple impairments and is a trained personal assistant intending
to take up academic studies soon. He has no physical impairments, is a very open-minded and
social person and politically active with a leftist orientation. He identifies as heterosexual but
is open to diverse forms of sexuality. He was not in a committed relationship at the time of
the incident.
2. Teenager
The person causing the shock is a male Austrian teenager around the age of 17. He is
paralysed and intellectually impaired. He needs of 24/7 care. During the day, he attends a
schooling facility for teenagers with multiple impairments. He comes from a middle-class
family background.
The narrator has been working with the teenager for quite a while. They have developed a
personal relationship and the narrator considers them to be friends. They are both young
males living in Vienna, from educated family backgrounds. What sets them apart is that the
narrator is able-bodied, while the teenager is physically and mentally impaired. The narrator is
the care-taker, while the teenager is receiving the care.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation took place at a facility for teenagers with multiple impairments that offers care
but also training and entertainment. The narrator was working a usual day, performing his
tasks which involved aiding the teenagers with their daily routines. These tasks included
cleaning them and taking care of their toiletry needs. When he was cleaning the teenager,
there was nobody else in the room.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was overwhelmed, a little embarrassed, but mostly unsure, how to react.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Sexuality for the narrator is not just a bodily function, but something connected to concepts
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of autonomy and free will. Becoming the object of a sexual encounter without consent is
uncomfortable.
 One element of the shock points to the taboo of sexuality of disabled persons.
Sexuality and disability is a rarely discussed subject in public debate. While there are
very specific discussions among disability activists and organisations, on a more general
level the topic is stigmatised as something potentially disturbing.
The incident threatened boundaries of professional practice and conceptions of the narrator’s
professional self. Sexuality belongs to the private sphere and is not to be incorporated into
professional encounters. A transgression of these level challenges norms of professional
conduct.
 Adhering to the value of professionalism renders not knowing how to act problematic,
since professionals are trained for specific courses of action. They are experts within
their specific field. Uncertainty challenges notions of professionalism.
 Therefore, the incident addresses the limits of professional care and assistance. Whilst
cleaning the teenagers is not a problem, touching a sexually aroused body is. One
element might be covered under the taboo of sexual services, which are a very specific
type of service, which can be made use of, but constitutes a different professional
realm than the one of personal assistance.
 The narrator became part of a sexual act without consenting to it, thereby
transforming the relationship between him and the teenager from a friendly workrelationship where the narrator is aiding the impaired teenager to being an issue of
sexual infringement.
Non-autonomy (dependency or compulsion) is experienced as disturbing:
 The narrator is questioning the teenager’s autonomy in being able to control having
an erection. The shock derives specifically from this perception of losing control over
bodily functions tied to sexuality. While the narrator had known for a long time that
the teenager was not able to regulate his body in the same way he himself did, it
became problematic in terms of their relationship when sexuality was concerned.
 Since it remained unclear to the narrator whether the erection was voluntary, he was
uncertain how to react: the taboo of addressing “slips” of the body due to controlling
one’s body is tied to Western notions of autonomous self-hood. The person the
narrator considers to be a friend is reduced to a slipping body during the incident.
The incident points to self-shock by the narrator, when realising how relating to his friend, the
teenager, is fundamentally altered by acknowledging the difference of being able-bodied
himself versus his friend being impaired. His value of being an open-minded person is
threatened by experiencing how relating to people at the same level is dependent on specific
bodily preconditions.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Neutral; helpless; The narrator portrays the teenager as a mere body.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Since the narrator and the teenager never talked about the incident there is very little
information regarding the perspective of the teenager, i.e. whether the erection was
intentional, his views on sexuality and his sexual preferences.
In case of intention the teenager might have wanted to exert his agency and demonstrate that
he is a sexual being despite being physically impaired, pointing to values of autonomy in
relation to the norm of a (non-)functioning body as well as to the taboo of sexuality and
disability.
 He might be demonstrating his independence in light of stereotypes of disabled people
he is confronted with.
 In relation to him being a teenager one could also suspect that he is exploring his
sexuality, being curious or adventurous.
 Since there is little public discussion about disability and sexuality, he might be testing
the waters with little guidance on how to act and what to base his actions on.
Maybe he was recognising the specific relationship with the narrator as care-taker, reacting to
physical touch from an emotionally close individual, demonstrating empathy.
 Sexuality is an issue of relationship, friendship, closeness.
 Where is the line between caring touch and sexual touch to be drawn?
 The caring relationship symbolises a safe space for the teenager where he does not
have to constantly control himself or be subject to strict codes of conduct.
On the other hand, he could also be leaning towards sexuality being primarily a bodily
function, arousal being caused by touch.
 Sexuality is part of life and not something exceptional.
 The teenager could be challenging that autonomy that should be demonstrated by the
body or a specific way of regulating the body.
 Since bodily functions and products are part of the care taking relationship, there is no
staunch orientation towards the public and the private as separate spheres, but a more
fluid concept of privacy.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Boundaries of assistance / care-taking professionals
 Training of care-taking professionals: Addressing the topic of sexuality and disability,
scrutinising personal views on sexuality and disability and exploring possibilities to deal
with and discuss challenges
 Setting boundaries within professional care relationships: How to react when personal
boundaries are crossed?
 Furthering dialogue between care professionals and professionals in the realm of
sexual services to enhance knowledge transfer but also cooperation and referrals.
2. Definitions of sexuality
 Facilitating communication about disability and sexuality, challenging taboos
concerning non-normative bodies and thereby strengthening the agency of people
with disabilities
 What types of bodies are considered sexual beings?
 Since disability and sexuality is considered a taboo, there is little sex education for
youths who are disabled as well as little recognition of their needs and desires,
pointing to a training need for educators and care takers.
 Stigmatising the sexuality of disabled people contributes to a lack of open
communication with possible consequences for care taking relationships – regarding
quality of care but also the creation of a comfortable working environment for care
taking staff.
3. Ideal of independent self worth
 Self-worth in Western societies rests heavily on notions of independence that are tied
to your control over a functioning body (normal view).
 Challenging these norms and exposing how they devalue a broad spectrum of disabled
people.
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5. FATHER AND SON
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 25.01.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Mobile nursing / home care
Informal caregivers
Individualism
Abuse of the system

Professional domain
Professional domain of the narrator
Mobile nurses

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
I entered the apartment of a client I had never met before. He was around 80 years old,
suffering from diabetes and dementia. When I approached him, he way lying in his room, in a
bed which was dirty and he seemed to be unkempt. It was very cold in his room, which was
also mouldy.
In order to dispense the insulin I needed a needle. There was only one needle there but no bin
to drop the used needle in. For washing the client there was a bucket of water, only one
washcloth and one towel. The client had only water to drink. There was no television or radio
in the room and no pictures on the walls. The condition of the room the client had to live in
was a shock in itself. But then I went into the small kitchen of the apartment to prepare food
for the client and opened the refrigerator. It was completely empty except for baby food in
cans. I was perplexed.
I decided to leave the apartment and while I was walking out I glimpsed into the room of the
client’s son as the door was open. I saw modern audio-equipment, naked women on posters,
new furniture and the heating was on. I couldn’t talk to the son.
I left the apartment in shock. The son kept the money he received from the state for the care
of his father for himself!
When I went home I called a friend with a similar job and we talked about what had
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happened. Then I posted an official danger alarm / complaint within my organisation. The son
had to provide towels, needles, food etc. for the father within one week otherwise officials
would visit his apartment and the son would have to face consequences. Nothing changed, so
the client was eventually referred to a nursing home facility.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Mobile nurse
The narrator was approximately 40 years old, female and an Austrian national. She was a
single mother of two children. At that time, she was recently divorced and had been in mobile
nursing for only four months. She had a liberal attitude in general and was especially sensitive
towards “justice” at the time of the incident. She held a diploma in nursing and was working
with a local service provider (NGO).
2. The client’s son
The son was approximately 40 years old, unemployed and an Austrian national. According to
the description from the narrator he did not seem neat in terms of shaving or clothing. She
perceived him to be a very simple man, who was not highly educated. She attributed a simple
and even vulgar way of expressing himself to the client’s son.
3. The client
An approximately 80 year old man who was bedridden, suffered from late stage dementia and
was hemiplegic. He needed full time care and could no longer speak and only made noises.
Both the narrator and the client’s son were involved in care-taking activities, the narrator on a
professional level and the son was taking care of a family member. They were around the
same age. Deducing from the narrator’s depiction of the client’s son, he was of a lower social
class than her. He was unemployed and living in social housing which is usually given to
individuals and families on low income.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
1. Physical context
The client lived in a social housing apartment in an outer district in Vienna. There were two
rooms, a small kitchen and a bathroom without a window. All the floors were old, the floor in
the entrance hall was broken, and there was a hole in the floor. The apartment felt gloomy,
morbid and depressing to the narrator. It did not seem well taken care of. The lights were
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pretty dark. There was no central heating but separate heating in all rooms. There was no
sign of any other person living in the apartment except the client and his son.
In the client’s room, there was mould on the walls, it was cold, the heating was off and it was
crammed with stuff. In the middle of the room was a table and the bed of the client.
The room of the client’s son on the other hand appeared quite different to the narrator, with
posters, entertainment technology and the heating turned on.
2. Psychological context
Mobile nurses care for clients in their own homes and usually work alone. The narrator had
only been a nurse for a short time. She was going through an emotionally difficult time herself
and was limited in the time she could spend on each patient – 45 minutes for this visit to the
old man. She had never met that client before or been to his apartment, so she did not know
what to expect.
Since she had just been divorced, she was quite wary of issues concerning justice and just
distribution.
3. Social context
Due to demographic developments caring for the elderly has become a central issue for
political and public discussions in Austria. To this date, it remains open for debate how the
systems of social security are to be adapted to accommodate the growing need for care
services. Organising care is furthermore a topic in many families, who need to decide whether
to care for their elders themselves, make use of in-home services or find care facilities and
lastly, how to afford these arrangements. At the moment there are different models relatives
can choose from to receive state money for care, depending on whether they dedicate their
days entirely to taking care or supplement professional services. There is also large variation
among the different Austrian states on how much money is received. Yet scientific analyses
generally state that the money collected by the families barely covers the use of professional
care services.
Care work at home has traditionally been associated with women and is a typical example for
a gendered type of activity. On a larger social level, it has been afforded very low esteem and
not been considered a vital element for the functioning of society. Consequently, professional
care work is often mal compensated and familial care work is done without pay predominantly
by female family members. Thus, caring can be considered as “invisible work” receiving little
social recognition.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The main shock occurred at the refrigerator, which was completely empty except for baby
food, but the shock evolved from room to room, from the client’s room, to the kitchen and
then the son’s room as a contrast to the rest of the apartment.
The mobile nurse felt shocked, paralysed and powerless.
When she passed the son’s room in the end, she felt angry, helpless and worried for the
client’s health.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Priority of needs:
 Some needs are more basic than others (i.e. hygiene, food, clean living conditions).
Each person is entitled to have these needs fulfilled in every state of their being.
 Prioritising other needs, i.e. material wealth or amusement, over these basic needs is
morally wrong.
 The narrator holds on to the value of personal security which was threatened by
malnutrition, mould, dirt and cold in the room.
Protecting weak members of society – orientation towards social justice:
 Some members of society cannot take care of catering to their basic needs themselves
– like children, the sick, the elderly. These people must be protected by the other
members of society. (Being unemployed or poor does not seem to be a form of
precarity that needs special attention in the narrator’s view – or is trumped by the
weak physical status the client is in.)
 Social justice goes along with affording every human being with respect, protecting
their right for dignity. There is no legitimising certain forms of living (without social
contact, without heating, in unclean conditions). Basic rights are ineluctable and they
come with specific protections as well.
Family as shelter:
 Family members are supposed to take care of each other and respect each other.
 Familial ties stand for emotional closeness, not just biological relation.
 Children are supposed to take care of their relatives, not necessarily doing the work of
a professional, but caring emotionally.
 Maltreating and abusing family members is especially disdainful, because of the close
personal relationship.
Social contract / system of welfare:
 Money is distributed for specific purposes; how the resources are allocated is not be
changed by the recipients as they see fit.
 The distribution of money between father and son should at least be just; the son
heating his room while not heating the father’s is scandalous.
 Trust in officials and the state that distributes money to the son for health care is
shaken here.
Strong orientation towards professional identity as a mobile nurse:
 Being a caretaker means showing empathy for the client and not just fulfilling tasks, i.e.
dispensing insulin. The narrator feels responsible for the people she cares for and takes
her work seriously.
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Due to the living conditions she felt that quality of care was threatened. Thus, she
adheres to a specific notion of care, not only as a professional task, but an activity
linked with emotional components that are – amongst other things – expressed by the
fashioning of the material surroundings in which someone is taken care of. Good care
looks a certain way.
Living up to her standards of care seems to be a question of moral character.
Preference for acting in the face of injustice and taking action as professional
responsibility: Since her standards of care were not met, she got active in order to help
the client and wanted to make a meaningful change. Not being able to adequately
influence the patient’s care situation made her feel helpless.

Poverty-shock:
 The nurse was quite new to the nursing profession when she experienced this case,
and she had not seen many poor homes / social housing yet. She could have
experienced a poverty-shock (e.g. due to the lack of more towels, the lack of more
food). This might correspond to her professional identity and the standards of care she
believes in, and that social housing is not a place in which to be taken care of.
However, there is no cultural obligation to how many towels someone possesses.
Law-abiding behaviour:
 Nurses are requested to report certain behaviour of patients and relatives, if patients
are at risk. According to the Austrian Law – if the patient’s health or life is at risk – the
nurse can report this and then the court decides whether or not the father can stay in
these care arrangements or other arrangements have to be made. The nurse was
trying to act obedient of the law and to assess the degree of risk here.


5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative; not a trustworthy person; a redneck who does not care for his father.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.




Insecurity: The son might not possess relevant information on how to take care of his
sick father according to professional standards of care. Since the father is attended to
by the care system, he feels that his father is cared for professionally.
Caring for a very sick person, who is not able to verbally express himself, can be
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overwhelming – for a lay person, but especially for a son who experiences his father
deteriorating.
He cooperates with the professionals in the sense that he supplies all the materials
necessary for an external caretaker: a needle, a towel, water to wash his father etc.

Caring in a familial sense is shown by being present, living together.
 Since his father is bedridden, he has very different needs than the son himself. Catering
to his father’s needs is expressed by buying the type of food he can eat as well as by
the fact that is living at home, not being sent to a care facility.
 Individual orientation towards material wealth, enjoyment, entertainment: His room is
furnished according to his needs, which might not be shared by his father, but are an
expression of his culture and age.
 Relativity of needs depending on social situation: A person’s needs are constituted by
their general state of being. While a young man needs to participate in society through
consuming relevant goods (limited opportunities for unemployed persons to
participate through consumption), a sick old man maybe does not need wall decoration
or television.
 Caring for his father at home might be a financial burden for the unemployed son,
which shows in the condition of the apartment. It might be testimony to his prioritising
being able to care for his sick father in his own home as well as fulfilling his own
needs, while the up-keeping of the apartment has a lower priority.
Pragmatism:
 Basic needs are considered as having a roof, a bed and any sort of food and drink.
These needs of his father are taken care of.
 Fastness – the son did not want to spend a lot of time preparing food for his father, so
he bought baby food to save time.
Familial hierarchy: The son has legal and formal responsibility for the father since he pays bills
and signs papers for his father.
 Notion of head of family being the one in charge: setting of priorities, making decisions
Caution towards institutions:
 It could be speculated that he is on bad terms with Austrian institutions and
representatives of institutions, having made bad experiences before or having been
abandoned himself – with his requests (as member of a lower social class).
 In case he did use the money for the care of his father for himself, as the narrator
alleges, he could have been trying to beat a system, he is not fond of. By spending the
money received on his terms, he could exercise control, not giving in to institutional
regulation.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Standards of care
 At the heart of this incident are questions regarding standards of care. Care work is at
the intersection of professional activities as well as private, familial ways of family
members relating to each other: What counts as good care? How does a loving home
look like? And who gets to decide whether one towel suffices or is considered an
expression of neglect?
 Since many nursing and care services have to cooperate with relatives, professional
standards and familial ways need to be synchronised. At the same time approaches to
care vary considerably. While the narrator of this story judges the client’s son to be of
bad character, she might actually be experiencing a poverty shock. The signs of neglect
she identifies might be a consequence of social difference and the general living
conditions of the client rather than individual deficiency.
 On the other hand caring for her client is the narrator’s professional responsibility.
Thus, she needs to be able to address her concerns – either in the realm of professional
supervision or in a moderated discussion with the client.
2. Mobile nurses as clients’ advocates?
 By working within the homes of their clients mobile nurses witness many things the
departments giving out money for supporting family care have no knowledge about.
They are afforded a very intimate view on the patients’ living arrangements, they are
taking care of and their general health. In this way they might play an important part in
patients’ advocacy when they realise lack of care or problems with the living
conditions. This also applies when home care might no longer be sufficient for a certain
patient.
 In this way, observing and assessing the living and care conditions of a patient should
be part of the training of mobile nurses. They should learn how to critically observe in
detail what they see in different apartments. When they are not sure about a possible
danger for a person, they should seek professional advice within their team or
colleagues.
 On the other hand, this might constitute an overextension of what nurses can and
should do, since they are not trained social workers, nor did they decide to be. In this
way communication and cooperation between different service providers and types of
services should be facilitated so that nurses know where to turn to in case of noted
danger for the patient.
3. Training of relatives
 Caring for relatives can be very hard on the family members. On the one hand, they
might lack knowledge and feel overwhelmed. On the other hand, they tend to be very
emotionally affected by their relatives being sick.
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Service providers could train and inform relatives once they start working with clients –
on the medical procedures, caring at home, designing beneficial care environments as
well as on the emotional challenges.

4. Private care force
 The incidents also speaks to a tendency exhibited by Austrian welfare institutions.
While the social system hinges on family members to care for their relatives, they are
often times perceived as nuisance or even as trying to beat the system, unnecessarily
collecting money.
 It also shows that caring can be considered a familial obligation – either because family
members feel morally obliged to take care of their relatives at home or because they
simply cannot afford sending them to specialized facilities. Consequently, there are
people very much involved in care activities who might not have chosen this path, if it
had not been (financially or socially) imperative.
 Lack of efforts to treat family members as allies trying to empower them
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6. THE TEACHER
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 25.01.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Mobile nursing / home care
Veil, islamophobia
Minority Identity/ professional

Professional domain
Professional domain of the narrator
Mobile nurses

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
I entered an apartment in Vienna as a mobile nurse. The patient, who needed a change of
bandages daily after skin transplantation, was railing against a Turkish colleague of mine, who
wears a veil. The patient was a retired teacher, who used to teach in a high school in Austria,
so he was highly educated. I tried to calm him down, but despite my trying to calm him down,
he kept on swearing and railing against my colleague, who I liked very much. He kept shouting
that Muslims were intolerant, discriminating against women, brain washed, dependent
people, who were stupid and manipulated.
I found out that the patient himself was homosexual and felt discriminated against by Islamic
religion.
The shock occurred not when the patient railed against Islam in general, but when it became
personal about the Turkish colleague. At first I thought that everybody had a right to an
opinion. But when the patient lost control and started getting more agitated, I felt personally
attacked as well. He told me that he had read the Koran and felt that as a homosexual he had
no right to live according to the Koran. I tried to explain that my colleague’s religion was not
an attack against him as a person and not a personal issue for him. I defended my Turkish
colleague and explained that she was well integrated and would never said anything negative
against homosexuals, but cares for people from all cultures and doesn’t differentiate. I also
explained that my colleague would not have a job if her job performance was influenced by
her religion.
The situation exploded and the patient did not feel that I understood what he was trying to
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say. He was hurt. I could no longer argue logically with him.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Mobile nurse
Austrian; female; 29 years old; open to all religions; politically liberal; high need for harmony
and mutual understanding; believes in God but does not identify as religious; working as
mobile nurse (trained and certified as nurse) at a non-profit organisation providing health care
and social services; visited the patient regularly and had experienced no problem with him
prior to the incident;
2. The patient
Austrian; male; approximately 60 years old; atheist; rather left-wing political orientation;
homosexual; fights for the right of homosexuals; neat appearance; rather quiet life; former
high-school teacher (highly educated), now retired; had a skin transplant and needed daily
after-care on his right leg;
3. The Turkish colleague
Born in Turkey and had been working and living in Austria for some time; female;
approximately 40 years old; Muslim; political orientation unknown; wears dark colours, a veil
and does not usually attract much attention in the course of working as mobile nurse.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident took place in the apartment of the patient. The apartment was quite large, with
a lot of books, modern furniture and good technical support with audio-equipment. The
apartment gave a clean impression, was bright and the rooms were alight with many colours.
The patient lived alone and there was no hint of a partner and nobody else was present in the
apartment at the time of the incident.
Mobile nurses care for clients in their own home. They usually work on their own yet
different mobile nurses “share” the same patients. They either work in shifts or sometimes
one nurse goes to a patient in one week and a different nurse visits this patient the next week
– depending on their schedules and working hours.
In Austria there is a long history of discrimination against homosexuals, covering different
areas of life. Over the course of the 20th Century homosexuals have been subjected to
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persecution and violence. Homosexuality was decriminalised from the 1970s onwards and
antidiscrimination laws were passed in 2004 through EU legislation. Yet up to this day
homosexuals in Austria are not afforded all protections and rights that heterosexuals have.
Continuing political activism has achieved numerous victories in the fight for equal rights,
changing public debate and reducing the acceptance of negative attitudes towards gays and
lesbians. Aside from conservative and right-wing politicians, representatives of the Austrian
Catholic church can be considered as a stronghold of anti-homosexual sentiments.
Migrants from Turkey make up one of the largest migrant groups in Austria. At the same
time they also constitute one of the most devalued minority groups, being associated with
negative stereotypical images. These can include visions of large Turkish families moving to
Austria to benefit from social security without being willing to speak German and be
integrated into Austrian society. “Parallel societies” being a well worn phrase in this context.
Within hateful depictions of Turkish Austrians minarets and veils are invoked as symbols
representing Islam in a negative way, associating it with separatism and opposition to liberal
values.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The nurse felt overwhelmed and helpless at first and unable to cope. She was unsympathetic
to the patient’s continuing railing. She felt personally attacked and forced to defend herself
and her Turkish colleague, urged into a mediator role between the patient and her Turkish
colleague who was not even there.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The narrator values each person’s right to have an opinion and to express her or his opinion,
so long as the expression of opinion does not cross a line. Personally attacking someone for
following a specific religion crosses the line, while generally criticising this religion is
acceptable to the narrator. This points to an orientation towards individual liberty: freedom
to act is only limited when it affects another person’s liberty. This concept is a very basic idea
of liberal societies, tied to notions of freedom of speech and differing opinions. Being tied to
enlightenment this notion entails an inherent prioritising of ratio and scientific thought over
religious ideas and traditions.
 While the patient is entitled to his view on Islam, the colleague is entitled to her
following of this religion (and demonstrating it through specific types of clothing) as
long as it does not (negatively) affect her job performance.
 It is not acceptable to attack a person on the grounds of her belonging to a religious
group. In the same way it would not be acceptable to devalue individuals due to their
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sexual orientation.
Multiculturalism: The narrator adheres to a view of pluralism in which general beliefs held by
members of a society might collide with each other, yet this does not need to have a bearing
on how individuals interact. In this sense, she is oriented towards tolerance and acceptance
of different belief and value systems. At the same time, by emphasising that her colleague is
“well-integrated”, the nurse demonstrates a view of dominant social rules that individuals
(coming into the Austrian society) should adapt to. While individuals are okay to hold differing
views, conduct is to be oriented towards one specific form of social organisation.
Individualism: An individual is not to be characterised by attitudes and features ascribed to
the groups they belong to. Each person is perceived according to his or her individual actions.
Thereby the narrator also expresses to be wary of generalisations and stereotypes. While she
does not debate the patient’s assertions on the content of the Koran, she vehemently negates
that this informs her colleague’s actions or even that these beliefs are held by her colleague
even though she is Muslim.
 Interestingly, she also exhibits stereotypical expectations of the patient being tolerant
because he himself belongs to a minority group and of the patient not having
stereotypes against minority groups being a highly educated person.
Private and public self are to be differentiated from each other. One’s private life (i.e.
personally held religious beliefs) should have no bearing on how one conducts her or himself
professionally. Yet the private life of professionals is also to be protected and shielded from
evaluation, criticism and attacks.
Solidarity with colleague: The nurse feels the need to defend her colleague due to the unjust
insults from the patient. Since the patient does not stop she feels attacked herself. The nurse
exhibits a need for harmony at work, a feeling of having to mediate between her colleague
and the patient. She could have also just let him rail on. This could additionally also point to an
orientation towards acting in the face of injustice.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative assessment of the patient and how he expresses his feelings towards Islam by
devaluating a concrete person working with him; illogical in his railing against a whole religion;
aggressive.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
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The values the patient expressly holds onto are:
 Sexual liberty and equality for all human beings regardless of their gender or sexual
orientation
 Tolerance
 Education
Yet his orientation towards tolerance and equality is counteracted by the fact that he devalues
Muslims on the basis of their belonging to a specific group and renders stereotypical
representations of them. While arguing for a universal notion of tolerating divergent world
views, he himself chooses which world views he finds tolerable and which he does not. Thus,
he documents an orientation towards the value of sexual liberty exceeding religious
sensitivities. Associated with this prioritising is a representation of religion pointing to
illiteracy and primal forms of social organisation. By contrast, he considers himself to be
oriented towards more elevated types of social organisation, positioning Western, secular
societies at the top ladder of social progress. His view of the world is associated with
education, gender and sexual equality, autonomy and tolerance – which he thinks to be
superior to an Islamic world view. Thus, the values associated with Western secular liberalism
are to be passed on to other societies.
Supporting his value of education, he makes his arguments on the basis of having read and
gathered information on Islam. He thereby presents his accusations as being grounded in
reason.
The rationality of his argument is based on a positioning of identity groups against each
other: Muslims against homosexuals. Since he belongs to the group of homosexuals, he feels
ill-treated by Muslims in general. And since the colleague is Muslim, he attacks her for all the
negative things he ascribes to Islam. Following this logic the colleague “being” Muslim is
enough for his feeling discriminated against on the basis of a core element of his identity –
being homosexual.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Health care work transcends separation of public from the private sphere.
Public and private are considered distinct spheres and they differ in regards to types of
activities performed, relationship with actors present and codes of conduct. Mobile nursing
transcends these spheres since it is a professional activity (public) performed within the
private home of someone. Thereby this practice opens up challenges for all persons involved.
The patient might feel that outsiders are intruding on his/her home and needs them to adapt
to his/her own sensibilities. The nurses on the other hand do not consider themselves to be
guests, but professionals performing their work. Thus the boundaries between the public and
the private need to be navigated in a sensible way.
 Nurses need to be protected from ill-behaved patients, while at the same time
acknowledging that patients might feel bothered about private issues.
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Patients must be made aware that nursing is a professional practice, even when it is
performed in their own home. Thus, they can only assess professional actions and not
treat the professionals as they would personal acquaintances.
This bridging of the public/private divide might be further challenged by issues of
interculturality, having people from diverse cultural backgrounds and belonging to different
social groups work together in an ambivalent social zone. Thus, what needs to be addressed is:
 in which way the professionals and patients relate to each other on a personal level;
 how, at the same time, their individual identities can be protected from scrutiny, it
being a professional encounter after all.
2. Recommendations for organising mobile nursing care
Mobile nurses are confronted with numerous possible challenges when taking care of patients
at home, usually on their own. Thus, communication within the nursing team on experiences
with specific patients is key.
 Incidents with adverse or ill-behaved patients need to be communicated to all team
members so they can prepare and come up with strategies to handle the patients;
including the possibility of confronting the patient with other staff members present;
 Switching patients among the nurses if one of them has a bad experience and adjusting
the schedule based on the criteria of interpersonal relationships;
 Visiting difficult patients with two mobile nurses.
3. Interculturality and group logic
Often time conflicts arise not due to specific actions of individuals but because stereotypical
group representations are invoked. This incident illustrates how representations of differing
world views are thought to collide, while discussion based on the specific sensibilities
pertaining to the individuals interacting with each other is avoided. In this story, religious
affiliation serves as a proxy to the patient for attacks on liberal societies and sexual equality.
Yet the Turkish mobile nurse never actually expressed any of these views, while he, as the
story unfolds, can be accused of discriminatory speech. By focusing on stereotypical group
representations instead of engaging with the individuals in question, discrimination and
prejudice is reproduced instead of tackled.
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7. NAKED
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 10.02.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident
Gynaecologist’s practice
Patients exposing their bodies
Sense of individualism
Medical space
Non verbal communication

Professional domain
Professional domain of the narrator
Gynaecologist P. Doctor.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
I had not in been in Vienna very long and I needed to see a gynaecologist, because I thought I
was pregnant. I went to a gynaecologist’s office in the district where I was living. He was a
really nice doctor and the office was also alright but I never went there again.
After arriving at the doctor’s office, the female assistant working there told me that I would
see the doctor shortly. She instructed me to undress down to my underpants and take a seat
in one of the rooms. This room was kind of like a second waiting room. So I undressed and
took a seat wearing only my underpants and I sat there and sat there. I began to feel
increasingly uncomfortable. Then another naked woman, wearing only her underpants,
entered the room and sat down behind me. I sat there naked for over 30 minutes. I was so
uncomfortable and I also felt so sorry for the other patient. Finally, I could see the doctor.
During the examination I thought: “Oh no, when I leave his office, I will have to look at naked
women waiting.” I knew I would never go to that doctor again. Afterwards I told my husband
that I would try to find a Muslim gynaecologist because he would be more careful in dealing
with naked women.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
The narrator is a Mexican born woman with very high academic training (PhD, worked in
research projects), who has been living and working in Mexico, Egypt, France and Lebanon
before coming to Austria. Aside from working as scientist, she also has a diplomatic
background.
At the time of the incident the woman had just moved to Austria to live in the same place as
her husband, since they were planning on starting a family and having children. She chose to
move to Austria and not follow her diplomatic career, because she had seen many longdistance-relationships crumble and wanted to have children only when living in the same place
as her partner. At the time of the incident she was thought to be pregnant with her first child.
She was in her early 30s.
The narrator explained that she considers herself a migrant (self-image). This perception was
confirmed by having been confronted with stereotypical representations of Latin-American
women while living in Austria and having been given this label (external labelling). While
having a very positive view on migration and multilingualism herself (she speaks seven
languages), she addresses how she has been devalued as a “Latin-American woman” and
“migrant” in Austria.
She identifies herself as a practicing Catholic, having been raised as Catholic in Mexico.
2. Gynaecologist and assistant
A male gynaecologist, around 55 years old and a female assistant in her 20s were working in
the gynaecologist’s office in an inner-city district of Vienna. Both were German-speaking. The
narrator assumes the doctor to be Catholic. The doctor, by way of structuring the treatment
of patients, seems to adhere to a Western view on medicine. Medically relevant conditions
are diagnosed by a trained expert (himself) through established protocol with the patients
having no active role to play in the process. Engagement with the patients’ bodies as
indicators of their conditions takes priority in diagnosis.
3. Female patients
There were other female patients present in the gynaecologist’s office. Their presence,
waiting dressed down to their underpants in one of the office’s waiting rooms, was
particularly relevant to the critical incident. One female patient entered the waiting room
where the narrator was sitting and sat down behind her. Her presence was felt by the
narrator and contributed to the shock element. Moreover, the narrator imagined other naked
female patients entering the waiting room, while she was in the examination room. She
thought about having to pass by them on her way out.
Both the doctor and the narrator are highly educated. Aside from this most of the elements of
their social identities drive them apart. The doctor is male, Austrian and in the role of an
expert, while the narrator is female, a Mexican national who recently migrated to Austria and
is the patient. Moreover, the situation is routine for the doctor, while the narrator is in an
alert state, since she thinks she might be pregnant for the first time.
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The assistant is not as highly educated as the narrator but she represents a member of the
medical establishment and the situation is routine to her. Furthermore, she has a close
connection to the doctor as he is her boss.
The narrator and the other patients are all women waiting to see a doctor. Since their social
identities are not easily known or play no role in the encounter, they seem to be in the same
situation.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Physical: The incident happened in a gynaecologist’s office that was made up of an entrance
area, multiple waiting rooms and the room where patients met the doctor. Within the practice
no specific spatial arrangements were put in place for undressing and making the naked body
available for examination.
Social: The narrator was taken through the office with its different rooms by the doctor’s
assistant, then placed in one room to wait for the physician. She had never been to this
doctor before, and was unsure of the specific proceedings onsite. At the same time, visiting a
doctor’s office is commonly characterised by a separation of expert versus lay person, who
usually turns to the expert in a state of need. As a consequence the encounter is marked by a
difference in knowledge and status between the expert and the lay person. The assistant
represents an in-between-position, since she is hierarchically positioned beneath the doctor
(in terms of professional status and expertise deemed relevant for treating patients). On the
other hand, she is familiar with the proceedings onsite and belongs to the medical system,
thereby being able to instruct patients.
The hierarchical dimension is further enhanced by the fact that the narrator was not a regular
at this doctor’s practice. She was a migrant experiencing the Austrian medical system for the
first time. While there was no problem with insurance, the narrator reports a sense of
insecurity in dealing with Austrian institutions that she attributes to being labelled as
“migrant” or “woman from Latin America”.
Among medical specialties gynaecology is commonly thought to be a very sensitive one.
Visiting a gynaecologist is associated with anxiety by many women and feeling exposed and
uncomfortable in the examination situation. On the other hand, gynaecology deals with
women giving birth and is thereby associated with new life. The specialty also points to
gender as a relevant dimension of social life. Gynaecology was incorporated into medicine
considerably late in its development as a professional field. Before gynaecologist practices
were overtaken by a predominantly male medical profession, they were primarily performed
by female midwives. Especially within feminist discourse there is a critical position on male
gynaecologists serving as experts on the functioning of female bodies.
Psychological: From the perspective of the narrator two factors contributed greatly to the
psychological state she found herself in. One was the status of being a recent migrant to
Austria, unfamiliar with its medical practices and other ways of life and not feeling completely
well-versed in German. Secondly, the narrator was thought to be pregnant, which put her in a
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state of insecurity, anticipation and excitement.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator felt uncomfortable in the situation and grew ever more so the longer it lasted.
She felt uneasy and wished the situation to be over soon. She grew ashamed at the thought
of having to pass by naked female patients on her way out, because this had to be unpleasant
for them as well.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Being naked is not a state in which the narrator feels comfortable. Rather specific contextual
elements need to be given for her to feel safe when being naked. Otherwise she feels
exposed, pointing to a view of the naked body as something private that needs protection.
 Nakedness should happen at one’s own choice – the same applies for seeing other
people naked – and be fitted into a specific context. While undressing for an
examination by a doctor seems warranted, sitting naked while waiting for this
examination and being confronted with other naked patients crosses a line. Thus, the
adequacy of being naked and one’s corresponding feeling are highly contextdependent.
 To the narrator being dressed down to her underpants is equivalent to being naked,
pointing to partial nakedness being perceived as nudity. This might reflect in the
context of a semi-public place, where wearing only underpants is already unusual. It
might also be testimony to the narrator’s approach equating underpants with being
naked.
 Viewing naked bodies in inadequate contexts is connected to shame.
 Her approach to nakedness is tied to religious orientation: The narrator seems to
consider a doctor’s (person’s) religion as a relevant factor regarding their ability to
treat naked female patients with care. She implies a difference in how nakedness is
viewed between her Catholic upbringing in Latin America and Austrian Catholicism.
Her own values of care and protection are more likely to be shared by a doctor of
Islamic religion (inter-religious similarities).
 Gender differences do appear to play a role; the narrator emphasises the fact that she
had to pass by naked women. Yet in a medical setting, undressing before a male does
not seem to constitute a problem, pointing to professional identity superseding
gender identity.
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A medical procedure is subject to specific rules and inherent power hierarchies:
 Even though being naked seems to be a sensitive topic for the narrator, she does not
question having to undress or feels the need complain to either the gynaecologist or
his assistant about waiting naked. She seems to accept the power hierarchies that are
inscribed in this incident between her as patient and medical authorities.
 The doctor symbolises a specific function for the narrator – to examine her medically
due to the suspicion of being pregnant. In this function the doctor’s gender seems
irrelevant when following medical procedure.
 The narrator’s acceptance of the power hierarchy is voided only by the presence of
other patients when the situation is transformed and the hierarchical difference
becomes questionable.
 The power hierarchy between doctor as an expert with specific knowledge and social
status and lay person is enhanced by the fact that one personis naked while the other
is clothed looking at the naked person. While the doctor carries all the insignia of his
profession and can show facets of his individuality via his clothing, the interior of his
office etc., the naked narrator enters the interaction without the usual signs of social
status and individuality.
Individualism might be another value that was threatened in this incident. The fact that the
doctor showed no interest in the narrator as a person before subjecting her to the
standardised measure of undressing could have been contributing to threatening the
narrator’s individualist orientation.
Adaption to specific local rules of conduct / insecure status as migrant:
 The narrator labels herself as a migrant unfamiliar with specific codes of conduct in the
Austrian health care system and the specific doctor’s office at hand. Her preference
seems to be to view the members of the gynaecology practice as authorities and to
follow their instructions, even when she feels uncomfortable along the way.
 This preference might be fuelled by her feeling insecure when coming in contact with
Austrian institutions (such as elements of the medical systems) and not knowing
informal rules and having experienced forms of discrimination before.
Compliant communication style:
 She exhibits a preference for avoiding or removing herself from an unpleasant
situation instead of choosing confrontation.
 While this preference may be attributed to the power difference between the narrator
and the representatives of the medical system, it may also rest on the fact the
complaining would allow them an insight into her emotional state.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Slightly negative: The gynaecologist is depicted as inconsiderate and oblivious of patients’
needs, yet he is not demonised. He is not described as a horrible person or bad doctor, just
someone inconveniencing the narrator, causing her never to seek his services again.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The gynaecologist adheres to a Western medical style and this style covers all elements of his
practice i.e. spatial arrangements, communication with patients and diagnostics.
 The medical practice is marked by clear power hierarchies between the doctor, the
doctor’s assistant and the patients. Medicine in envisioned as a top-down-process that
is passed down from a knowledgeable, well-trained physician to patients.
 Patients are thought to be passive in the process of diagnosing and treating physical
conditions. Their participation in these processes is neither wanted nor facilitated.
 Bodies are being separated from the persons inhabiting them; the focus of medical
attention is placed on the body.
 The patient’s individual perspective is deemed irrelevant during diagnosis and
treatment; their condition is indicated by their bodies and matched with standards of
procedure. Individual elements such as the gender of the patients to be treated and
the gender of the gynaecologist are deemed irrelevant during the professional
encounter. Therefore a clinical understanding of the medical profession is exhibited
with little or no regard for emotions attached to one’s own naked body being looked at
by strangers or cultural images of female nudity.
 Interaction with patients aims at detecting the physical condition and styles of
communicating with patients are not at centre of the doctor’s considerations.
 This lack of communication transcends into the type of interaction between the
assistant and the patients. The patients are not informed on how long they will have to
wait without being dressed or how they will move around in the different rooms of the
office etc.
The practice is oriented toward efficiency:
 In order to make efficient use of time and space, patients are not treated in an
individualised way, but according to a standardised means of approaching patients.
Patients are already undressed when they come to see the doctor so he does not need
to wait for them to get ready.
 Patients are moved spatially through the practice. The ones arriving are gathered at
the entrance and the ones waiting for treatment placed in a different room, ready to
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enter the doctor’s office.
By this handling of patients the practice documents a valorisation of functionalism: patients
are not people but conditions to be treated. The doctor follows a problem solving approach
in his way of work. He focuses on the task at hand and is less involved with the social and
interactive elements accompanying the treating of patients.
 The way problems are solved follows a hierarchical mode.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Approach to naked patients / unprotected bodies within medical treatment
 Exposing one’s body is a sensitive activity for many people. Yet it is commonly
required within medical treatment. As a consequence specific preconditions should be
put in place when examining naked patients.
 The spatial arrangements should accommodate the sensitive nature of exposing one’s
body: i.e. rooms that can be closed with no other patients present and dim lighting
that lessens the feeling of being exposed.
 While the incident revolved around undressing down to one’s underpants, it is
instructive for handling exposed body parts as well. It points to the necessity of
carefully instructing patients on what will happen and guiding them through the
process to avoid making them feel uncomfortable. Acknowledging the sensitive nature
of undressing and thereby expressing care might be one element of alleviating feelings
of insecurity.
2. Communication in doctor – patient interactions:
 Within a Western style of medicine expertise of a patient’s condition rests with the
medical expert. The patient is diagnosed through an established medical procedure;
His or her role in diagnosis and treatment is deemed marginal. Due to these facts, little
emphasis is placed on communicating with patients. Lack of or inadequate
communication with the patients can contribute to them feeling ill-treated, not
accepting the proposed course of treatment or refraining from seeking treatment
again.
 If treatment is structured according to this hierarchical model, it should be questioned
whether patients are even afforded the ability to complain, pointing to a culture of
communication between doctor / medical authorities and patients.
 Contrary to a concept of medicine as a top-down-process, medical treatment can also
be imagined as a participating process, in which patients and their individual
backgrounds and emotions play a vital part for diagnosis and treatment. Engaging
patients in this process, members of the medical profession need to emphasise the
development of communication skills.
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3. Streamlining of medical practice vs. quality of care
 An orientation towards considerations of efficiency might be a reasonable and
sometimes necessary measure for medical professionals considering the high workload
and economy of medical treatment. Yet these concerns can adversely affect patients’
experience and impact on the course of treatment in a negative way. Thus, efficiency
needs to be synchronised with standards of quality care.
4. Culturally variant codes of conduct contribute to insecurity on how to behave in medical
settings, what to expect and how to express discomfort:
 These codes can be attributed both to the status of being a migrant living in a new
country and unaware of the medical system’s conventions,
 Also to the experience of being a lay-person in an expert environment.
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8. SHAKING HANDS
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 03.02.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Aid to refugees
Internship / psychologist in training
Disrespect
Break of reciprocity
Handshake, interaction rules

Professional domain
Professional domain of the narrator
NGO psychologist.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
This is the first day of my voluntarist internship and I am entering a classroom where some of
the unattended refugees that are cared for in the project are waiting. The first person, who
seems to me somewhat like the class clown, approaches me, shakes my hand, talks to me and
is already quite physical with me and coming really close. Most of the other young males in
the room follow his lead. They come over to me, shake my hand, laugh and conduct small
talk. One of the people in the room looks rather timid so I go over to introduce myself and
reach out with my right hand to greet him and shake his hand. He does not shake my hand
but twists his arm and only offers me his forearm to shake. I am so shocked that he rejects my
simple gesture of saying hello, especially since all the others had come up and shook my hand.
I was only following their lead when greeting this young man. How disrespectful!
The others try to explain, “He does not touch women,” But they also laugh at him.
I don’t even know if they are making fun of me or of him? I feel quite shaken, irritated and
puzzled, but I do not want to make too much out of it so I just continue with small talk.
Nevertheless, I am really mad. Not only does he not accept my gesture of outreach, but he
devalues me, because I am a woman.
Later on while reflecting on the situation I am still thrown and shocked, but I am also a little
surprised by myself. Why had I been so irritated by that situation and was it not to be
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expected? And why did I not put more thought into how to approach the refugees present?

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. The narrator
The narrator is a psychologist in training, female, from Munich and studying in Vienna. She is
21 years old and was raised in an academic and liberal-minded family (3 siblings), her parents
being preschool teachers. Her parents have been active in refugee aid for a long time. As a
teenager, the narrator was very active politically and she was a member of the green youth
and engaged in feminist and antifascist issues. Nowadays she is no longer active in organised
political situations but still considers herself a political person. She is oriented towards getting
to know different countries and people from diverse backgrounds. She considers herself as a
person who helps which is important to her. She is now actively involved in refugee aid
herself. She was brought up in a Christian setting but quit church. She reports having been a
victim of sexual harassment many times which contributed to what she calls a “hatred of
men”.
2. Person causing the shock
The person who caused the shock is an unattended male refugee from Somalia, who is
between 16-17 years old. He is a practicing and devout Muslim. The narrator describes him as
very timid and shy looking. He had not been in Austria for too long.
3. Other Teenagers present
10 other male unattended refugees were present when the shock happened and contributed
to how the situation unfolded. They were around the ages of 16 to 18 and from different
countries (mainly from Afghanistan and Iraq).
All refugees attended to by the project are male and under 18 years old and they have come
to Austria as unattended minors. They live in accommodations in the outskirts of Vienna, not
near the centre where the project is located. The refugees come from very different
backgrounds (social, national, religious etc.).
While the narrator is not that much older than the person causing the shock, most of the
characteristics of their social identities drive them apart: their genders, their orientation
towards religion, the type of religion they were brought up in, the area of the world they were
brought up in and most centrally the teenager’s experience of having to flee his country and
coming to Austria on his own.
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2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident took place in an NGO centre in a classroom that was used by the project. The
centre was located in a traditional working-class district in the outskirts of Vienna.
The narrator entered the room with a couple of refugees present. It was her first day on the
job and she had received some preliminary information beforehand, but no real training or
advice on how to act. None of the other staff were present in the classroom when she
entered. The narrator felt a little unsure and ill-prepared. At the same time she knew that she
would be of interest to the teenagers, being a young, blonde female, when most of the other
staff were considerably older and the refugees were mostly living in all-male accommodations.
It was very loud in the room and very chaotic. Teenagers seemed to be swarming around.
Additionally, it should be noted that the narrator did not know what the gesture specifically
meant, she only knew that it was performed due to the fact that she was a woman and
thought it to by a symbol of insulting women.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Shocked and angry. I felt disrespected and I don’t quite know how to proceed with the
situation. Yet I just carry on and do not express my anger. The other youths present are
laughing and I do not know what about so I feel insecure.
Reflecting on the situation, I still feel devalued and do not accept the action. I am also puzzled
at my own naïveté and my being thoughtless.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
All people are equal, regardless of their background or gender, and to be treated with respect.
All people being equal leads up to all people being treated equally. Differential treatment is a
sign of devaluation or discrimination, especially if it takes place along the lines of gender
difference.
 Respect is shown by treating others as equals, indicated by using the same gestures to
greet each human being.
 Greeting procedures start off interactions between two people, signifying the
willingness of both parties to make contact. Within greeting rituals social positions are
determined. One need only think about men kissing women’s hands instead of shaking
them as they would have done with their male peers. The form of greeting not only
points to the social relationship between the two people but also marks their personal
proximity or distance (friends, colleagues, superiors etc.). Shaking somebody’s hand
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signifies a meeting between two people at the same level who are not in especially
close personal contact.
By not following the proposed form of greeting, the refugee denied the type of
contact and social relation that was advanced by the narrator. Thereby depriving a
mutual exchange but also negating the form of respect that goes along with shaking
someone’s hand. Not taking the narrator’s hand stands for rejecting her offer of
establishing contact, of the type of contact that was to come and of how their
relationship was to be conceived.
Gender equity: The situation would not have arisen if the narrator was a man. Being
devalued for being a woman threatened the narrator’s self-image as a confident,
autonomous female.
Moreover, because of the refugee’s actions the narrator felt pressured to defend her
(liberal) ways against a foreigner. The incident placed her in the position as “German /
Austrian” and distinct from the refugees, having to enforce her vision of equality,
thereby challenging her non-culturalist view on values of equality. The narrator
found it important to add that there is also gender inequality in Austria.

Treating foreigners with respect is a value the narrator adheres to. This applies to her in the
same way as it does to refugees coming to Austria – whom she expects to treat her with
respect.
 At the same time, treating foreigners with respect entails adapting to context-specific
values and codes of conduct. While she is less irritated by differential treatment of
men and women in countries she travels to because it pertains to the country’s history
or way of viewing the world, she does not accept a transferral of these practices to an
Austrian context, not even from refugees (forced type of migration). This points to
questions of whose ideas are legitimately enforced within a social (cultural) context:
difference between locals and guests.
 Living in a global context people do have notions of how life is in different regions.
Especially since the refugees have migrated the narrator expects them to know about
different values and codes of conduct in a Western country and be familiar with
acceptable forms of greeting.
Self-image as person, who helps:
 The narrator’s vision of herself was threatened since being someone who helps is tied
to the expectation of receiving courtesy and gratitude. Refugees who are aided should
be thankful in return. The narrator draws esteem from this appreciation. The person
causing the shock by not greeting her the way she envisioned withdraw mutual
benefit from the situation, thereby he did not demonstrate appreciation for her
working to help refugees.
 Helping stands for caring and mothering but also for exercising control.
 Helping is associated with receiving benefits: feeling as a morally good person, being
appreciated etc.
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The aiding person usually creates the conditions the encounters take place in while the
refugees are thought of as passive receivers of help. The person causing the shock
overturned the typical format of encounters by his response of rejecting the proposed
form of greeting.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The refugee is pictured as
 Disrespectful
 Arrogant, because he thinks he can define the situation.
 A backwardly thinking male who envisions himself to be superior to women.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The refugee honours specific rules of social organisation and interaction that he holds dear.
 Especially in his situation of having fled his country of origin and being in Austria on his
own, he holds on to internalised codes of conduct. When everything else is falling
apart, he turns to routines that are familiar to him. It can be speculated that he was
overwhelmed by the situation and did not know how to act and fell back on this code.
 Not to touch women is a norm and he does not wish to break obedience to social
norms even in unfamiliar contexts.
 This points to an orientation towards universal rules rather than a preference to
adapting actions in a context-specific way.
Setting boundaries:
 Especially since the other refugees were behaving differently, he wanted to set himself
apart, making a connection not with the other refugees or the narrator but rather
keeping a connection to his own background.
 Maybe this represented a form of agency, not following external rules, forms of actions
suggested to him by representatives of the project. Thereby he was counteracting
notions of passive refugees he might have been confronted with.
 The boundaries he set also refer to the type of bodily contact that is acceptable to him
– they might relate to bodily contact being regulated along the lines of gender or age
difference or even proximity of acquaintance.
An unequal treatment of men and women does not mean devaluation. Not to touch women
rather represents a sign of respect towards the other gender. Maybe it is also a sign of respect
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towards one’s elders since the narrator was older than the refugee.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Conflicting value systems and codes of conduct
Professionals working in transcultural contexts may experience conflicts between
their own values and the value systems of the persons they attend to. These conflicts likely
manifest in concrete interactive exchanges. Yet they often times remain implicit since they
are not addressed verbally but expressed through non-verbal communication. The question of
how to deal with situations in which value systems and codes of conduct collide lies at the
heart of reflecting upon professional work in transcultural settings. Drawing on this example it
seems important to address the concrete interactive incident that caused a shock making
explicit the type of action that triggered negative emotions. As evidenced, it often remains
unclear what a gesture really stands for and what is intended by the one performing it. The
incident points to the importance of non-verbal communication for acknowledging
experiences of shock and negotiating practices that accommodate the differing value systems
and codes of conduct.
2. Training and guiding volunteers
Volunteers, but also many professionals, working with refugees are not always properly
trained and instructed before they start to work. They need to be advised not only on the
content of their work, but also on social elements accompanying it – i.e. regarding soft skills,
communication and techniques of reflecting on social encounters. Moreover, a form of
guidance should be put in place, i.e. by being mentored through the process or making
supervision available, especially where volunteers should explore questions of motives and
expectations. Another important dimension is to think along the lines of stereotypical
representations of refugees, how these images might inform volunteer practice and how
refugees can be supported in exerting agency. One idea might be to create opportunities for
refugees to engage with the civil society they fled to, aside from being recipients of aid, to
facilitate an exploration of differing value systems, ideas and codes of conduct.
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9. ILLITERATE WOMAN
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 02.02.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Hospital stay; multi-bed room
Collectivism
Disrespect
Praying
Medical space
Non verbal communication

Professional domain
Professional domain of the narrator
Hospital room

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was admitted to a hospital after suffering from a high fever for several weeks and not
receiving any substantial support from my GP. The hospital was full, but still they found a bed
for me. It was Wednesday when I was hospitalised. I was placed in a room with two other
women, one an older Austrian woman who did not speak much, and one a Turkish woman,
approximately 50 years, with a mobile phone which seemed to ring all the time, and was never
turned off. Also, it was a very cheap type of phone without the possibility of regulating the
volume. The phone rang very loudly.
The Turkish woman would not sit still but was constantly moving around or had family
members over for conversations. In the evening 4-6 people were there at once. I could not
rest, my body was tired from the fever, and I had to stay clearheaded for several
examinations. I had no strength in my body and was upset because she had no respect for me
and was acting irresponsibly with her loud voice and her loud phone. She constantly smacked
her lips loudly.
The first night I could not sleep. The Turkish woman switched on the lights several times, went
to the toilet and left the door open, ate food and grunted and burped the whole night. At 5.00
am she turned on the light in the room and loudly prayed her morning prayer without even
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caring that two people were still asleep. I could not sleep at all and had a severe headache
after that. The situation did not change after several days.
The shock finally occurred when suddenly she stood in front of my bed, while I was trying to
sleep, and pulled my arm. She was very close to my face, which was awkward for me. She
then showed me the box with her medication, and asked me in Turkish, which one she should
be taking right now. I did not understand a word but guessed she was asking me that.
Through pointing at the different sections of the box it became obvious that she did not even
understand which section said “morning”, which “evening”, indicating when to take which
medication. She was illiterate. I pointed to the right section with the medication she should
be taking at that hour of day and turned my back on her, signalling that I wanted no contact.
Thirty minutes later she threw herself to the floor and cried and shouted excessively until the
doctors could calm her down.
I told the doctor that I needed another room, because I would not survive another night with
this cruel person, whom I could not explain myself to due to our language barrier, and who
had not even a spark of respect on how to share a room in a hospital.
If the doctors had not given me a different room, I would have checked myself out.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
Sick woman in her 30s; born in Austria; speaks German, English, French, Russian; has a lot of
international experience (lived in different countries); Protestant; highly educated (university
degree) from a rather small family;
2. Turkish patient
Sick woman in her 50s; born in Turkey; speaks Turkish; Muslim; no school education, illiterate;
married with multiple children;
3. Medical staff
Doctors and nurses coming into the room from time to time, yet not often enough to really
experience what is going on in the room.
Both women are in the same situation as they are sick, hospitalised, having to share a multibed hospital room with other women. While the narrator is highly educated, the Turkish
patient is illiterate. While the narrator came to the hospital to seek peace and quiet (and is
alone most of the time), the Turkish patient is regularly surrounded by many of her family
members. What separates them further is that they do not share a common language in
which to communicate.
The main difference between the narrator and the medical staff revolves around the fact that
the latter are not in a state of physical discomfort but go about their professional tasks.
Furthermore, they are only present in the hospital room for short periods of time, thereby not
experiencing how it is to lie there as the narrator did.
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2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation took place in a three-bed room in a public hospital in Vienna. Inside the room
there was a bathroom with a toilet, which could only be used by the three patients residing in
the room.
The general atmosphere at the hospital unit was quiet, especially after six o’clock at night
where there was nothing to be heard from the other rooms. Most patients stayed in their
rooms and there was not a lot of commotion. Only the Turkish woman was constantly moving
around in her room and in the hallway.
All patients wore white hospital gowns but the Turkish woman also wore a veil (not a type of
burqa but a patterned headscarf).
The narrator was sick with a fever, not knowing what was going on and why the fever did not
pass. She had a great desire for rest and calm. She needed to stay clearheaded for most of
the day and this contributed to a feeling of being worn-out. Her pain and exhaustion was
aggravated by the fact that she could not sleep since the Turkish patient kept her up all nights.

4. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
I was extremely angry. How could she be so inconsiderate? She seemed to have no empathy.
I was also completely worn-out, tired, with a severe headache through lack of sleep. I could
not stand the situation any longer and I had to leave the room.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Respect and empathy is key for social organisation:
 Empathy means that all people sharing an environment need to adapt to each other,
take care of each other’s needs and try not to encroach on their boundaries.
 The narrator perceives no consideration for her own needs which threatens her vision
of how to socially interact and makes her feel unfairly treated due to lack of
reciprocity.
 Insecurity: What is the reason for the Turkish patient to violate these values of respect
and empathy? Is it due to cultural differences, i.e. explained by stereotypical notions of
Turkish families being louder than Austrian families? Or is it due to the lack of
education? This insecurity prompts mixed feelings in the narrator, who is pitying the
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Turkish woman while being annoyed.
Orientation towards individualism: In regards to interacting with other people, the
narrator wishes to focus on personal preferences, needs and boundaries. Negotiations
about how one wishes to be treated and treat others shall be based on individual
personalities, which to her implies an interest in the other person.
Orientation towards individual liberties ends where it has a negative bearing on
others.
Being loud underscores power, remaining silent / quiet symbolises lack of power. Not
respecting her need for quiet makes the narrator feel powerless.

Preference for negotiating social conduct:
 Instead of following universal rules on the one hand or disregard for other people by
an orientation towards one’s own wishes alone rather than others, the narrator prefers
to negotiate context-specific forms of how to relate to other people present.
 Orientation towards communication: It would have been different for the narrator had
the Turkish woman informed her beforehand that she would turn on the lights during
the night in order to pray. Without a vehicle for communication (shared language), the
narrator feels at loss on how to negotiate with the Turkish woman and make her
understand her own position, but also understand where she is coming from.
 Negotiation across social boundaries: How to negotiate without a common language?
How to negotiate with the Turkish woman who cannot even read?
Physical integrity:
 High desire for quiet and calm, since she was tired, exhausted and worn-out.
 A hospital is considered a space where people get better, a place for recovery. Patients
are thought to need quiet, this being emphasised by the regulation of visiting hours
and night rest starting very early.
 Disgust over sounds and smell – especially notable in the context of being in a hospital
where hygiene and avoiding hospital germs are important.
 There are implicit rules guiding behaviour in hospitals and among patients sharing a
hospital room: being quiet, considerate, minding one’s own business, since hospitals
are also places where matters usually addressed and enacted in private are done semipublicly. The narrator’s expectations of what will happen once she admits herself to
the hospital were destroyed. Her possibility of recovery felt threatened.
Negotiating conduct within the specific context of a hospital:
 Temporary hospital stay: it is unclear how long the narrator is going to stay or how long
the other patients are going to stay. How can relationships and common
communication be established under these circumstances?
 The meshing of the public and the private typical for hospital stays generated
insecurities on how to act. The narrator exhibits a preference for keeping private
dimensions sheltered / hidden and not acting them out in a hospital room.
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Prioritising of patient identity:
 In a hospital all patients are primarily patients to the narrator, not family members,
professionals etc. Certain behaviours follow from prioritising the patient role, i.e.
general adherence to the implicit rules of a hospital stay.
 Need for security and feeling of dependency; passive, hierarchical orientation: the
hospital and its members are supposed to ensure order and well-being for all patients.
The narrator felt she was left alone, no one was helping her in this uncomfortable
situation.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Inconsiderate; not empathetic; disrespectful; ignorant; simple.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Orientation towards private, familial self:
 The patient behaves as she would in her own home.
 Maybe her life outside of the hospital revolves primarily around her family, which leads
to her having little experience of other types of selves / codes of conduct. Maybe she
prioritises her family identity over other types, such as patient identity.
 Being sick and in an unfamiliar setting she turns to common codes of conduct.
 Insecurity and fear due to the hospital stay – caused by a lack of understanding of the
procedures she is subjected to, her precarious status as a migrant and medical
institutions being intimidating to many patients.
Collective orientation:
 Not the individual, but the community (extended family) is the basic unit of social
organisation. Needs, feelings and preferences are not so much grounded in internal
characteristics like personality traits, but derived from group membership and the
workings of the group. There is a focus on interdependence, the group members being
very close and experiencing a strong connection to each other.
 Having many family members visit and spend time, loudly chatting with each other or
eating together is an element of enacting collectively and a way for the patient to
correspond to group needs while in hospital.
 The prioritisation of fulfilling collective needs and group requirements includes a
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reservation towards other patients / non-members of the group.
Demonstrative communication:
 Preference for expressive forms of communicating with medical staff and other
patients (body language, sounds etc.): Compensating the lack of verbal possibilities to
communicate through sounds, moving around, loudly expressing pain; using a different
form of communication than the spoken word.
 Her actions – that she is constantly moving around, being awake – stand for curiosity,
willingness to learn and engage.
Prioritisation of own needs:
 Orientation towards recovery: elements needed are i.e. contact with family and
praying in a certain way at a certain time.
 Value of feeling comfortable, especially while being sick

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Hospital as social space
 Different patients with different needs and potentially colliding ideas of recovery share
spaces and are often forced to go about their private business in very close proximity
to each other. Thus, hospitals as institutions with heavily diverse users bear a high
potential for conflict.
 A typical set of conflicts might arise between patients adhering to a collective
orientation and patients oriented towards individualism – especially when they have to
share rooms, facilities etc. As depicted in this case, the two orientations go along with
divergent frames of reference, complicating an interpretation of the other person’s
actions, leading to attribution errors, insecurities how to act and frustration.
 As a consequence rules on how to act in a hospital should take into account different
ideas on recovery, but also safeguard basic needs (such as need for sleep).
 Recommendations:
o Communicating rules and codes of conduct in different languages and with
icons: Where are the social rooms located for patients to spend time with their
relatives? Where are prayer rooms etc?
o Investing in emergency beds
2. Hospital staff as mediators?
 Staff are usually pressed for time, so that it is often not possible for them to
acknowledge what is going on in patients’ rooms.
 Creating opportunities for patients to communicate high levels of disturbance; this
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carries the risk of hospital staff being swamped with complaints.
Training staff to be aware of conflict.

3. Comprehensive translation and interpreting services in hospitals
 Expansion of in-house interpreters
 Expansion of telephone and video translation services
 Training health care professionals on how to deal with language barriers
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10. SEX WITH PATIENTS
Organisation that collected the incident: UNIVIE
Date of recording the critical incident: 10.02.2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
General practitioner
Ethics in medical practice
Communicating with co-workers
Professional identity
Sexual relations, sexuality

Professional domain
Professional domain of the narrator
Doctor’s assistant, nurse.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
One day my colleague told me that she had slept with a patient and not just one patient. She
had already had sex with a patient from Hungary, one from Colombia, one from… She seemed
to have already drawn up a list of patients from different countries she had sex with. I was
shocked and I could not believe it. First of all, how unethical. It is simply impossible to have
relations with patients. Secondly, why would she tell me? I told her straight away that this is
impossible, but she did not really understand me. She told me: “You know in Peru I could
never behave like that but now that I am here, I can dress differently and this is all not a
problem. I have become a European.” I was really disturbed by her rationale. I am a SouthAmerican woman as well but I do not behave like that. Moreover, not all Austrians go and
have sex with patients or will sleep with different persons every week. So I was quite annoyed
with her because it is simply not true what she was insinuating. There are rules in a liberal
society as well.
After that incident working with her was quite difficult and finally we chose to close her
contract.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1. Narrator
Married woman with six children, living in Austria since for more than 20 years and born and
raised in Mexico; 59 years old; practicing Catholic; highly educated; works in the doctor’s
office of her husband; very international life (lived in different countries);
2. Assistant from Peru
31 year old doctor’s assistant; born and raised in Peru; living in Austria for 4 years; Catholic;
single; heterosexual;
Indirectly involved actors:
3. Husband / doctor heading the office
General practitioner; Austrian with Hungarian ancestors; married; 6 children; head of general
practitioner’s office
4. Patients of different national origins whom the assistant had sex with
The two main actors, the narrator and her colleague, are both females living in Vienna,
working as doctor’s assistants, having been raised in a South-American country. Both were
raised Catholic and identify themselves as heterosexuals. The narrator is thirty years older
than her colleague and she has been living in Austria for a considerably longer period. She is
married with children while her colleague is single. Furthermore, the colleague is a typical
employee while the narrator is married to the doctor who leads the practice, which makes her
a lot more invested in this place of work and positions her hierarchically above her colleague.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident occurred among employees of a general practitioner’s office in Vienna. The head
of the office is the narrator’s husband. The practice focuses on international clients and there
are about 5000 patients from all over the world. In 4 years of practice the doctor had over 24
employees (fast overturn) – male and female, with different national and cultural
backgrounds. The narrator communicates that many professionals cannot handle working in
such an international practice with diverse patients who cannot speak German. Many
reported being overwhelmed or exhibited an unfriendly attitude towards patients.
Before the incident there was no conflict between the narrator and her colleague and they
engaged in a friendly relationship.
The narrator considers herself a migrant, having been confronted with stereotypical and often
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derogatory representations of South-American women while living in Austria. She herself
holds a very positive view on migration and multilingualism.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Annoyed; astonished; disturbed.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Sexual norms:
 Monogamy or at least not quick overturn of sexual partners
 Sex is connected to partnerships, emotions and love.
 Sex ideally happens within the context of marriage.
 If one is sexually promiscuous, one does not flaunt his or her adventures.
 Sexual encounters are not something one should collect, especially not on the basis of
a criteria like nationality of the partner.
 Professional conduct can regulate sexual behaviour, as in the context of the patient –
medical staff relationships: professional ethics supersede individual desires.
Ethics in medical / professional practice:
 No sex with patients: Sex with patients is considered unethical, because medical staff
can capitalise on their professional position, exploit the patient’s vulnerabilities and
thereby cause a loss of trust in the medical profession.
 Specific norms on how to conduct professional relationships: not only in regard to
dealing with patients, but also concerning interactions with colleagues. The sharing of
an unethical practice puts the narrator in an awkward position. She prefers not
knowing what is going on over open communication on a delicate subject matter.
 Prioritisation of a professional relationship between colleagues in a place of work over
a personal relationship.
 Unethical behaviour by staff challenges the practice’s reputation and in consequence
the professional standing of the narrator’s husband.
Degrees of acculturation – keeping in touch with one’s pre-migratory upbringing:
 Values should not be changed easily due to migration: Preference of holding on to
certain elements of the old value system over totally assimilating to what is thought to
be the value system of the new country.
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By being addressed as a fellow South-American woman the narrator’s self-image was
threatened: need for boundary-drawing between her and the assistant.

Non-cultural view of values:
 Ethical behaviour is not so much context dependent but hinges on the individual
person. While the narrator does attribute some of the values she holds to her Catholic
upbringing and belief system, she also challenges the notion that people from the
same background must share the same values.
 Challenging of group stereotypes / individualist orientation: Invoking cultural
difference is no excuse for inconsiderate / unethical behaviour. It is still the individual
person who decides how to act.
 There are rules both within liberal and more traditional societies and order is not
dependent upon more traditional forms of social organisation.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Unethical, promiscuous, naive

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Openness to new cultural experiences:
 Life in Austria is experienced as liberating compared to life in Peru because there seem
to be more options available on how one can behave.
 The assistant shows willingness to assimilate and shed constrictive rules she learned
during her socialisation.
 One way on how to integrate into a new society is via social (sexual) relations. Sexual
relations can be interpreted as an effort to connect culturally.
 Values and codes of conduct do not have to be rigid but can rather be tried out in a
playful way.
 Orientation towards negotiating codes of conduct – also within the workplace and
among colleagues.
Orientation towards social connection:
 Making a connection with the new society is key.
 The assistant is talking to the narrator as friend, confidante and not as colleague –
prioritisation of personal relationship instead of professional. Sharing and becoming
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emotionally close is seen as an opportunity to establish a connection.
On the one hand, holding a job and being considered a professional is maybe not as
important as establishing a close relationship. On the other hand, sharing information
about sex with patients might not be considered as being unprofessional.

Sexual liberties:
 Especially as a woman who might not have experienced these liberties before; no need
to confide the sexual to romantic relationships.
 Focus on desire, spontaneity and making new experiences.
Ethics in professional practice:
 Two consenting adults having sex does not infringe on ethical medical practice.
 Distinction between professional self and private self: what she does on her own time
is not to be judged by her co-workers.
7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1. Implicit vs. explicit code of conduct within health care institutions
 Spelling out what is considered ethical practice for health care workers in order to
obtain explicit codes of conduct which orient behaviour.
 Problem of overregulation: Codes of conduct can never be all-encompassing and if they
are they are experienced as debilitating. Instead, general guidelines of ethical practice
should go along with establishing a reflective professional culture where ethical
dilemmas and potential solutions can be discussed amongst co-workers.
 Developing guidelines and establishing communication about professional culture is
especially relevant in transcultural work settings where different expectations and
implicit norms co-exist and potentially collide.
 Thinking about a code of conduct starts processes of institutional discussion, thereby
not only addressing standards of professionalism and ethical practice, but enhancing
participation of all staff members on an institutional level.
2. Working in transcultural teams
 In the health sector people from different cultural backgrounds, with different
experiences of migration, routinely work together in transcultural teams. While
personal experience of cultural transition often enhances transcultural competence
and working across multiple social and cultural divides, issues of differing approaches
to acculturation as well as expectations towards group similarities can give rise to
conflict among co-workers – as illustrated in this critical incident.
 Cultural identities can further collide within elements of work culture, pointing to
training needs of how to work in transcultural teams in the specific context of health
care institutions.
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11. THE TURKISH TERMINAL PATIENT
Organisation that collected the incident : MHT Consult
Date of recording the critical incident : January , face-to-face interview
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
End of life, family, gender, communication.

Professional domain
Professional domain of the narrator
Nurse in hospice

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
The narrator tells us:
“I am working as a nurse in a hospice in Copenhagen. In the hospice, over the years, we have
had many patients from other countries, especially patients of Turkish origin.
Among the patients, we currently have a terminally ill man of Turkish origin. The patient
speaks very poor Danish. He himself is only able to communicate in a very restricted way
because of his illness.
When the patient initially arrived to the hospice, he prayed on his knees every day, while the
wife was sitting in a chair, reading. But now he is too weak to pray outside the bed. I never
saw his wife or his daughter praying in the hospice. The family intends to bury the patient in
Turkey.
Even though we had other patients with other cultural backgrounds, this family has actually
given rise to many cultural challenges which are difficult to deal with.
Firstly, the patient´s wife is staying in his room around the clock, literally - except for small
breaks when she takes a walk. As soon as she leaves the room, the patient starts calling for
her. She insists on doing everything for her husband, with the exception of functions and
activities connected with his intimate parts.
This indicates that the wife is sleeping in the room every night. When she goes to sleep, she
takes off her veil (headscarf). Of course, in a hospice, we are watching the patients carefully
and regularly checking on them during nighttime, as well as when we are called for.
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Thus, it was really a shock for us to experience that our male nurses and colleagues were not
allowed to enter the patient´s room during the night, while his wife was sleeping without her
veil (headscarf). This reaction was completely unexpected for all of us.
The hospice is divided into 2 departments as part of the total structure. So, until now, we have
solved this problem by asking a female nurse from the other department to attend the Turkish
patient during nighttime. But when his condition grows worse, more consistent professional
care is needed, and then we cannot always count on calling nurses from the other
department.
Secondly, in addition to the wife, the three daughters, living in the Copenhagen area, visit their
father in the hospice every day. Likewise, the fourth daughter, who is living in Africa, calls her
father and the family every day from Africa.
In the hospice there is a small kitchen reserved for patients´ relatives. Each day the daughters
of the Turkish patient are preparing dinner in this kitchen. Therefore, it is difficult for other
relatives to use the kitchen. Thus, the other relatives turn to us, dismayed and complaining
that they very often feel unable to use the kitchen, since the Turkish family leaves no room for
others.
The Turkish family tells us that they, of course, would take the needs of the other relatives into
consideration, “they just have to tell us”, they respond. The other relatives also argue that
they do not dare to raise the issue in an open manner towards the Turkish family, because this
may bring them into a position where they appear to be “racists”.
Thirdly, the daughter being a medical doctor, is very active in procuring supplementary tests
for her father, insisting on providing him with supplementary medical treatment in another
hospital, even though as a professional doctor she would know that this treatment is futile at
this stage in her father's illness. We never experienced anything like this before.
Finally, as professionals in a hospice, it is part of our professional work to speak with the
patients about dying and advise them about this basic situation. In the case of this patient, we
need to communicate through the family due to the patient´s linguistic capacity. This
communication mainly involves his wife. She, on her side, is very much afraid of death. She
tells us that she never saw a dead body.
Consequently, when one of the other patients in the hospice died, she actually asked the
relatives permission to see the dead body in order to experience what a dead body looks like.
This was, of course, shocking for a family in mourning – and it was also quite a surprise for us.
We never experienced this kind of behaviour, and we certainly had not foreseen it.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator works full time in the hospice. She has been working at the hospice for 6 years.
Before this, she worked as a nurse in a hospital for 4 years and previously as a district nurse in
primary care for 7 years. Furthermore, she originally trained in Sweden as a psychiatric care
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assistant.
The narrator is a female Swedish-born nurse with long-term experience within the medical
field. She works full time in the hospice. She is 60 years old and lives with her husband, now
retired. She is the mother of 3 adult sons, all of them living elsewhere. She is also a
grandmother to 2 small children. She describes herself as agnostic with a strong humanistic
mind. She loves nature and enjoys garden work. Nature is important to her.
The incident involves a family of Turkish origin, staying currently in the hospice due to the
terminal illness of the family father. There is no particular information about the illness. What
matters is that the man is dying and therefore transferred to hospice, where his family can be
present as much as possible. The patient and his wife as well as the daughters are faithful
Muslims. They have been in Denmark for about 40 years. They speak Danish, but the patient
has, due to his illness, forgotten much of the Danish language.
The Turkish family consists of:
The terminal patient in the hospice, of Turkish origin, 78 years old. The patient is speaking very
poor Danish due to his advanced and terminal illness. He is in a state where he can barely get
out of bed by himself
The wife of the patient, of Turkish origin, 65 years old. The wife lives as a housewife, and she
speaks very good Danish.
The 4 adult daughters of the family, 30-40 years old. It is unknown to the narrator, whether
the daughters were born in Denmark or Turkey. However, the parents, the patient and his
wife, have been living for about 40 years in Denmark.
One daughter is a housewife.
One daughter is a medical doctor
One daughter is a laboratory technician
One daughter is living in Africa, being though in close touch with the family in Denmark.
The other medical professionals involved in the incident include:
A number of hospice nurses and healthcare assistants from 2 different departments of the
hospice. The staff members consist of both female and male nurses.
Other relatives to terminal patients admitted to the hospice:
A number of relatives of other terminal patients. Like the Turkish family the other relatives
would generally spend a lot of time with their dying family members, thus also using the
facilities provided for relatives and other visitors.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident – or rather the parallel incidents - takes place in a hospice in the Copenhagen
area.
The hospice is situated in a two-floor building. Each floor functions as a separate
unity/department with a permanent staff. The hospice is organised in two units in order to
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obtain an intimate, quiet and tranquil atmosphere with a restricted number of professionals
taking care of a restricted number of terminal patients and their relatives.
Each department of the hospice includes an apartment with living room and a small kitchen to
be used by visiting relatives. It often happens that close family members and relatives stay
with the dying person around the clock. But this is usually confined to the very last stage and
phase of life of the terminal patients.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator has previous experience with patients from other countries, and thus she feels
herself experienced in dealing with cultural differences. She likes the Turkish family and feels
respect for the care the wife and daughters show to their loved one, the father.
However, she is surprised, troubled and very much disturbed, when the wearing of religious
symbols interferes with the execution of the professional work in a medical institution.
Likewise, she really finds herself in a dilemma when she, along with her colleagues, has to find
a way to mediate between the daughters´ constant use of the kitchen and the needs and
expectations of the other families. She is also afraid that her instructions about the common
use of the kitchen may be perceived as a discriminatory act, due to the daughters´ ethniccultural background.
Finally, the narrator is dismayed that the daughter, who is a doctor, is interfering with the
medical treatment and even makes arrangements with an outside hospital. She feels that the
daughter fails to recognise and respect the professional competences of the hospice staff
members.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Value: medical professionalism is prior to religious preferences and needs
The nurse is trained to help terminally ill patients, often during situations of emergency. In the
Danish healthcare system, the performance of this professional practice has high priority and
cannot be obstructed by any kind of religious – and in some respects not even private - needs,
conditions and expectations. The medical care of patients is supposed to be the responsibility
of professionals in the institutionalised welfare system. This also includes the value that the
medical professionals have a high status which laity should respect.
Even though the Danish healthcare system and Danish medical professionals are increasingly
trained to involve patients and relatives in care functions, the medical care is still a
professional field. The professionals in a hospice are very experienced in handling families and
relatives, but the relation of families and relatives are subordinated to the professional
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medical care. The Turkish family is in a way interfering with the professional hierarchy,
procedures and expectations.
Firstly, the mother is almost “occupying” the patient, her husband, when staying around the
clock from the very beginning of his hospitalsation in order to carry out as many caring
functions as possible, thereby almost hindering the professional´s work.
She checks all food (Halal), holds his hand and keeps the room clean and tidy.
Secondly, one of the daughters directly intervenes in the professional treatment by prescribing
supplementary treatment. By doing so, the daughter – in the eyes of the narrator and her
colleagues - crosses a boundary between being professional and being a lay person. In their
eyes, she is first and foremost a lay person who visits the hospice for private reasons, i.e. her
father's terminal illness. But she confuses two roles when she starts to act as a doctor. It is
particularly a thorn in the side for the staff members, because she is indirectly questioning
their medical assessment.
Value: Gender equality in the professional performance is prioritised above religious
preferences and needs
Even though there still exists a more or less visible gender hierarchy in the Danish healthcare
system, it is an official and law-based policy that all sexes have equal access to all professional
positions. Thus, male nurses should be recognised of both colleagues, patients and relatives as
equal to female nurses – and equally skilled.
Nowadays, this is accepted among most professionals and laymen. In the incident, the wife is
opposing this basic value by denying the male nurses access to the patient during the
nighttime, where she doesn’t wear her veil/headscarf.
Value: Respect to patient and family needs weigh heavily in the professional identity
Despite the high level of gender awareness, it is noteworthy that the staff members seek to
meet the needs of the wife - and probably also the patient – when replacing the male nurses
with female nurses during nighttime. There is a growing professional awareness that the
needs and requirements of patients and their families should be met as far as possible. When
it comes to the Turkish family's needs, the staff is facing a dilemma because the fulfillment of
the family´s needs are in conflict with basic professional principles of gender equality, but also
the value of giving first rank to professional care rather than religious procedures.
Value: Death is a most private matter
In Danish society, death is generally considered to be a private matter, perhaps with the
exception of very famous person with a public status. Death takes place, in a matter of
speaking, in the private sphere and is reserved to family, close relatives and close friends. The
privacy of death includes the dead body. This privacy and intimacy around the dead body is an
expression of respect for the dead person. But it also implies elements of a kind of timid ritual,
where the bereaved - usually only the closest family and relatives - have a last moment with
their beloved one. Actually, most Danes pass away in their home.
The more public ritual around death is later expressed through the funeral ceremony where
the dead body is hidden from the participants.
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In the eyes of the professionals and the relatives of the dead patient, the wife in this incident
is violating these common values and rituals surrounding death. She is doing so by asking if
she can see the dead body in order to become more familiar with death as an existential
condition she herself is about to meet and has never experienced. Thus, her practical and
pragmatic approach is interfering with the privacy values and ritual approach of the
professionals and other relatives. The professionals are also reacting from more private values
and emotions in this situation.
Value: Sharing of common facilities prior to individual needs and preferences
It is often said that there is a cultural distinction between Western individualism and nonWestern collectivism. Accordingly and generally spoken, Danes would be considered as
individualists in ways of thinking and acting. But, at the same time, there are in general very
strong values and norms about paying attention to other people´s needs in situations where
you have to share common facilities. Although this value is changing with new generations, it
is still considered by many people as ill-mannered if one does not share common facilities in a
considerate and proper way.
Thus, the daughters exceed this standard for good and considerate behaviour, when they use
the shared kitchen every evening, thereby preventing other relatives from cooking.
When the nurses tell the family, that other relatives sometimes feel that they cannot use the
kitchen, the Turkish family responds that the other relatives just have to formulate their need,
then the family is willing to let them use the kitchen.
From what the narrator tells us there is reason to believe that the Turkish family is actually
prepared to make room for others in the shared kitchen. The family just doesn’t realise that
other relatives need to use the kitchen, since the others never showed signs of this need. But
the dilemma is that the Turkish family does not by themselves demonstrate this attention to
the other families´ needs, even though these needs are not explicit. Thereby, Turkish family is
unwittingly breaking an unwritten cultural and behavioural rule and value.
Individualism and collectivism in common goods
Thus, the incident reflects how norms and values about individualism and collectivism should
not unambiguously be attributed to Western and non-Western cultures and groups of
countries. On both a mental and practical level, both values may be found in different
cultures, but generally on different societal levels. In the Turkish family, the collectivism is
especially strong within the family framework. In the Danish families - and beyond in the
Danish society in general – the collectivism is strongly associated to the welfare state concept
of equality and the value of equal access. You must share the common goods, and one should
not "usurp" the common goods at the expense of others. There is reason to believe that it is
exactly this internalised concept of equality that the other families and the staff members
enforce
(or
rather
dare
not
to
enforce)
to
the
Turkish
family.
Value: Formal acceptance of cultural differences based on political correctness is more
important than interpersonal dialogue and exchange
The lack of communication around the kitchen may reflect values around anti-discrimination:
There is - according to the narrator - a certain fear among the other relatives to be accused of
discriminatory behaviour if they complain about the family´s “occupation” of the kitchen day
after day. This "reverse" discrimination approach is seen in other situations. The value of not
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criticizing people of other ethnic-cultural background - even if there are objective reasons for
the objection – reflects itself in the fact that discrimination is a phenomena taking place in
society. Apparently, it is important for both the staff members and the relatives to distance
themselves from any suspicion of discrimination. Unfortunately, the result of this reluctance is
that the Turkish family is actually exposed to both irritation, frustration and isolation.
Thus, in the wake of the general debates on diversity management, integration and inclusion,
many people are reluctant to criticise persons with another ethnic background on concrete
issues. The kitchen issue reflects this reluctance as well as the fear to be perceived as
xenophobic.
In total, the actual need for equal access to the kitchen is subject to the value that one should
not discriminate against people with different ethnicity and cultural backgrounds – resulting,
eventually, in a real dissociation and irritation.
It is very important not to be accused of racism.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The nurse and the other professionals in the hospice do, indeed, claim that they are fond of
the Turkish family. The family members are described to be all very nice, polite and humble.
The narrator basically respects the caring attitude of the family. She actually tries to
negotiate on their behalf with the other families, concerning the use of the kitchen facilities.
Likewise, she and her colleagues are seeking practical solutions, so as to have only female
nurses to attend the patient during nighttime – thereby finding compromises between the
adherence to religious and professional practices and values. But even so, she is really
shocked by the fact that a religious symbol interferes with the professional duties. To her it is
not a sustainable situation.
Despite all the positive feelings, at the same time the narrator is surprised, disorientated,
dismayed and even insulted that one of the family members – the doctor – goes against the
hospice doctors´ assessment by seeking other alternative treatment for the terminally ill
father.
Thus, the image is contradictory and basically ambivalent.

6. Representations, values, norms, prejudice: The frame of references of the person or
group that is causing the shock / that caused the shock in the narrator.
There is, in general, a close relationship across generations in Turkey. The adult children are
supposed to take care of their parents, and they are supposed to respect the older
generation.
The man and father is traditionally regarded as the head of family. Even if reforms have
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changed the position of women in society in many respects, most women are still far from
the equality experienced, in general, by Danish women.
The women of this particular family of Turkish origin are prepared to do anything to help,
support and take care of their husband/father. One of the daughters uses her professional
position as a medical doctor to meet these values and norms, even though she thereby has
to “mix” the professional and private identity. In reality, by this action, she is also as a
medical professional in the Danish healthcare system violating her professional standards by
sending the patient to another hospital for supplementary tests and treatments, knowing
that this may be a useless effort towards her terminally ill father.
Thus, her actions in this situation may reflect the dilemma between her professional (Danish)
assessments and values – and her traditional commitment to family values which are partly
transferred from her parents´ origins in Turkey - and also partly being a part of traditional
Danish family values - especially for daughters.
In summary, the women of the family are giving first priority to cultural-based, traditional
values and norms, even though they probably are aware of the rules, values and practices in
the Danish healthcare system, given especially one daughter´s own professional position.
Furthermore, they have no linguistic challenges or conceptual obstacles. Apparently, the
family also gave high priority to education of the daughters. However, a core point may be
the missing communicative - and thus probably conceptual – skills of the husband/father. It
could be that the husband/father has a stronger attachment to traditional values and gender
positions than the female family members.
In total, the family is stretched between different cultural values, norms and practices of
both religious, gender-related and societal character. When death is knocking at the door,
they tend to turn to the more traditional cultural values, perhaps, by doing so, to meet the
strongest needs and expectations of the dying husband/father.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Strict adherence to religious beliefs, values and practices may in many cases interfere with
the execution of Western professional healthcare functions.
The incident reflects that it is possible to find common solutions and negotiate compromises
to a certain degree. But at the same time, it is necessary to deal with situations where those
solutions and compromises are no longer possible, due to increasing acuteness of the health
condition of the patient. Then the interaction between patients, relatives and professionals
has to be taken to a new level of intercultural dialogue and mutual understanding.
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12. THE INTERPRETATION MISTAKE
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 29.02.16, face-to-face interview
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Cultural-religious concept for death
Professional responsibility towards all patients
Professionalism/indifference/irresponsibility
Hierarchy and Power distance

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“I was in my first internship as part of my education as a Healthcare Assistant. I was doing my
internship in Rigshospitalet (the largest and most important state hospital in Denmark, located
in the City of Copenhagen, our rem.). As an intern, I followed my supervisor constantly. She
had worked in the healthcare system for many years, originally being educated in the former
healthcare educational system.
One day, we entered a hospital room, where an Arabic girl around 14 years was lying in her
bed. The girl was terminally ill, suffering from a brain disease. She was, in fact, death marked
and tended to have cardiac arrest as part of her disease. Until now, she received CPR in case of
cardiac arrest. The whole situation made me kind of scared.
Her parents, an Arabic family with Lebanese background, were in the room together with a
hospital doctor – apparently a senior doctor. Apart from the family and the doctor, a female
Arabic speaking interpreter was present, due to the formal rules, when patients and relatives
have a foreign background and are not totally familiar with the Danish language.
The doctor explained to the parents in Danish that in case of further cardiac arrest, the
hospital would not provide CPR, because of the daughter´s terminal situation. The doctor
didn’t directly mention euthanasia, but in practice this was actually the message and decision.
The interpreter passed this serious message to the parents in Arabic. But in fact, the
interpreter gave the opposite message, as if the doctor would carry on the CPR. This was
obvious to me, since I´m speaking Arabic myself.
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The father actually spoke and understood Danish to the extent that he seemed to grasp the
real message from the doctor. But I felt quite convinced in the situation that the mother would
leave the room and the meeting with the clear conviction and belief that the hospital would
continue CPR in case of cardiac arrest.
Due to my own Arabic and Muslim background I was quite dismayed, while I was pretty sure
that the mother would never accept the doctor´s decision of cancelling the CPR in case of
further cardiac arrest.
Therefore, I asked the mother, if she really understood the message from the doctor. When
she confirmed, I had to suggest that she should really ask for another meeting with the doctor
and also ask for another interpreter, thus to be sure that the new interpreter would master
both Danish and Arabic 100 pct.
My hope was that I could help the mother in this indirect way to perceive the situation and the
message correctly. I witnessed this serious misunderstanding and a mistreatment of an Arabic
family, which may cause severe consequences from a Muslim-cultural perspective. I just
couldn’t stand by to see this happen without any reactions.
I also approached the doctor, who was moving on. I told him that due to my linguistic
background I realised that the mother was not properly informed about this serious matter.
But the doctor shrugged and said that an interpreter had been summoned and present
according to the rules - and thus, everything was accomplished in a proper manner. He would
do nothing more about it.
I also informed my supervisor, and her answer was that the doctor was in charge, and I could
do nothing about it. She pointed out that as an intern in the bottom of the hospital hierarchy, I
actually would not be allowed to reprove a senior doctor in this manner.
So, I was shocked and shaken both from ethnic, cultural, religious and professional reasons…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a 24 year old Danish male healthcare student in the Danish healthcare
education called Healthcare Assistant, an education of 3 years. At the time for the recording,
the narrator is on his third year. Migrant parents, his mother originally came from Lebanon
and his father originally from Iraq. The narrator speaks Arabic fluently, too. The narrator and
his family have a Muslim-cultural background. However, in this incident he was also affected
from professional motives and from a healthcare perspective. He has strong professional
aspirations and has chosen his healthcare profession based on his interest in human relations.
The narrator is generally engaged in issues of equality, antidiscrimination and diversity etc.
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Apart from his healthcare education, he is also educated as a so called Young
Agent/Counsellor in the City of Copenhagen, a corps of young people advocating for
antidiscrimination in the vocational training system.
Thus, the narrator is used to reflect on and react to situations where he feels that justice or
human decency is not fulfilled.

The situation involves a number of actors apart from the narrator, all being present in the
hospital room:
An Arabic, Lebanese family – husband, wife - with a terminally ill daughter in hospital. The
husband and wife are supposed to be in their thirties, the daughter is 14 at the time.
A male Danish hospital doctor.
A female professional interpreter translating from Danish to Arabic and vice versa.
A female healthcare assistant, being the training supervisor of the narrator in the hospital.
Worked 38 years in the Danish healthcare system.
We don’t know whether the family and the hospital doctor already were acquainted, as many
different doctors may be involved in the treatment of the individual patient and the relatives.
Likewise, the family wouldn’t know the healthcare assistant, the interpreter and the narrator.
However, the professionals may know each other from the general professional work in the
ward.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in a hospital room, where a terminally ill Arabic girl is lying in her bed.
The girl is suffering from a brain disease, and she and her parents are going to consult one of
the hospital doctors about her situation and the prospects of her treatment.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked and also surprised that such a situation and fatal misunderstanding
could take place in a professional context. He also had a sense of being personally responsible
and committed to respond to the serious mistakes he witnessed. As a kind of ethical truth
witness he had to react.
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The narrator reacted emotionally from more than one perspective: Having both Arabic and
Muslim origins, he was upset about the lack of consideration to the family´s religious-cultural
values. He was, in fact, reflecting – and transferring - his own values and the lack of respect
towards other religious-cultural values in the situation.
Furthermore, his personal values and sense of responsibility was exceeded when he witnessed
how the mother did not receive proper information or opportunity to react on what was
effectively a final death sentence for her daughter. Thus, the narrator decided to act without
taking into account the organisational-/hierarchical order and decision-processes in the
hospital system. He also felt that due to his own background and linguistic skills he discovered
a serious mistake which neither the doctor nor the supervisor would ever be able to discover.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
In the eyes of the narrator, the antagonists in the incidents would represent the following
positions, giving cause to the narrator´s reactions:
The intersection between religious, ethical and professional norms and values
The father’s behaviour gave rise to both ethical/religious and professional scruples for the
narrator, thus crossing norms and values on both a private and professional domain. The
father was aware - even without the interpretation - that the doctor decided to stop the CPR
treatment. Thus, the father probably also realised in the situation that his wife was
misinformed about the medical decision. Maybe the father kept silent in order to protect his
wife from the shock and the certainty that the hospital was going to stop the treatment, thus,
in fact, providing euthanasia. Although euthanasia is an illegal action in Islam, the father may
have wished for his incurable daughter to finally find peace from her suffering.
From the narrator´s private perspective, this was a breach of fundamental religious norms and
values.
Furthermore, from a professional perspective, the father’s complicity on the false
interpretation interpretational gave rise to professional scruples as wells. For the narrator, it is
a very strong professional and ethical value that complicity and witnessing lead to disclosure,
transparency, and openness, not tacit acceptance. Even though the father did not play a
professional role in the incident, his silence and concealment would represent a professional
dilemma for the narrator, who would be fully aware of the religious consequences for the
whole family.
The intersection between hierarchical structures, intercultural competence and professional
approach to all patients whatever their background
The doctor gave rise to both professional and ethnic-cultural scruples, thus using his high
position in the medical hierarchy to show professional, intercultural and compassionate
indifference to a minority and Muslim family’s needs and requirements in a very difficult
situation. On both a professional, intercultural and human level, the doctor neglected to
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check whether the parents really received and understood the seriousness and consequences
of his medical message. Here lied on the formal fact that an interpreter correctly was present.
But he didn´t take further notice of the professional quality and correctness of the
interpretation.
When the narrator informs him that the interpretation has gone wrong, he passes it off and
answers that an interpretation was conducted, and he can do nothing more about the case.
One may raise the question whether he really meets and fulfills the medical code of conduct
and the ethical standards and values in situation – or if his reaction could be described as
unaccountability and responsibility failure. His professional culture commands him to respect
certain ethical and procedural rules – like rules of using interpretation – but in practice he
appears unprofessional by not ensuring that everyone present – especially all Muslim family
members – really do understand the situation and decisions. Thus, he enforces a traditional
hierarchic position. He refers in a very firm way to his overall and superior authority as the one
who can decide on the daughter’s life and death, literally spoken in the situation.
The supervisor – ranking much lower in the medical system – apparently reacts in full
accordance with the hierarchical rules.
The intersection between professional service and personal cultural acceptance
The interpreter gave rise to professional scruples, but maybe also rises to a well-known feeling
of ethnic-cultural second-rate position and subservience in a system where white middleclass
men – male doctors - generally are positioned at the top of the ranking. The interpreter is
female, and she is Arabic, presumably also Muslim. As a professional she should check
thoroughly whether she herself really understood and communicated the correct message in a
situation of such serious consequences for the family involved. It cannot be ruled out that she,
like the father, tried to protect the family – especially the mother - against the real message.
She would probably know about the ban on euthanasia. However, she may have trouble to ask
and thereby revealing signs of professional uncertainty in a situation, characterised by strong
hierarchical rules and positions. If so, her fear to ask may even be reinforced by her gender
and ethnicity.
Given his own background, the narrator would be very much aware and sensitive to such
unspoken feelings. As we know, he would also be very much in opposition to any kind of
ethnic-cultural subservience, even if it takes place hidden in the situation.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Anger, dismay and surprise when confronted with the lack of professional sense of
responsibility of the doctor, the supervisor and also the professional interpreter.
Anger, when confronted with the lack of respect - and apparently also for some of the
antagonists the lack of knowledge and interest - for Muslim-cultural values, not the least the
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disrespect especially towards the mother´s religious position.
Powerlessness towards the organisational culture and hierarchy that can cripple accountability
among professionals in the healthcare system. Especially while the system is dealing with life
and death.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The Danish hospital doctor:
Apparently, the doctor doesn’t really care, whether a family with a Muslim-cultural
background and linguistic challenges properly understands the seriousness of the daughter´s
situation and the consequences of the medical decision. His professional culture commands
him to respect certain ethical and procedural rules – like rules of using interpretation. But in
practice he appears unprofessional by not ensuring that everyone present – especially all
Muslim family members – really do understand the situation and decisions. Thus, he enforces
a traditional hierarchic position. He refers in a very firm way to his overall and superior
authority as the one who can decide on the daughter's life and death, literally spoken in the
situation.
The Arabic family and especially the father:
The Arabic family involved in the situation have a Muslim-cultural background. This appears
to play a significant role from their point of view, while euthanasia is banned in Islam. If you
are incurably ill, you would have to choose yourself, whether you want to end treatment. But
in fact, this is also difficult due to the suicide ban in Islam.
In this unhappy and difficult situation, the father seems to be positioned in a severe ethical
dilemma: should he, according to his religion and faith, oppose the euthanasia, which the
doctor is about to initiate? Be it regarded as an active or passive kind of euthanasia. Or should
he follow his heart and be merciful by helping his terminally ill daughter to get peace from all
her suffering? By choosing this, he would have to protect his wife from the truth.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Ethical and professional dilemmas connected to euthanasia
Euthanasia from time to time appears in the Danish press and the media, especially in the
wake of an actual case. Recently (long after this incident) an elderly man was convicted,
because he stood up and declared that he had helped his terminally ill and tormented wife
with a lethal dose of medicine.
Usually you will find a distinction between three different kinds of euthanasia in Denmark (and
other countries):
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Euthanasia
Assisted suicide
Passive euthanasia
Euthanasia would be cases where a doctor in accordance with the patient's desire takes the
patient’s life through medication. This is illegal according to the Danish Criminal Code.
Likewise, assisted suicide would be cases where the patient is taking her or his own life, but
with a doctor’s transcript of deadly medicine. This is also illegal according to the Danish
Criminal Code.
Passive euthanasia would be cases where a terminally ill patient has a right to refuse
treatment that may only postpone death. A patient can receive appropriate pain killers, even if
they accelerate the time of death. A doctor or other health professional may also fail to start
or continue life-prolonging treatment to terminally ill patients who are no longer able to use
their autonomy. This is not illegal according to Danish law.
However, in this incident, the narrator is aware of the special rules of euthanasia within Islam.
Euthanasia is banned, and this ban will for some Muslims weigh heavier than the legal
framework. In this particular case, we may face an example of passive euthanasia. But it would
still be banned within Islam.
Thus, the question of euthanasia in this case actualises a dilemma between the general legal
framework on the one hand - and Islamic laws on the other side.
Ethical and professional dilemmas connected to interpretation and communication.
The Danish healthcare system has for several years been operating with formal rules and
procedures related to ethnic-cultural-religious differences among patients and relatives. The
rule about interpretation is one of the basic regulations.
Furthermore, the system is increasingly geared to meet intercultural challenges and
communicative requirements.
However, this incident witnesses that there is still a long way to go. Building intercultural
competences into highly hierarchic professional structures and traditions doesn’t work over
night, while such competences influence the professional hierarchy, the professional selfimage, privileges and decision-making.
As long as the rules and procedures – for instance around interpretation – are only formally
followed, we may see incidents where patients and relatives are not properly informed,
thereby being deprived of their right to self-determination or participation in treatment plans
etc.
Thus, we are facing a dilemma, where formal rules may be overruled by professional’s lack of
responsibility as well as lack of recognition and empathy to patients and relatives.
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13. THE INSULT
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 29.02.16, face-to-face interview
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Ethnic-cultural prejudices, indirect discrimination
Stigmatisation of ethnic minorities
Abuse of power

Professional domain
Professional domain of the narrator
The narrator is a healthcare student, being educated in the Danish healthcare education
system called Healthcare Assistant. This education has a duration of 3 years and is part of the
vocational education system in Denmark. At the time of the incident, the narrator is on his
third year and close to completing his education after an internship.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“I was going to start my 4 month´s internship in the psychiatric hospital Sct. Hans in the Capital
area. As part of the preparation, I was going to attend a number of encounters with the
supervisors:
Firstly, I would attend an introductory meeting in the form of a group session with the clinical
supervisor from the hospital and my practical supervisor from my school.
Secondly, I would attend a follow-up meeting with the clinical supervisor shortly after the first
meeting. In this meeting we were going to clarify the mutual expectations for the internship.
Thirdly, after 2 months, I was going to have a group meeting with the two supervisors in order
to conduct an interim evaluation of my internship.
When I arrived to the first meeting, the clinical supervisor at the very first presentation asked
me, if the local employment or social authorities in my municipality had put pressure on me to
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conduct this internship. I was surprised and almost speechless, when confronted with this kind
of question. But I answered politely and insisted on presenting myself and my background as
an engaged and dedicated healthcare student, who had chosen the healthcare education on a
totally voluntary basis. I also stressed that I was looking very much forward to fulfilling my
internship in the psychiatric sector. However, I got the feeling that she was deliberately
provoking me and trying to push me to be irritated – thereby putting my internship at risk. No
other trainees were asked similar questions.
Shortly after, I went to conduct my second meeting in order to talk about my expectations.
This time, the clinical supervisor opened the meeting by asking, if I had a criminal background.
Again, I was struck by surprise. I had to mobilize all my resources in order to answer her
question politely. I calmly responded that like all other citizens in Denmark I have a criminal
record, and it is totally clean. She would be very welcome to investigate this matter further.
Thus, I succeeded in keeping a cool head, not getting emotional about this intimidating
interview.
Then after 2 months of internship, I was going to have a third meeting. This would serve as a
preparatory meeting shortly before the interim assessment meeting. The third meeting was
planned by the clinical supervisor in cooperation with my practical supervisor, who was also
present.
He and I had a good relationship, and we had been talking ahead of the meeting about a lot of
positive experience from the internship, which was now to be presented to the clinical
supervisor.
However, instead of focusing on the actual experience from the internship, the clinical
supervisor focused on a completely different subject. She told me that she made research on
psychiatric diagnoses for a great many years. She wondered if I may have a diagnosis,
apparently such as ADHD (Attention Deficit Hyperactivity Disorder). She asked me, if I had a
personal mentor or a good GP who could possibly make a diagnostic investigation.
This time I sat silent for 20 seconds, completely speechless and taken by surprise. Then I tried
to consider what would be a wrong response and how to control my anger. I was so incredibly
hurt, and I totally failed to understand what she was plotting with these stigmatising and
intimidating statements. But then I replied by telling her that this was far too off. How could
she possibly have any basis for asking such a question, since we hardly knew each other?
I had avoided to respond at the previous meetings, but this time I became so emotional and
frustrated about being categorized and stigmatised as a sick person without any basis in
reality.
But, at the same time, I was also very nervous for the reactions, still having 2 more months left
to complete my internship. This was, in fact, also crucial for the completion of my entire
education. I knew it would be nearly impossible to change the internship. Thus, I decided not
to pursue the incident with a complaint. Doing so, I would most probably make a hell for
myself in the daily collegiate environment, where complaints and pending cases cause
questions, uneasiness and uncertainty. Being in the bottom of the hierarchy, I feared to be
blamed and excluded.
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In the situation, my practical supervisor also responded to this most unexpected attack, by
gently asking the clinical – and superior – supervisor to focus on the positive experience and
professional results from my internship. Afterwards, he advised me not to pursue the matter.
Finally, to the interim assessment meeting, she appeared more neutral and positive, even
praising my professional efforts and results…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a healthcare student, being educated to the Danish healthcare education called
Healthcare Assistant. This education has a duration of 3 years and is part of the vocational
education system in Denmark. At the time of the incident, the narrator is on his third year and
close to completing his education after an internship.
The narrator is 21 years old.
The narrator was born in Denmark of migrant parents. His parents are originally Palestinian
refugees, who lived in Denmark for approx. 30-35 years. Thus, the narrator grew up in
Denmark in the second largest city in an area with a huge migrant population. Later he moved
to the Capital area, where he is living nowadays and where he conducts his education. He
speaks Danish fluently, and he can be described as a very reflective person, being highly
engaged in life and events around him.
The narrator is also engaged in issues of equality, antidiscrimination and diversity. Apart from
his healthcare education, he is educated as a so called Young Agent/Counselor in the City of
Copenhagen. The Young Counselors constitute a corps of young people advocating for
antidiscrimination in the vocational training system. Consequently, the narrator is very
observant about situations where he experiences discrimination, injustice and lack of equal
opportunities.
Apart from the narrator, two other persons were present:
A Danish female clinical supervisor who has overall responsibility for all internships and
trainees at the psychiatric hospital in the Capital area, where the incident takes place. The
clinical supervisor worked as a trained nurse for many years in the psychiatric system - and
possibly also in other fields of the healthcare system. She is presumed to be in her late fifties
when the incident takes place, in autumn 2015. From the perspective of the incident, her
attitudes towards other cultures and religions seem to be marked by negative presumptions
and even prejudices, bordering on discrimination.
Her own cultural-religious reference framework would presumably be that of the ordinary
Danish Christian-protestant Church. But a formal attachment to the Christian religion would
say nothing about her religious practice in a highly secularised society such as Denmark. Her
ethical standpoint and attitudes towards other cultures and religions will sooner be marked by
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her profession and her social-economical and socio-cultural background.
A male practical supervisor being responsible for the practical and current training of 1-2
healthcare trainees – in this case the narrator. The practical supervisor is also a professional
nurse. We do not know about his age, but apparently he is not very old, probably in his
thirties. Like the female clinical supervisor, the younger male practical supervisor has Danish
origins.
The narrator and the practical supervisor know each other well before the meetings about the
internship. We don’t know if the practical supervisor has been in contact with the clinical
supervisor in relation to previous internships for other students. This would certainly be a
possibility, because institutions for internships are much in demand.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
This incident takes place in the office of a clinical supervisor, being in charge of the local
internships for healthcare students in a psychiatric hospital in the Capital area. In fact, the
incident develops over a series of consecutive meetings in this office.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator´s most basic feeling and emotional reaction is that he will be judged and “boxed”
from general preconceptions and prejudices about young men from ethnic minorities.
He will not be assessed and recognised as an individual human being with hopes, ambitions,
resources and capabilities.
He also experiences that no matter how talented and committed he is, he is still assessed from
general prejudices and not on his actual performance.
He is experiencing at firsthand how the ethnic-cultural background weighs heavier than the
individual human being and the individuality. He is in other words subjected to a strong
example of culturalisation.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
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The norms and values of equal treatment and equal opportunities
First and foremost, the reactions of the clinical supervisor affect the narrator’s values of
equality, recognition and respect regardless of the individual background. This also implies the
value of equal opportunities: when you commit yourself and work seriously and ambitiously to
achieve a goal - in this case an education - you should have equal opportunities to pursue your
goals regardless of your social, economic and cultural background. Instead of praising the
narrator for his commitment to complete an education, the clinical supervisor doubts his
commitment and motivation from the very start.
The norms and values of antidiscrimination and room for diversity
The narrator is very observant about situations where he experiences discrimination, injustice
and lack of equal opportunities. Based on his ethnicity and upbringing in a ghetto-like area, he
has personally learned from childhood that with an ethno-cultural minority background you
are, generally, vulnerable to discriminatory behaviour. This also includes the ways of indirect
discrimination, where some people meet you with negative pre assumptions and
expectations, even though they do not know you personally. The encounter with the clinical
supervisor exposes this vulnerability.
The norms and values of education and contribution to the welfare of society.
The narrator has strongly internalised the welfare state values of providing as best to your
abilities and capacities, thus contributing to the general welfare and support yourself and your
family etc. it surprises him completely when an authority from the educational system takes
his good intentions and ambitions in doubt – thus trying to discourage him instead of
supporting and encouraging him in his educational plans and aspirations.
The norms and values of self-control and sober dialogue with antagonists.
Apparently, the narrator learned the academic and dialogical lesson that for previous
experience that in arguments you should not get too emotional and lose your temper, if you
want to be heard, and if you want to obtain the other person’s respect and recognition. You
should keep calm and sober in your speech, even when you are treated unfairly and feel
insulted.
However, in this case he is confronted with an opponent acting in opposition of what he
expects. Apparently, she takes no account of his good manners.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The impression is that the clinical supervisor is guilty of:
Injustice and demotivating behaviour.
Negative pre assumptions and prejudices.
Stigmatisation and generalisations of ethnic minorities and especially young male immigrants.
Indirect discrimination.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Norms, values and reference framework of the clinical supervisor
The clinical supervisor seems to be raised and socialised in the old and more authoritative
school, especially the traditional hierarchy of the healthcare system. As one example, she
prefers the trainees to give yes/no answers to her assessment questions. Apparently she is
provoked by the narrator´s communicative form and attitude, which is characterised by more
nuanced and complex answers, where he is also using many explanatory words etc. She
rejects his way of reflection and communication by calling him abstract, imprecise and blurry.
Furthermore, her initial questions about his motives for being a healthcare student as well as
her questions about his criminal records tends to be offensive, prejudiced and even
discriminatory. It seems that she asks questions and makes hypothesis which probably is not
common in such conversations with students and trainees as a prelude to an internship.
However, although her behaviour cannot be excused, she may refer to the common
experience that the employment service and social authorities in many cases are using the
healthcare sector as a “parking place” for long-term unemployed people. This in particular
applies to migrants, while the healthcare system also includes short-term education. It is wellknown within the healthcare sector that many students in the short-term education are not
particularly dedicated to the healthcare professions, being actually forced by authorities in
order to keep their social benefits etc.
Apparently, the narrator is confusing the clinical supervisor, while she on one side tends to
categorise him from his migrant origins – but on the other side cannot fit him into her general
picture of young male ethnic immigrants. According to this pre assumption, he would be living
on welfare, criminalised, linguistically restricted etc.
Norms and values of the practical supervisor
The practical supervisor is trying to act as a mediator between his superior, the clinical
supervisor, and the narrator, his quite talented trainee. There are reasons to believe that he
actually dissociates from the clinical supervisor´s opposition to the narrator. But he chooses to
act pragmatically and also pass pragmatic advice to the narrator, probably to spare him from
being thrown out of the internship. However, by acting so, he is tacitly maintaining a system,
where prejudices and even discrimination can pass without consequences.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
This incident took place recently. Thus, the incident reflects how we would still meet
culturalisation in both attitudes and practices in the healthcare system.
This should be seen in the light of the fact that over quite many years the healthcare sector
focused on the values of cultural differences and diversity in the sector - and consequently
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implemented a lot of training among both managers and employees. It is disappointing and
alarming to witness that these efforts are still so strongly needed.
Recent research about drop-out among Danish students in the Healthcare educational sector
confirms that the lack of motivation only applies to a small group of students. Most of the
students are motivated to complete the educational program. However, many of them may
not have a realistic picture of what the education entails. The professional, empathic and
realistic guidance is strongly needed. The same needs apply to the mandatory internships,
where a warm welcome, positive attention and a thorough introduction to tasks and
professional expectations are crucial for a successful study. Especially the personal and
relational competences of the clinical supervisors have shown to be of great importance.
Respondents at all levels in this research (both teachers, educational counselors, clinical
supervisors and students etc) have emphasised the importance of thorough introductions
through preliminary meetings in order to clarify the trainees’ personal issues, skills and need
for individual support etc. Truly, this was the mission of the clinical supervisor in the incident.
There seems to be a need for good practice instructions for conducting such preliminary
meetings.
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14. THE EMBARRASSED GP
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 11/02/16, telephone interview and later follow-up
meeting, 02/03/16.
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Prejudice, communication, disrespect, professional ethics

Professional domain
Professional domain of the narrator
General practitioner (GP).

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“I was going to see my GP for some general health questions, which were not at all related to
my cerebral palsy. I wanted to consult my GP about some other kind of treatment. As far as I
remember, it was about massage, whatever.
Anyway, I´m sitting in the GP´s waiting room, which was completely full of patients at the
time. I would guess about 10-12 other people. I knew in advance that my usual GP was not
available, but in this errand it was quite ok for me. I knew – or at least I expected – that the
vicarious doctor would be totally able to assist me in the matter.
After some waiting time, the vicarious GP enters the waiting room, calling out my name. I get
up immediately from the chair, exclaiming: here I am. My walker is beside me, and when I get
up, of course, I have to grab the walker in order to move to the GP´s consulting room.
In the very moment I get up and the GP sees my walker, she looks at me with a very strange
gaze that seems to be surprised, embarrassed and slightly dismayed at the same time. She
steps back and stutters in a staccato voice: “well, well, yes well, yes ok, well then, You better
come with me…” All her body language shows that for some reason my disability is making her
very uncomfortable, perplexed and completely taken by surprise.
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After this scene, I followed the vicarious GP into the doctor´s consulting room. But I was so
confused and full of embarrassment as well as mixed – predominantly negative emotions that I could hardly submit my errand. I only wanted to get out and away. Consequently, our
conversation was very awkward. It seemed tense and a bit artificial. It was hard for both of us
to talk naturally and relaxed after the intermezzo we had experienced in the waiting room.
Thus the consultation was brief and at no time pleasant and not at all familiar.
Later on I was thinking: what a relief that I only needed medical assistance in a minor health
issue this very day. What luck that I wasn’t asking for medical support for a more serious
matter that very day. The GP´s reaction totally broke down my trust and confidence as a
patient – and even in the situation - my self-confidence. That may have been fatal in another
matter of more serious treatment needs.
Even though I have experienced many strange and offensive reactions on my disability during
the years, I never experienced anything like this. I was really shocked that a professional
doctor could act like this. Maybe she didn’t take her time to read my file – although this would
be her duty as vicarious GP. Anyway, this could never be an excuse...”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a female university student at the age of 26. The narrator´s studies are within
communication and social science in one of the universities in the Capital Area. She is going to
finish her studies in the autumn 2016. The narrator lives in the City of Copenhagen. The
narrator is physically disabled, with the disease Cerebral Palsy, thus using a walker. Apart from
her studies, she is active as a board member and chairman in the board of a major youth
organisation for young people with disabilities. Thus, the narrator is also giving advice to other
young people when they experience various kinds of assaults and even discrimination due to
their disabilities. The narrator is very conscious of and analytical in all questions and topics
related to discrimination in general, and especially discrimination related to disability.
However, in this incident, she is positioned as a patient seeking an advice herself. She is going
to consult her GP because of a general health issue, which is not particularly related to her
physical disability.
Apart from the narrator, the incident involves the following actors:
- A female GP of Asian descent, probably in the early forties or maybe the mid-forties. She
speaks Danish without accent (common for migrants and even second-generation immigrants
after many years). Thus, it seems reasonable to assume that she was born in Denmark or
arrived in Denmark at a very early age, maybe as an adopted child. She is working as a
substitute/temporary for the permanent GP, while he is on vacation. As a temporary, the GP
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would not have personal knowledge of the patient/narrator in advance - apart from her access
to all the information in the patient's file.
- 10-12 other people/patients in the waiting room, waiting for their own medical consultation.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in the GP´s waiting room and partly in the GP´s consulting room at the
narrator´s GP. The narrator is consulting her GP because of a general health issue, which is not
particularly related to her physical disability. This particular day, it turns out that the
permanent GP is on vacation, and therefore another GP is taking care of the patients as a
temporary/substitute.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator´s emotional reaction would be:
In the very moment she feels very embarrassed and confused by the GP´s reaction.
She also feels rejected and somehow even excluded.
She really feels exhibited and exposed to all other patients in the waiting room. Likewise
affected by the GP´s strange reaction, most of them are looking up and apparently confused
by the situation. Thus, the situation actually affects the narrator´s usual self-confidence in the
downward direction.
She feels completely caught off guard. Even though she is prepared to meet various reactions
on disability, this is a new experience that she never expected from a professional. In this light,
her astonishment and embarrassment is gradually replaced by anger and indignation.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The incident collides with several of the narrator's attitudes, principles and values:
The value of equal treatment and equal opportunities
The narrator is deeply involved in events, activities and debates to combat discrimination,
prejudice and lack of equal opportunities. Having Cerebral Palsy, she is the chairman and
board member of a major youth organisation for young people with disabilities. Thus, she is
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generally strictly aware of situations and incidents where either she herself or other people
are treated in a discriminatory and exclusionary way because of disability or due to other
illegal discrimination areas (like ethnicity, race, colour, gender, age etc).
The value of equality, equal opportunities and anti-discrimination implies in this case that
people with physical disabilities should have equal opportunities to take part in society on
equal terms with other people - and have a right to be treated equally and with equal respect
as other people.
In this incident, the narrator experiences that her basic value of equality and respect for other
people regardless of their background, resources and skills, is violated. Indeed, this is not a
first time experience for the narrator. But the shock occurs specifically because she expects
these values to be a basic part of the professional attitude in the healthcare system with the
primary task to deal with patients with all kinds of physical and mental challenges.
The value of safe and equal access to professional care and treatment
Even though the narrator is generally aware of lack of equality and discrimination in society
and everyday life – she still has a strong expectation of a fair distribution of benefits and
requirements as the basic value of the welfare state. She expects that she is equally as entitled
as other citizens to ask for a decent medical care and treatment whenever she needs it. She
expects to meet a professional and objective approach in the healthcare system, whether her
GP consultation is about her disability or other health issues.
In this incident, her general expectations are frustrated when she learns that the GP is unable
to comply with these professional requirements. The shock occurs because the response to
her physical disability comes from a doctor who is supposed to have a professional insight into
physical disabilities and all other kinds for physical disorders.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator´s image of the temporary GP can be assembled in the word: lack of
professionalism on various levels:
Firstly, the GP is sloppy – she didn’t read the narrator´s file properly. That may have had
serious consequences in matters of proper medical treatment etc.
Secondly, the GP is indiscreet – by her reaction she is exposing the narrator to all other
patients in the waiting room. By creating awareness about the narrator, the GP exposes the
narrator´s otherness as a disabled person.
Thirdly, the GP is close to discriminatory and exclusive behaviour – she seems unable to relate
naturally and inclusive to patients with physical disabilities.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The cultural approach:
From an intercultural perspective, this incident seems quite subtle. On one hand, the
temporary GP appears to be raised and integrated in a Danish tradition, be it in the existing
professional healthcare culture as well as a wider culture of inclusiveness and respect for
citizens with visible disabilities.
Thus, it remains puzzling, whether the GP´s reaction comes from cultural attitudes and
feelings towards physical disability. It is well known that people in some cultures tend to
"hide" relatives with disabilities to the world – actually in order to protect them. But it seems
inexplicable that the GP with her Danish cultural background has similar cultural preferences.
The diversity approach:
However, there may be a reason to interpret the situation as an expression of the GP´s lack of
understanding of - or insight into - a wide diversity concept. Thus, the GP´s disorientation in
the situation may be a reflection of her personal and private embarrassment to people with
physical disabilities. In the situation, the GP transmits her lack of personal experience to the
professional contact with a patient with a walker and a visible physical disability, in this case
the narrator.
Thus, the GP´s remarkable reaction may suggest that she - despite her profession – is
unfamiliar with diversity in practice. She seems to have a preconception about people and
patients with physical disabilities: you have to treat them in a special way, because they are, in
fact, different. Perhaps you also have to talk to them in a special way, do they perceive things
in the same way as normal people, do they suffer from declining mental faculties etc.
Such considerations may in a split second have gone through the GP´s head. She doesn’t want
to act in a discriminatory way, but she may feel helpless, due to the lack of insight in a
diversity discourse and, as part of this, a disability discourse. In summary, from the diversity
perspective, the GP may react from lack of insight and thereby from a stereotyping, which may
also be viewed as a specific variation of culturalisation.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
A double shock
This
incident
represents,
in
fact
a
kind
of
double
shock:
On the one hand, the shock is triggered by the lack of equal treatment and unpleasant
exposure of the narrator´s disabilities and otherness. This seems all the stronger because
disability is not at all relevant to the narrator´s consultation.
On the other hand, the shock is triggered by the lack of professionalism as well as the lack of
professional empathy and perspective which makes the narrator uncomfortable, insecure and
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vulnerable as a patient. By her attitude, the GP brings the narrator out of her comfort and
safety zone as a human being and as a patient. Probably, the GP´s reaction is an expression of
her own insecurity and disorientation. However, this only reinforces the image of her lack of
professionalism in the situation.
This would leave the narrator with the principle question: how can you trust a healthcare
system where the professionals are unable to comply with basic professional principles and
values in terms of professional medical attitudes and in terms of general human rights and
equality requirements.
In summary:
It is obviously that no matter what may underly the GP´s behaviour, in the situation she
doesn’t meet the professional requirements for medical practice in a diverse society, where
the concept of diversity is closely related to the concepts of equality and discrimination. Thus,
the concept of diversity embraces a range of illegal discrimination areas, including disability.
The situation is also an illustrative example that we cannot limit our intercultural conceptual
framework for intercultural misunderstandings to ethnicity. Culture in this context is a broader
term that rather goes hand in hand with discrimination against people who are different from
the so called normativity of the majority population.
Consequently, intercultural training must include and articulate the broad concept of diversity,
referring to a wide range of exclusion mechanisms.
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15. HOMECARE IN ROMA FAMILY
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 13.02.16, face-to-face interview
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Professional Identity threat (Professional intimidation)
Medical space for treatment vs homecaring
Community-based and cultural suspicion

Professional domain
Professional domain of the narrator
The narrator is a district nurse, working in the municipal homecare sector of the healthcare
system, thereby treating patients in their private homes, for instance after a period of
hospitalisation. At the time of the incident, the narrator was 55 years old and had many years
of professional experience as an educated nurse in various sectors of the healthcare system.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“As a district and homecare nurse, I was going to visit a young patient, living with his family in
the Roma community. The patient had a surgical wound, which was apparently healing very
poorly and also very slowly, given the patient´s young age and the normal time for such a
healing. The wound was about 15 cm in width and was situated under the navel. I was going to
clean it and have a closer look.
My first surprise: when I arrived to the family´s home, almost at the doorstep the little
daughter threw herself into my arms and tried to hug and kiss me. I was taken by surprise,
while usually patients and their families are not approaching me as if I were a close friend of
the family.
My next surprise: when I freed myself from the little girl´s embrace, the patient´s mother
came rushing towards me, shouting loudly: “I kill that doctor, I kill that doctor”. I realised that
she was referring to the surgeon in the hospital who had operated on her son. It is not unusual
that patients and their relatives are complaining about hospitals and treatments. But usually
they do not threaten with murder. I was speechless.
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My third surprise: when I passed the upset mother and went into the bedroom to see the
patient, the whole family followed me and sat on the bed around the patient. I could hardly
get close to the patient and his wound. Furthermore, his wife now insisted on giving me my
utensils from my nurse´s box, which is completely out of touch with professional precautions.
She was concerned about the cleanliness, and I had the impression that she would actually
prefer to clean the wound herself. I felt very awkward and also annoyed by her way of acting.
But I succeeded in getting the necessary space to give the patient a proper professional
treatment, even though the women insisted on being on the bed at the same time.
My fourth surprise: when I finished the treatment, the patient was quite satisfied and the
whole family seemed relieved, after all. So, I was going to get away as quickly as possible,
feeling somehow uncomfortable and confused about the whole situation. But before I could
leave the bedroom, the patient gave me an offer to buy some racks of canned beer to a
favourable price. Now I lost my last feeling of normality in the situation, so I just refused this
trade deal and rushed out of the apartment…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is Swedish, but settled down in Denmark with her Danish husband around 35
years ago, parents of 3 grown-up sons. At the time of the incident, the youngest son was still
living with them. Originally educated as a psychiatric assistant in the Swedish healthcare
system. Later on, after years of practice in the Danish healthcare sector, she was educated as a
nurse in the Danish healthcare educational system treating patients in their private homes. At
the time of the incident, the narrator was 55 years old and had many years of professional
experience as an educated nurse in various sectors of the healthcare system.
The narrator and her family live in the countryside outside the city of Elsinore, where the
incident took place. They would regard themselves as humanists with strong values based on
simple lives in close contact with nature and outdoor activities. They appreciate close
relationships and are not very interested in material values. They would regard themselves as
traditional leftist with an open-minded approach to diversity.
The incident involves a Roma family, consisting of:
A male patient in his mid-twenties
His wife, also in her mid-twenties
Their little daughter, 5 years old
The patient´s mother in her mid-fifties.
The male patient has recently been in the hospital and is now to be treated in his own home
for a surgical wound, that cannot heal.
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The whole family lives in the special Roma community, which has been a part of the city of
Elsinore for many generations, due to the Roma population´s special history in this corner of
the Capital area in Denmark.
The young family in the incident was born and raised in this Roma community. The mother of
the patient also lives in the community, but she originally migrated from Ex-Yugoslavia.
The whole family speaks the special Roma community-based accent. This applies also to the
patient and his wife, even though they were born and raised in Denmark and have – more or
less – been students in one of the local primary schools. Anyway, they are very familiar with
the Danish language, and in this particular incident; apparently, the Swedish accent of the
narrator would play no particular role for the communication.
The whole family receives social benefits.
A few facts about the Roma population in Elsinore:
The Roma population in Elsinore is estimated to be around 1.200 persons.
It is difficult to give exact numbers for Elsinore as well as Denmark in total, because according
to Danish law it is illegal to register people on the basis of ethnicity. Roma associations have
indicated that the number of Roma citizens would be much higher than the official estimates,
as many Roma people prefer to hide their origins because of fear of being lumped with
stereotypes
of
“thieving
gypsies”.
The relative over-representation of Roma people in Elsinore is due to the proximity to Sweden,
which is home to a large Roma population. Originally, the Roma history in Elsinore goes back
to the sixties, where a number of Roma people from Serbia/former Yugoslavia had difficulties
to cross over to Sweden and then settled in Elsinore, where they founded a Roma community.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in the home of a young Roma family. The narrator is visiting the
family as part of the homecare for the male family member, who needs special medical care
after an operation.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator felt startled at first and grew speechless over the course of her visit. The situation
was becoming ever more awkward for her. She got annoyed and felt relieved when she had
finished the homecare and her professional duties, thus she could leave in a hurry.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The norms and values of the professional identity against norms and values of family unity and
integrity:
The incident reflects the clash between a professional expertise-based healthcare on one hand
– and the community-based approach and community involvement in all kinds of family
matters on the other hand. For the nurse, this would normally be a bilateral matter between
the professional person and the patient. In this case, the treatment turns out to be a
multilateral matter involving not only the patient, but also the whole family very actively in
the treatment process.
One reflection of this dilemma is the wife's attempt to take over the cleaning of the wound - a
task which from the narrator's point of view should be performed by a professional. There is
almost a competition between the professional care and family care. By this action, the wife
makes a signal that external authorities do not have the same credibility as internal family and
community members.
Because of the unexpected interference from the wife and the whole family, the nurse feels
strongly challenged on her professional standards for both treatment procedures and hygiene.
The norms and values of personal distance as part of professionalism distance against norms
and values of family’s superior authority and position.
Even though the homecare system is actually taking place in patients´ private surroundings,
the nurse, as an authoritative representative of the professional healthcare system, expects to
be able to keep a certain personal distance to the patients, not to be confused with a lack of
empathy, care, kindness and personal awareness in the situation. But in this case, the nurse
feels intimidated at the professional level, while she is being treated as a close family member
who is expected to play with the family's and community´s special cultural rules.
The professional intimidation manifests itself physically as well as emotionally, thereby
confusing the nurse on more than one level.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Unpredictable – breaking all usual rules and hierarchies between professional and lay people
Indiscreet, intimidating and transboundary behavior
Irresponsible in their dealings with disease and infection risk
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Family values and norms
Roma people generally have very strong family loyalty, they prefer close contact with family
members. They honour older relatives and consult them when making decisions. In time of
illness the eldest female member is consulted, because women are supposed to have special
medical knowledge. Illness concerns the whole family.
Communicative values and norms
Roma people normally communicate in a rather animated, loud and argumentative way,
especially in critical situations (in this incident: concern over illness). This can also include
physical contact.
Roma people can easily be considered aggressive by “external” people, who do not know
about their traditions and ways of communication – like the nurse in this incident.
Bodily values and norms
The body below the waist is traditionally considered impure and is connected with special
cleaning procedures (purification). The position of the wound in this incident may influence
the reactions of the patient and family: they want the female member to clean it.
Values about public authorities and outsiders
The local Roma community has quite strong and long-term cultural traditions. This indicates
that they are to a certain extent making their own societal and social rules for the community
members (we happen to know that from former studies over years in some of these families in
Elsinore). Furthermore, this also indicates that strangers and outsiders – especially
representatives of authorities – are met with a certain degree of distance and suspiciousness or they have at least to play by the local rules, as also in this particular case.
In the incident, this is symbolised very clearly by the mother, who threatens to kill the
surgeon, because her son is still sick and in pain after the operation.
Values about labour and self-support
Some of the local Roma families (rather most of them, but this should be properly
documented) are not affiliated with the ordinary labour market. Thus it is not uncommon that
they make part of their living on various kinds for barters, thereby the attempt to deal with
the nurse. But it should be remembered that as citizens in Denmark they have access to the
general social benefits and the relatively high compensation rate. Thus, they are not poor in
the general European sense.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The situation first and foremost highlights the need for intercultural training for healthcare
professionals. Especially in this incident, the focus should be on the need for introduction and
training in cultural encounters led more or less directly by unfamiliar and unexpected norms
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and expectations. How do professionals deal with such situations in a way where one takes
into account both one’s own as the counterparty needs to feel recognition, respect and
responsiveness.
In this incident, the need for such training is especially pronounced, because the professional
work is taking place in a private setting and in the patient's home and domain. Positionally,
this setting is very different from the situation where patients and relatives come to a
consultation with a GP or in a hospital ward - ie in the professional domain. Thus, it should be
considered, whether homecare requires a special form of intercultural training.
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16. THE COMPLAINT
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 21.02.16 telephone interview.
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident
Ethnocentrism, culturalisation and discrimination
Lack of intercultural awareness in management
Communication verbal and paraverbal

Professional domain
Professional domain of the narrator
The narrator is a nurse in one of the large hospitals in the Capital area of Copenhagen. At the
time of the incident, she is working on a surgical ward. This incident happened about half a
year ago. The narrator is 47 years old.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“I was working in the surgical ward, and this started one afternoon, when I was in the
afternoon shift. We have a procedure in which the day shift would debrief the afternoon shift
and transmit new information, observations and specific awareness points about each patient
in the ward. We only have very short time for this exchange. Then afterwards, each of us in
the afternoon shift would look more deeply into the files of the patients whom we have a
special responsibility for that very day or evening. So, after the reporting meeting, I made a
round to “my” patients.
One of the patients – an elderly woman - should apparently still have been in the recoveryand awakening ward after her surgery. Thus, she was supposed to be absent from our ward.
She was supposed to be “on leave”, as we call it in our professional language. With this clear
expectation, I open the door to her room, and there she is lying in the bed. Very surprised, I
exclaim: “My God, are you here?”. For some unknown reason, my colleagues from the day
shift failed to communicate that the woman was already back in our ward.
The woman is frightened, apparently also because of my surprise, and maybe also because of
her condition after her surgery and anesthesia etc. She cries out that we have forgotten her.
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She seems to be very frustrated, and she insists on calling her daughter immediately.
With a very short notice, the daughter arrives to the hospital – being also extremely angry and
frustrated. She claims that I have behaved and spoken very badly to her mother. Even though I
actually had tried to calm down her mother, the daughter attacks me verbally in the most
discriminatory manner, referring to my ethnic background.
The senior nurse is involved, while the daughter insists on filing a complaint to the top
management level in the hospital hierarchy. The daughter actually files the complaint, writing
the following words:
“A nurse named M. of foreign origins and, by the way, VERY difficult to understand came into
the room and claimed: Goood, are You here. We thought You were in the awakening ward –
while this was written in their files. It said “on leave”, and thus they didn’t know she was back
in their ward….and then I think that one can, at least, ask of a nurse in Denmark that she
speaks Danish in an understandable way. This is not the case for M….”
Confronted with this complaint, the senior nurse asks me to give the daughter an apology and
in this way bring the matter and the complaint out of the world. I refuse to do so, since:
Firstly, I have done nothing wrong
Secondly, I have actually been treated in a most discriminatory manner, illegal from the
statutory perspective.
In the wake of the complaint, the senior nurse convenes me for a personal interview, and I
insist that my shop steward has to attend this meeting. During this meeting, my shop steward
and I maintain the standpoint that I shall not apologise in this case. It is, in fact, unfair to bring
me into such a defensive position, especially in the light of the discriminatory perspective in
the complaint and in the daughter’s behaviour.
A little later, I moved from the ward to work in another hospital ward. Thus, I don’t know what
has further happened in the case. As far as I know, the daughter has threatened to bring the
case to the Patients´ Complaints Board. I realized that I was not the only nurse in the total case
and complaint. The daughter also had a number of other complaints about the ward, the
professional services etc.
It turned out that the daughter kept a meticulous, minute-to-minute diary of all kinds of
complaints from the hospitalisation of her mother. Thus, I was only a small piece in the total
picture. But even so, this was a very shocking experience…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a nurse in one of the large hospitals in the Capital area of Copenhagen. At the
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time of the incident, she is working on a surgical ward. This incident happened about half a
year ago. The narrator is 47 years old. The narrator was not born in Denmark, but migrated to
DK many years ago from Uganda. She was educated as a nurse in the Danish healthcare
educational system.
Before the incident, the narrator knew about the elderly patient, but the narrator had no
previous contact with the patient’s daughter. The narrator was very familiar with the senior
nurse and the shop steward.
The incident involves 4 other people apart from the narrator:
An elderly woman being hospitalised to undergo surgery, probably in her seventies.
The daughter of the hospitalised woman, probably in her fifties.
A senior nurse, head of the ward for the nurses.
A shop steward for the nurses.
The elderly female patient has an ethnic Danish background. Due to this, she probably has a
formal – and more or less active - affiliation with the Danish Christian church. This may also
include a hierarchical, ethnocentric and partially condescending view on and relationship to
other ethno-cultural and religious traditions and norms.
The middle aged daughter could probably be described in the same way, when referring to
cultural background: ethnic Danish background with a more or less active affiliation with the
Danish Christian church. In the case of the daughter, this would most certainly include a
hierarchical, ethnocentric and partially condescending view on and relationship to other
ethno-cultural and religious traditions and norms. Furthermore, her hierarchical outlook also
has a class-related and social dimension. This is expressed when she perceives and deals with
hospital staff as a kind of servant required to service. Thus, she positions herself and her
mother above the staff member regardless of ethnicity.
Likewise, the senior/chief nurse has an ethnic Danish background. As the leader of a
multicultural staff, she is accustomed to relate to people of different ethnic and cultural
origins. She will to some extent know the “codes” in intercultural communication. However, in
this case, her actions indirectly reflect that she does not have much insight into being abused
and discriminated against.
The shop steward nurse has African origins, but lived in Denmark for many years. She is active
in many cultural-political environments. In the incident, she actually supports the narrator
efficiently and maintains the narrator´s right to feel abused, both legally and personally.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in the surgery ward in one of the large hospitals in the Capital area of
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Copenhagen. The incident includes several consecutive and closely linked episodes, all of them
located in the ward:
Firstly, the triggering episode between an elderly patient and the narrator.
Secondly, the following confrontation with the patient’s daughter, which causes the first
shock.
Thirdly, the complaint from the daughter, arising partly out of the confrontation between the
daughter and the narrator.
Fourthly, the reaction to the complaint from the ward management/the senior nurse and the
lack of support from the management, which causes the second shock for the narrator.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was emotionally affected and felt mistreated in several respects:
From a personal point of view:
She felt discriminated due to her ethnicity, her skin colour and African origins.
She felt patronised as if she was a second-class citizen compared to the mother and daughter
in the case.
From a professional point of view:
She felt devalued and demoted as an experienced and professional nurse.
Her professional self-esteem and pride were particularly affected in relation to her linguistic
competence. Although she fully masters the Danish language, she did feel that in the
daughter's complaint her accent was equated with lack of talent - and thus also lack of health
competence.
From an employment and organisational point of view:
She felt very disappointed and let down - and even abused by the ward manager/the senior
nurse – while this person was prepared to let the narrator take the blame for something she
didn’t do.
She also felt anger, disappointment and even contempt for the professional weakness of the
senior nurse, who in a critical situation showed a total lack of personal and professional
strength and courage to support and protect an employee, being victim of an unfair and
discriminatory treatment. On the contrary, the senior nurse would support the complaint in
order to prevent a situation where the complaint was taken to a higher level of the
management hierarchy.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
In accordance with her values, the narrator felt mistreated on more than one level:
The discriminatory level and values of equal treatment and human rights
On the discriminatory level, the narrator experienced that her values of equal treatment and
respect for diversity was exceeded and violated. In particular, she felt discriminated against
due to her ethnicity, her skin colour and African origins.
In summary, in this specific case, the narrator was aware of the discriminatory aspects of the
complaint, and she was rightly pointing to the law, as according to Danish law as well as
European directives and international conventions, it would be illegal to refer to her ethnic
background as an argument against her professional skills.
The ethnocentric level and values of respect for diversity
On the ethnocentric level, the narrator also felt violated and offended academically,
professionally and personally, by the condescending - and inaccurate statements - about her
language in the complaint. She masters the Danish language, and her accent gives no reason
to point to difficulties of understanding. However, although this part of the complaint could be
easily refuted, the violation has deeper layers, because lack of linguistic skills in some cases is
confused with a lack of professional competence and even with lack of talent. This layer in the
complaint did actually hit the narrator very hard, because it is completely out of touch with
her own norms and values about equality and respect of diversity, be it ethnic, cultural, social
diversity.
Again, the insinuations in the complaint may be difficult to prove. But even so, it would be
relevant in this case to make a complaint to the Danish Authorities for equal treatment.
The organisational level and values of diversity management
On the organisational level, the narrator felt anger and disappointment, because she was let
down by the management and so obviously failed to gain any support and backing from the
senior nurse, even though the complaint and its personal and professional attacks were clearly
unfair. On the contrary, the senior nurse was first and foremost concerned to save herself in
relation to the top management in hospital. This behaviour was in every way contrary to the
narrator's own norms and values of mutual respect, integrity and fairness – but also values of
intercultural understanding and diversity management in a large public organisation
characterised by diversity among employees as well as patients and relatives.
From this perspective, the behaviour of the senior nurse was also a serious breach of the value
to be firm about the obvious injustice and to show managerial responsibility and firmness –
and actual leadership.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator´s images would both address the daughter and the boss – the senior nurse in this
incident:
In the eyes of the narrator, the daughter is acting out of prejudices against people with
different ethnic backgrounds. From the narrator’s perspective, the daughter also acts from the
prejudice that people with different ethnic backgrounds - especially with African backgrounds
– are not able to work on the same professional level as white people. Furthermore, she acts
from an automatic prejudice that people with different ethnic backgrounds are not able to
speak and express themselves properly in Danish. This is expressed and “proven” by the
inconsistency in her complaint: when she understands that the narrator was not informed of
the presence of the mother, she changes the complaint to be about the narrator´s lack of
understanding of the Danish language, etc.
In the eyes of the narrator, the senior nurse is acting both defensively and cowardly in the
situation. From the narrator’s perspective, the senior nurse is placing greater emphasis on
avoiding that a complaint against the ward’s service reaches the top management of the
hospital. By asking the narrator to apologise, the senior nurse exposes that to her it is more
important to avoid a complaint than to support an employee against unfair and discriminatory
treatment. From the narrator’s perspective, this is a clear sign of poor managerial competence
and lack of personal backbone. By doing so, the senior nurse is indirectly defending a
discriminatory and probably illegal behaviour, thereby also giving – deliberately or
unconsciously – a management sign that it is okay to talk disparagingly to professional staff
members with reference to their ethnic background.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The background of the elderly female patient is unknown to us. But due to her reactions in the
situation, she would apparently be quite dependent on her daughter. Furthermore, she seems
to show prejudiced reactions, presumably influenced by “the fear of the unknown and
foreign”.
However, at the same time her reaction could also be attributed to her current state.
Probably, she has recently woken from anesthesia, she may feel pain and anxiety associated
with surgery. Maybe she also experienced that the staff are not always accessible, when she
needs some help etc.
The background of the middle aged daughter is also unknown. But due to her reactions to the
situation, she quite openly holds prejudices against people of other ethnic origins. She seems
to approach them as second-class people, not being equally skilled and professional whether
they are educated and experienced. Furthermore, she seems to place herself on a higher
social level, acting from a hierarchical approach, where hospital staff should be servants. Her
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general day-to-day logbook suggests that she generally has expectations of special service and
servility, which in many ways belongs to a past with clear hierarchies and clear class
differences.
But even though the wording of her complaint really suggest this interpretation, her reactions
- overreaction – may also reflect her own fear and concern for the mother's condition.
The senior/chief nurse in this particular incident refers especially to the managerial and
organisational perspective where she, in fact, is responsible for the protection of her staff as
well as responsibility for the service towards patients and relatives. On an organisational level,
her reaction may reflect the need to maintain a good reputation for the hospital service. On a
personal level her behaviour may reflect her own ambitions to emerge as an effective ward
manager – and perhaps a personal fear of not being able to cope properly with the
management task, thereby receiving criticism from management authorities on a higher level
in the hospital hierarchy.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
This incident is an example, how a hospital neither from an organisational and structural
perspective nor from an integrational and egalitarian perspective maintains the basic
principles and values of equality and diversity management in practice.
Even though many healthcare professionals would certainly confirm that they are nowadays
trained in intercultural communication and competences – the incident reveals that in practice
intercultural issues may collide with completely different interests of management and even
economic issues. The hospital cannot afford to receive too many complaints from patients and
relatives. This may pave the way for a bad reputation. In this incident, the ward
manager/senior nurse considers the interests and rights of the narrator as subordinate to the
hospital´s organisational and structural positioning. The senior nurse herself may also lose
personal power and prestige, if there would be too much bad publicity within her domain. In
total, this confirms that intercultural training should also put a special focus on the
intersectionality between intercultural understanding and organisational structures – an
intersection that goes far beyond the purely communicative level.
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17. THE LIVER TRANSPLANT
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 04.03.16, telephone interview.
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Intercultural communication
Culturalisation, cultural determination
Treatment

Professional domain
Professional domain of the narrator
The narrator is a professional communicator and specialised mediator of culture shocks in the
healthcare sector.
Besides the function as a professional the narrator is also working as an Imam.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“I was summoned together with one of my colleagues from the Resources Team to the ward
where the male patient was hospitalised. The man had been hospitalised for a very long time,
waiting for a liver transplant. For a long time he and his family were convinced that he was
going to die. This was then replaced with a new perspective for his recovery. Thus, it had been
a very long process with ups and downs depending on the perspectives for the transplant.
After a period of optimism and positive perspectives for the liver transplant, the patient for
unknown reasons caught several consecutive infections, which prevented the transplant
indefinitely. The doctors were confused and unable to explain why these infections occurred.
The doctors failed to find a medical explanation.
Time passed by, and the patient began to change significantly - according to the experience of
the professional staff. At times, the patient was withdrawn into himself and remote. It seemed
difficult for the staff members to get in touch with him. In other periods he would act
aggressively and externalise his frustrations.
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The nurses and other staff members in the ward were actually shocked by these changes in
the patient’s behaviour. Being unable to communicate with the patient, they all felt
completely helpless and powerless in their approach to the patient, and consequently they
called me and the Resources Team for a consultation. In this consultation it became clear to
me from their report that according to their understanding and conviction, the patient´s
reactions should be seen as culturally determined. Therefore, they were very confused and
had no clue how to deal with the situation.
However, in addition to the confusion and helplessness, it also became clear that they were
really annoyed with the patient’s day rhythm. He had this habit that he would sleep late in the
morning, and this pattern didn’t fit very well with their procedures and routines around
medicine distribution and meals etc.
After the consultation with the professional staff members, I paid a visit to the patient and
talked with him for a long time. We were discussing all kinds of issues related to his uncertain
situation – religious and spiritual questions as well as material questions about his wife, his
family and their future after his death – if he was actually going to die. I could sense and hear,
how he was emotionally full of all these existential and also practical concerns. No wonder,
given his situation where he in reality didn’t know if he was going to live or die.
I also realised that he lacked basic information about the disease and the incomprehensible
infections. None of the staff – be it doctors or nurses – ever tried to inform him. Nobody had
talked or listened to him about all the uncertainty and troubling circumstances that affected
his mental situation, state of mind and perhaps even his physical resistance.
After this first talk, I went back to the nurses and staff member and explained to them that the
patient´s reactions had nothing to do with his ethnic and cultural background. He simply
responded in a basic and ordinary human way of his anxiety and understandable concern - as
most patients would do in his place, regardless of their background and origins. I pointed out
that this was a relational matter where he – like other patients – would need their
professional and clinical information as well as their relational and caring response on his
anxiety and existential worries. His needs would be just like other patients´ needs.
My main point in this discussion was that this is about universal human reactions – but the
expressions may be culturally conditional.
I also explained that the very simple reason why the patient was sleeping late in the morning
was the fact that he worked nights as a taxi driver for ten years. Thus, he was used to sleeping
in the mornings, and this pattern was deeply internalised. Once the nurses became aware of
this explanation they could relax and find practical ways to adapt to his pattern.
The nurses and staff members were grateful for this conversation, and afterwards they
actually took notice in their practice, so as to inform him that the doctors were very much in
doubt as to why he kept having these infections. Even though they couldn’t take away the
uncertainty and anxiety, they could treat him in an appreciative and equal way by expressing
their own professional doubts to him. They realised that many of the challenges were actually
due to their own fear to ask the wrong questions or to challenge some religious-cultural
traditions etc. By doing so they actually treated the patient unequally.
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We decided to keep in close touch with him. My colleague and I visited him several times as a
kind of mediators and “bridge builders”. We also provided some personal support by one of
our psychologists from the Resources Team for his wife…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator as a professional communicator and specialised mediator of culture shocks in the
healthcare sector.
This incident has been communicated by a narrator, who is founder and coordinator of the
special Resources Team, nowadays a large network of volunteers who offer special support to
patients with an ethnic-cultural minority background when they are hospitalised in one of the
Capital area hospitals. The Resources Team also provides guidance and supervision to the
professional healthcare staff in order to strengthen the understanding and handling of
intercultural encounters in the healthcare sector – especially in hospitals.
Besides the function as professional coordinator of the Resources Team, the narrator is also
working as an Imam, doing services both in hospitals and in other communities. Thus, he is
active in his Muslim faith and religious practice. He is also the vice chairman of the IslamicChristian Study Centre. He is currently educating himself to be a prison and hospital Chaplain,
following a training in UK. Thus, he will be the first trained professional spiritual adviser in DK.
Furthermore, he is also taking an active part in public debates and social media on integration,
diversity, religious minorities – always from a humanist and equality perspective, for instance
at the Danish website religion.dk. As an Imam, he has openly stated that faith is something
that transcends our sexuality, our culture and our identity. Thus, it is possible from this point
of view to be Muslim and gay at the same time. Faith doesn’t mean that you have to follow
the sexual orientation of the majority, he claims.
He is in his early thirties, married and the father of 2 children.
The incident involves a number of people apart from the narrator:
The professional staff in the hospital and in the ward where the patient is staying, especially
the nurses being around him around the clock. The number of staff members in the ward
would probably be at least 10 people. Apart from the nurses, the staff would also include
healthcare assistants, who usually are in close contact with the patients in daily life. In
addition there are doctors, usually only being present at the daily ward rounds.
A male patient being in hospital for a long period of time, waiting for a liver transplant. The
patient has Pakistani origins and migrated to Denmark around 20 years ago. He worked for at
least 10 years as a taxi driver. He speaks and understands Danish sufficiently for everyday use.
He may, however, have difficulties in understanding medical concepts and explanations.
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The patient is a devout Muslim. In the light of his severe disease, he is very occupied with
questions about death from the spiritual point of view. But at the same time, he is also
occupied with death from the more practical and material point of view, especially what is
going to happen to his family – wife and 3 teenage children.
Indirectly also the patient´s wife, who visits him as often as she can, works fulltime and being
the only parent left to take care of the 3 teenage children at home. The wife speaks Danish
very well, but like her husband, she is confused and anxious about his disease and the
uncertain prospects of his recovery. However, is seems to be difficult for the professionals as
well as the husband to communicate through the wife.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes places in one of the major hospitals in the Copenhagen/Capital area. The
incident is located in a surgery ward.
The narrator is in charge of the socalled Resources Team at the hospital and can be summoned
in situations, where patients and relatives need a special religious care or in cases where staff
members need advice and guidance in their relationship with patients and relatives in terms of
cultural and religious questions and issues. Thus, the narrator is communicating the incident
on behalf of the staff members who experienced the shock and called him for help - but also
on behalf of the patient, who caused the shock.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
From the perspective of the staff members
The staff member reacted with contradictory and ambiguous feelings:
A common feeling of inability to “read” and understand the patient´s behavioural “codes”.
A common feeling of powerlessness and inability to carry out the usual professional
procedures and methods.
A common feeling of irritation and impatience with the lack of contact and incomprehensible
communication.
From the perspective of the patient (and indirectly his wife)
The patient also reacted with contradictory and ambiguous feelings:
Confusion, uncertainty, anxiety and acute distress and despair
Isolation and loneliness
Lack of care for basic spiritual and religious needs
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Lack of emotional and intellectual recognition from staff
Embarrassment of being difficult and inconvenient for the staff
Impatience, agitation and anger

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Professionalism in care and treatment
The professional staff members share a strong professional culture to show the utmost
professionalism in all care and treatment. Medical professionalism comes before anything else
in this culture. But increasingly, over the years, awareness of patients´ mental and
psychological wellness has been an integral part of the medical professionalism – at least on
paper and regulations. As a part of this, intercultural communication and understanding is also
a focus in hospitals and the healthcare sector generally. Thus, the staff members are
concerned about this patient´s failure to thrive. To some extent, their professional selfunderstanding is jeopardised, because they are not in a position to comply with their own
professional values. They are bewildered and unable to help the patient in this case.
Culturalisation and cultural determination as a normative approach
Being short of medical and professional methodical grip and solutions, the staff members tend
to find other, compensational explanations for their own confusion and helplessness in the
situation. In doing so, they resort to cultural explanations, thus explaining the patient´s
reactions as culturally determined and therefore out of professional reach. From their
professional perspective, cultural determination is not a condescending attitude. On the
contrary, cultural differences and culturally determined behavioor are seen as factual
circumstances. In order to cope with such circumstances, one should achieve factual
knowledge about different cultures and cultural behaviour. Cultural knowledge is considered
to be much more important than communication skills. In summary, the culturalisation and
cultural approach to the patient´s reactions could almost be described as a diagnostic process.
Cultural determination would in this case rank as a kind of diagnosis.
Taboos about religious and spiritual practice
The culturalisation process can also be seen as the result of other values about touching
religious taboos. The staff members express their discomfort to articulate and talk about
religious matters with the patient. To discuss religiosity and faith are particularly taboo, while
the patient is a Muslim and seems to be very devout.
Religious practice is generally a private affair among Danes and not a matter for the public
sphere – like in a hospital. The general norm would be that one shows his respect for other
people's religiosity by not talking about it. This standard also applies to the staff.
Those norms may perhaps be even more emphasized in the healthcare system, being strongly
characterised by an empirical-scientific approach to human life and bodily issues. It is
measurable facts about the body's reactions that counts. Thus, a spiritual approach to the
body and to life may seem strange and difficult to handle as part of the professional work.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
On this background, the staff members would regard the patient as difficult and strange
because of:
Linguistic barriers: they cannot communicate in the usual way, ie in “plain” Danish.
Cultural differences: they perceive him as strange, partly because of his Pakistani origins and
partly because of his Muslim background. They have an expectation that these ethnic-religious
differences will automatically mean that he perceives everything differently than they do
themselves as Danes. He would be part of another kind of cultural community with other
values and norms.
Behavioural barriers: they are increasingly annoyed by his circadian rhythm which breaks with
their daily procedures and apparently differ from other patients.
But despite the negative feelings, they also have empathy for his isolation and despair. This is
the reason why they ask for the narrator’s advice and help.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Values of commitment to religious and spiritual issues of life and death
According to the narrator, religiousness and spiritual issues mean a lot to the patient.
Especially in a situation with serious and potentially life-threatening illness, he has a great
need to discuss such issues with peers who understand this need - or at least would show
interest and responsiveness to his needs. From his point of view, he cannot satisfy this
requirement by talking to the staff. Thus, he is increasingly isolated and tends to act in various
desperate manners.
Patriarchal values of being head of the family
According to the narrator, the patient considers himself to be the head of his family, and this
position implies that he must be able to protect and take care of his wife and his children.
Apparently this is not challenged by the fact that his wife is working fulltime in the Danish
labour market – or the fact that she speaks Danish better than he does. In summary, a part of
his despair is caused by the fact that he is not capable of filling his responsibilities as head of
the family in the current situation. He also fears that he will not be able to protect his family in
the future.
Values of equality in professional treatment
According to the narrator, the patient is aware that he is actually causing some trouble to the
professional staff. However, from his perspective, they are not behaving professionally in his
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case. This is especially evident when he does not receive any information about his illness and
the prognosis for his recovery. His experience is that due to his ethnic background, he is not
treated equally compared to the Danish patients. He notices that the staff are communicating
much more with the other patients, even though all patients have a right to be properly
informed about their situation. Thus equality, recognition, respect are values which were
actually violated in this incident.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Human reactions across cultures
As expressed by the narrator in the end of the description, a main point would be that the
patient´s reactions should be recognised as human reactions. But at the same time the
narrator underlines that human reactions on common difficult situations like severe disease,
may be culturally conditional, thereby being also culturally different.
The professionals pay attention to the emotional changes that the patient is undergoing.
However, instead of being considerate, empathetic and sensitive about his difficult situation –
using their professional knowledge – they give up and claim that it is a cultural reaction that
they do not understand and would not be able to solve. As if he were an alien.
As a matter of fact, professionals would in general be much more observant about the
patient´s mental situation and reactions. Nowadays, it is natural to understand and react to
patient´s mental changes within the reference frame of anxiety, uncertainty, fear and
insecurity. These values were also violated in the incident.
In summary: the professionals in this incident still use the old concept of culture, which in DK
is called ”the descriptive concept of culture”. This concept is based on the early functionalist
anthropology, according to which culture was homogeneous: all members of a nation share
ideas, values and norms.
The professionals in this incident are automatically looking for a cultural explanation, when a
patient has Pakistani origins.
Now the “complex concept of culture” is widely accepted in DK, according to which it is always
necessary to perform an analysis of the specific situation to determine, whether and how
cultural factors influence a situation instead of using generalisations concerning nationalities.
The incident shows how an outdated understanding of culture can be a barrier to adequate
medical treatment. The notion that as a professional you have to have special knowledge
about different countries and cultures in order to be able to communicate - is also outdated.
This notion points to the need for training intercultural communicative methods and
techniques. But it also reveals the need to emphasise that all communication is based on the
ability to relate to the other person and his or her perspective in the situation.
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18. THE EXCLUSION
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 150216, telephone interview.
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Communication
Diversity management
Body physical and mental trauma

Professional domain
Professional domain of the narrator
The narrator is an educated nursing home assistant. In addition, she completed various
management training courses over the years. The narrator worked in the same nursing home
for elderly people for many years.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“This happened in our nursing home approx. 3 years ago. At that time, the employment
system and the job centres were running the strong outplacement campaign that all
unemployed people should go to work as soon as possible, no matter what challenges and
obstacles they may face, such as mental issues, health problems etc. Then we had a younger
woman out placed in an internship for 3 months in the nursing home. We received no prior
information about the woman from the job centre or from the job consultant in charge. Thus,
we knew nothing about her background, her skills, her training needs etc. - before she started
in the internship.
Soon I learned about her background, being a refugee from Sierra Leone. Being very
experienced conscious and also aware of the civil war in her homeland, I could tell very soon
that something was completely wrong. So, I tried to speak to her - not only as a colleague, but
especially as her shop steward - in order to uncover a little more about her background and
current situation. I got the impression that her marriage was violent and that she – and
probably also her husband – was traumatised. It turned out that she had witnessed the
slaughtering and beheadings of many close family members before she escaped from the civil
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war hostilities.
I myself and also the other colleagues in the team soon realised that she reacted quite
violently to physical contact and even to close bodily contact without direct touching. It is very
common in our working culture that we are touching each other as colleagues. We are for
instance used to give friendly hugs, a pat on the back or the arm etc. I guess this is due to the
general caring preparedness and caring skills which are a basic part of our professional job as
healthcare providers.
Anyway, I noticed that she was startled when a colleague came close to her from behind. She
literally moved away, when these daily situations occurred. The colleagues in the team got
increasingly annoyed by her reactions. Therefore, I tried to inform them that this may be a
traumatised reaction from her violent and tragic past. But despite this knowledge, the
colleagues turned their backs on her and agreed that she was simply too strange and difficult
to handle.
Consequently, step by step, she became isolated from the team. Nobody asked her to join
them in coffee breaks. Even though she was still working in the team, she was literally
excluded.
It was noteworthy, though, that her contact with the elderly residents in the nursing home
went smoothly. Mostly, she would hand them over a cup of coffee or sit around them, thereby
being in a face-to-face position and not a very physical contact. She didn’t take part in washing
and personal hygiene tasks.
I realized that the isolated position could not be broken. Therefore, I called the jobcentre and
complained about this internship. I told them that it was very unprofessional to outplace a
woman with her significant problems and her need for special treatment in a workplace like
the nursing home, where physical contact is a basic part of the job performance and the
working culture. Shortly after the woman would finalise her internship…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is an educated nursing home assistant. She completed various management
training courses during the years. The narrator worked in the same nursing home for elderly
people for many years.
She is in her late fifties and migrated to Denmark in 1972 from Malawi, married to a Danish
born husband, she has 2 adult children and a grandchild.
Apart from her full time job in the nursing home, she is a prominent spokesperson for trade
union politics in general and especially in different associations for promoting ethnic diversity
and ethnic minorities in union politics and working life on equal terms with ethnic Danes. In
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relation to the union engagement, she was for many years the shop steward in the nursing
home as well. She also functions as a mentor for newcomers and foreigners, especially in
order to support the integration in jobs and working cultures within the healthcare sector.
Her working place has actually been one of first healthcare institutions that focused on
diversity and ethnic equality from the beginning of/middle of the 00s.
The incident took place in a collegiate context. Thus, all the involved actors knew each other,
some of them probably for quite some years.
Apart from the narrator, the incident involved a number of people:
A woman aged 35 a refugee from the civil war in Sierra Leone. Sent from the jobcentre to the
nursing home for an internship as part of the employment training and employment services.
The woman had not worked in the healthcare sector before, neither in Denmark nor in her
country of origin, as far as we know. She is married and mother of apparently three younger
children. At the time of the incident, she had lived with her family in Denmark for a few years.
The woman caused a cultural shock for her colleagues, because she could not bear to be
physically touched. She reacted strongly to any kind of contact - small pat on the back, etc. which was an important part of the collegiate culture.
6-8 healthcare assistants and healthcare helpers working in the nursing home and forming the
professional and collegiate team around the female trainee in the internship. They are all used
to work with colleagues with different ethnic-cultural backgrounds. Some of them have an
ethnic minority background themselves. The narrator would be their shop steward at the time
when the incident took place. The team members caused a cultural shock to the narrator and
indirectly to the woman, while the team members were not able to include and support the
woman and her anxiety reactions to the touch although they were accustomed to deal with
colleagues with different ethnic and cultural backgrounds. Their organisational culture and
common cultural norms stood in the way of their empathy.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident took place in a nursing home for elderly people in the City of Copenhagen.
The incident took place in a collegiate context. Thus, all the involved actors knew each other,
some of them probably for quite some years.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The emotional reaction of the collegiate team would be:
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At first, they were surprised, as touch and bodily contact is a fully integrated and regular part
of their professional interaction and social conventions.
After a short while, they were confused and perplexed by her violent reaction to physical
contact and closeness.
Step-by-step they became increasingly annoyed by her reaction, which they perceived as a
personal rejection and an insulting behaviour.
The emotional reaction of the narrator would be:
At first, the narrator felt responsible for building a bridge between the woman and the
collegiate team. The narrator felt empathy and concern for the woman and would like the
other colleagues to feel the same.
When the colleagues turned their back on the woman, the narrator felt anger, but also
powerlessness because of her own inability to change the colleagues’ behaviour and united
front against the woman. She felt defeated because the team was not capable of integrating
and supporting the woman.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The values of equal opportunities, inclusion and respect of diversity
The narrator did in all her professional life and voluntary engagement defend the values of
equal opportunities, antidiscrimination, human rights, inclusion and diversity. Now she is
confronted with a situation where colleagues, who usually have a strong notion for inclusion
and mutual awareness and sensibility, all of a sudden react in a very exclusive manner. Even
worse: they conspire to keep a vulnerable colleague outside their team and community.
This is, no doubt, a very strong attack on her heartfelt values which really determine her
general approach to other people. She is accustomed to fight on several fronts for these
values and has done a great job in the workplace to promote intercultural understanding and
respect for diversity, etc. Until this incident, she had an expectation that the team works
acting in accordance with the same values, and now she must face the fact that the flexibility
and tolerance are not as heartfelt as expected.
Values of solidarity and protection of vulnerable people
Likewise, solidarity and protection of vulnerable people – colleagues, users and other groups –
are very crucial values for the narrator. Again, she spent a lot of time and personal resources
on practicing solidarity and defending the ones who are in a weak, vulnerable and powerless
position.
Now she realises that her own commitment is not enough to protect the woman in the
internship. She also realises that her colleagues do not necessarily share these values, at least
not in all practices. Despite the fact that she is their most trusted shop steward, the narrator
has to face the fact that the colleagues will not change their behaviour, even when they
become familiar with the woman´s background and dreadful story. Then she realises that she
is not able to support and protect the woman alone. Without the colleagues' active
participation and intercultural empathy and understanding, she has to acknowledge that the
woman cannot be integrated into the workplace.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
In the eyes of the narrator, the colleagues fail to be:
Tolerant and understanding
Caring and empathetic
Generous despite own feelings of rejection
Showing solidarity

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
From the perspective of the woman in internship, who caused a shock for the colleagues:
It is actually difficult to derive and analyse the values and norms of the woman/female refugee
from the incident. We know a little about her traumatic background and experience, but we
know virtually nothing about her values and feelings apart from her strong and significant
physical reaction on bodily contact. Anyway, we have no reason to connect these reactions
with certain cultural values and bodily norms. On the contrary, the bodily contact is an
expression of caring and positive mutual awareness in the collegiate culture in which she
becomes a part. Furthermore, this collegiate culture also includes other women of African
origins, as seen in more Danish studies of foreign women trained to work within the
healthcare system. Thus, the bodily aspect of the collegiate interaction would probably not in
itself be a cultural shock for the woman. Her violent history would be a much more plausible
explanation.
In summary, the woman is against her own will and unintentionally causing a cultural shock
from traumatic reasons that she cannot herself control. At the time of the incident, she is not
offered any kind of supportive treatment to overcome the trauma in her body.
From the perspective of the colleagues who caused a shock for the narrator:
Despite their general consciousness and caring attitudes, the colleagues fail to take the new
colleague´s bodily reaction into account. They fail to find a common solution to the new
colleague´s contact problems. They understand themselves to be part of an interculturally
sensitive working culture. But in this case, their personal and shared feelings of being rejected
by the woman weigh heavier than their ability to show human empathy and understanding for
her trauma and difficult personal situation. The feeling of rejection would be one important
part of their reaction. But probably, the woman's “attack” on their bodily work culture would
be another major motive behind their exclusion. The bodily and physical culture appears to be
very central and crucial values in the organisational and professional culture, now being
rejected by the woman.
Consequently, the exclusion may also be seen as a collective reaction on the woman´s
rejection of the personal and professional sensibility they – in their self-understanding – try to
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practice. The colleagues feel themselves to be rejected by the woman when they try to be
kind and to treat her as they usually treat each other. This feeling weighs heavier than their
ability to show human empathy and to understand her trauma and difficult personal situation.
In fact, this feeling seems to prevent them from any kind of adaptation to the needs and
requirements of a new, vulnerable colleague.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The incident would point to the structural lack of competences in the employment and
outplacement politics of the jobcentres, as illustrated through:
The perspective of employment service procedures, where the faulty and superficial
outplacement process fails to take the woman´s special situation and serious treatment needs
into account, thus being responsible for her bad experience and probably deteriorating
condition.
The perspective of stereotypes in the employment system, characterised by the generalisation
that women from Africa are particularly and naturally skilled in healthcare work and especially
in taking care of elderly people.
The perspective of organisational learning and anchorage of intercultural communication and
competence
The incident reflects the need to anchor the mindset and the values of interculturality and
diversity as an organisational learning and training process. As a starting point, the narrator is
confident that all colleagues are “socialised” to practice intercultural communication and
intercultural understanding. However, in this case she is confronted with an opposite reaction
and practice in the working environment. She realizes that the intercultural understanding is
fragile and only to a limited extent embedded in the organisation and collegial interaction. She
also faces the fact that she can only support the woman in the internship effectively if the
whole organisation and the colleagues are committed to do so. Without the colleagues' active
participation and intercultural empathy and understanding, she has to acknowledge that the
woman cannot be integrated in the workplace.
In summary, the incident would address the perspective of intercultural competences and
communication in the working culture and how to make these competences an integrated
practice and part of the organisational culture. Thus, the colleagues would still have to train
the practice of sensibility, empathy and awareness of the bodily anchoring of terrible and
unbearable traumatic experiences as well as different life perspectives. In this particular case,
it would seem to be a part of the professional skills.
Displacement of the problem from the internal to the outer lines
In this situation, the narrator shifts the problem to the jobcentre by complaining about their
insufficient and inadequate information about the woman´s personal situation. There would
be good reasons for this complaint. But at the same time, by shifting to the job centre, the
narrator doesn’t solve the intercultural challenges in the working culture.
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19. TRIALOGUE
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 05.03.16, telephone interview, combined with faceto-face instructions
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Prejudice, Preconception
Communication
Hierarchy lack of empathy

Professional domain
Professional domain of the narrator
The narrator is a private medical doctor, working as a GP in his own private practice together
with 3 medical colleagues as a private medical team in the city of Elsinore.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells:
“This incident took place recently in my medical practice as GP. I was going to join a socalled
trialogue with one of my patients and her caseworker in the local jobcentre. The focal point of
this meeting would be her health problems and her request for an early retirement, given her
diagnosis and permanent pain. But as part of this request, the trialogue and discussion was
also about her perspectives and possibilities of participating in a work-oriented activity. This
could usually be an internship, language school or other employment promoting activity. The
background was a quite severe diagnosis, which made it really hard for her to even think of a
job.
In the trialogue, the woman highlights her rheumatic disorder and diagnosis as arguments for
her application for early retirement. These arguments were also supported by me. But then
she also stresses that it is very important for her that she can be a good mother and a good
wife, despite her permanent health problems.
Now the caseworker speaks and exclaims: “well, that´s laudable that you wish to be a good
mother and a good wife. But then you also made a free choice not to be active in labour
market. This is a choice that you make on a voluntary basis…”
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I was shocked and dismayed by his words, since I knew that the consequence may easily be
that the woman would lose her rights and access to social benefits, her total basis of support. I
could feel that the woman was also astonished and confused about his opinions and his ways
of turning her words against herself. Thus, I tried to soften him and point again to her
diagnosis and permanent pain situation.
I also pointed to the fact that she actually tried many times through the years in Denmark to
be active in labour market activities such as language learning, short internships etc. But each
time, she had to give up because of her severe health problems.
Even though the case worker didn’t persist, I clearly felt that he was not at all convinced that
there may be a reasonable basis for supporting her in her application for an early retirement. I
could read in his eyes that the woman – from his perspective – should pull herself together
instead of talking about her disease all the time. I had a very strong notion that in his eyes, she
would appear to be another one of those migrants who are milking the Danish welfare system
for money - and who would not really be bothered to work and contribute to the society and
welfare system.
I don’t know what will happen in her case. But I really fear she may have a weak case. I really
feel bad about it, knowing from my many years and practice in the integration efforts that we
never really took on our responsibility as a society. We never really educated and socialised
migrants to the mental and value part of the Danish concept of welfare, which includes the
right to receive when needed and the corresponding duty to contribute to the community…”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a private medical doctor, working as a GP in his own private practice. The
narrator is in his mid-sixties, born in Denmark and practiced as a GP for many years. He has a
large number of patients with a migrant or immigrant background. He also took part in several
local development projects to improve the intercultural encounter between doctors and
patients.
In summary, the narrator has been social-culturally engaged in improving the medical
approach and methods towards migrants and immigrants in local society for many years.
Apart from the narrator, the incident involves the following persons:
A migrant woman, originally from Lebanon, who lived in Denmark since 1999 (perhaps 2000).
The woman is in her early forties, and she suffered from a special rheumatic disorder since her
childhood. She recovered very well during the years in Denmark, but she is still plagued by
pain in joints and muscles. She has been diagnosed by a Danish medical specialist. She is
unemployed and living on social benefits. Due to her own health problems and due to one of
her children´s disease, she never really learned to speak Danish well. When she first arrived in
Denmark, she was a quite skilled English speaker. But gradually, she lost this skill and she
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hardly speaks any English nowadays.
A male Danish-born case worker/job consultant from the local jobcentre. The case worker is in
his early thirties or his mid-thirties. He would probably be educated in the Danish educational
system either as a skilled social worker or even as an academic. Only a very few case workers
would nowadays be uneducated in the Danish Employment and Social Service system.
Furthermore, an Arabic speaking interpreter. But it should be noted that the interpreter
doesn’t in any way play an active or significant role in the incident.
We don’t know if the woman knew the caseworker beforehand. It is likely that they have met
before. However, in many cases, caseworkers are replaced and covering each other, and
citizens must respond to new caseworkers who have no firsthand knowledge of their case and
individual situation.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
This incident takes place in the local jobcentre, where a migrant woman is going to have a
conversation with her job consultant about her application for early retirement. The narrator
is present at the conversation as her GP in a socalled roundtable encounter – in this case
arranged as a trialogue. This would be common practice in the Danish Employment and Social
Service system, when this kind of application is the topic.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked by the case worker´s lack of empathy for the woman's health
problems. The narrator perceives the case worker´s response as an abuse of power, as the
woman is completely dependent on the case worker´s attitude in the further case
management of her application for early retirement.
The narrator also felt bad and somehow powerless, as he is supposed to be the medical and
professional expert in the woman’s health condition. Yet, in the situation, he is taken by
surprise and contradicted by the case worker’s arguments, which have absolutely no relation
to the medical arguments, namely the caseworker’s focus on the woman's will - not ability - to
remain in the labour market. The narrator perceives the whole process as a failure of the
woman and her interests. He feels that he is overwhelmed by the case worker’s arguments
without being able to fight back on behalf of the woman’s needs and interests.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Norms and values of empathy and human compassion / Communication
In the eyes of the narrator, the case worker is deliberately emphasising the woman´s
statement of being a good mother and a good wife – instead of kindly reminding her that this
would be her private priorities which cannot serve as arguments in the labour market system.
By acting in this way, the case worker would manage the case on the basis of his personal
prejudices about migrants' lack of interest in contributing to the community – rather than on
the basis of an objective assessment of the woman's health situation. In the eyes of the
narrator, this is not only despicable and petty - it is also unprofessional.
Norms and values of the Nordic welfare state and societal solidarity / Prejudice
In the eyes of the narrator, this kind of attitude is, ultimately, in conflict with the Danish
welfare system and the basic values of citizens to provide according to their abilities and to
receive according to their needs. In this case, the woman actually has an objective need, no
matter what her private values are. From this perspective, the case worker is rather serving
the socalled competitive state than the welfare vision of a welfare society characterised by a
fair redistribution of wealth and resources in society. On the contrary, the case worker is
serving a system of control and immediate suspicion towards citizens who are asking for help
and support in a very dire situation. In the eyes for the narrator, this attitude (very much
discussed in Denmark nowadays) and the general idea of new public management tends to
threaten citizens’ legal rights and legal certainty.
Norms and values of respect for professional – medical - expertise
Feeling powerless and somehow embarrassed at the situation, the narrator would also feel
that the case worker is behaving arrogantly towards the narrator's medical assessment and
expertise. The caseworker shows no interest in the medical facts, but focuses on the woman’s
opinions on motherhood etc.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The words would be:
Abuse of power
Abuse of welfare values
Pettiness and lack of professional approach
Lack of format
Lack of empathy and caring feelings
Negative preassumptions and even prejudices about migrants and their propensity to cheat on
the system
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Norms and values of gender roles and women’s prioritising of work respectively family life and
motherhood.
The woman is causing a kind of culture shock to her antagonist in the incident – the municipal
case worker – when she justifies her early retirement application with the need to be a good
mother and a good wife.
The woman is clearly marked by a desire to be present in the home and be available for her
family, be it both husband and children. In the Danish societal and cultural context, she would
be described as a traditional housewife, living by traditional norms about gender division of
labour and gender roles.
After many years in Denmark, the woman is probably aware that the Danish labour market
system and welfare system is not based on those values. Public support is, in fact, reflected in
the labour market attachment and employment, not in the homeworking practice. Public
support will come into force when citizens no longer have the opportunity to work and
support themselves. If a family wishes the mother to be present in the home, it is seen as a
private, not a societal priority. With this background, one may somehow wonder why the
woman brings the question about her own role in the family into the trialogue. It is reasonable
to believe that this priority is a very strong value for her and her family.
One could argue that she should act more tactical in a situation where she has alot at stake
with her application. But we must assume that she speaks of an open and honest heart - thus
expressing norms and values that are important and decisive for her quality of life.
Norms and values of a social balance between rights and duties in the welfare state.
The case worker is actually causing a culture shock to both the narrator and the woman, when
he seizes the opportunity to "misunderstand" the woman's statement about being a good
mother and a good wife. Instead of showing empathy and professional understanding of her
health problems, he uses her "slip of the tongue" to state that public welfare is not just a right.
It reflects in the duty to try to be as active as possible in the labour market.
The case worker takes the opposite position compared to the woman. In the trialogue, he
represents the most firm and rigid version of the general labour market policy. But there is no
reason to doubt that he has internalised the system's values and acts out of basic convictions
on both a professional and personal level.
He experiences a deep value discrepancy between himself and the system on the one hand and the woman´s attitudes on the other side. It's a cultural difference in family values. But
furthermore, there would also be a gender distance. He exhibits a kind of contempt for a
woman, who from both a cultural and gender perspective represents a weakness and lack of
understanding of basic societal values and needs to maintain a balance between providing and
receiving. Due to both her culture and her gender, she can only grasp her family and the
intimate sphere – not the societal sphere and the collective responsibilities, which are the
cornerstones of the welfare state.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
As mentioned by the narrator himself, this incident highlights a basic dilemma in the Danish
integration efforts: the many years of neglect in integration efforts to raise awareness and
understanding of the welfare state's fundamental values and building blocks. It is no wonder in
Denmark that so many migrants and their descendants had difficulties to figure out the builtin
balance
between
providing
and
receiving.
When many migrants approach the public employment and service system with the automatic
expectation of public support and access to various services – this attitude would
simultaneously cause a backlash among many case workers who interpret such expectations
as an abuse of public services - a “scrounging” of public means. This results in mutual
prejudices. Migrants experience unequal treatment and abuse of power from public service
providers – who in reverse are confirmed in the preconception that people with other ethniccultural backgrounds parasite on society and abuse the basic values of the welfare state and
system.
Thus, we create a vicious, downward spiral, which basically is more about poor integration
than cultural differences.
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20. THE DESPERATE WOMAN
Organisation that collected the incident: MHT Consult
Date of recording the critical incident: 04.05.16, telephone interview
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Gender
Communication
Individuality vs collectivity
Intercultural competences

Professional domain
Professional domain of the narrator
The narrator is a male nurse, who worked in various types of institutions within the Danish
healthcare sector for about 30 years. He specialised early in psychiatry.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
The narrator tells us:
“This episode from my working life in the psychiatric sector goes well back in time. At that
time, I was working as second in command in the psychiatric ward of Bispebjerg Hospital, in
the closed ward for female psychiatric patients. Nowadays, we don’t have this kind of gender
segregation, but this was still the case at that time. Furthermore, it was not so common to
have male nurses. We were only a few male nurses at the time.
One evening, a woman in her forties was admitted to my ward. The woman was, apparently, a
Muslim woman, since she was wearing a veil. She was accompanied by some family members.
The prehistory was that the woman had threatened suicide. She was very agitated and
completely beside herself. Therefore, the family had summoned a doctor at home. Very
quickly the doctor concluded that the woman should be committed to a mental hospital.
Because of the state she was in, his assessment was that she may be a danger to herself. As
you may know, this assessment would be the basis for committal to mental hospital. I imagine
that this decision gave rise to the first culture shock for the woman as well as her family.
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Anyway, she arrived and was quiet to our ward, where she was installed in a 2 bed room. Then
it all started: she would certainly not be installed in that room. She just wanted to get out, and
she was tremendously excited and agitated: She screamed loudly. She was kicking at things
and throwing all the things she could grab. She shouted in mixed language that she will not
stay, and this is not the right place for her.
The whole scenario took place in the hallway between patients´ rooms, and there was now a
huge crowd of other patients, visitors and staff members. Some of the other patients tried to
comfort her and talked reassuringly to her in order to calm her down. I noticed that even
though the staff members did not wear uniforms, she was well aware of who was staff and
who were patients and relatives.
She required that we open the doors and let her get out, and so did her family. In all this fuss
and discussions we had great difficulties in communicating and massive language barriers.
Some of her family members spoke limited Danish, but the woman herself hardly speak
Danish. We felt very powerless when trying to explain the rules about admission. We really
wanted to do this part of our job thoroughly and properly. But we completely lacked the
language to communicate in the way that we usually explained things to Danish patients and
relatives We couldn’t explain to the woman and her family that even as staff we had no
permission to let her out again from the hospital. We couldn’t explain that we have rules and
procedures around this kind of commitment that we simply had to follow.
We were also very uncertain about her mental state and how bad she was. When a person is
committed to a mental hospital he or she is assessed to be a danger to himself or herself. This
usually means that the person is assessed to be acutely psychotic. Therefore, we were
responsible for carrying out a thorough examination and a further evaluation by specialists and at least stay overnight. We all had the feeling that the woman was not psychotic. But even
so, we had no formal permission to let her out again. Therefore, we were quite nervous and
uncomfortable about the whole situation, because it broke all the rules we were used to
following and all the procedures that we as staff had to answer for.
We realised that we had to get the family members to leave. They really wanted to stay in the
hospital overnight, but back then it was out of the question that families and relatives could
stay overnight. It was really a shock for the family members that they could not bring her
home. Afterwards, we had to medicate the woman quite strongly, and there she was, left
alone without any orientation points. Eventually, she fell to the ground because of the strong
medicine.
The next day, she was transferred to the open psychiatric ward, where she was relatively
discharged. Many patients were revolving-door patients, coming back to the psychiatric
hospital several times. But I never saw this woman again. I guess that she and her family were
so frightened by this first visit that they would do anything to avoid another hospitalisation…”
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a male nurse, who worked in various types of institutions within the Danish
healthcare sector for about 30 years. He specialised early in psychiatry and worked especially,
but not exclusively, in the psychiatric system. Today he is 63 years old, and nowadays he works
fulltime as a Deputy Centre Manager of a major social psychiatric centre in the City of
Copenhagen. The centre offers a variety of services to citizens with psychiatric disorders.
A group of colleagues, all of them members of the professional healthcare staff in the
psychiatric ward, where the incident took place. The staff members would include educated
nurses and healthcare assistants. All staff members were ethnic Danes. The majority of them
were female, and very few of them were male nurses, including the narrator.
A number of psychiatric patients and visiting relatives were present in the situation. Like the
professional staff, they would all have Danish origins. All patients were female, since at the
time of the incident the hospital wards were gender-segregated. The incident took place in the
women's section. The relatives were of both sexes.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The setting for the incident is the psychiatric ward of one of the largest hospitals in the City of
Copenhagen. The incident takes place in the closed ward for female psychiatric patients.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator and the professional staff felt:
- Helpless and powerless, because they had no tools to communicate with the woman and her
family - and explain the professional rules about the commitment to a mental hospital in the
Danish healthcare system. Usually, even very sick patients would be aware of the process and
the meaning of the hospitalisation.
- Taken aback by the woman's violent reaction and desire to get out immediately instead of
being treated for her mental suffering.
- Astonished by the family’s expectation of being able to stay overnight in hospital.
The woman felt:
155

Desperate, panicked and totally agitated, when she realises that she cannot leave again – that
she is actually incarcerated.
The family felt:
- Helpless, anxious and confused by the woman’s strong and inexplicable reaction.
- Stunned by the hospital’s procedures and their own inability to bring the woman back home
again.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Norms and values from the view of the narrator and the professional staff:
Norms and values of personal professionalism and ability to cope with all professional
challenges.
The narrator and his colleagues experienced strong feelings of both professional and personal
powerlessness, because they were not able to calm and comfort the woman and her family.
Confronted with a patient and a family without the usual Danish language skills to
communicate, they were left with no other tools to explain the situation. They had to use all
their professional authority to force the unhappy family to leave the hospital ward, and they
had to bring the woman to bed with a large dose of medication without further explanation,
let alone care. Thus, they give up further professional attempts to understand what is causing
the woman’s tormented situation.
Institutional norms and values that organisational procedures overrule the personal
professional judgment
Furthermore, it gave rise to professional embarrassment that the narrator and his colleagues
had to meet the legal rules and procedures despite their professional feeling that it would be
safe to let the woman out without further procedures. From a professional consideration as
well as from personal empathy, it seemed inhuman to leave the woman so alone, distraught
and totally confused without opportunities to communicate. However, the narrator and his
colleagues were not prepared to take the risk of breaking the formal rules and procedures.
Norms and values of interdisciplinary and intersectional collaboration:
In the situation, the incident also revealed the lack of collaboration between the hospital staff
and independent GPs. The narrator and his colleagues didn’t really understand why the GP
committed the woman to mental hospital without giving the family any medical explanation or
any preparation of what it would entail. Consequently, the whole healthcare system appeared
to be totally alienating for the family.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatised", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
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The images of the woman go in different directions:
She is deeply distraught at being locked up, as if she feels trapped in a prison.
Despite her despair she is still aware of the environment, with an overview of who are staff
members with authority and power.
She makes a scene to get out of the closed department, but still her expression of despair is
also an expression of genuine powerlessness, mixed with fear of what might happen that she
cannot control herself.
She doesn’t appear to be psychotic, so the narrator and his colleagues have from the very start
the feeling that her despair and agitation have other causes.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Norms and values from the view of the woman and her family:
Norms and values around mental illness
Apparent from the incident, the woman seemed to be heavily burdened by grief and a critical
life circumstances which may – or may not – bring her to the brink of suicide. The situation
suggests that she was on the verge of a mental collapse and a crisis. But mental breakdown
and crisis seemed to be both unknown to her family - and perhaps not culturally fully
acceptable.
The woman´s reaction causes deep concern in the family. But it may also cause
embarrassment, because it is very difficult to explain and relieve the mental pain, which may
seem like an obsession. Thus, the woman’s reactions may appear to be distressing,
embarrassing and even shameful, but also frightening for the family. It may be embarrassing,
while it expresses a lack of control.
Also, the woman´s acting out is a very explicit way to expose the individual needs. It seems to
be a kind of rupture with the collective way of life and socio-cultural traditions, which many
Muslim migrant families appeared to be deeply rooted in. Thus, the family would be used to
emphasise the collective responsibility and give the family first priority at the expense of
individual needs and desires.
The clash between decisions of public authorities and families’ private affairs
By the commitment to the mental hospital, the woman seems to realise that her individual
despair and need for support has special consequences in Danish society and healthcare
system. In the context of public authorities – like hospitals – citizens are treated on individual,
not family-based terms. As an individual patient in the healthcare system the woman will be
offered the necessary attention and care that she may be longing for in the first place. But this
attention and care will involve an individual hospitalisation in surroundings, where she cannot
communicate with anyone, where she is unable to express her feelings and thoughts properly.
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Thus, she seems to realise that individual treatment and care is equal to loneliness and social
isolation. Furthermore, the commitment to a mental hospital may also give rise to strong
concerns and even be a shameful burden for her family in the family’s social-cultural network.
So, she screams and lashes out loudly – not only from personal needs, but also from the
family´s need to bring her back home from the closed ward in order to recover within the
closed framework of the family.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
This incident represents an example of a mutual culture shock. From the intercultural training
and learning perspective, it is obvious that the psychiatric system and the staff members were
genuinely shocked to face the fact that they were not able to communicate either on
professional or on personal terms with the woman and her family. In summary, they realised
that they were lacking professional tools - and also professional authority - to cope with the
situation.
All the professional competences and – not least – professional, systemic authority came up
short in this situation. Usually both patients and relatives would bow to the hospital and
professional authority. Patients may be agitated and eager to get out. But usually families
would, in cases of compulsory hospitalization, be prepared to leave the responsibility to the
professionals. In this incident, the professionals are out of their professional comfort zone.
They are powerless and have to use force to cope.
Nowadays, it is unthinkable - and also illegal – that the staff members do not immediately
summon an interpreter to support the communication. The staff members would also,
generally, have more information about intercultural communication and responsiveness to
other cultural approaches to mental illness and family care etc. But still, the incident gives rise
to reflection, because even with such “helping tools” the intercultural communication and
competence may go far beyond the literal conversation and touch much more intuitive areas.
The question will still be left, why the woman reacts so violently before admission, and what
life conditions she seemed to be reacting to.
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21. JEHOVA’S WITNESSES
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris, March 26th
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
religion
blood
Jehova’s witness
emergency

Professional domain
Professional domain of the narrator
Medical doctor working at reanimation ward

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was caring for a 20 year old patient suffering a cardiac arrest after drowning in a swimming
pool. He was in a critical condition for several days. After three days, the parents inform me
that their son is a Jehovah’s witness, like them. Theywere worried that the condition of
anaemia would develop further even though at present, this was not an immediate concern.I
told them that if it goes on, we’d have to resort to a blood transfusion. They told me “that’s
not an option”. How to handle such a situation?

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: Medical doctor, non-practicing catholic, male, 44 years old, at the moment of the
incident not in a hierarchical position yet
Patient: 20 years old, Jehovah’s witness
Parents of the patient: 47-48 year old, father working in a factory in mid-size French town
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2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Physical context:
Several encounters took place between the parents and the narrator in the hospital, in the
reanimation ward, specifically in the young man’s room standing by his bed. The patient
himself was still unconscious.
At that time (early 90’s) it was not customary in French hospitals to have a separate space for
encounters with family members. There were time periods, quite restricted (about two hours
per day) when families could visit. It was an informal practice of the narrator (not a general
practice of all doctors) to walk around in the corridors in these family visiting hours as a way to
make himself available for family members.
Representation of Jehova’s witnesses in France:
There are more than 100,000 Jehovah’s Witnessesin France today, but their general
representation is somewhat ambiguous. This is partly due to their perception as a sect rather
than a religion, partly to some practices (such as social isolation, refusal to take part in
celebration, refusal of social media etc.). Finally, in France laicité (sometimes translated as
secularity or laicism – a separation between state and religion) is a core concept in the
constitution and a highly adhered value, accordingly any religion whose doctrines, rules
require interference in public domains can be problematic.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“My reaction was quite arrogant, thinking, why are these people coming in to interfere in my
domain? I have a sacred mission, which is to save their son, and they keep putting a stick in
the wheel… we have a common objective I guess: that their son leaves this place in the best
condition possible, but they didn’t let me do my job. I was thinking and saying to myself, I’m
the one who knows how to proceed but at the same time I did not let them see any of this
“arrogant thinking”. I also had a sensation of great serenity and certainty.
The situation reminded me of a situation I had experienced a long time ago when I was a
young resident and I saw a head doctor assume his role in a delicate situation, telling a patient
“Madam, I am the one taking the decision” I knew this had to happen to me once.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) The role of religion in medical practice –in accordance with the principle of laicité, religion
should not have a role in the medical practice, in a public hospital that is a rule.
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2) Mission and responsibility of the medical doctor: to safeguard life in this world, is
considered as a sacred mission. The aim is to make the person leave the hospital in the best
possible condition using all the tools of the medical science, and to do this it is the doctor who
should make the necessary decisions and take the necessary steps. Life and death decisions
should be made based on professional knowledge and not on the belief system.
3) Representation of blood transfusion: it used to be considered a harmless everyday act until
the appearance of blood contaminated with HIV which led to killing people instead of giving
their life back. A generation of doctors was marked by these events. The ambiguity of the
issue is well illustrated by the fact that only recently the ban on gay men giving blood has been
lifted. And what remains is a general idea to proceed with extreme care, while measuring the
possible advantages and disadvantages of blood transfusion and other products deriving from
human blood.
4) Representation of Jehovah’s Witnesses as an institution: it seems to the narrator more like
a sect than a religion, the difference being that one adheres to a religion and can leave it when
one desires. Sect is about intellectual manipulation of the members, who cannot leave it. Sect
is also connected to proselytism, a desire of active recruitment, conversion of new members.
5) Freedom of choice is an important concern for the narrator, as the 20 year old unconscious
boy is a Jehovah’s witness according to the parents, but whether he chose to become a
Jehovah’s witness or it was imposed on him by the parents is a question. For the narrator,
religion or membership in a sect should not be an automatic consequence of the parents’
religion but a deliberate choice.
6) Action plan taking into account the legal framework: had it come to a critical situation, the
narrator had a concrete action plan to overcome the situation: on the one hand signaling to
the district attorney the fact that the parents put the life of the child in danger, on the other
hand telling the parents that the decision ultimately is his, in straightforward language.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Very negative –
The narrator insists on the fact that even if the image he had about the parent was very
negative he wasn’t judgmental towards their beliefs and he didn’t express this negative feeling
while communicating with the patient’s family.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Religion is everywhere, in private or public sphere and has an effect in all domains of life,
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ie. also in the medical.
2) Important doctrines of the religion are non-negotiable, even in the case of health issues,
even in the case of danger. The transcendental is prior to the material survival of the body.
Transgressing important doctrines such as the prohibition of blood transfusion comes with
exclusion from the group, which is seen as worse than physical death.
3) Blood transfusions are not refused by Jehovah’s witnesses because blood is impure. To the
contrary, in their reading of the Bible “God views blood as representing life”, blood is sacred.
In their reading of Genesis 9:4, Leviticus 17:14, Acts 15:20 God explicitly asks not to eat the
blood. For Jehovah’s witnesses this interdiction translates to transfusions, and so they have to
“avoid taking blood not only in obedience to God but also out of respect for him as the Giver
of life”.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
In this case the narrator made it a priority to follow a negotiated strategy, taking into account
as much as possible, the identity of the patient / parents.
Despite the fact that he has doubts concerning this religion (about whether it should be
considered religion or sect, about certain doctrines etc.) in the communication with the
parents this was not shown at all. In fact, the parents perceived him as the only doctor who
they can trust and who could reassure them.
However, the narrator also fixed a limit of tolerance: he knew, that if the situation came to a
real life-threatening stage, he would not hesitate to perform blood transfusion. Such limits /
thresholds play an important role in intercultural situations, where protagonists tend go
beyond what may seem their usual practice, but there is often a threshold beyond which they
are unwilling to step, as it represents a core value – culturally or professionally – or possibly
part of a national legislation. For this reason it is a useful exercise to become aware of our own
limits.
Alternative negotiation strategies have appeared as a variety of bloodless surgical techniques
have been developed lately, which can also accommodate Jehovah’s witness patients.
Furthermore, there are permitted procedures and products that can avoid the need for a
blood transfusion (that itis four primary components—red cells, white cells, platelets and
plasma).
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22. CONSULTATION IN BURQA
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris, March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
gender
religion
dress code

Professional domain
Professional domain of the narrator
Anesthetist doctor

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
The case takes place in an anaesthetist consultation preceding childbirth. I receive in the
consultation a woman dressed in niqab, with a netting covering her face and gloves on her
hand. She comes in with her husband who asks that a woman doctor examine his wife. I
explain that today there are no female anaesthetists in the consultation and that I cannot
change the full organisation of the department. What’s more, the consultation with an
anaesthetist is compulsory during the eighth month of pregnancy. I’m getting into a delicate
discussion. In the end the patient accepts her examination but the man threatens to lodge a
complaint to address his humiliation.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: 59 year old man, anesthetist, working in a public hospital, European, but lived from 4
to 16 years old in Tunis, Tunisia.
Believes in access of medical care for all and in freedom of women to express their choice.
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Patient: 24 year old woman, wearing a dark colored Niqab (no visible skin), hands and face
also covered. Originally from Maghreb (she has no accent in French)
Patient’s husband: about 30 years old, also Muslim, parents possibly originally from Maghreb
but he’s probably born in France (he has no accent in speaking French), has a beard and
wearing a djellaba (long loose-fitting unisex outer robe).
Relationship between the two groups – conservative Muslim and French “dominant” society:
France has a colonialist past in several countries of the Maghreb, but in the past decades more
than the colonialist past, the first association is about the coexistence of the native French and
the descendants of migrants from those countries in current France and in particular those of
Islamic religion. France has traditionally had a universalist – assimilationist strategy toward
diversity, implying that it is expected from newcomers and minority groups to accommodate
to the values, rules and procedures of dominant society. A rule that is particularly important is
that of “laicité” implying a separation of religion from the state (with the exception of
Christian religious holidays).

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Legal context
A consequence of the value of “laicité” is that officially religious concerns cannot / should not
be taken into account in public institutions.
In 2011 France has adopted a Ministerial circular1 forbidding the wearing of the integral veil
(niqab or burqa) in public spaces, affecting thousands of women.
1

(Circulaire du 2 mars 2011 relative à la mise en œuvre de la loi n° 2010-1192 du 11 octobre 2010 interdisant la
dissimulation du visage dans l'espace public)

The space
Consultation room of theanaesthetist, both husband and wife are in the room and seated in
front of the doctor. The consultation time is officially the doctor’s, the couple have taken a
previous appointment, but the appointments are not for a specific doctor, so the couple could
not influence whether it would be a male or female doctor.
The incident takes place before April 2011, the date from which wearing a burqa in public
spaces in France is forbidden. The hospital has no official position concerning women wearing
burqa.
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3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“Felt rather bad at the beginning, caught between two fires: on the one hand for ensuring the
consultation takes place and on the other hand overcoming the resistance of the husband. It
was a bad ambiguous feeling. My reaction was to try to negotiate.
The bad feeling partly comes from the fact that I lived in Tunisia for many years and never met
a similar situation, which is culturally so difficult to explain or tolerate. I felt a sense of
intolerance towards the situation, almost felt the stimuli for an aggressive reaction.”
Ensuring that the woman accepts the examination is so important that the narrator “tricks”
the patient into doing it by talking about possible health risks for her and the baby.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Laicité/ secularism: political secularism is a core component of French constitution and an
important value. However it can be also understood as a taboo to bring considerations
related to religion to the public domain, including a public hospital.
Atheism – rational scientific view of the world: scientific training goes hand in hand with a
scientific view of the world, and in particular in domains such as health leaves no room for the
magical-religious perspectives.
Access of medicine to all: there should be no obstacles for proper access to health care based
on culture, religion or gender. In this situation the behavior of the husband threatens the
proper access to care of the wife, which is unacceptable.
Communication style: The preferred communication style of the narrator is direct and
symmetrical with no differences between men or women. Eye contact is usually part of
communication even if sustained direct eye contact is not his preference.
Gender equality: should prevail in communication also, in particular in a situation where the
discussion concerns primarily the body and the health of the women, she should be actively
involved. The fact that she does not participate actively implies a state of submission, that the
husband is entitled to make decisions on her behalf.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Very negative image at the beginning because of the behavior of the husband, then
appreciation of the fact that she manages to negotiate.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Islam - a religion for all domains of life:
In contrast with the idea of “Laicité”, in Islam religion cannot be suspended in certain domains
of life, it is always with the believers, and the rules apply in all contexts, also the public
domain. It is not an option to choose to behave differently and suspend a certain number of
rules according to context.
Mixing between men and women
Although in some interpretations of Islam there is the prohibition of physical contact between
unrelated men and women, there does not seem to be any explicit prohibition concerning
doctors of the opposite sex, or at least not in the Quran or hadith. At the same time, there is a
hadith (Sunan Ibn Majah Book 31, Hadith 3609) which encourages you to go to the most
skilled Doctor, regardless of gender.
A conservative interpretation of Islam
Mainstream Islam does not require a specific dress style for males, nor does it require covering
the face and the hands of the women. Accordingly the couple in the incident probably
represents a more conservative branch, possibly close to the “salafism” or “wahhabism”. In
the French context, these currents often appear motivated not by a particular connection to
religion, but by a positioning against the French society, a right from a perceived oppression.
From this perspective, not being able to behave in accordance with the requirements of their
interpretation of the religion is a frustration, and the reluctance of the other to comply with
his desires is seen as oppression, resistance and bad intentioned.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Like most religions, Islam is also very heterogeneous, with approaches that can be very
different, even opposing on certain issues. Being unaware of the great differences could lead
people to associate Islam and related behaviors, that are not at all characteristic of the religion
in general, but rather merely of a minority position.
Similarly, the other party can also be uninformed about the institutional context, and in
particular about their rights. In this situation, the husband would have expected to be able to
opt for a female doctor, but in France such a measure is at the hospital’s discretion (a hospital
can choose to offer this option or not). Also, while the husband is threating of denouncing the
doctor, there is actually no instance where he could make this complaint.
The hospital should issue an official guideline for the treatment of particular cultural practices
such as the burqa or niqab so that the health professionals do not bear the burden of deciding
alone. Ideally such a position should be part of the charter of the hospital.
The narrator of the incident organised a meeting with colleagues of the department to address
together such issues and decide on a common position as long as the hospital does not
develop its own official position.
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23. GYNECO JAPON
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Collectivism / individualism
Shame
Patient’s case

Professional domain
Professional domain of the narrator
Patient’s case

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
At the time of the incident I was living in Japan with my husband. I went to the hospital for a
gynecological consultation with my husband. The nurse took me into a small changing room;
my husband was not allowed to enter with me. At that time, I did not speak Japanese very
well. I had to undress myself and lay legs apart on the gynecologic table.
There was a curtain at the level of my abdomen, separating the room and I could not see what
was happening behind the curtain. I opened the curtain; a nurse passed on the other side, she
said something I did not understand and closed the curtain, I opened it again.
A doctor came in and started speaking to me however I did not understand him and there was
a long negotiation: I asked if my husband could enter and the doctor allowed this. The doctor
told me that during the consultation the curtain must stay closed and that he will explain to
me what he's going to do. I categorically refused: I wanted the curtain to be opened so I could
see the doctor. He was very surprised, however he finally accepts.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
168

Narrator: 27-year-old French woman married to a Japanese man, has been in Japan for two
and a half years, married for 3/4 months, has lived in other countries before and a teacher at
the Franco-Japanese institute in Tokyo. She speaks some Japanese
Assistants, nurses: Female, Japanese, only speak Japanese.
Doctor gynecologist: Japanese, only appearing at the end, male, around 50 years old.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The physical disposition is a key element in this situation. The situation takes place in a
hospital, at the department of gynecology. The waiting room gives access to several doors one
next to the other. All these doors give entrance to narrow rooms where there is only space for
undressing and for accessing the gynecologist chair. A curtain goes across the chair around
waistline; beyond the curtain there is an open space from which all the chairs disposed in
parallels can be accessed.
The narrator thinks that there were other women in the chairs next to hers, but she could not
see them.
She could hear movements, steps on the other side of the curtain, at least 3 nurses and about
2 gynecologists.
Everything was white, the curtain white or green. The chairs were simple gynecologist chairs
with support for the feet. There was a smell of disinfectant characteristic of hospitals.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“I felt not recognized, I felt ignored, my individuality was ignored. I was also scared a bit. I felt
resistance and some apprehension.”

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
In France the profession of gynecology happens to be more taken by women than men. The
professional culture– which is also the preference of the narrator – is one dominated by the
following practices:
Doctor-patient relation
Consultation starts with a face-to-face encounter, which happens in a room that looks more
like an office than a hospital room. Doctor and patient usually seat across a table in and at this
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point the patient is fully dressed. It is important that the first contact is a verbal one, but
which is also accompanied by eye contact. It is a private encounter between the two, the
doctor and the patient, there are no other protagonists. A personal relationship is established
via the verbal and visual contact before the undressing and physical examination takes place.
Also, there are separate spaces for the verbal interaction and the physical examination.
Level of medicalization
In France the gynecologist consultation does not bear the accessories of a medicalized
encounter: the gynecologist does not wear white, does not have a mask, and may not posses
complicated instruments such as ultrasound machines.
A core value underneath the differences is a tendency of individualism
It is important to reassure the patient, to recognize her as an individual, and in particular as a
person, who is more than the flesh, the biological entity with a physical symptom. The
symptom cannot be accessed only physically; it goes through discussion with the person.
Direct communication
In France the preferred communication style is based on more symmetry and equality than in
Japan and direct verbal communication has a stronger role than indirect. Even in situations
where there are strong power asymmetries, efforts are taken to diminish and compensate
these differences by restating equality. Accordingly it is very much acceptable for a patient to
ask the doctor to do certain things, such in this case to put the curtains apart.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Bizarre, a different relationship to the body, a different conception of “shame”.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Collectivism: In Japanese society a tendency toward collectivism or interdependence
dominates rather than individualism. This may explain that the patients do not feel as
threatening the idea that they sit in one of the many gynecologist chairs, with their intimate
organs exposed to doctors that see all the vaginas at the other side of the curtains.
Relationship to the body: there is more reserve concerning the body in Japanese society, in
any case the rules of the ritual erasure of the body are different than in western society. In
Japanese society it is less likely that women talk about intimate aspects of their body, physical
contact is rarer (i.e. the western ritual of handshake is replaced by the bowing not requiring
any physical contact). Traditional Japanese society is also more discrete concerning hiding
parts of the body. Male – female contact is also more regulated, in fact gender roles are more
marked, even in language where there is a separate male and female form of speech.
Communication style: preferred communication style in Japan is more contextual (i.e. using
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objects, disposition of furniture to communicate) and more indirect (less focused on direct
verbal messages, more on non-verbal, para-verbal) that in France. Also, less emphasis is put
on direct visual contact, which is considered impolite when extended and fixed. Accordingly,
communication through a curtain is acceptable, even desirable in some circumstances.
Orientation towards the face of the other: when embarrassed people from most cultures
would direct the view away from the other person source or witness of the embarrassment, as
a direct visual contact would confirm or aggravate the embarrassment and induce a loss of
face of the other. Japanese communication style is more oriented towards saving the face of
the other than saving one’s own face. In a potentially embarrassing situation (such as
observing the private parts of a woman) the avoiding of even the possibility of having eye
contact gives reassurance and helps saving the face of both parties.
Relationship to hierarchy: in Japanese society the general tendency accepts more hierarchical
relationships than in France. A profession such as doctor / gynecologist is also adds to status,
thus a relationship between doctor and patient by definition can be more asymmetrical.
Instructing someone of a higher status (i.e. asking the other to change the behavior, do
something) is considered quite impolite. Rituals such as talking seemingly at equal levels such
as in the French practice are not required.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
This incident illustrates the importance of contextual communication, or how the disposition
of furniture, objects, the organization of space can support very important values and norms
related to body, communication, gender roles and politeness.
A more subtle conclusion concerns two different representations and relationship towards the
body. On a superficial level Japanese cultural approach is more restricted, reserved (with
more regulations, taboos) concerning the body (less physical contact, more hiding, more
hygiene rules etc). However in western cultures such as French are also meet the practice of
“ritual erasure of the body” that we can catch in such practices as the taboos of body noises
(burps, farts). In a way in both cultures there is a demand desire for hiding the body, but the
strategies on how to do this differ radically. In Japan the choice is to separate the body (the
intimate part of the body) physically with a curtain and not bring the eyes as witnesses, while
in the occident the viewing of the intimate part is compensated by an introductory dialogue
between patient and doctor, where the viewing of the intimate part can only come as
secondary.
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24. THE PERIOD
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Collectivism / individualism
Gender
Menstruation

Professional domain
Professional domain of the narrator
Lay person’s case

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
The incident happened in a village in India. I was there for a wedding. I was so happy to meet
my cousins that I hadn’t seen for many years.
Two days before the wedding the festivities start - rituals, party, dance, music etc. I go into my
grandmother's bedroom to dress myself and I see a cousin alone, watching TV. I was surprised
because everyone was partying outside except her. I asked her why she preferred to stay
alone. She answered to me "I have my menses”. The elders (grandpas and grandmas) in the
family had forbidden her to partying because she had her menses.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: a woman of 24 years old from India but she was living in France since four years.
She’s a student of psychology.
Person triggering the shock experience: the cousin of the narrator, a language teacher, 26
years old, recently married lives in India
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2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Physical context
Two women are present in the situation and they are cousins. One of them, Harj, came from
France to assist at the wedding and the other never left India. The scene took place in the
grandma’s room and Harj came into this room to dress up for the party. Her cousin was alone,
watching the TV.
Family context
The family is from a little town in India and is quite conservative in terms of the respect of
traditions. There is a deep respect for authority in the family: the younger have to listen to the
elders. But there are some differences between the members, in fact the grandma is more
open-minded concerning the respect of tradition and the menstruation issue, whereas other
members like the cousin’s mother are very orthodox with whom it is impossible to talk of this
issue, it is a taboo.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“At the beginning I was surprised because I didn’t understand why my cousin had to stay
alone, I thought she was sick. But when she said to me the true reason, I was angry because I
want to share this moment with her. Also, I was sad for her, she said that she accepted the
situation and that shocked me a little bit.”

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Freedom of choice: adults have the right to make choices for themselves in particular when
you are an adult, married, and you have all the capacities to think your life by your own way.
Preference for short power distance, equality: adults should be able to make decisions
concerning their own bodies without consulting higher authorities such as the elders of the
family.
Gender equality: gender equality is achieved when women and men enjoy the same rights
and opportunities across all sectors of society. In this case, if the menstruation of women
involves a kind of social exclusion, it can be considered as gender discrimination.
Menstruation is natural: women’s menstruation is part of the life cycle and is something
natural, so it can’t be a source of shame. There is no reason to think the menstruation as a
taboo, it’s just a biological particularity of women.
Direct communication: talking about taboos such as menstruation can permit to break free
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from the prejudice. Tradition is flexible: the tradition is something negotiable, and this
flexibility permits to be more open-minded and to adapt the tradition at different contexts
and situations. There isn’t supremacy of the tradition.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Strange. Because it’s the liberty of a woman to do what she wants and the negative image is
more about the parents of the cousin, and the tradition they decided to perpetuate, than
about the cousin herself.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Respect of the tradition: in India you can find some specific traditions concerning the
perception of women’s menses. There are influenced by the Hindu religion which gives an
ambiguous status to the woman during her menstruation: she is simultaneously associated to
life and death because of blood’s symbolism. So the menses are perceived as an obstacle to
continue a “normal life” and as something impure. To respect the tradition in an orthodox way
the women have to be isolated during their menses, whatever the context.
2) Hygiene norms are also referred to: according to traditional representation a woman with
their menses can contaminate others, and also objects. For example, a myth exists concerning
food: a woman can’t touch a pickle jar during her menses because after that the pickles are
not eatable yet.
3) Community respect: if a woman with her menses can be considered as a kind of “risk of
contamination” for the others or the food around her, the decision to order at the cousin to
stay in the room during the wedding is not only an individual decision. It can be interpreted as
the respect of the community. So the community interest comes over the individual one.
4) Parents’ authority: the parents have a particular status concerning the authority; they have
the power to make a decision instead their children however the age of them. The elders
because of their experience of life have the traditional legality to make better decision than
the younger. It’s a kind of role given to perpetuate the tradition, the mother’s cousin said: “I
did the same. When I have my menses I can’t go out and so she just has to do the same”.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The incident highlights how acculturation to a new cultural environment can change the
perspective of the person on the values, traditions of their culture of origin. Acculturation
processes can trigger fault lines within the same family, between different generations or
174

between the family members that spent more and less time in the new environment. Changes
can occur on various value orientations: such as the focus on individualism vs
interdependence, or the respect of hierarchy, traditions etc.
The incident also highlights the existence of taboos concerning bodily functions, such as
menstruation. From the modern Western vantage point some of these practices seem
superstitious and even oppressing, a threat to women’s equality. In any case they offer an
interesting window on the social cultural construction of the body – which characterizes as
much the modern societies as the more traditional ones.
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25. ROMA CONSULT
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Individualism / collectivism
Family
Medical space
Communication

Professional domain
Professional domain of the narrator
Medical doctor, young intern

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
“I was a junior doctor and I was called at the hospital emergencies department to receive a
young patient, 16 years old, who suffered of stomach-aches. He came from a “travelling
community” (Roma). I asked his family to stay away of the examination room but they refused.
So four people stayed with him in the very small examination room. Each time I asked him a
question it was the father who answered and the mother only moaned. I didn’t know who
were the two others people. This ambiance was heavy and so the examination was difficult. I
became a bit nervous because I could not perform my examination well and in a normal quiet
manner.
I asked the family to get out of the room, and then all the people looked at the father waiting
for his decision. So I had to negotiate with him explaining that I understood his anxiety but I
had to examine his son in calm way to do my job properly.
He finally accepted and the entire family waited in the hall.”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
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Narrator: Man, 24 year old, French, catholic, finishing medical school and internship in an
hospital
The patient: Young teenager (16 y.o), man, from so-called “Traveling Community” or Roma
community.
The patient’s family: his mother and father and two extra people of whom the narrator does
not know the connexion to the patient. He thinks they are part of a same clan and thinks the
father was the chief (and the oldest person as well) of this clan and the only decision maker.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident happened in a general hospital in a small town (Paris suburbs) called Val d’Oise.
The narrator was the only intern on call for the ER (there was also a surgeon intern only for
surgical emergencies). It was the first time that the narrator faced a consultation with Roma
people.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“I felt anxious and nervous. My attention being distracted by the people around the young
boy, preventing me of doing a proper examination to measure the degree of urgency of the
patient illness.
I first asked them to leave the room without specific look at them but they refused. So I
started to become nervous and asked again with a louder voice. But unsuccessful again. So I
took the time to understand who the authority was and to explain why I had to be alone
during the exam.”

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Representation of the hospital space: When we go to a hospital, we keep calm and
silence, medical space is for healing and it is peaceful and quiet. This is in particular a
condition for a proper medical examination and clinical interviews with patients.
2) Need to adapt to the culture of the institutions we enter:
According to the narrator’s through observation (contextual communication) people
should check what is the appropriate behaviour for a given institution.
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3) Intercultural awareness – need to adapt to the other:
The professional has to mobilise his resources to adapt to possible cultural differences:
Try to understand the situation first and then test a strategy to step in. The adaptation
to othersis trying to understand which are the rules or cultural frames of the other.
4) Mission and responsibility of the medical doctor:
The mission of the medical professional is to examine the patient and to evaluate the
degree urgency of the illness in order to be able to intervene in the best possible way.
5) Autonomy, self-determinationand individualism
As the young adult is 16 years old he should be able to answer questions about his
health by himself.
6) Confidentiality:
Usually when youngsters come to a consult with their parents the doctor asks the
adults in a certain moment to please wait outside so he can have a confidential talk
with the patient. Sometimes the patient can entrust the doctor with an important clue
for his treatment.
7) Professional Identity threat:
“I need calm, emotionless examination to make sure to do the right thing, but my calm
was threatened by the anxiety of the accompanying family and friends; I was distracted
from my task by the noise of the family expressing their anxiety and filling up the exam
room, which was quite narrow, hindering an easy exam of the young patient.”
A big responsibility of the doctor is on the line during an emergency consultation and in
order to focus/concentrate he requires calm. The noise and comments of the relatives
distracted him from his task.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative and stressing

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Collectivism, “Rom” is a single name, meaning "accomplished man and married within the
community”. The traditional Romanies place a high value on the extended family. The
identification with the community has precedence over individual self-presentation and
autonomy. Social organisation based on the extended family, the nucleus around which social
and personal relations develop. That is why when a member becomes ill, the entire family and
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not just close family members accompany the infirmed or affected individuals - Prevalence of
the group over the individuality of each person.The decisions taken by an individual with
respect to his health are strongly influenced by his extended family. This makes the
relationship with the health-care system more complex because it is no longer a relationship
between the health-care system and one individual; it is between the system, the individual
and his extended family. This characteristic has very visible and striking effects such as the
presence of many family members at doctors’ surgeries, emergency rooms or at hospital,
which others can sometimes find very annoying.i The extended family usually has a very clear
idea of the course family members’s lives should take.
2) Healing / hospital space: hospital space is cold and for healing this does not help. Healing
needs life and warmth, and it is the role of the community to provide this warmth with their
presence and care.
3) Patriarchy/ Traditionally, Roma communities tend to be patriarchal and this could explain
the authority of the father as the “authorized” speaker.
4) Exteriorisation of feelings, emotions: in Roma cultures exteriorisation of emotions is
accepted to a greater degree than in dominant French culture. It is all right to express anxiety
when one is anxious, it is not considered as a loss of face.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The emotional impact of situations in emergency rooms, or in life-threatening conditions can
imply substantial stress and anxiety for the people accompanying a patient. While in many
Western (and Eastern) cultures the externalisation of emotions is heavily regulated, in some
cultures the manifestation of emotions is accepted, even required. Many Roma cultures
subscribe to this second tendency. Such externalisation of emotions can seem childish or
disorderly for the people who have been socialised into moderating emotions. This example
illustrates how sensitive zones appear along the return of repressed behaviour – usually
bodily actions which we learn to suppress during socialisation and whose appearance makes
us very uneasy. For more details see Cohen-Emerique on the origin of “sensitive zones”.
The incident also points to the intersection of communication styles and hierarchy
orientations. In the situation the knowledge of more hierarchical communication preferences
is a resource for the narrator: once he understood the cultural pattern of the family his
strategy was to address the authority figure, taking him as interlocutor ensured proper respect
was given. The word “respect” is often, possibly over-used, but it can be a key to many
situations once it acquires a concrete interpretation. In this situation respecting the system of
authority was crucial, even if from other point of view it may seem merely a detail.

Health and the Roma Community
http://www.msssi.gob.es/profesionales/saludPublica/prevPromocion/promocion/desigualdadSalud/docs/Health_and_the
_Roma_Community.pdf
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26. COARSE SALT
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Rationalities
Hygiene
Medical space

Professional domain
Professional domain of the narrator
Medical, nurse on a general public hospital

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
I worked as a nurse in a hospital all afternoon. It was a warm day with a visiting families event
taking place. I was taking care of an African patient who had a child that was running in the
hall, this seemed to annoy the health team.
I knocked on the door of the patient to install a perfusion. The family was present and I asked
them to please step out for a few minutes. After some hesitations, they did. I felt something
under my shoes, there was coarse salt covering the entire floor.
The patient saw the surprise on my face; she did not speak French very well and tried to
explain that it was to drive bad spirits away. I installed the perfusion thinking about how to
clean up the floor because we have strict rules to adhere to in the hospital regarding hygiene.
I did not really feel a cultural shock because I knew the tradition and beliefs because of my
cultural origin. But it was the first time that I saw it in the hospital so my professional identity
has been compromised.
I ended the consultation and said goodbye to the patient when suddenly an auxiliary caregiver
came into the room without knocking. She is an experienced worker, (been there for the past
10 years), she was about 50 years old and was also in charge of the room cleaning.
She discovered the coarse salt on the floor and shouted: “What is this mess? It’s disgusting.” I
felt very uncomfortable and ashamed, the patient did not understand this aggression. The
situation turned into chaos, however, I tried to calm it down by saying that we will find a
solution.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
People present:
The narrator is a young nurse and in her first year of nursing. She is 23 years old, works in a
general public hospital. The nurse comes from a Muslim family but is not a practicing Muslim.
She describes herself as lay / secular (“laique”) in her personal and professional life.
The patient, about 40 years old from a sub-Saharan African country, did not speak French.
The relatives, 10 family members also from the same African country, none of them spoke
French.
The caregiver (auxiliary), is a woman about 50 years old, has been working in the hospital for
10 years. Comes from a very small village in France.
The relationship between the narrator and the caregiver:
They knew each other and worked together several times before. Their relationship was only
professional and the narrator says they did not share the same professional culture. The
caregiver seemed to be old fashioned and was not very nice to the patients and their relatives
in general. The narrator describes her as narrow-minded and a little bit too strict.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Physical Context:
The incident happened in a general public hospital room in Lyon (City in France), the patient
was lying down on the bed, hospitalised and expected to receive treatment for a few weeks.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Her emotional reaction did not come from the fact that the room was full of salt, but from the
reaction of the caregiver. She said she was a little surprised about the salt but she quickly
understood that it was a ritual. Due to her own origin, she knew that the salt was a means of
protection in several cultures.
The first emotion was embarrassment of the behavior and the attitude of the caregiver, as she
judged the situation to be very unprofessional.
She felt anger because of the reaction of the caregiver who was aggressive with her words and
mean with her tone. Finally, she felt sorry for the patient that was mistreated. The patient was
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ill and she did not understand French neither did she understand what the caregiver was
screaming about.
The narrator also felt responsible in this situation as she felt the need to protect the patient
from this aggression and tried to explain to her what was happening. The patient looked at her
for help, empathy or protection.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Respect for patients: For the narrator this is an important value when it comes down to
people, especially if they are in a vulnerable situation (as the patient). Health professionals
should be caring towards the patient and at no point aggressive, either physically or verbally.
To show respect in this case means not to upset the patient, not to shout or scream at
someone that it is trying by every possible way to get better.
Professional Identity threat: The narrator expresses that the wellbeing during treatment is not
only the consequence of “drugs” but of the whole environment, therefore the staff of the
hospital is part of the care that the patient needs. That is why the nurse’s professional identity
was threatened by an older and more experienced colleague, who did not respect the basic
rules of caregivers putting the needs of the patient as a priority.
Diversity awareness: The narrator thinks that the caregiver did not have the opportunity to be trained
on interculturality and that she had never worked in another environment other than in this hospital.
The narrator felt sorry for her. Ethical professionalism in the healthcare sector should ensure workers
are knowledgeable and respectful of diversity and diverse needs and that such knowledge should be
provided through training on interculturality or other forms of developing relevant skills and
competences.

Fear of intolerance for foreigners: The narrator thought that it is important to be empathic
with the patients, however, she expressed that she was particularly shocked by this incident as
she identifies herself as a “foreigner” with a foreign background and that one day she might be
the one being misunderstood by someone else. As she originate from Maghreb she could
easily relate to the situation of the patient, this can also be seen as a fear of intolerance and
cultural rejection.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Referring to the caregiver:
Asepsis and Hygiene: For the caregiver that has been working for 10 years in this hospital the
norms of hygiene is something non negotiable. In the hospital, the rooms must be clean in
order to keep the best environment for the healing process of the patient.
Professional Identity Threat: The caregiver thinks that her “job description” does not include
cleaning unnecessary chaos caused by the relative of the patient. This adds an extra task for
her.
Healing Treatment: The caregiver does not believe in “ritual” healing processes as the medical
one is the only one existing in her cultural frame.
Referring to the patient’s family:
Representation of illness and healing: illness is not only the consequence of bacteria, virus and
other scientifically identifiable causes, but also a consequence of more spiritual factors.
Therefore, in the healing process, these transcendental factors have to be catered for, possibly
via specific cleansing rituals.
Salt: Common salt, sea salt or kosher salt – all has a long history of use in rituals of purification, magical
protection and blessing. Salt rituals have been practiced in various cultures for thousands of years, and continue
operating until today. The salt can be use as a protection and as a purifier: it cleans the bad energy and protects
you of noxious energies.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The incident highlights the experiences of “culture shock” where the source of the shock is not
so much due to a national / ethnic difference, but a difference in professional culture that is
displayed by a co-worker. As our narrator puts it:
“This incident made me think about how we treat or how we deal with the manifestations of
diversity in the health care system in France. It made me wonder about the fragility of some of
the patients who face abuse from some Health care staff. I also think that diversity in general
is not recognised in the public health system and this is a shame as we could prepare ourselves
better.”
The incident also points to the contrast between different rationalities: the scientific –
materialistic rationality of the hospital, based on explicit rules and regulations, and the
magical-religious rationality. Even in situations where the rites do not threaten regulations,
nurses representing the “scientific rationality” and order of the hospital can have strong
negative reactions to the “irrational” practices, as if they were a symbolic threat to the trust
patients have for them.
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27. JEWISH REANIMATION
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Death
Religion
Medical ethic

Professional domain
Professional domain of the narrator
Medical doctor working at reanimation ward.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
The incident happened in the ER (emergency Room) where I was working. The patient was
terminally ill and on life support.
The patient was Jewish as well as his family. The members of the family did not agree with
switching off the life support machine and letting the patient die, and they certainly did not
agree on the timing that the hospital proposed.
I spent many days talking to the different members of the family (parents, brothers, sisters),
explaining the condition of the patient, explaining how the “unplugging” of the life support
machine works, but it wasn’t enough for them. It took me several weeks and a huge amount
of energy, I even had to ask for assistance from my colleagues for their support and advice.
We finally found a common understanding after spending weeks discussing and thinking about
the situation. However, as this was a difficult decision, the trust between the family and
myself (the doctor) was questioned.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Medical doctor, non-practicing catholic, male, 45 years old at the moment of the shock.
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Patient: A man of 50 years old, in critical condition, Jewish.
Parents and relatives of the patient: six people are present, members of the family, all French,
Jewish.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Physical context:
The scene took place in a public hospital; the dialogue about the life issues of the patient was
between a male doctor and the family members: 3 women and 3 men.
History and representation of Jewish religion in France:
There are approximately 475,000 Jewish people in France and they are considered as a
religious minority. The Jewish community have been victims of many persecutions in the past
and still today, there are some tensions between the Jewish religious practices and the
republican conception of religion in France which is defining by the principle of “laicité”. For
example, the school classes held on Saturdays conflict with the obligation for the Jewish to
participate in “Shabbat” this day. Also, we can notice that sometimes the Jewish are perceived
as very community oriented (communitarianism).

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
I felt that I was wasting my time with a condemned patient while other patients have more
important needs. The time that I spent on this patient could have been spent on helping other
patients that actually had the opportunity to be saved. I also felt a kind of helplessness;
because it was very difficult to resolve this situation which challenged me as a doctor,
therefore I asked my colleagues for help.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) The role of religion in health practice: in France the principle of “laïcité” (a specific French
interpretation of secularism) assigns religion to the intimate, private domain as an extension
of the republican values. Public servants are forbidden to display in their workplace any
identifiable religious symbol, public institutions are not obliged to take into account the
influence of religion in the provision of their services. In the medical practice, this implies that
medical staff are not obliged to take into account religious demands of patients and their
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family, but they can chose to do so.
2) The professional identity of the medical doctor: the doctor has a responsibility towards the
patient and his family concerning health issues. This “doctor” status gives him the authority to
guide the patient and his family to make the best decisions. He is the one who has the
knowledge and is best placed to assist in life and death decisions. However, we should bear in
mind while looking at this incident that his professional identity is only based on a rational
knowledge and not on a belief system.
3) Representation of the “right to life” as a technical / legal issue and not spiritual: the
legislation in France (Leonetti Law; 2005) concerning life issues for patients in very critical
conditions states that: euthanasia is not a right; the therapeutic obstinacy is illegal; the sick
patient has the right to refuse treatment; the doctor should do everything possible to alleviate
the pain of his patient; the patient can express in advance their wishes. In this case, the doctor
knows that the patient does not have any chance of survival, therefore there are no
implications regarding legal or medical issues.
4) Family confidence: the doctor has a subjective vision on the expected reaction of the
families that go through this hard situation. It requires trust and a mutual respect of values.
This particular situation does not require conflict about religious issues. The family has to face
the death of one of its members and needs the support and guidance of the doctor, trust is
needed.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Religion is part of heath practices: the influence of religion is not limited to the public
sphere because religion is part of all domains of life. The family seems to be faced in this
public hospital with a very strong situation of death. Usually people that follow a religion and
practice it, find answers and reassurance from their faith while going through a difficult time.
Facing the death of a loved one, like in this incident could, guide the family to find peace and
answers from their faith.
2) The interpretation of Jewish religion: In the Jewish religion reducing life by euthanasia is
not allowed. In the same way it is not allowed to do anything that can accelerate death. The
Jewish religion states that life is sacred because it is only God that can give it and take it away.
Therefore, humankind cannot refuse to use some technological ways to stay alive. They have
to resist the “Temptation of weakness and desertion”. However, there is a contradiction in the
interpretation of the Jewish religion because there is another interpretation, which eases the
doctrinal statements: it is allowed to reduce the life of a sick person who does not have any
chance of survival.
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3) Respect of the family member: the respect of the family member and of his religious faith
is the most important in this kind of situation; to respect the tradition in terms of religion is to
honor the wishes of the family members.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
This situation highlights the problem of the “laïcité” the special political secularism followed in
France, which does not make it easy to consider the influence of religions in health practices.
At the origin, laïcité was adopted to ensure freedom of religions, separating state from
religious practices, confining these to the private sphere. State or municipal institutions are
not obliged to adapt to different religious practices of users and patients, and such elements
are not included in the training of medical professionals either, even though such knowledge
could allow easier communication with the family members in the process of healing or
ending life.
According to several researchers (see the “Terror Management Theory”) death is the key
motivator for the adherence to religious belief systems, as the belief systems provide a certain
protective buffer against the existential anxiety triggered by the awareness of our mortality.
This also implies that near death people may tend to cling to their religious prescriptions even
more than in other situations. Accommodating these needs can make a significant difference
in the wellbeing of patients or their relatives.
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28. CELLPHONES
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Prejudice, discrimination
Contextual communication

Professional domain
Professional domain of the narrator
Medical phd student

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
During the research for my dissertation about discrimination, I took the testimony of a public
hospital doctor in the PASS department. This health department is a crisis unit which offers
medical and social care for disadvantaged people.
This doctor told me that she was shocked to see the migrant patients with very high tech
mobile phones. Here is an extract of her discourse: “There are people who you will feel more
empathy towards than others, and some who will trigger a feeling of rejection because they
have a laptop, a high tech mobile phone, and they are asking for help and assistance from the
French government, but in fact they do not really need this help.”
Obviously, this discourse is a complete stereotype because this person forgot that for migrant
patients, the mobile phone is this only way to communicate with close friends and family
remaining in their countries of origin. Also, all migrants are not necessary extremely poor.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
There were two people present:
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The interviewer: Female 33 years old, atheist, French origin, student and active in the hospital
field for 10 years, white skin color
The Doctor: Female General Practitioner, about 40 years old, white skin color
The relationship between the two characters is good and the narrator herself said that the
interview happened in a very good wellbeing atmosphere.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
This interview happened in the Doctors’ office and lasted for about one hour. It took place as
part of the thesis of the narrator. The practitioner worked in a particular department, which
was a crisis unit that offered medical and social care for disadvantaged.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked as the Doctor’s statement about mobile phones was not coherent
with her own empathetic speech about her patients. She seemed to be a very caring doctor
and therefore the fact that she thinks that a high tech phone means that you are wealthy is
very stereotypical.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The no discrimination rule :
On the narrator’s cultural frame, a healthcare professional working in this particular sector of
the hospital, treating many “foreign” patients should not have these kinds of thoughts or
prejudices. Her prejudices could lead her to an unprofessional attitude and even to an act of
discrimination.
She values equality and non-discrimination and believes that foreigners seeking support
should not be turned down or judged because they have the latest version of a smartphone,
as that is the only means they have to keep in contact with their loved ones back in their
countries of origin. Also, she thinks that such type of judgment may in fact lead to acts of
discrimination and injustice against the migrants, as they do not fit the mainstream idea of
who a disadvantaged person is and what they are allowed to own.
Representation of the mobile phone as a communication tool for people in mobility:
For migrants, the mobile phone is not only a tool to communicate and navigate themselves,
but also to obtain or transfer the money they need to continue their journey. The mobile
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phone has become central in their migratory process.
Almost all the migrants come to Europe with a phone, and often a smartphone. But it is a
"paramount" tool they use to communicate with their smugglers. It is also an essential tool to
communicate with google translator with the local people in every country they meet. It is an
essential tool to keep them in touch with their families, legitimately concerned by the
difficulty of their journey.
Finally, smartphones have become a nearly basic commodity in our everyday societies, to the
point that children also have them. The idea of what is considered essential is changing
constantly, especially in the fast-paced world we live in, and especially if we take into
consideration new technologies.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
A much stigmatised image against foreign patients, so the narrator had a rather negative
image of the doctor.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Representation of the phone as a sign of wealth
Today you can find on the market very expensive smartphones. Some particular brands and
models of phones can cost over 700 euros. People often buy the latest version as a display of
status.
Representation of a migrant as someone who wants to take advantage of the health care
system
The result of having the prejudice that a smartphone is a luxury product only accessible for
wealthy people challenges the stereotype of the migrant who comes to hospital for free care.
The doctor has a very definitive idea of what a mobile phone is and how expensive it could be,
therefore she cannot understand why someone would be able to pay for this item and not pay
for medical care.
Migrant as a lower social class
There is a social representation of migration as being always linked to economic reasons. In
the common contemporary imagery of a migrant she/he is always running away to seek better
economic opportunities. This vision undermines the fact that there are different motivations
for migration that affect the migrant’s decision for leaving their home countries.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The incident illustrates the manifestation of stereotypes and prejudice within the medical
service. The first layer of stereotypes is based on the idea that migrants / asylum seekers /
refugees are automatically poor people. This stereotype reduces the diversity amongst
migrants; it helps maintain a simplistic representation. Furthermore it feeds the
preconception of the migrant as "profiteer" and "assisted". This population is then doubly
stigmatized by they nationality and / or origin and by its economic and social disqualification.
The incident also highlights how the lack of observation skills can contribute to maintaining
prejudices and possibly lead to acts of discrimination. Indeed the doctor in the situation works
regularly with refugees and asylum seekers, yet she failed to observe the meaning and use of
the mobile phone amongst her patients.
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29. DEATH OF A CHILD
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris, March 26th.
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Children’s death
Funeral rites

Professional domain
Professional domain of the narrator
Social assistant working in a hospital

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
During my internship in a public hospital I was surprised by the behaviour of a family. A 5month-old child died and the family came to the morgue with cakes and drinks as if they were
coming to celebrate a happy event. The family was quite a big group, of around 70 people. The
parents were dressed in white and the guests in orange and red. There was also a Buddhist
monk with them. The situation touched me, it made me wonder about their culture.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Social worker on internship in the hospital: the incident takes place during her training of
social work. She is a French woman, in her twenties, without experience of living abroad. Nonpracticing catholic, non familiar with Asian cultures.
Very little is known about the family, the only piece of information concerns the Vietnamese
origin of one of the parents. The people present seemed to be from the same cultural
background (similar constitution of the face, skin and hair colour).
192

Representations of Vietnamese diaspora in France
There is an important Vietnamese diaspora in France, result of the colonialist history (Vietnam
was part of the Indo-chinese union – “Union Indochinoise” - established by France). There
have been three successive immigration waves : during the French dominion in the first half of
the 20th century Vietnamese men have been recruited to join the French army, shortly after
the independence of Vietnam and the establishment of the Communist regime, finally
between 1975 and 1990. According to estimation there may be 350,000 people in France with
Vietnamese origins. Since most of them were either students or entrepreneurs, their
integration into French society did not have many obstacles, they are spread through different
social classes. Though there is the asymmetry of the colonialist past (colonised vs coloniser) in
current French society the representation of the Vietnamese does not have negative
associations.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in the funeral parlour of the hospital. The family members of the
dead child arrive with cakes and drinks. The parents were dressed in white and the rest of the
family in orange-red. There was a Buddhist monk in the room.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“The dominant feelings were that of embarrassment, uneasiness caused by the behaviour of
the family towards the dead child. I felt disturbed and refused to share the custom I have
witnessed and I felt like withdrawing. Later I asked colleagues to give me some explanation on
what I have seen.”

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Funeral, mourning rites
In the modern west death implies the end of the individual, especially in the context of
atheism it implies a real, definitive end, one of the worst things that can happen. The only
thing worse is to see the death of a child, as the child often represents one’s own continuity
beyond one’s death. Accordingly, mourning in France as in most western cultures is about
sadness and marking the inevitable and irreversible separation
- Grief and sadness for the dead is expected, celebration or happiness is not acceptable
193

for mourning: this would imply a lack of respect for the dead, indicating that their
disappearance is not so upsetting.

- Wearing black is the general dress code in mourning. Bright colours could again
indicate joy and a lack of respect: despite the loss, life goes on.

- Food and drinks can be part of a farewell dinner, however this does not take place in
the same space as the dead body, but rather follows the funeral. The idea of food and
drinks in the same space with the dead body implies a strange confusion of the idea of
death and the living, triggering uneasiness.
Individualism
In France, it is the wake that is open to a larger circle of friends, a funeral parlour usually only
concerns a closer circle of friends and family, and must be solemn.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative, bizarre as they seem to disrespect the dead child.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Colours
Traditionally mourning family members wear white, which is associated with purity and death.
Orange is usually reserved for the monks. In this situation, the appearance of orange is
possibly connected to the death of a very young child.
Interdependent / collectivist tendency
More in line with a collectivist, interdependent orientation, for the Vietnamese, important
events must be celebrated or shared with the family and the community.
Death as a stage, not an end
Death is not seen as an end but a new beginning (reincarnation). So to help the soul of the deceased to
go in peace, the family must keep their sadness and grief for themselves. Peace and serenity are
hallmarks of a Buddhist funeral.

Bad death / good death and offerings:
Vietnamese tradition distinguishes ‘good death’ and ‘bad death’. The death of a very young
child, such as in this case, can only be a bad death, resulting in the work of bad spirits. In such
cases the bad spirits have to be comforted by offerings of food and drinks so as to free the
family or the community from their bad intentions.
Acculturation
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Traditions and cultural practices often have to be adapted in accordance with the host society,
in this case France. As communities evolve, meanings change which could be explained why
the traditions are not performed exactly according to the original choreography.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Customs and traditions of mourning and funerals differ radically across cultures, but for all
cultures it is one of the most important rites. Accordingly, it is surrounded by rites that are
charged with meanings that can only be read and understood through the reference frame of
that specific culture. People from other cultures and religions can sometimes find the rites of
others scary or disturbing. In particular, westerners represent death as a major taboo,
separating it from the living and find it difficult to face rites in which the dead person, body or
death appears as more connected to the world of the living.
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30. BABY MASSAGE
Organisation that collected the incident: Elan Interculturel
Date of recording the critical incident: Paris March 26th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Physical contact
Babies
Baby-massage
Motherhood

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
During my internship in a paediatric psychiatric unit for young babies, together with a nurse,
we were visiting a young mother from Ivory Coast and her 6-month-old baby, who were being
assessed together. During the visit, the mother decides to give a massage to the baby to relax
her. The nurse I work with feels somewhat distressed about this, mistaking the young
energetic gestures of the mother for inaptitude or bad treatment. I am familiar with this
practice, which is quite common in Africa, and I try to prevent the nurse writing a negative
report following her culture shock. Indeed, a negative report could have taken the child away
from the mother, however the objective is to assess and support the parent/child relations.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Protagonist - Social worker on internship in the hospital: 28 years old, born in France but
parents originally from Mali. Keeps contact with her family and Malian culture.
Person at the source of the shock:
Nurse: French woman, 30 years old, no previous connection with African cultures
Other people present:
Mother: 38 year old woman, originally from Ivory Coast. The mother benefits from a special
accompaniment procedure for psychiatric problems.
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Baby: A 6 month old boy born in France, mother from Ivory Coast and the father from Tunisia.
The baby is very calm during the incident and actually falls asleep after the massage.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The encounter takes place at the home of the mother. This special type of visit implies an
observation by a nurse and a social worker in the home environment. A written assessment is
prepared which has an impact on important decisions such as the capability of the mother to
take care of the baby or to take the baby away.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
“I was surprised by the reaction the nurse had to the massage. I was very concerned that the
shock experience would result in a negative evaluation of the mother, so I gave an explanation
about this cultural practice that is quite wide spread in some African countries.”

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Personal and professional values are also at stake in this situation.
On a personal level, the narrator shares the cultural references with the mother concerning
the practice of giving massages to babies that is wide spread across several African countries.
This practice is connected to several values and norms:
 Relational, collectivist orientation: Western African cultures are positioned closer to
the collectivist orientation than to the individualist orientation dominant in Europe.
This has an impact on child-rearing practices. In line with the interdependent
orientation there are many activities and practices that focus on reinforcing
connections and relations. The frequency and intensity of physical contact also points
in this direction.
 Physical contact: in several African cultures physical contact and proximity is highly
valued, between adults as well as with children. This is well illustrated by the tendency
to carry the child attached to the back to be in physical contact during the daily
activities.
 Massage is used as a daily technique to contribute to the baby’s physiological
development: the dynamic touches, gestures and stretching are thought to develop
strengths, flexibility and muscle tonicity.
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On a professional level, two values of the narrator are at play:
 Non-judgemental, open posture: the professional implied in an accompaniment
process has to avoid premature judgements that may have a drastic impact on the life
of the beneficiaries. Instead, sufficient time should be allowed to explore the situation
of the beneficiary.
 Intercultural awareness: the avoidance of judgements is particularly true for
intercultural situations when one has to establish an opinion on a person with very
different cultural references. Sufficient care must be taken to avoid judgements based
on our own values / norms. In this situation, the nurse has experience in an area
populated by migrants from Africa, yet she does not seem to have learnt about their
cultural practices.
Observation: the professional has to develop good observation skills, detecting and analysing
the information available. In the situation the nurse should have checked how the baby
reacted to the massage. If she had done so she would have observed the reaction of the baby
to the massage and she would have seen that the baby fell asleep and in no way showed signs
of discomfort.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
Negative

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Dominance of internal attributions and psychological explanations: in line with her training,
the nurse puts the emphasis on internal explanations connected to the character or
predisposition of the mother. Since the mother has had psychological problems in the past the
clinical explanation is even more important and at the first signs of divergence from the
ordinary (the massage) the hypothesis of aggression and psychological problem appears.
The place of physical contact and touch: European cultures are less tactile; touch occupies a
more humble role in day-to-day interactions. What’s more, when Europeans touch, it often
tends to be a lighter touch stopping at the skin, not going in to touch the muscles. If babies
and young children receive more touch, these are also lighter.
Autonomy and individualism: principles influencing the education of children: European
children spend less time in close physical contact with their mothers compared to WestAfrican children. If the practice of carrying the child on the back or the stomach is indeed
gaining place, this is mainly a means of transport and less a way to ensure contact during the
mother’s daily activities.
Importance of direct communication at the expense of contextual communication and
observation: in the modern west, the dominant communication style is direct, putting the
emphasis on the verbal message, which is assumed to carry the meaning. We pay less
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attention to the observation of movements, arrangement of objects etc. These also imply less
efficiency in identifying signs through contextual communication and observation. Together
with the preference for internal, psychological explanations, this is an important obstacle for
the recognition of cultural differences.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
This incident illustrates how professional culture leans towards internal explanation,
psychologically analysing the other's behavior. Both, the preference for the direct
communication and the lack of habit and training in the context of communication we
discover a significant barrier to the consideration of the context and cultural references.
At the same time the lack of consideration of cultural practices can lead to a biased
assessment, which may have an impact on the user and the relationship they have with the
professional.
The incident also provides a nice illustration of cultural differences concerning the body which
often surprises people with universalist tendency, for whom the differences in practice and
representation of the human body are suspicious, since the human body must be the same
everywhere, without regard culture.
Finally, the incident illustrates how cultural professional knowledge can be a resource in the
social field and in health.
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31. A WOMAN’S DUTY
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
sexuality, gender, medical space, Roma, child birth

Professional domain
Professional domain of the narrator
A nurse in the new born ward inside hospitals.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
A hospital in Debrecen, Neonatal Ward.
Visit with a young female resident doctor. We enter a room with one bed, occupied by a
young Roma mother who had given birth a few hours earlier. This young mother is having
sexual intercourse with her partner.
We closed the door and continued our tour. Later the doctor in charge asked the mother how
she could do such a thing. The answer was amazingly simple: “Because he is my man and he
was missing it”. This answer shocked me more than the scene itself.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Nurse is a woman, in her early 30s. Married, mother of 1child
Middle class, Hungarian speaking, Hungarian as mother tongue
education: high school and she has been working as a nurse for 8 years.
She’s a city dweller (born and living in Budapest) from the 3rd district.
Patient is a woman in her early 30s:
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-

She is from a Roma background.
Hungarian nationality, but we don’t know if her mother tongue is Hungarian.
She has a partner but we do not know if she is married.
She appears to have a low level of education and her employment status is unknown.
She appears to be working class although she has enough money to pay for a VIP room.
Her husband’s employment is unknown
She is living in Budapest, in the 8th district.

They are both women of a similar age, both women have experienced giving birth, this should
bring them closer. However their individual perceptions of giving birth, are so far that the
similarities in their life experiences function as obstacles to mutual understanding rather than
a potential bridge. The nurse represents the norm system of the majority society, which
includes a negative view of the Roma, in general, are often seen as representing a lower level
of “civilization”. She is also the professional in the story, in the position of being able to define
the norms for the “Other” – if not to coerce them. Their relationship is not only distant but
also hierarchical.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation occurred in a hospital ward, within a neonatal department. It is part of the
hospital with its complex institutional system, patients come and go, and during their stay they
are expected to adapt to the temporary situation and to its expressed and implicit norms.
However, the Roma mother has a VIP room, i.e. a room with only one bed (paid for by the
family), which, for the time of her short stay in hospital, is her private space. The encounter
happens awkwardly on the doorstep and ends with the withdrawal of the professional staff.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
At first the nurse is shocked, embarrassed, not only for herself but for her colleagues. As a
health professional she sees the situation dangerous and harmful for the mother but
embarrassment stops her (and the others) to intervene. They are compelled to abandon their
professional role and withdraw. She also feels both pity and contempt for the mother and is
angry with the husband that she sees barbaric and selfish. She is more shocked by the
submission of the woman than by the scene.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
-

-

Delivery: it is a medicalised state, with some health risk for the mother, who is treated,
therefore as a patient, she needs calm both physically and mentally.
Pain: is considered as an inevitable but highly unpleasant part of the delivery, which
should be avoided or at least mitigated as much as possible.
Sexual intercourse: for these reasons it is unimaginable immediately after child birth,
even at home.
Space: The hospital is not an intimate space for the patients, some behaviors, like
sexual intercourse that would be normal at home, are not tolerated.
Gender roles and sex: sexual relations between the couple should be based on an
equal relationship between the partners and on mutual consent.
Professional roles: processes in the hospital are routine and these processes serve as a
guarantee of professionalism. Any obstacle that interferes with the routine, questions
the capacity of the professional to control the situation, and therefore challenges
his/her professional identity, especially when he/she lacks means to re-establish the
order.
Roma patients: are expected to be problematic, exhibiting “unruly” behavior, which is
attributed to their cultural difference.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
Negative image, she attributes the patient’s behavior to inferiority and ignorance. Image
based on one’s experience and lack of knowledge of the mother’s background story.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
- Hospital: it represents a somewhat hostile environment for her where reprimand and
discrimination are possible.
- VIP room: she has “bought” her right to privacy and exemption from hospital rules.
- Delivery: it is not a medical issue or a health state, just a fact of life (she does not consider
herself to be a patient)
- Sexual intercourse: might be actively sought for pleasure and at the same time it is a duty of
the woman towards her partner. The two aspects are not necessarily in contradiction. Pleasing
her man is a proof of her femininity reestablished after the pregnancy. Also, it might be a form
of revolt against her medicalisation. In a hostile environment for both of them it can be
understood as a declaration of allegiance towards her husband. It is also possible that she
does not have the ability to differentiate between rape and consented sexual intercourse due
to previous mistreatment in the family. What should be clear from the above that it is almost
impossible for a third person to understand what this situation represents for her.
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- Gender roles: A man is expected and accepted to impose his will in this relationship and this
is not necessarily felt like oppression.
- Individualism-collectivism: Individual freedom to choose is less important than relationships
and socially valued behavior?

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Many so called cultural differences do not belong to an ethnic group but a socio-cultural view,
and are ethnicised retrospectively by the majority society. This is prone to attribute all
“deviance”, including idiosyncratic, to the culture of the despised minority.
Suspected but not known cultural differences might petrify the professional: how should I
behave in this situation? To which point is what I see normal?
One way to deal with such situations and clarify the question of culture is to interview a
cultural specialist (anthropologist or member of the group) to find out if we are facing a
current cultural pattern. Cultural patterns are easier to deal with because it is possible to
prepare for them.
In some cases though, it is less interesting to know if a non-typical behavior is “cultural” than
how to deal with that: how to re-establish the norm without unnecessary humiliation or
frustration for the patient.
In order to check our existing hidden prejudices in such situations, it is interesting to ask the
question: should I react differently if the other in this situation is like me? (a middle class nonRoma woman).
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32. ARAB DOCTOR
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
culturalisation, prejudice, gender, medical communication

Professional domain
Professional domain of the narrator
Patient advocate

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
A patient sent me a complaint about her general practitioner who was of Middle Eastern
origin. She said the doctor was offended by the questions she put and responded in a rude
tone that offended her and her dignity. It happened during an aptitude test for some kind of
job. The complainant felt that the doctor behaved in this way because she was a woman. In
the heat of the argument, the doctor threw her out of his consulting room without attending
to her.
I contacted the physician by phone and asked for information on the case, I informed him
about the patients’ rights. He also talked to me in an unacceptable tone. An intense debate
broke out with the doctor about what kind of rights patients have in general and women
patients have, particularly in Hungary, and how these rules apply to him as well according to
Hungarian law, especially in a public institution and in general when he treats a patient.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
1- patients’ advocate
2- a woman in her 30s
205

Hungarian
lawyer, specialised in health related cases (educated in Hungary, after the change of the
regime)
working as a patient’s advocate
speaking Hungarian as mother tongue
speaking English as a second language
not married, no children
born and living in Budapest
religion: catholic
3- Medical doctor:
Middle Eastern, country unknown
We do not know how he got to Hungary
He has the Hungarian citizenship but his non official status is migrant
He speaks perfect Hungarian, although with a slight accent
He speaks Arabic as his mother tongue
He probably speaks more languages, though we do not know
He is in his 50s
He works as a General Practitioner
He went to the University in Hungary (before the change of the regime)
He works and lives in a little town near Miskolc (countryside in Hungarian terms)
We do not know anything about his family
religion: assumed Muslim? Religion unknown
Almost everything divides the two actors, some of these things are very evident and well
perceived by the two of them, some of these are more hidden (like the fact that the two
persons were socialised in the same educational system but in two radically different eras).
There is not only sheer distance but also a strange hierarchy in which both actors are entitled
to question each other’s primacy of social position:
The doctor is a man and he is elder. He has a more esteemed profession: he is a GP.
The woman is younger and professionally lower in hierarchy but she is from the capital (she
“calls down” to Miskolc) and in her present role she can cause trouble for the doctor.
She is also Hungarian, while he is a migrant and although this fact does not necessarily impact
primarily on the situation, their mutual perception of the other as “different” (and positioned
accordingly in a symbolic social hierarchy) may have an impact.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The more remote context of the situation: a lot of students from Middle Eastern countries
were given scholarships in Hungary in the 1970s and 1980s. Many of these students remained
in Hungary and became totally integrated. Although integration is never easy and they had to
fight the ignorance of Hungarians in terms of migration (as Hungary was not an immigration
country), many of these people have Hungarian families and respectable social positions. The
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panic caused by last year’s new wave of migration threatens the older (already integrated)
immigrants and in this situation they also become more sensitive of what they might judge as
xenophobia.
Closer context: the communication does not happen in the physical space. The interlocutors
only speak on the phone. It is the woman who calls the doctor (this is her first call and the
doctor learns about the case from her)
The case: the patient went to see the doctor for a certificate for an aptitude test for a job. He
refused to give a positive opinion and thus made it impossible for the patient to get the job
she had applied for. The patient said the doctor did not justify the reasoning behind his
decision, which she qualified as retention of information.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Scandalised, angry (both because of the original case and because she feels the doctor is also
rude to her). She feels she is not respected as a woman (or more precisely she is treated
disrespectfully because she is a woman. She feels that her professional role is interpreted as
“trouble maker” by the doctor. She feels rejected, not recognised.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The professional is not aware of the doctor’s cultural background (she does not even know
which country he comes from)
She assumes he comes from a Muslim country and she believes in Muslim countries women
are oppressed. She believes that this is enough for her to know about Muslim religion in order
to interpret the situation as a culturally motivate one.
For her the equality of the women is a basic value but she recognizes that this right is often
not respected even in our society.
She believes in democracy and she is convinced that monitoring the respect of basic human
rights is essential for democracy. The patients’ rights belong to basic human rights for her.
Her most important values are: human rights, democracy, the rule of law, human dignity.
She views the patient as a right bearing person. For her the relation between a patient and her
doctor must be based on partnership and mutual recognition.
She also values integration and acceptance of migrants. She would be very frustrated if she
was treated as “xenophobic” or as somebody having prejudices against migrants.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
Negative, not very realistic.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The doctor might have experienced a burn out.
He might feel threatened by the woman and see her as somebody who makes his job difficult.
He feels offended in his professional identity.
He might feel that a younger woman who is not even a doctor does not have the right to
question his professional competence.
For him the patient represents a professional problem to be solved, the patient’s social
identity and feelings are not important for him.
For him a good doctor is somebody who is unfaltering, makes good decisions quickly and he
considers his main duty to cure the patients (filling in certificates is somewhat unimportant.)
He expects total trust from the patients, that is why transparent communication is not
important with them. He takes it for granted that the doctor –patient relationship should not
be equal, as he possesses the knowledge that the patient lacks.
(Note that none of these plausible hypotheses demand acultural explanation.)
He might perceive his interlocutor as openly judgmental and prejudiced against migrants. He
sees himself as a well-integrated immigrant, not different from Hungarians. Being reminded
that he has to respect the Hungarian laws while in Hungary might sound as an insult addressed
to his foreign origin and the denial of his integration.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
-

-

-

The doctor might have abused the woman, or might not. There is very little objective
information confirming (or contradicting) the complaints the patients’ advocate
receives.
This is a very strange position because in principle both she and the doctor are
interested in enhancing the quality of the health system and to make sure that there
are as few complaints as possible (they are colleagues in some sense), however in the
facts the doctor is pushed in a defensive position little conducive to cooperation. Trust
building would be essential but there is no time for that, neither is this important in the
advocate’s specialized education.This seems to a be a systemic problem.
Neither of the above points suggests that if the doctor was rude to the patient in this
case, he necessarily did that because he is of Arab origin.
This seems to be a case of authentic culturalisation of the difference, when culture
becomes the evident explicative principle for a perceived strangeness in behavior,
superseding all other possible explanations. This happens very often when the
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-

otherness of the other is easily categorizable (a migrant, an Arab, a Gypsy, etc.) and
there are (usually negative) stereotypes attached to the category.
Negative stereotypes usually motivate negative reactions, which in turn provoke
negative responses. In this way, stereotypes rigidified as stereotypes easily turn to be
self-fulfilling prophesies.
In delicate intercultural situations face-work might be even more important than in
general, a telephone conversation does not facilitate face-work, thus it is a bad
substitute for face to face interaction.
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33. GET ME A WOMAN
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
gender, sexuality, oppressed identity, homelessness

Professional domain
Professional domain of the narrator
Nurse in a hospital for homeless patients

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
A homeless man with an amputated leg. During his stay in the hospital he was constantly
training himself with physical exercises, doing push ups. One day he drove himself to my
colleague in his wheel chair with the request: “Evike, get me a woman! I want to rape her”!

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
A nurse in her 40s working in a hospital dedicated for homeless patients.
She has been doing this job for 3 years now.
She is married, with a daughter.
She is from a middle class background,
her parents are doctors and his brother is a doctor too.
The homeless man is in his 30s,
Information around his past or social background is unavailable
he was amputated recently.
It is probable that he has been homeless for a long time, sleeping rough.
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Nothing really brings closer the protagonists except for the fact that they both experience
homelessness in a way the majority society does not, and because of this experience they both
feel marginalized to some extent.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The nurse does not know the patient very well, they have only scarce contact, but observes
him trying to remain in good physical condition despite his amputated leg (he got to the
hospital for a different reason), doing physical exercises.
The nurse who the homeless man addresses is the one that regularly takes care of the patient,
they have a more intimate relationship. We do not know of her emotional reaction, the
narrator did not ask.
The public opinion of homeless people is deteriorating steadily, in some municipalities there
are new laws against them.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked, she experienced disgust and moral revolt. She suddenly “hated”
the patient for what he said, finding him openly disrespectful towards women in general, and
to those who could hear him. The word “violate” evoked violence and aggression. She felt
some amount of fear and anger at the same time. Her frustration was only worse because
before she had felt some sympathy towards the man. She could not understand how such a
demand may be laid down seriously to a health professional, she asked herself if this was
provocation or a deliberate attempt to mock them.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
She is an experienced nurse, having seen all kind of things in the homeless hospital. Considers
herself as having a great empathy towards her patients, which puts her somehow in
opposition with her environment.
Often, she also feels that public opinion identifies easily homeless people and professionals
(social workers, health workers) working with them. She knows she has a low status job for
this reason but she does not mind, she considers her job somehow as challenging public
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opinions of homeless people.
Pushed to a situation where she “hates” her patient seems to her as a major threat, a betrayal,
a clear cut of an alliance that constitutes her ethics both in work and outside: always
defending homeless people in public.
For her, sexual relations should be conceived in loving relationship. She despises both men
who go to prostitutes and prostitutes themselves. She believes in equality in relationships and
sex based on equal consent. She militates against gender based violence which is not treated
with all the necessary seriousness by politicians that it deserves.
She has a clear image of a nurse as a helper but she had never faced such an openly sexist
demand. She could not decide if the man was deliberately provoking her and her colleague.
She felt that the patient openly and willingly disregarded them as professionals and as women
at the same time.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
Very negative view: all of a sudden, she feels all prejudices against homeless people are
justified. She has no empathy for the man whatsoever.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
A relatively young man, having lost one limb, struggling to keep his self-image as a man.
Having lived for many years now on the edge of society, probably lacking in social skills to deal
with emotional relationships. Sex for him might appear as a physical necessity, provided by
women, with whom he does not expect to be involved. He might have used prostitutes in the
past or had relations with women who also did not regard sexuality other than a basic physical
need.
Verbal abuse does not mean he had resorted to aggression against women, although it does
not mean he had not. “Violate” might be the word he simply uses to denote unilateral sexual
intercourse, the only type that he believes he is entitled to in his condition (as a homeless and
as a disabled person) now.
Nurses are sympathetic aid personnel to him, caring for his physical wellbeing and sexual
relationships belong to the category of physical needs. So he expects that he can get help in
this respect too.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Institutions dealing with marginalized patients struggle to establish boundaries with their
competences: putting medical assistance at one side, and any other social need at the other.
While this is an understandable position, with these patients it just does not work, as their
social vulnerability and poor health go hand in hand and in fact are extremely interrelated.
Instead of putting energy in safeguarding the limits of the medical staff’s sphere of
competence, it would be more useful to work more efficiently in teams, social workers and
psychologists working more directly and more systematically with patients and with health
personnel.
Staff working with marginalised groups often feel marginalised themselves. There is a need to
empower the staff structurally by recognizing their work (also financially) and by offering them
regular supervision.

213

34. ARAB FAMILY WITH THE LITTLE BOY
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Medical space, family, child rearing, immigrant , medical treatment

Professional domain
Professional domain of the narrator
Paramedic.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
I was bringing an Arab woman to the emergency ward with abdominal pain. I called a female
doctor and a nurse for the examination as we were informed that an Arab woman cannot be
examined by a male physician.
Despite this, I could not convince the husband to leave the examination room with their little
son, who is about 3 years old. They stayed in the examination room. The boy started to run
around all over the place. The mother did not try to stop him. We asked her to hold him, to
keephim in one place, so that he does not hinder us in our work. She said something to him
but nothing happened. We tried to reason with the father, telling him that the little boy might
be traumatised be watching us prick his mother with a needle and he might cause problems by
pushing our hands involuntarily. The man did as if he had heard nothing. We could have called
the security guard but it would have taken a lot of time and as there were many patients
waiting, we did not want to cause a scene.
We wanted it to be over but the situation really hurt us a lot. “We could have refused the
treatment”, or at least threatened them that we will not be giving a painkiller until they make
at least a small compromise. However, we did not have strength to play this game. All we
wanted was to finish.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Paramedic
female in her 40s
many years of experience
lower middle class
high school
born in a country town, recently moved to Budapest with her husband and children (3
children)
Hungarian as mother tongue- English (basic level)
Patient’s husband
man, in his 30s
“Arab”= Iranian (SIC), means Persian in reality
No other detail about his identity
“well dressed”
Speaking Arabic and poor English
This is a purely professional situation involving an outpatient examination. The patient does
not exist through her personal identity, just in her role as a patient. She and her husband have
only one identifiable feature: their otherness (“Arab”).
There is little in common between the paramedic and the husband, except for their
momentary roles - health professional and family member of a patient – that creates a frame
for their encounter.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation happens in an examination room – a familiar environment for the health
professional, a hostile and threatening environment for the patient and the husband. The
patient is sitting, the husband is standing (there are no more chairs). In the room, there is a
female doctor, a female nurse, the female paramedic and the family

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Frustration, irritation, “what a bad education!” – she thinks –“ They are disturbing the
treatment”; it is disrespectful towards the staff who feel they are lacking authority.
Exasperation: there is no solution, “Just let’s finish with it”.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
-

-

Examination (and treatment): there is a special place for that, the examination room –
this is a professional place where only the patients and the medical staff can
legitimately stay. This is not a place where children are allowed. Highly professional
work is taking place, demanding precision and calm. Examination (and treatment) is a
private (individual) matter of the patient; no other person should be involved in the
process.
Patients: are required to leave at home their social identities, that is why their gender
is irrelevant, as much as the gender of the doctor does not matter.
Arab cultures: are known to be oppressive towards women, deprived of their freedom.
The man’s presence is the proof of such oppression.
His no-reaction vis-à-vis the child: is felt as a provocation, as an expression of his
arrogance, non-respect of the professional.
The child: a nuisance, an obstacle out of place

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative, based on little knowledge of his identity.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
-

-

The family: is a basic social unit, the wife cannot be alone in a stressful situation, this
would mean abandoning her, denying support, it would be cowardice.
The presence of the child is not necessary but there is nobody to watch over him. His
presence is also not particularly inconvenient as sickness is part of life, as much as child
birth and death and children of the family are as much part of these events as adults.
The situation: he is told that the child should not “shove” the woman so he should be
watching him. He does not understand why the staff does not trust him.
Suspecting prejudices: He is more nervous, in that he feels growing hostility towards
them. He suspects it is because they are foreigners.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1) The medical staff should to be prepared to deal with the “otherness”: they were
prepared for an Arab female patient, but they were not prepared for the additional
difficulties. It is good to have knowledge of cultural patterns but it does not exempt the
professional from analyzing each situation – demanding relevant action.
2) If people feel that they are threatened, they are much less creative in finding solutions
to the problem. Professionalism also means being able to amicably deal with the
subject of the conflict.
3) It is ok to be embarrassed.
4) Double check to ensure that a foreigner understands the communication / instructions.
5) It is acceptable to bend some rules to solve a conflict situation that has too many
unknown parameters.
Those rules that cannot be broken must be clearly communicated.
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35. THE BIRTHMARK
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Gender, medical communication, power distance, body, sexuality

Professional domain
Professional domain of the narrator
A surgeon

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
I was 27 when I went to the local surgery to get a birthmark cut from my face with local
anaesthesia. The doctor was a man at the age of retirement. He first asked me to get
completely undressed and to lay down on the operating table. He did not cover me, I was
laying there until they started to prepare for the operation. Finally, one of the assistants
covered me. As the operation went on, he asked me if I felt pain. I said no. Then he asked if I
had ever given birth. I said “yes”. He remarked in a condescending tone that, in that case, he
was sure I had other cuttings too, which were much worse than this one. He then giggled.
When the operation was over, he still slapped my thigh a few times and praised me for being
such a well behaved “little girl”. I went through all this without saying a word and without
resisting. I barely understood what he was doing and it was extremely humiliating. The
doctor was not at all embarrassed.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The patient
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Young woman (35).
At the time of the event she was a university student,
not married, but living with her partner.
From an upper middle class family.
Not religious, although the family environment is.
City dweller, born in Budapest.
Medical Doctor,
Male, in his late sixties.
No information about his background, but considered as upper middle class.
No information about his family status.
He must have been practicing for more than 25 years.
Both age and gender differentiate the actors, they are only related by their affiliation to a
relatively privileged class. That fact could create some familiarity, however it doesn’t, rather
the contrary, because the protagonists do not recognize themselves as “same”: the
relationship that seems to dominate their communication is the doctor-patient dichotomy,
which is inherently unequal, especially in the combination of older male doctor to young
female patient.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident happened in a private healthcare institution. This is where procedures and
protocols are dictated by formal rules prescribing the accepted conduct of health
professionals and patients. There are also by implicit unwritten informal rules. Both types of
rules provide a big margin for the doctor who is relatively free to dictate the norms to be
followed. Patients are fighting for appointments with “good” doctors so they are in a relatively
dependent situation. This is not a new phenomenon, it has been like this for the past few
decades. Also within the internal culture of hospitals, sexist jokes and behavior did not count
precisely as taboos, even within the previous regime. This doctor, relatively old, probably
continues with the old system. This combined with the new prestige of a private doctor, in his
private consultation, the medical space of the consultancy room allows for some exceptions
from everyday norms of behavior and communication.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The patient feels humiliated, in a completely unrealistic situation where she is denied any
control over her body and the whole process. She is helpless and consumed with shame, both
because of her nakedness, and because she cannot find a way to defend herself.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The patient would value a doctor-patient communication based on equity and mutual respect,
although she is aware that this is more an ideal than an available practice.
For her nudity involves shame, obliging the person to break some social taboos. Medical space
gives a certain rationale for breaking taboos, provided it is justified by the medical procedure.
Her idea about the medical procedure in question is that this situation does not have to
involve nudity. Consequently, her nudity breaks a taboo without any excuse.
Speaking about genitals involves the same taboo breaking, with the same logic.
She does not expect medical communication being personal, rather objective. For her the
behavior of the doctor is both rude and non-professional.
The fact that the doctor is an elderly man and she is a young woman complicates the situation
as she identifies sexual jokes as sexist behavior that results in creating a power hierarchy
between the author and the object of the joke. This interpretation is based on recurrent
experience.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
The patient has a very negative image of the doctor whom she perceives as sexist, voluntarily
humiliating her in a rather perverse way. She does not know much about the frame of
reference of the doctor but she knows he has been a medical doctor for a long time. His
behavior, however shocking, corresponds to her stereotype of older male doctors. This
perception is based on facts, but her interpretation is necessarily subjective.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
There is a chance that sexual jokes with patients for the doctor is part of his own routine, into
which he was socialized during long years of practicing in a public hospital in the socialist
regime. He might not have had negative responses to that, partly because some patients
found it as natural as him, or because (almost) no one ever dared to complain.
He might have a conscious aim to put the patient at ease with small talk during a minor
surgical operation. He might perceive himself and his behavior as friendly and human, to break
the inhumanity of the medical space.
It is possible that consciously or unconsciously he identifies the conversation as a form of
gentle flirting.
Nakedness does not involve the same taboo to him as to the layperson, as he is well
accustomed to it. Not covering the patient might be a voluntary action to expose her beauty
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as a form of relief from the exposure of old and sick bodies, but it might also be a non
voluntary act, seen as not part of the important things.
He probably does not perceive the humiliating and hierarchy-creating nature of his
communication as this particular hierarchy based on gender, age and professional experience
is just natural for him.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Medical communication is not a concern for a lot of doctors, especially not from the older
generation, socialized in the previous regime. This is true for verbal, let alone for non verbal
communication. It might be difficult to change old routines, but it is all the more important to
introduce this aspect in the initial education of health staff and in the life long learning
involving health professionals. Forms of communication are not only the products of individual
communication styles but also of professional and institutional culture. Younger, better
informed colleagues can do much to transform this culture by intervening if necessary, as was
the case in this incident, too.
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36. BABY DRINKS POISON
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Medical communication, class distance, child rearing, Roma

Professional domain
Professional domain of the narrator
Paramedic

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
A small city near Budapest. A child of about 2 years old drank some reagent. The ambulance
was called. When we got there we found the house on the outskirts, the house was in total
ruin. There are many adults everywhere.
The child plays calmly. We talked to the parents (a Roma mother, a white, Hungarian father –
he just got home from work).
They were irresponsible, they should have protected the child, who barely could walk. We
took him to the hospital. Before we left it was my task to talk to the parents, to look for the
causes, to communicate with the mother - a young woman of about 18 who still looks like a
child.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The paramedic
man
in his 30s
lives in Budapest
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middle class background
10 years professional experience
not married, no children
mother (surrounded by family)
mother around 18 year old
Roma (we do not know from which group)
living with her partner (non Roma Hungarian)
extended family
one child
living in a small city
geographical origin: we do not know
no official employment
working class (visible poverty)
We do not know if her husband works.
The professional is a man, double of age of the mother, a white Hungarian, member of the
majority society, in his role of responsible helper in the face of the “irresponsible” mother.
There is hardly anything that brings the actors together, not even the situation focused on the
child, because when the ambulance arrives the child is calm and does not seem to be sick. The
two protagonists represent in the eye of each other radical difference. The relationship is not
only distant but also hierarchical, the professional having the upper hand in all the aspects
(except of the fact that he is in the intimate space of the family)

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation occurred in the family home, where the ambulance arrived as an intruder
(although it was called). The staff ask questions, examine the child and investigate the
circumstances. The child seems ok, but he is taken to hospital for further checks. The father
accompanies the child and the mother stays at home. Before the ambulance leaves, the
mother is reprimanded by the paramedic as she was alone with the child when the incident
happened. (She was asked what happened and what she did: she gave water to the child to
drink and then asked family members to call the ambulance). The father arrived at home more
or less at the same time as the ambulance. The house is in a bad shape, the poverty is
obvious.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Pity, contempt, irritation. Frustration as the mother does not seem to understand what he tells
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her. Also, surprise as nobody seems to be traumatised – not even the child.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
-

-

-

-

Child care: a child should always be watched and protected, because he/she is
vulnerable, and prone to put themselves in danger. A caring parent would know this
and should be efficient in protecting their child. Protection also means organising the
home in a way that the child does not come into contact with dangerous material or
substances.
A home: should be organised and tidy. Tidiness of the home proves the competence of
the woman as a wife and a mother. A home in ruins reflects untidiness and potentially
the presence of troublesome people.
Parenting: there is an age for child birth (certainly not before 18), it is a conscious
choice of two people who are mature enough to take responsibility for the education
of their children. Having children before this age or in a bad economic condition is a
sign of irresponsibility. The parents therefore are seen irresponsible. This is the frame
of interpretation in which the incident is accounted for.
A family: is made of a father and mother and a child. Responsibility of raising a child is
shared between the two parents. Others if they are around are not competent.
The situation: the child is still in danger, as he was exposed to a harmful substance,
even though he does not show signs of being sick. For completeness he has to be taken
to the hospital.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative, patronizing, reprimanding.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
-

A family is composed of a number of persons, older members have authority on the
younger ones. Responsibility to raise a child is shared between adults.
Parenting: A child is considered protected as long as he is in the space of the family. He
does not require additional protection (he has certain autonomy).
The situation: The child was momentarily in danger, he is not any more as he does not
show signs to be sick. The ambulance is therefore unnecessary when it comes and the
paramedics are making a big fuss about not much, just to show off.
224

-

The image of the Other: They are behaving in an arrogant way, distributing lessons and
pretending that “we” or “I” am at fault. (They are probably racist?)
(the rejection of the authority of the professionals on the basis of non-professionality and
racism probably means that their advice will not be followed anyhow)

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
1) The respective cultural lenses of the protagonists do not allow them not to observe the
other as a radical stranger. In such situations conscious efforts might be made by the
professional to bridge the gap. Protecting the face of the other by recognizing that
he/she is a good parent otherwise might help.
2) After all, the mother made the ambulance come. She behaved in this case very
responsibly. This fact may be recognized.
3) The professional is not giving a professional advise but a moralizing one (you are a bad
parent, I will teach you how to be better), it is extremely difficult to leave this tone, as
it belongs to the person, it demand strong self-reflection and a conscious effort to
leave it or mitigate it.
4) A pronounced social hierarchy often creates space for a patronizing gaze that the
professional must be aware of.
5) Speaking to the right person is essential in a foreign social setting. An individualistic
bias often does not allow to recognize the relations in an extended family. This vision is
based on a nuclear family model, prevalent in middle class urban environment as
opposed to an extended family model prevalent in rural and poorer societies.
6) Not to forget: the aim is not to “punish” the failing mother but make sure that certain
precautions are taken in the future in the house.
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37. C LIKE C
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
prejudice, minority identity, medical communication

Professional domain
Professional domain of the narrator
Medical doctor

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
In this situation, I was denounced. It concerns patients having artificial kidneys. There is a big C
on the equipment of dialysis. It stands for hepatitis C because of the virulent nature of the
disease. The equipment is marked so that other patients do not get contaminated, and it used
if we have a patient with hepatitis C. We had a gypsy patient (“Cigány”) in the Hungarian text),
he had hepatitis C and accordingly he was treated with a machine marked with a big C. The
patient complained that he was discriminated against because the equipment we used was
marked by a C.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Medical doctor:
female
in her 40s
married, 2 children
Born in Székesfehérvár, living in Budapest (two cities)
tertiary education
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10 years of work experience in the same hospital
Hungarian (recorded Armenian ancestors), but not claiming any minority identity
(Husband university professor)
Patient:
man
Roma (we do not know of which group)
in his 50s
No other element is known of his identity
There is no element in common between the two characters, also very little mutual
knowledge. (the professional knows nothing about the social identity of the patient). One
major opposition between them: the majority-minority divide.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident happened in a hospital ward, in circumstances where patients are usually a little
stressed because of the inconveniences of the treatment. The patient was in a room where
there are several other patients, only his equipment carries the mark “C”, which seems to
mark out the patient amongst the others. The wider social context is a huge divide between
the majority and the Roma minority (the case happened after the series of so called Roma
murders). This divide has been widened since the change of the regime which entailed a
dramatically worsened economic situation, of the previous working classes. In many
settlements measures of official discrimination has been initiated against the Roma
community.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Feeling shocked as the conflict is a total surprise (she was not expecting it). A sense of injustice
(being attacked without any reason). A sense of total irrationality (irritation).

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
-

Medical procedure: The professional is only following the proper medical procedure.
For her, the dialysis is a routine.
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-

-

The Letter C has a clear meaning, and a practical value: it warns of possible
contamination. The letter “C “is to inform the medical staff, informing the patients
about its meaning is not necessary.
Roma: She is not aware of any other possible meaning of the letter C, as she does not
consider the wider social context of discrimination against the Roma community. In her
frame of reference the signifier “Roma” does not have any significant relevance to this
case. She also ignores (or does not consider) the minority identity of the patient.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Before the incident she does not think anything special of the patient. After the incident, she is
angry and hurt, she sees him as an irrational and aggressive person looking for unnecessary
trouble.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
For the patient the dialysis means humiliation and physical inconvenience.
He is amongst non-Roma patients and non-Roma health staff. He is expecting discrimination,
suspecting racism on behalf of his environment. For him the letter C cannot have any other
meaning, but “Cigány”, (gipsy) which is not too far-fetched as in other circumstances the C is
used for this purpose. For example, there is a Radio C.
To him, being treated as a Gypsy probably means worse treatment for him, if not voluntarily
neglect. He expects the worse.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
In a wider context of institutionalised and generalised racism, minority identities tend to
develop an excessive vulnerability. It is important for the professionals to be aware of the
protective identity strategies of threatened identities and to foresee and prevent potential
conflicts.
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38. CHICKEN STEW FOR GRANNY
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
family, individualism, food, medical space, Roma

Professional domain
Professional domain of the narrator
Nurse

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
A Roma family have rented a VIP ward. Granny, who is a woman in her 40’s, is the patient.
The whole family came to settle in the small ward. The number of visitors allowed is 2. It was
impossible to talk about this with them. I kept asking them but they would not accept.
Granny came in for an operation of the gall. She could not eat on the eve of the operation, but
we all were doubtful that she would keep to this rule. The family brought all kinds of food for
the Granny. “Let her eat it, just a bite?”, for example from the chicken stew with paprika.
On the day of the operation the whole family was making a scene in the nurses’ room:
“Granny will be operated on, let them take her right now and she should get her medication”.
Before this happened, they were doubting me, suspecting that I gave her laxative instead of
the necessary drugs. Granny was the second on the list of the patients to be operated that
day.
But they paid for the ward and the doctor too, so that Granny gets the best treatment and she
be the first. “Why the long wait”?
After the operation: they kept highlighting how sick their mother is and that I neglected her,
because I am with other patients and I do not spend enough time with her. There is a VIP
room but there are no VIP nurses and I had as many patients as all the other nurses.
Furthermore, the granny is calm, she only wants to rest. The family are disturbing her with
their presence and she gets worse because she cannot get any rest. They are “taking” her
oxygen from the room, they colonise the bed and the eat their lunch next to the patient who
has been recently operated on.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Nurse
young woman
resettled from Romania
(ethnic identity: Hungarian but also “immigrant”, Romanian nationality)
first professional experience
The Roma family
10-15 family members of a Roma patient (the grandmother in her 40s): men and women, of all
ages
we do not know from which ethnic group
social status: visibly well-off Roma family
As a professional, the nurse is in a hierarchically higher position representing the norms of the
hospital and also as Hungarian vis a vis the Roma, however, an immigrant she also belongs to a
minority and her socio-economic position with respect to the Roma family is lower.
Differences are however bigger than similarities and unclear in terms of hierarchical order.
This could create a situation where everybody is competing for more control. The only
possible common point is in the context: both the family members and the nurse want to
make sure the granny is all right.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation happens in the hospital, which has its own institutional rules. Within the rules,
there is a possibility to pay for extra services (an individual room), but these extra services do
not give the right to exceptional professional treatment. In the wider context, there is the
mutual suspicion and hostility amongst the Roma and non Roma. This is because they both
consider each other as an emblematic figure of the Other.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
She panics as she is responsible for the patient getting adequate treatment and she feels that
the family’s behavior puts the patient in danger.
She is obscured because the behavior of the family contravenes the rules.
She is also frustrated, feeling that her professional competences are put into question.
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She feels helpless, angry, worried and exasperated because she had no means to influence the
family.
She also feels humiliated and threatened (they complained to her superior)
She feels undermined.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
The rules of the hospital are rational: they take into account the interests of the patients. As a
professional she knows what is good and what is bad for patients.
She also knows that family members often break the rules. “This is just one more case like
this”. (irritation)
What the family is doing is against the rules, it is also bad for the granny.
Definition of the situation: This is a conflict situation. The reason: the family want special
treatment because they feel they have paid for it – but there is no special treatment, beyond
the room. “There is a VIP room but no VIP nurse “(irritation).
The big Roma family correspond to expectations: they are numerous, loud, unruly and
threatening. They also correspond to a “new rich” image: they think they have the right to
everything for their money.
If there is conflict, it is certainly an all or nothing situation. Only one party can win – and she
has to, as she represents the hospital and is responsible for the health of the granny.
Health-sickness: sickness is in the body of the patient. It is due to a disorder that has to be
reestablished with medical help. For this calm and a certain sterility (not only physical but also
social) is essential. “they are breathing out the air from the room”
The family challenge professional evidence.
The operation of the gall: a routine and non-serious procedure if there are no complications.
The type of behavior of the family is more likely to cause complications.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Rather negative although she recognizes that the family cares for the granny.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Any sickness that takes you to bed is potentially lethal. The patient’s life could be in danger,
given the hostile environment (the hospital). The family “arm” themselves in advance, against
the discrimination and contempt which they expect. They pay an extra price so that they can
get the treatment that they have the nominal right to. However, as there is always the
suspicion of discrimination, they think they are treated badly, they do not recognise that they
want extra attention. For them the amount of attention they demand is just normal.
Sickness for them is disruption of an order. Social as much as physical. The whole family take
part in it and the whole family participates in the reestablishment of the order: they know
what is good for their granny.
Eating is about health, chicken stew is probably her favorite dish, it proves their love to her
and it is good for health.
Definition of the situation: conflict: granny is in a life threatening situation and she is not
getting the care she is entitled to and she needs. She is treated reluctantly by hostile
personnel. It is an all or nothing situation: they have to substitute for the care the hospital
refuses to granny.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
There is a perceived conflict, a competition situation between the family and the personnel,
despite their aims being the same, in that they want the patient to get better soon. Often in
such situations there is a debate about the rules instead of looking for a common
denominator. In this case, such a common denominator is easy to find.
The tricky thing is, how to communicate it with the family? The family is not a body that a
health professional can effectively communicate with. From the beginning, part of the
problem is that the nurse sees the family as a mass (that is why in the place of the “other”
there is a group instead of one specific person). In hospital, the family represents a context
rich, collectivist culture in a context poor, individualist context. This distance can be bridged by
changing communication style (taking the hand of the granny for example and assuring the
family that she is in good hands) and by identifying the person in the group who is entitled to
speak for the whole community.
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39. HAIRY PATIENT
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
body, gender, purity/cleanness, medical procedure

Professional domain
Professional domain of the narrator
Medical assistant

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was an assistant at a dermatology, there was a patient that I remember very well.
He was a foreigner, in his 30s, short and appeared seemingly very well off. He arrived at the
consultation. He was confused and barely understood the procedure of the consultation. To
my instruction, he got undressed but he did not come out until a male doctor came in the
consultation room. His underwear was not “European” and his behaviour either. His body
hygiene was not “conventional” either. He had been together with a prostitute, his hairy body
was full of louse. His expectations and ours were really different. His attitude to the treatment
was not really understood by us (doctor, nurse, assistant).

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Medical assistant:
female, Hungarian citizen, in her early twenties, living in Budapest
Belonging to lower middle class
Her mother tongue is Hungarian but has English as second language.
She is Christian but not practicing
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Patient : a male migrant in his early thirties, his official status is unknown
Origin: Syria. He speaks Arabic, his religion and profession are unknown. He appears to belong
to an upper middle class.
Almost everything in their social identity creates distance between the actors. The only thing
that brings them close is their age. However, this can also cause problem because it shifts a
professional situation towards a potentially uncomfortable personal situation. Besides the
distance the implicit hierarchy might cause tension, too. The professional situation puts the
assistant in a dominant position, added to it the local-foreigner hierarchy, which may not
correspond to the class hierarchy. If the man considers himself as belonging to a higher
position he might feel an increased humiliation.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation occurs in the examination room of a health institution. In the beginning she is
alone with another female nurse, then she calls a doctor. There is a space covered by a
curtain where the patient can change. The patient is initially behind the curtain. He demands
a male doctor, but the assistant asks him repeatedly to come out and discuss the situation
with her. She is very upset because he refuses to cooperate. At this point the assistant already
has a negative opinion of the patient, whose body is covered by thick hair and this hair is full
of louse.
The case happened before migration caused a moral panic in Hungary but the Hungarian
public was not very open to migrants even at that time, especially with visible difference.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
First thought: he is not normal. shocked, disgusted, anger, unsure, frustrated

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
-

-

Health system, professional roles: The patient should cooperate. Everybody deserves
the same treatment, with no exceptional treatment. The language of communication
should be Hungarian. The patient should know the process and comply to it.
The situation: This is a professional situation. I am a young professional. I have to
comply with the expectations of the doctor. This is a professional problem to be
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-

-

-

solved. The process of the consultation: taken for granted, everybody should be aware.
If a patient fails to comply, it is a wilful challenge (meaning disrespectful, noncooperating behaviour)
Body, shame: this would be a routine case if the man was not creating problems. If a
patient undresses, this is just normal. Shame is not a feeling that a professional should
have to deal with.
Gender roles: she recognises the patient as a Muslim man – meaning: he probably has
negative attitudes towards women. She might wonder if he is disrespectful to her
because she is a woman.
Thick body hair: there is something animal-like in him. The lice adds to this impression.
Visiting a prostitute is morally reproachable, unclean. She might think that the lice is
some kind of just punishment. (Consequently, he deserves it)
The image of the other as not clean: marked by strong wording: “Non conventional
hygiene”, “non-European underwear”, these are just substitutes for other qualifiers,
for example. bizarre, “primitive”, dirty, “uncivilized”.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
very negative, unrealistic

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Context: this is a highly exceptional situation, a problem that has to be resolved, even at the
cost of transgressing some personal norms.
Situation: feeling insecure, no clear scenario for the consultation.
Expectations: a male doctor is the only competent actor in such a situation
Getting undressed in front of a woman: shame
Showing the lice: shame
Speaking about a prostitute: shame
The assistant: represents the institution, represents the norms of the host country, she is in a
dominant position. A young woman, a junior professional, not sure if she is competent? Does
she have prejudices against foreigners?
The assistant insisting on him coming out from behind the curtain, not calling a male doctor: a
challenge (“disrespectful”)
The patient only coming out when the doctor comes out: cooperating
“Long underwear”: possibly a protection because of the lice
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
-

-

We are inclined to draw conclusions from a non-expected behaviour concerning the
intentions of the Other. If he does not obey: he is not cooperative.
We are also inclined to draw cultural conclusions from a perceived strangeness: if he
wears long underwear, Is because of his culture?
Both assumptions might be questioned.
Medicalisation does not forbid sensitivity to human reactions like shyness, uncertainty,
etc. If the rules can be changed without hurting the purpose, they might be changed in
the interest of all.
If we have the impression that our professional identity is endangered, we might react
in a challenging way without realizing it.
Asking for help from a colleague is not shameful. This is what happened. To realize: this
is a resource used.
Asking the patient instead of giving instructions might help to overcome a difficult
situation.
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40. HOMELESS PATIENT
Organisation that collected the incident: Artemisszió
Date of recording the critical incident: 2016 March
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
class distance, prejudice, oppressed identity, medical space, homelessness

Professional domain
Professional domain of the narrator
Female medical doctor

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyze the incident, that will be a next step..)
A homeless patient in his 50’s. He has a gangrene-induced ulcer of the shank (infested with
worms). After regular treatment (medication, vasodilator, wound dressing) the patient gets
well. I would like to discharge him, but the patient, instead of saying thank you for my work,
insults and scolds me because he has to go.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Medical doctor
female
in her early 30s
living in Budapest, in a housing estate (private owned flat)
native tongue: Hungarian
nationality: Ukrainian
came to Hungary to marry her husband 3 years ago
Husband: policeman
First job in Hungary
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no child yet
The patient
man in his late 50s (in bad physical condition)
no family
he has been homeless for at least 10 years
no knowledge about his previous life or on how he got onto the streets
most of the time he is a street-dweller, in and out of temporary asylum places
He was hospitalised two months ago (he was kept in hospital longer than necessary for
humanitarian considerations)
There is a clear hierarchical relationship between the doctor and the patient; however both of
them have experiences of belonging to a minority meeting (sometimes) with discrimination.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation happens in a specialised medical institution, reserved for homeless patients. For
the doctor, it was a conscious choice to work with homeless people, she is knowledgeable in
this area of work. This is not the first time she has been insulted by a patient but for some
reason this hurt her most as she made a special effort to make sure the patient received
proper treatment. He was kept in hospital for longer, considering the cold weather (the
incident happened in February). The patient was informed well before time that he was to be
discharged. However, previously, on several occasions he was told that he would have to
leave shortly.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Bitterness, shocked by the “ungratefulness” of the patient, deception, desperation, anger. At
second thought: feeling disempowered (“I cannot do anything for him any more”), lack of
awareness. At third thought: feeling a huge discomfort discovering that actually she would
find gratitude normal.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
-

Homelessness: contrary to many middle class Hungarians she does not think
homelessness is a moral tar and homeless people are responsible for their state. She
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-

-

believes it is a structural problem and homeless people deserve assistance (that is why
she chose to work with them).
Medical profession: it her duty to help people, no matter what their conditions are.
There is however a strict line between social work and the medical profession (that is
why there are social workers in the institution). Doctors’ competences stop at treating
medical problems.
Definition of the situation: She is aware that discharge for the patient would mean
going back onto the streets and although she is sympathetic, this is out of her remit.
Self-image: As a person she esteems herself as socially sensitive and in this situation
she believes she had done everything in her power, and beyond that. She is not
expecting gratitude for her work but she would be happy to be recognised for her
support (certainly not as an enemy). The incident makes her conscious that although
she is not working to be recognised, she would find it normal that patients are
“grateful” to her.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Mixed feelings: anger first – the man is seen as ungrateful, irrational and aggressive. At the
same time: pity and (partial) understanding – which does not mitigate the negative effect on
her self-comfort.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
-

-

The “Street” means going home for him, although not in the same way asa person in a
different situation. He did not choose to be on the streets but he has got used to it.
However,as it is now cold outside and he hasgot used to being warm and safe, he is
scared to go back.
The Hospital is now his temporary home, it means protection, care and warmth.
The doctor is now the closest person to him (always showing willingness to help, he
expects her to understand him).
Definition of the situation: the discharge means betrayal (He thinks that the doctor
should know that this would put him in danger.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
-

The “helping” relationship is a tricky one. Giving usually means putting the other in a
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-

-

position of obligation and it is rewarding to the self. In institutional helping
relationships, often this hierarchy is resisted by clients who deny the obligation
expected.
A very large power distance inverts the usual (and universal) reciprocity rules: the
“takers” do not have the obligation to return. To the contrary, they have the right to
remain permanently in the taker’s position without returning (see Mauss)
Professionals working with very low class clients should be empowered (trained) in
order to avoid identity shocks inherent in disturbed gift relationships of this kind.

Empowerment should also include better team work, where health professionals can better
count on partner professions, like social workers, psychologists, and so on.
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41. CULTURAL ASSUMPTIONS
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Pregnancy, religion, gynaecologist, preconceptions, communication.

Professional domain
Professional domain of the narrator
The narrator is working as an intercultural mediator and facilitator in a health facility clinic for
foreigners within an Italian hospital. One of the narrator´s tasks is to provide personal files for
foreigners, who are going to visit Italian hospitals.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
“The woman arrived at the clinic where I worked as a cultural mediator. She was invited to a
brief interview with me, so that I could complete a personal file, before proceeding with the
gynaecological examination requested. During the interview, I immediately sensed that she
was uneasy and preoccupied. She told me that her two worries were that she did not have a
resident’s permit and that she was pregnant.
It was not clear to me whether she wanted to carry on with the pregnancy or not. As a usual
procedure, a pregnant patient would be presented with two options. Firstly, she could be
offered the possibility to pursue a voluntary interruption of pregnancy (after a consultation
with the doctors at the hospital). The other possibility would be that she could carry on safely
with the pregnancy and be safeguarded by a particular resident’s permit.
The very perplexed and unsure behaviour of the girl combined with her statement during the
interview that she was a Muslim - led me to conclude that she wanted to carry on with the
pregnancy. Therefore, I tried to give her as much information as possible regarding the
safeguards provided for her by the Italian state in this situation - and regarding the possible
assistance she could have received. I hardly pointed to the possibility of a voluntary
interruption of pregnancy. It was only shortly after - during the gynaecological examination that the woman expressed her will to interrupt the pregnancy. I felt lost for a second, as I
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realised that I had acted on my preconceptions about Muslim women, jumping to conclusions
by misinterpreting her behaviour and speech. We then continued the interview after the
examination, and I explained the methods and periods of the voluntary interruption of
pregnancy.”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The situation involves 2 women:
The narrator is an Italian woman working as an intercultural mediator and facilitator in a
health facility clinic for foreigners within an Italian hospital. One of the narrator´s tasks is to
provide personal files for foreigners, who are going to visit Italian hospitals. She is a 25 years
old woman. The narrator can be described as religious with a Catholic background. She is
open-minded by attitude and training.
The person, who caused the shock, is a Muslim woman, 28 years old. The woman is a refugee
from Maghreb, Northwest Africa. The woman has only been in Italy for a short period of time
and she does not speak Italian. She is very Westernised in terms of her appearance.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The two women sat down to complete the patient´s file. This interview took place in a room
adjacent to the doctors´ examination room which would be used as part of patient’s review
and as a means of completing the patient’s file. They were alone, the door was closed. The
mediator tried to offer concrete help but misunderstood the patient’s needs.
Their encounter is about a professional interview, where the mediator is going to open a file
on the female refugee as a procedure prior to a gynaecological examination in an Italian
hospital. Thanks to the presence of the intercultural mediator, this Italian hospital caters for
increasing numbers of refugees/migrants.
The meeting between the two women in this case, from two different social groups, led to a
misunderstanding probably also due to the multiplicity of cases arising from the
uncontrollable migration flows.
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3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
She had a feeling of despair; she was embarrassed, because she did not understand the needs
of this woman. She felt lost for a second, as she realised that she made assumptions, jumping
to conclusions by misinterpreting the patients’ behaviour and speech. The role of an
intercultural mediator, her role, focuses on overcoming communication barriers, but she was
caught up in one because she only heard what she wanted to hear and did not ask the right
questions.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Professional Identity
The narrator has a strong vocation toward helping those who are in need. As a mediator she
wanted to present all of the possible options for the patient to choose which suits her best.
She offered the whole package of potential solutions in order to keep the pregnancy going (as
this was her interpretation of the situation).
Culturalisation, prejudice and self-shock
The patient openly states that she is a Muslim, thus leading the mediator to make assumptions
about her will to continue or discontinue her pregnancy. However, as the decision for the
interruption suggests, we can make the hypothesis that the patient values her freedom of
choice over the precepts of her religion.
As the narrator says herself “I realised that I had acted on my preconceptions about Muslim
women, jumping to conclusions by misinterpreting her behaviour and speech.”
Interestingly, conceptions and attitudes that will lead to a negative bias towards other people,
do not require any bad intention to form, instead they are consequences of automatic triggers
in our perception and thinking processes, and of the basic social motives of belonging and selfenhancement. As the patient presents herself as a Muslim, by culturalisation the narrator does
not think that she might want to interrupt the pregnancy because of her religious beliefs.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator was regretful for being unable to understand the needs of the women. The image
that emerges is a negative image of herself, rather than a negative image of the other. The
image of the other woman was rather neutral.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Freedom of choice and personal interpretation of the Religion
We could think that the patient might have a wide interpretation of the religion or even
describe herself as a Muslim without being an orthodox practicing of her faith. As in many
other religions, it could be a cultural heritage for the person but the extent of their
engagement can differ from one to another. For example, some Catholics can decide to
celebrate Christmas without going to the church for confession.
Allowing precedence to freedom of choice in this situation may also be linked to the context of
migration, which has taken her away from her usual family and religion-based context and
surrounding, and freeing her from gender-related norms of behaviour.
2) Critical thinking / Rationality
The patient might have also taken into account her new context where she do not have any
support system to help her during the pregnancy and raising a child in the new country.
3) Individual safety in a migration situation
Being in a situation of migration, the patient had to take into consideration her own safety and
the consequences of a pregnancy on her own life. We can therefore make the hypothesis that
she took into consideration the consequences of the pregnancy and the impact of having to
care for a child on her current situation. In this sense, we cannot be 100% sure that making the
decision to interrupt the pregnancy was an act of freedom of choice, but rather that she felt
compelled to make that decision considering her situation.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
In terms of professional practice, there is a self-perceived failure of the mediator, who, merely
on the basis of the knowledge of the woman´s religious affiliation, assumed that the woman
wanted to continue her pregnancy and was therefore shocked when the decision made went
against her assumption and expectation. Probably, her conclusions were based on a rapid
linking of Islam and interrupted pregnancy. From her general cultural-religious knowledge, she
assumed that the patient would naturally continue the pregnancy, solely making her decision
on the basis of her religious affiliation. However, the narrator made an error of assessment by
putting her impressions before the woman's needs.
This case underlines a situation of self-shock, because the mediator did not expect herself to
be acting from preconceptions and even prejudices on the precedence of religion over any
other factor for a Muslim person.
Other angles: preconceptions of religiousness and also female subordination to religious (and
patriarchal) rules.
The intercultural perspective and the professional skills of a mediator: we have to understand
that intercultural understanding is not a question of “knowing about cultural, religious
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differences and diversity in the world”. Intercultural understanding represents the ability to
put questions in an appreciative, non-hierarchical and equal manner, thus showing the respect
for diversity.
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42. FED UP
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Oncologist, Health treatment, concept of urgency

Professional domain
Professional domain of the narrator
The narrator is an oncologist.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
“A patient arrived at the hospital, at the oncology ward. He had pancreatic cancer with
metastasis and was undergoing treatment with chemotherapy.
The first thing he told me was that he had vomited blood in the past three days. I was
surprised, and asked him why he did not go to the hospital the first day this occurred.
He answered that he had no need to anticipate the consultation, which was already set to take
place three days after the symptoms appeared. I could not understand why he was not
worried and why he did not go to the hospital before. Vomiting blood, especially in his
conditions, is a very serious symptom. I then gave him a new treatment and I later learned
that he was hospitalised some days later.
I was shocked both by the words and the ‘laissez-faire’ attitude of the patient. My first
reaction was to think that he was stupid and lacked respect for himself. But later on, I also felt
bad by this first reaction, when I realised that what he did was understandable: I could
perceive that he was tired and stressed by the endless medical treatment caused by the
cancer. He somehow needed to reject his illness for a while. I understood that he simply could
not stand going to the hospital all the time. He was fed up with the illness and the
treatments.”
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The incident involves two people:
The narrator is a female doctor, oncologist, working in a hospital in Naples, Italy. She is 28
years old, an educated doctor and specialised in oncology – therefore used to dealing with
death and life-threatening illnesses. She is very focused on health and passionate about her
work.
Male middle-aged cancer patient who arrives at the hospital for a consultation appointment
with the doctor. He is Italian and has been affected by pancreatic cancer for a long time. He is
treated with chemotherapy.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place at a public hospital in Naples, Italy in the oncology ward.
The two actors are linked by a doctor-patient relationship. Their concept of the illness differs
as they have a different viewpoint on it: on one side, the doctor is used to looking at cancer
from a clinical point of view and understands it as an incident that needs to be treated; on the
other side, the patient has been suffering for a long time and perceives the cancer as a
situation he is forced to be living with and that disrupts his ideal routine and life.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The doctor was shocked by the patient´s careless attitude to his own serious, in fact deadly,
illness:
 The first emotional reaction is a mixture of astonishment and mild outrage: is the
patient a bit stupid that he apparently does not realise the severity of his own illness?
 The second emotional reaction is a mixture of empathy and compassion: it is
understandable that in order for the patient to survive mentally, he may have to
ignore and deny his own severe situation, because he is fed up with treatments,
hospitals, doctors, etc.
“I was shocked both by the words and ‘laissez-faire’ attitude of the patient. My first reaction
was to think that he was stupid and lacked respect for himself. But later on, I also felt bad by
this first reaction, when I realised that what he did was understandable”.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Professional responsibility and Professional Identity
As we learn, the doctor has very high aspirations and expectations for her professional work
and her ability to treat and cure patients on the basis of her professional experience and
skills.In a way, the patient in this case deprives the doctor of the possibility to fulfill her own
ambitions, because he seeks medical care so late that the doctor may no longer be able to
prevent a worsening of the disease and may no longer be able to treat the patient in time.
Doctors work with symptoms as they appear, as in this case, it is about a serious or dangerous
symptom, the doctor should be inform very soon in order to have the possibility to treat in,
always in the best interest of the patient. The urgency of the doctor and of the medical need it
is not reflected in the patient’s behaviour. Thus, in order to fulfill her own professional
responsibility and ambitions, the doctor would need the patient to pay attention to his
symptoms long before his regular appointments at the hospital.
2) Respect of the patient physical integrity and choice.
In this case, the most important value for the narrator is the ability to provide professional
healthcare and cure of patients. However, the value also reflects itself in the professional
respect of patients´ bodily integrity and right to decide over their own bodies.
The first value was violated by the patient´s indifference to own severe symptoms. This
reaction left the doctor without any possibility to exercise her professionalism in a satisfactory
manner.
Likewise, the other value was, at first glance, also violated, since the doctor also expects
patients to take proper care of their symptoms by seeking medical help as soon as possible.
However, by second thought, the doctor realised that the patient had another perspective: he
was completely exhausted by the many treatments and needed to have peace, mentally and
physically. Thus, the doctor realised that the patient was within his rights to decide over his
own body. In the situation, he needed the doctor´s full respect and recognition of his bodily
integrity.
3) Professional timing in healthcare and treatment in urgent situations:
Linked to the other values, we also meet a value of professional timing. The doctor’s
conception of time and urgency is automatically linked to the level of severity of the disease
and bodily symptoms. It is a rather professional point of view, related to the medical
knowledge of the course and development of the disease. Thus, the doctor also expects
patients, especially patients in the oncology department, to react from a similar time
conception and a similar concept of emergency in order to avoid further complications in a
life-threatening situation.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The doctor has conflicting perceptions and images of the patient:
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On the one hand, the patient seems careless in the way he ignores serious signs of
disease. The patient´s reaction – or lack of reaction on severe bodily symptoms seems
almost surreal to the doctor.



On the other hand, the patient is mature, because he dares to take responsibility for
his own life and find a way to handle severe illness in the daily life. Thus, by second
thought, the doctor´s image of the patients changes to be much more positive and
actually quite realistic.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Need of being in control of his own lifeand choices
The person who caused the shock is probably tired of his illness. It looks like his patience and
perhaps his faith to be cured is running out. The hypothesis about his values in the present
situation may be that he is giving priority to everyday life and trying to enjoy as much as he
can despite severe illness and symptoms. This may include the rejection or at least
postponement of hospital treatment. He respects the regular medical appointments, but
avoids, as far as, possible additional hospital appointments and perhaps even hospitalisation.
Thus, from a medical point of view, he may seem irresponsible about his health. But from a
wider human perspective, he is taking responsibility for his own life and death. We can also
think that he needs this autonomy to empower his everyday life.
2) Identity threat
The patient might also be confronted to an identity threat as he might not want to be only
recognised as a sick person but also as a man. His ‘patient’ identity might have taken over him
and this choice can be supported by the fact of reaffirming his identity as an able person.
2) Time and urgency conceptions:
At the same time, another hypothesis may be that he is not aware of the severity of his recent
symptoms. It may be his conception of time and urgency that waiting a few days more in order
to describe his new symptoms in the regular hospital consultation would not change anything
in terms of treatment.
The concept of time and urgency in this sense differs from that of the professional, as does the
concept of the illness.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
In incidents like this, it is relevant and important to speak about different conceptions of
health, time, cure, urgency of treatment as well as bodily integrity – according to either a
professional-medical perspective or a layman and patient perspective. Thus, the incident
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represents a moment where two people have reacted differently on certain symptoms of a
disease and consequently, different levels of concern and perception of the severity and
urgency.
In fact it is possible that a doctor has a very different and more complete vision of the health
than a patient, who is likely to be less informed and less aware of the consequences of
disregarding a severe symptom. Therefore the situation also highlights the issue of
professional communication and ways to communicate clearly about threats and
consequences for health and life without losing the emphatic approach and the respect for
patients´ bodily integrity.
It is possible that the patient would have reacted differently to the symptoms if he had been
more aware of the severity they may represent, as his understanding of the disease would
have been more aligned to that of the professional. At the same time, this raises the question
of how far doctors should go in treatment and treatment decisions that may exceed the
patient's dignity, self-determination and integrity both on a mental and bodily level. To which
point should treatments be forced upon a patient? Where is the threshold between human
dignity and medical treatment of a disease?

251

43. GLOVES
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Gynaecologist, intern, racism, gloves, hygiene, discrimination.

Professional domain
Professional domain of the narrator
The narrator is a gynaecologist.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
“I was carrying out my internship at a hospital in the city centre of Palermo, where the patient
group is very mixed in terms of ethnicity and social status. My internship took place at the
department of gynaecology. I was with the main doctor and two other apprentices. A patient
was present; a migrant woman.
Before the doctor started the examination of the migrant woman, he invited her to empty her
bladder, as usual procedure requires.
While the patient was in the toilet, the doctor smiled ironically at us and put on his gloves,
saying that they would be needed to run the check on the woman in question.
I realised that the doctor was going to use his gloves only because the patient was an
immigrant, and I was upset and dismayed to witness the discrimination that he quite openly
displayed. I was upset by the experience that such a “respectable” person as the main doctor
would act so poorly.
As a professional, I knew that the gloves are a tool which, especially for gynaecological
consultations should always be worn, no matter who the patients are, and where they come
from.
I was astonished by his hygienic prejudice about Italian patients being “cleaner” than nonItalian. I thought to myself that a prejudice such as that shouldn’t even exist and shouldn’t
occur, especially in a medical environment. Some tools, like gloves, should always be used.”
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Persons who were present in the situation:
The narrator is a 25 years old male doctor, newly-graduated practitioner, specialising in
gynaecology. Italian, open-minded, respectful of hygiene norms connected with the medical
profession, enthusiastic about the profession.
The Doctor, an Italian experienced man gynaecologist, in his 50s. He has been working for a
long time in the hospital, taking care of many women from different ethnic, cultural and social
backgrounds.
Other two apprentices , males
The female black migrant patient

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident took place in a hospital in the city centre of Palermo, where the patient group is
very mixed in terms of ethnicity and social status at the department of gynaecology.
The narrator was carrying out an internship at the department of gynaecology alongside two
other apprentices with a main doctor. The main doctor was leading the examination and giving
instructions to the patient, while the apprentices including the narrator where requested to
observe only. The patient had just left the room when the incident occurred.
There would normally be a strong correlation between the actors involved regarding their
background and professional context. The medical staff is all from Italy and from the same
city. They are doctors and knowledgeable of hygiene practices related to the profession.
The relation between the narrator and the person causing the shock is a professional relation
between colleagues, although there is a hierarchical relation between them as well, as one is
the older experienced doctor and the narrator is only newly-graduated.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was upset and disappointed by the behaviour of the main doctor, from whom he
was supposed to learn the practice of the profession.
The narrator was both upset and astonished by the main doctor´s prejudice about Italian
patients being “cleaner” than non-Italian patients. The prejudice about the different practices
253

of hygiene for people from different backgrounds made the narrator uneasy. The reason, he
then explained, was not necessarily that he does not believe that different cultures may have
different hygiene practices, but that the main doctor’s behaviour was discriminatory and in
line with stereotypes of migrants and poorer people being dirty
.
The narrator was dismayed that such prejudices could still exist. From his perspective, this
should not occur anymore, especially not in a medical environment. Some tools, like gloves,
should always be used as a set procedure.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Hygienic rules regarding the professional deontology (moral obligation to act abiding a set
of rules) and basic ethics
The core values of the medical profession in this case were undermined. The professional
narrator who experienced the shock believes that the core set of basic hygiene rules should
always be applied in the medical profession. The gloves should be used in all situations with
any patient, regardless of the patient’s ethnicity, race, gender, age, linguistic skills, socialeconomical and socio-cultural background.
2) Equality in the access to healthcare for all citizens
The medical profession provides a service to all human beings related to a delicate and basic
aspect of their lives: health. Professionals should treat all patients equally and not adopt any
different practices which may – directly or indirectly - exclude and discriminate against
individual patients or groups of patients.
Putting aside prejudices concerning the cleanliness of others, the professional should apply
the same rules for all.Moreover, from both a personal and human perspective, the narrator is
repelled by being a witness to what he considers to be a violation of universal human rules
and rights for all patients and citizens – in fact all human beings, who deserve the same
respect in any situation.
3) Professionalism
The narrator believes that the main doctor is also taking advantage of his position as
gynaecologist to pursue some personal preference or interest in relation to women. This again
goes against the narrator´s own ideals regarding the profession as a service to all that cannot
be corrupted by the personal identity of the doctor. Also, the main doctor should set an
ethical-professional standard and be a professional model for the younger doctors who are
approaching the work for the first time. Thus, the narrator finds the behaviour of the main
doctor deceiving and a bad model for the younger doctors. The narrator expects the main
doctor to fulfil a responsibility of being a role-model towards the apprentices and to behave
honourably and professionally towards the patient. to behave honouring the profession also
towards the patient.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The image that emerges from the analysis:
 Negative
 Repulsive
 Tarnished morality personally and professionally

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Preconception about the cleanliness of “migrant women”
The value that may have caused the behaviour of the main doctor – when he explicitly justifies
the use of gloves with the patient's ethnic-cultural affiliation - may be obtained from a societal
fear of “the other”, who in this case could even be perceived as “the other who brings
diseases”.
At the professional-ethical level, he should be able to go beyond prejudices and discriminatory
behaviour. However, in this incident, he acted from personal beliefs and attitudes, when
acting out of socio-cultural and even societal prejudices, regarding women from other cultures
to have different hygienic habits and standards than Italian women.
This normative approach may be attributed to specific examples of poor hygiene of previous
patients with a “migrant background”. Thus, he may generalise from concrete experience
mixed with general prejudices towards migrants and other cultures.
This is also combined with a normative approach to Italian, “native” women, who are
generalised as having high hygienic standards, which represent an important value for the
main doctor, it appears.
Thus, the incident implies strong cultural values and perception about cleanliness/noncleanliness, infection free/infection danger, gender,
attraction/gender repulsion - as various signs of a cultural hierarchy.
2) Conception of rules and superiority to rules
Even though the main doctor is well aware of the hygienic rules that, in particular, apply for his
profession, he believes that he can bend the rules, based on his professional experience, but
also based on his formal position as a senior physician
At the same time, he may have wanted to show the younger doctors that rules do not strictly
apply to him because he is more experienced and holds a superior position in the medical
hierarchy. Thus, his values may also include a self-consciousness of power, superior rights and
privileges - which, in general, is attached to the medical profession.
3) Racism
The doctor has a separate protocol practice for Italian and non-Italian patients which shows a
discriminatory behaviour. This double stander enters in conflict with the principle of equality
of treatment to all patients. We do not know if this is a conscious behaviour of the doctor but
in any case, his practice shows these differences.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The person who caused the shock among the interns had acted without evaluating the risks in
performing the role of mentor in terms of behavioural guidance. The values of respecting
diversity, equal treatment and professional responsibility were highly violated in this incident.
The delicate context of gynaecology, leads to greater sensitivity in terms of gender, sexuality
and respect for patients´ diversity as well as patients´ individuality.
Especially in the situation, in which an intern has to learn from a senior doctor, not only the
technical aspects of the professional learning, but certainly also the behavioural-ethical
aspects of the professional learning – are in play.
In this case, the lack of attention to these behavioural aspects has created a strong discomfort
in the intern (the narrator) in terms of his idea of the work of his superior, and because of the
need to hide his concern during the medical examination.
The assumption created through this incident has caused a distance concerning the
professional practice and the respect of gender, cultural and racial diversity.
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44. GRATITUDE
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Intern, end of life, family reaction.

Professional domain
Professional domain of the narrator
The narrator is an intern in medicine.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
“I was at the hospital in Catania, carrying out my internship. I was attending the internship
program together with five other doctors. Some days earlier, we had dealt with the case of an
old man whose leg we had to amputated. After a few days some complications arose and on
that same day the old man died.
I was astonished by the reaction of his family members, when they showed up at the hospital,
after being notified about the death of their relative, the old man:
The wife and the daughter of the old man, along with two nephews, entered the room and
started to scream, exclaiming that it was our fault(the doctors’ fault) that the old man passed
away.
The two nephews started to smash all the medical tools and instruments that were stored in
the room. All the doctors and I were asking the family to calm down, but without any luck.
Their violence was of a nature and extent that we had to leave the room. I felt very
uncomfortable and ill-treated. My immediate reaction was thinking that the professional
doctors are always blamed when something bad happens, when the patients cannot be cured
and die, or when a doctor perhaps makes a mistake. But the doctors never get credit for their
successful care and for saving human lives.
I felt a strong anger grow inside of me. I wanted to react, respond and explain to the old man´s
nephews, what actually happened to him. But I had to refrain from doing so, and I am not sure
they would have understood anyway.”
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The incident involves the following persons:
The narrator is an Italian male doctor at a hospital in Catania, Sicily. He recently graduated in
Medicine and he cares about the fulfilment of the medical tasks and dutiesand he has great
respect for the profession. At the time for the incident, the narrator is 26 years old and
carrying out an internship programme at this hospital.
Apart from the narrator, five other doctors are carrying out the internship programme at the
same hospital.
On the other side, there is an Italian family, who lost their relative, the old man who is the
dying patient in the incident.
Apart from the old man, the family consists of:
•
•
•

The old man´s wife
The old man´s daughter
The old man´s two nephews of 20-25 years old.

The old man and his family can be described as belonging to a lower social class. In this case
the patient and his family were from a social group characterised by low education and a
general disrespect for institutions and authority.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place at a public hospital in Catania, Italy.
The situation involved actors in the typical case of meeting between the role of doctors and
the anger of patient infuriated by the healthcare system.
In the situation, the wife and the daughter of the old man along with two nephews enter the
room, where the old man is lying. The family enter the room after they have been notified that
their relative(the old man) has died.
The narrator is in the room along with five doctors.
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3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator had very negative feelings towards the family:
•
Strong anger
•
The feeling of being attacked on his professionalism
•
The feeling of being treated and accused unfairly
•
Being blamed for causing another person´s death
“I was astonished by the reaction of his family members, when they showed up at the
hospital, after being notified about the death of their relative, the old man. My immediate
reaction was thinking that the professional doctors are always blamed when something bad
happens, when the patients cannot be cured and die - or when a doctor perhaps makes a
mistake. I felt a strong anger grow inside of me. I wanted to react, respond and explain to the
old man´s nephews, what actually happened to him”.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Violence as non-justifiable reaction even when facing death
The narrator rejects physical violence and believes that it is never justifiable to act out
violently, even when it is a grieving reaction and response to the loss of a close relative.
Self-control along with respect for professionals and institutions are also values that are
affected in the incident. Self-control should be maintained when possible. Furthermore,
common property of the society, in this case a hospital and medical tools, should be treated
with respect, while all citizens are contributing to the common institutions through taxes.
2) Respect for the profession and the vital position of medical competence and treatment:
Professional Identity
The doctor appreciates his own profession very highly, not just on a personal level as a doctor
- but also on a societal level, where the medical profession ranks high on the professional and
social ladder, seen from the doctor's own perspective. This is not the least due to the fact that
doctors through their education and profession are capable of saving people´s health and
lives. Thus, the doctor strongly believes that everyone should show respect to doctors´ work
and recognise the important service that doctors offer, dealing with very delicate matters like
health, life and death and treating patients with the highest attention. Thus, the doctor is
really concerned about the reactions of the dead man´s family, when they question the
competences of himself and his colleagues.
3) Security/Safety
The conception of personal safety is also affected by this incident. The acting out and violent
behaviour of the patient’s family threatened the narrator´s sense of physical integrity. It was
an intense experience because the incident took place in the doctor's own domain, the
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hospital, where he otherwise would be on safe ground and also belong to those who are in
power of decision-making, definitions of the right way to behave etc. Suddenly, he is out of
the usual comfort and safety zone.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator feels strongly negative about the family and he is at the same time shocked,
indignant and even disgusted by their uncontrolled, unreasonable and, in fact, primitive
behaviour.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Untrustworthiness of the public healthcare system
A hypothesis may be that the patient’s family acted violently because the death of the relative
confirmed theirsuspiciousness and preconceptions about the public healthcare system being
insufficient, unreliable and even alienating. Their main idea may be that the public healthcare,
paid by their hard work and taxes, is unable to save the life of their relative and perhaps even
further, to save the lives of ordinary people.
Perhaps, the family members may also be influenced by the idea that even though doctors in
the public system have a high status in the societal hierarchy, they do not work as hard for
their living as the working people, the working class.
Another value may be a suspicious approach to public service in general and a conviction that
the public sector provides a worse service than in private healthcare.
Thus, in their grief and loss, they may be overwhelmed with the feeling that their relative
might have survived if they had been able to afford private healthcare. They turn their anger
and powerlessness towards the public institution and system in a society, where they do not
feel recognition and have no high status - economically, socially or culturally - despite their
hard work and contributions to the community. Respect for public services in general and
public healthcare in particular, may lie in a small space among people on the lower socioeconomical and socio-cultural levels of the society in Sicily.
2) Free expression of feelings
The family members may also be used to acting out their feelings of anger through violent
behaviour, and they may be socialised and accustomed to violent behaviour in the sociocultural environments, to which they belong. Moreover, their lack of education may be a
further explanation in this respect. As they are not able to express themselves with words and
through intellectual and emotionally controlled communication, they may feel even more
powerless in the situation.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
In terms of professional practice, rooted problems arise concerning the understanding of roles
and the respect of professionalism, as well as the respect for institutions of the society.
In this case the professional identity of a young doctor was severely affected. Perhaps, as a
precaution, the young doctor could better understand that people can react violently to the
death of a dear person, and could try to address one relative at a time, in a way to better
manage their anger. Training about communication and empathy should perhaps be part of
medical training in Italy. This would most likely contribute to overcome similar situations in
the future.
The case also illustrates how insight, understanding and respect for other social strata and
socio-cultural forms of expression should be a core competence for doctors as well as for
other professions. In this case, it was the insight of a working-class culture that was at stake.
But the case also reveals the doctor's inability to act in an assertive way in the situation. He
gets scared and angry. He reacts very emotionally while at the same time condemning the
emotional reactions of other people.
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45. MADAM DOCTOR
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Intern, urology, hierarchy (elderly), gender, separation.

Professional domain
Professional domain of the narrator
Doctor in urological ward.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
“During my time as a medical student, I worked for a while as an intern at a large and busy
hospital in Palermo. During an internship program at the urology ward of the hospital I was
assisting a doctor in the urological and oncological clinic.
When it was my turn to assist the doctor during a medical examination of an elderly male
patient, the patient all of a sudden refused to be examined in my presence. The patient asked
the doctor to have all female staff to leave the room.
The situation made me very nervous and resentful – especially because this was not about me
being an intern, but merely about me being a woman. However, the doctor was very firm on
his decision to carry out the medical examination in my presence. The doctor made it clear to
the patient that his conditions would not be accepted, and it was not an option to have female
staff and professionals to leave the room.
Reluctantly, the patient accepted the doctor´s decision, and I was also allowed to examine the
patient.”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is an Italian woman. At the time of the incident, she is 24 years old, highly
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educated and from a middle-high social background. Her religious-cultural background is
Catholic. She is a student of medicine.
The person, who caused the shock, is an elderly Italian male patient. The patient has a low
level of education.
A male Italian doctor working in the urological ward was also present alongside two female
interns.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in the physical context of a urological and oncological ward of a very
busy hospital in Palermo, Italy.
The hospital is generally characterised by great bustle and a stressful working environment for
the doctors and all medical staff. Despite these conditions, the staff take the time to meet
patients' needs and overlook their intolerant behaviour and lack of sensitivity to the staff's
stressful work situation.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator felt belittled, angry and disappointed because of the lack of respect shown to her
and the other lady doctors in the room. This event shed light on the sense of shame and
reservation of the patient and on what was perceived as a sexist conception of the medical
profession, where the “doctor” is the man, and the woman is not on the same level. This was
also confirmed by the fact that, even though she was dressed just like the doctor (white coat
and scrubs), the patient, who did not know anyone in the clinic“greeted us by saying “Good
morning doctor, good morning ladies”.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Gender Equality
In this case, the male patient did not directly offend the narrator and the other female doctors
and staff members. However, by his behaviour, he indirectly created a tension and showed
poor sensitivity in defining women's professional roles within the hospital. The narrator
believes in equality between women and men. She despises stereotypes where women are
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perceived as less skilled than men, and where women are considered inferior to men and only
undertaking jobs of less responsibility than those undertaken by men.
Thus, the narrator realised in the situation that sometimes it is still a disadvantage to be a
woman in certain professional areas. This was almost confirmed symbolically as the male
patient would only perceive the male doctor as the only doctor in the room and the only
person who could possibly be a representative of the medical profession. Even though the
narrator and all other female professionals in the room were all dressed like the male doctor
(white coat and scrubs), the patient, who did not know anyone in the clinic, still greeted all
professionals by saying “Good morning doctor, good morning ladies”.
2) Helpfulness/Professionalism:
The student (narrator), after this shock, realised that there are cultural limitations that may
prevent the normal development of the medical profession. She presents herself as a
professional when she is working, and expects respect of the profession from the patients. She
believes in her “call” to help others and wants to be respected for this and her professional
attitude.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
From the analysis a negative image emerges, because the narrator is disappointed by the
reality, in her medical profession, with stereotypes related to female doctors and also by the
lack of sensibility and education of patients.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Autonomy threat
The patient might have felt the need to preserve his intimacy as it could be too much exposure
for him to undress in front of 4 doctors. Not only facing nudity but also the lack of control
while he will be examined.
2) Intimacy and gender roles
The male patient wants to preserve his right to intimacy. We do not know much about the
motive of the consultation but we have some clues by the urological and ward where it took
place so the fact that the patient is a man and the 3 interns are women, has more importance.
We usually feel more comfortable undressing infront of someone or our own gender. The
patient is not able to split the fact that the women are doctors too; he cannot see them as
professionals but only as people from the opposite gender.
3) Medical profession and gender roles
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We can also make the hypothesis that the patient has an understanding of the specific field of
medicine (urology) to be a profession for men only. Thus, he may be convinced that only men
can understand intimate male parts, and women should not be in the profession because no
matter how much they study they will never be able to understand.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The described situation represents a critical incident, because the narrator has experienced a
strong feeling of dismay, surprise and disappointment, when she witnesses how male doctors
are preferred to female doctors and medical staff in certain hospital practices strictly related
with the intimate parts of the male patient. At the same time, this is not true for female
patients’ intimate parts, as the medical practice of gynaecology sees a large number of male
practitioners.
The incident highlights another specific issue. Trust in the doctor-patient relationship is very
important, and the trust of the patient in the doctor was broken by the presence of the lady
doctors in the examination room. The way the male patient acted exposed his lack of respect
for the lady doctors and for the profession, as he was not able to look beyond the gender of
the lady doctors.
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46. PARENTS' HEALTH AND RESPONSIBILITY
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Family, medical treatment, responsibility.

Professional domain
Professional domain of the narrator
Female doctor is in out-of-hours healthcare service.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
“I was working the night shift in out-of-hours service in the province of Agrigento, in Sicily, in
January 2015, when a 20-year-old came to me to get his head medicated. He told me that he
had had a seizure (from epilepsy) and he had fallen on the ground, thereby hurting his head.
Whilst I was attending to him, he kept drinking from a bottle of beer. I realised that the wound
was worse than it seemed at a first glance, therefore I told him that he should go to the
emergency room of a hospital instead, with an ambulance.
But he answered that he didn’t want to go to the hospital and that he’d rather go back to the
pub and have another beer. I kept insisting on his need for emergency care, and he kept
answering that he did not want to go. Then I suggested he called his family. But he replied his
phone balance credit was zero. So I offered to call his family and managed to get hold of his
father and explained the emergency of the situation. The father scolded me for waking him up
in the middle of the night. He told me that since his son was a grown-up man he wouldn’t
need to call his parents for further assistance. As an adult, his son should be able to go to the
hospital with an ambulance by himself and, furthermore, he should only go by his own free
will.
Consequently, when the medication was finished, the young man signed a declaration stating
that he refused to go to the emergency ward. Then he left.”
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a woman and female doctor, working in an out-of-hours healthcare service in
the province of Agrigento, Sicily, at the time of the incident. The narrator recently graduated
as a doctor. She has an Italian background; she is 28 years old.
From a socio-cultural and gender-cultural perspective, she is strongly focused on health, and
she describes herself as very passionate about her work. Thus, she values the knowledge
about health.
However, from a social-cultural perspective, she also considers family as a main value and
reference point. As a doctor, she has worked in different socio-economical and socio-cultural
environments, characterised by low educational and cultural level from many points of view,
especially related to the low socio-educational level.
Two people caused the culture shock for the narrator in this incident:
 A young Italian man, 20 years old arriving at hospital for head problems.
 The young man´s father (and mother in the background)
Apparently, the young man and his parents are characterised by a low socio-educational level.
This seems to include that they also have a superficial conception of health and the
importance of keeping a good health.
The relationship between the actors is a relationship between a person providing a health
service and one other person who has the right to use this service.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place in a out-of-hours healthcare service, a small healthcare facility
equipped for first aid mostly, in the province of Agrigento, Sicily, January 2015.
At the time of the incident, the narrator is working the night shift, when a young man, 20 years
old, arrived to have his head attended to.
The healthcare facility was frequented by people at the time, all of them with different
cultural backgrounds. At that time of the night, the only people present were the doctor
(recently graduated) who is very willing to serve, and the patient who requires assistance but
who also has some resistance.
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3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked and could not believe what had just happened. She was really
stunned that parents could remain so indifferent and careless to their son, when confronted
with such a severe health situation. The narrator was especially shocked by the fathers
“couldn’t-care-less” attitude.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Family:
The female doctor considers family as a main value and reference point regarding every aspect
of human and everyday life. Family members should be available for each other and support
each other, and they should certainly care for each other in all emergency situations, where a
family member is in need of help, support and guidance.
2) Parental responsibility:
Linked with the value of family, responsibility is also at stake as a basic value in the incident,
according to the doctor. From the doctor´s point of view, parents are always responsible for
the wellbeing of their children, no matter the child’s age and conditions.
As a parent, you maintain a responsibility towards whoever you bring into this world.
3) Self-responsibility:
Furthermore, the value of being responsible isrepresented in the incident. From the doctor´s
point of view, the young man is showing very poor self-respect, when he pretends to be
careless about his injuries and continues to drink beer during the treatment. It may be seen as
an attitude of recklessness and male brawn. But usually, it is also a way of hiding a lack of selfconfidence, self-esteem and self-awareness. Therefore, in the eyes of the doctor, the young
man is gambling with his own life as if his life and health is worth nothing. This may also be
confirmed by his father’s carelessness, probably not a new experience to the son.
4) Healthcare and physical integrity:
In her position as a doctor but also as human being, the value of protection of health is
fundamental. Health should be given precedence over everything. This is strictly linked with
the idea of bodily integrity, which is highly valued by the doctor. The wound in the head of the
patient should, in her view, receive immediate care, and she cannot accept the attitude of the
patient in relation to his health. From her professional point of view especially, treating, curing
and healing are necessary to maintain the integrity of the human body, which is what she has
decided to commit her life to.
In addition to this position the Doctor has the responsibility of not letting the patient go if he is
a risk. Also her professional identity could be threatened by the fact that the patient refuses to
follow her recommendation and also from the lack of responsibility of the parents.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The impression is negative – partly because of the young man´s carelessness and lack of
responsibility and accountability to his own health – and partly because of the carelessness,
indifference and refusal of help shown to the son by the parents.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Rebellion, resourcefulness and autonomy:
By avoiding further medical examination and by showing no interest to call his parents for
help, he also demonstrates his autonomy and right to control his own health, illness and life. It
is a classic ideological part of the “wild young man”, going back to the fifties and images of
disturbed young men at odds with the established societal norms and values.
In the situation, the female doctor represents a real counter-image.
Supporting this hypothesis, the mere fact that he went to the hospital can be seen as a
solution to his need for medical attention and as a sign of his autonomy in finding solutions to
problems. From his point of view, there is no need to involve his parents in the situation
because they cannot help him anymore than he already helped himself by seeking medical
attention.
Another hypothesis is that the young man is used to being rejected by his father/parents, and
has therefore learned that he should take care of himself. At the same time, he may be
imitating the value of masculine coolness and naivety that he may have learned from his
father/other masculine models in his life.
2) The importance of health:
Health is not a value that should be given precedence over others in his point of view.
Perhaps, we can also make the hypothesis that going to the hospital was already conceived as
a good-enough reaction to the situation, and that nothing more is required of him, as doctors
can take care of his health from that point on.
3) Substance Influenced
As the narrator describes the incident we can also think that the young man could be under
the effects of alcohol which could lead him to refuse the advice of the doctor. Drinking alcohol
in high quantitycould have an anaesthetic effect on the body. The patient might then feel less
pain and consider his wounds as less serious as they actually were.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
In this case, it is possible to identify poor/lack of family values. The young person is perhaps
too proud and ready to react in any way to the deficiencies they have had. This can lead to a
reaction that would risk endangering some fundamental aspect such as health. Probably you
should be ready to accept different views towards the family value. Although it is difficult to
explain to a young man the importance of health from the point of view of the narrator. It is
therefore essential not to give up: it is important to enhance health even in the face to those
who are reluctant.
However, an issue arises when the need for medical attention is confronted with freedom of
choice of patients to refuse treatments. Until they are not in a life-threatening situation, the
practice in most Western societies is to give the right to patients to refuse medical care if they
are considered able to make a decision. The role of the doctor in these cases is confined to the
communication of the dangers of refusing the care and informing the patients, so that they
can make informed decisions.
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47. PREGNANT WOMAN IN LAMPEDUSA
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 14th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Refugees, pregnancy, gender, discrimination.

Professional domain
Professional domain of the narrator
Official mediator for refugees.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
“I was in Lampedusa, a smaller island of Sicily in the middle of the Mediterranean Sea. I was
working there as cultural mediator at the local centre for migrants. I was accompanying a
pregnant woman to the hospital, because she was complaining of stomach pains.
When we got to the hospital, the Nigerian woman sat down and waited for other patients
from the island to be visited first. I was shocked when I realised that migrants would always be
the last patients to be visited by the doctor. The migrants would always be last in the line, in
any case and regardless of their situation, because they could not afford to upset the
indigenous population, as they were their hosts.
It was surreal to think that because of their origin, migrants were expected to move to the side
and to the end of the line to avoid “problems”, such as citizens complaining about them, or
refusing to help them, blocking their access to services for instance.
The pregnant woman I was accompanying had on previous occasions been visiting the hospital
without my companionship. To me, it was incredible to witness how she already knew that she
had to let the people from Lampedusa be first in line. Likewise, I was shocked that the people
from Lampedusa did not even care about her presence and her acute situation (being
pregnant and feeling pain in the stomach). Thus, she was suffering in silence.
The line was not too long. However, we had to wait for everybody to go first, before we could
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get into the consulting room.
I tried to reflect on and understand the behaviour of the people from Lampedusa. I tried to
put myself in their shoes. I understood that they must have had difficulties to be seen by a
doctor in the past, because the migrants are many and take up a lot of the consultation time
with doctors, or at least used to before more doctors were sent to the island to face the issue.
I understood that for them, the inhabitants of the island, it could be even harder to
understand the point of view of the others, of the migrants.”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is an official mediator at the reception centre of Lampedusa in Sicily, Italy. He is a
29 years old heterosexual man, liberal-democrat and Catholic. He could be described as openminded, respectful of diversity, especially when the diversity concept is related to ethnic
differences.
Actors involved apart from the narrator:
The other actors in the incident are:
 A group of inhabitants of the island of Lampedusa, locals. They could be described as
not very well educated. They are of different ages. They are most likely all Catholic.


A young woman from Nigeria, with a fairly good educational background and about 27
years old, pregnant. The woman is familiar with the formalmedical procedures and the
health issues in her situation. She is also familiar with the informal procedures which in
practice imply that the Lampedusa inhabitants would always be first in the queue for
medical care and treatment

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident takes place when the narrator’s task is to support the woman in undertaking a
hospital visit to check on her pregnancy. The narrator and the woman are not related to the
group of inhabitants of Lampedusa. But in the situation, all the people are either patients
themselves or accompanying patients to the local hospital.
The concrete situation has seen a series of emotional variables and hospital practices together
in a special place like Lampedusa, where high flows of refugees have been arriving over the
past 10 years or so. From the social/psychological point of view, there was a meeting between
a frustrated migrant woman with a shocked mediator, and the inhabitants of the island for too
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many years influenced and tired of the migration flows to the island. This kind of meeting is
full of tension, dictated by the coexistence in such a small island. The hospital is the emblem of
these tensions because when health is at stake, no one wants to take a step back and it is
inevitable that this type of incidents happens. In any case, the severity of the emergency must
be the criterion upon which deciding who receives medical treatment first, and no influence
should be played on the decision by the skin colour or origin of the patient.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator´s main feeling was that of uneasiness with the situation, as he would experience
the situation from the perspective of the pregnant women
Furthermore, the narrator would feel fear that the woman´s pain would get worse because of
the long wait.
Finally, the narrator felt annoyance and resentment because of the hierarchical queuing
practice that had developed between inhabitants and refugees in the access to the hospital
and medical care.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Empathy and exchange of perspective
The narrator tried to reflect on the situation in order to understand the behaviour of the
people from Lampedusa, trying to put himself in their shoes. He understood that they must
have had difficulties to access medical attention, because of so many migrants, and the
medical structure inside the reception centre for migrants are inadequate, which makes it
necessary for them to access the local hospital.
On the other hand, the narrator would expect the people to be more empathic and
considerate towards a pregnant woman. He would expect everyone to know that pregnant
women have to be carefully assessed because of their particular condition, and because an
emergency may rapidly emerge, even without clear symptoms.
2) Human respect for diversity and tolerance
The role of mediator is focused on respect for diversity and tolerance. By working in
Lampedusa and at the reception centre, he decided to get involved with refugee and migrant
issues. The main objective was to improve the encounters between different cultures and to
learn as much as possible from foreigners around him. He would expect some difficulties in
this work, but this incident hits him strongly.
This frustration is all the greater, because he was wanting to show to the world that it is the
characteristic for people of Lampedusa to be tolerant, fair and inclusive to newcomers, who
may differ in terms of opinions, beliefs, practices, racial or ethnic origins etc. Instead, he was
forced to realise that the reality is too different from the hope, which he basically built on the
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reading of manuals about equity between different people.
3) Equal access to healthcare
To work and practice under extreme conditions – like those of the refugee situation in
Lampedusa – turned out to be an important test for the narrator to understand how the
native people answer to the needs of other human beings. The narrator´s initial goal was to
help refugees/migrants in all life situations. He was confident that an honest behaviour should
be shown in such a delicate situation. However, by witnessing the opposite reactions in
practice, he experienced a profound disappointment and undermining of his ideals.
4) Human dignity
The severity of the situation also threatened the concept of human dignity. Human dignity is
unbreakable and it must be respected and protected. The dignity of the human person is not
only a fundamental right in itself. It also constitutes the basis of fundamental rights in
international law. For this reason, it must be respected, even where a right is restricted in a
situation of emergency, as with the case of refugees in Lampedusa. From the narrator´s
perspective, human dignity is one of the most important human rights because from this one,
all the other fundamental rights derive. In this case, it was undermined by the critical context
of Lampedusa. However, in the narrator´s opinion, a critical context cannot be a justification
to violate such a fundamental right.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The image that emerges from the situation is very negative - especially because this kind of
queue management at the hospital has become a common practice. The narrator blames both
the local citizens and the hospital itself for the practice in place

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Identity
The group of people who caused the shock in this incident are stressed by the high numbers of
migrants who strongly influence their daily life by their mere presence. Especially the tourist
sector has been negatively influenced by the migration flows and the results are difficult to
accept by the inhabitants. From their perspective, the values of identity, serenity and quiet life
conditions are threatened by the presence of migrants on the Island.
2) Health and Security
The people of Lampedusa in the incident exhibit an attitude and behaviour that characterise
people who, for too long, had to deal with refugee emergency cases which largely
overshadows emergency cases of indigenous residents.
In some periods of the year the people of Lampedusa experienced that the number of
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refugees on the island would exceed the number of inhabitants. Health is an issue where
everyone needs to feel unconditionally safe. The inhabitants do not see any other alternative
than to pass on the pressure to those most vulnerable, the refugees and migrants.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The hospital is a focal point for the tensions between citizens and migrants on the island,
because when health is at stake, no one wants to take a step back and it is expected that this
type of incident happens. However, even though the inhabitants may be under a strong
pressure, a human emergency situation like that of the pregnant woman should have first
priority and ensure access to the necessary medical care and treatment.
From this perspective, the incident highlights several elements of violation of the mutual
respect and understanding between people and between patients and healthcare institutions.
In terms of professional practice, the management of migrants at the hospital is alarming.
It is, of course, unacceptable that refugees and migrants have to wait more for proper care
and treatment because of the scarcity of medical facilities within the reception centre where
they are hosted. The lack of facilities as well as the reaction of the indigenous population
expose serious problems in the intercultural perspective – and the dream of mutual respect
across diversity. In terms of mutual respect and intercultural understanding, the forced
practice of precedence for the inhabitants of Lampedusa is a serious testimony that the
excessive number of migrants on the island has developed into a dangerous and intolerant
atmosphere.
Ultimately, the incident reflects the urgent need for the healthcare system and the political
system to take responsibility and provide the basic services for all people on the island –
inhabitants as well as refugees and migrants. Thus, the incident is a severe reflection on the
lack of European and international support and accountability to the acute refugee situation in
Lampedusa and other places.
The feelings of the inhabitants are not merely an issue of citizens' rights. It is, first and
foremost, a question of maintaining adequate structures to ensure that everyone has access
to appropriate medical treatment, regardless of their background. This is a responsibility of
the political sector and its capacity to provide efficient health structures and services to meet
the total needs.
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48. RELIGION AT THE DOCKS
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, December 6th 2015
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Religion, dress code, refugee, volunteer, communication.

Professional domain
Professional domain of the narrator
A cultural mediator working for Red Cross.

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
“During the welcoming procedures of refugees at the docks in Trapani harbour (Sicily, Italy), in
which medical consultations and treatments are included, one of the volunteers, a woman,
came to me speaking with a loud voice, very agitated and complaining about a Somali girl who
was also present. The volunteer woman wanted me to tell the girl that she should not make a
fuss about not having a veil to cover her hair, because she was creating problems and slowing
down the procedures at the dock.
By talking to the both of them, and trying to calm down the volunteer, I reconstructed the
event: the Somali girl had received the anti-scabies treatment and thus new clothes to replace
the old ones, that were to be sanitised. Not having anything available to replace the veil, she
was wearing before the treatment, the girl put back her own veil. This action made the antiscabies treatment invalid and provoked the anger of the volunteer, who did not realise that on
the one hand, she did not explain to the girl the importance of replacing the clothes, and on
the other hand, wearing the veil was something essential to the girl.
I exhausted myself to try to keep the volunteer woman calm and explain the importance of
the veil for the girl, and how simply the problem could be solved. The volunteer kept shouting
at the girl, using sentences in Italian like “Here we are in Italy”, and she was not demonstrating
any willingness to look for some clothing that would replace the girl’s veil, even though she
was clearly not asking for a fashion accessory. The situation was then solved in a very simple
way with the help of another colleague whom I asked and who provided us with something
that could replace the veil, without any particular difficulty.
I could not express my frustration while working, as it would be unprofessional, but it took me
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days to expel the anger I felt. I could not get myself to understand and to explain the reasons
of this woman’s presence, especially a volunteer, in such a context, given the total lack of
open mindedness and the pragmatism needed for a similar job.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The narrator is a cultural mediator, working for the Red Cross at the docks, where refugees
disembark from the boats. In this case the place for landing is Trapani harbour, Sicily, Italy. She
is an Italian woman of 31 years old. The narrator believes that her mediation tasks are of great
value, especially to those refugees who have a need for intercultural understanding and
acceptance, when they arrive to a new country. The narrator is a professional mediator in the
sense that she is paid for her work.
The person, who caused the shock, is an Italian woman, 50 years old, who is working as a
volunteer to assist refugees/migrants. The volunteer has a lot of experience in this field. Being
a volunteer, she is not paid for her work. Like all volunteers working with the Red Cross, she
has received intercultural training.
A young Somali Muslim refugee woman.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The first two actors in this situation are related because they work for the same association,
the Red Cross. They do not know each other personally but they meet sometimes during the
arrival of immigrants in Italy.
The third actor involved is a Somali migrant woman, who just arrived in Italy with a boat and is
being assisted by the association in question, going through the set of checks and controls at
the docks.
The critical incident occurred in Sicily, in the province of Trapani in November 2015, during the
assistance to migrants at the docks of the port. It is an event that often occurs in Sicily, where
many boats arrive from the North African coasts, loaded with migrants and refugees. It is
always a very chaotic and tense context where the migrants receive material as well emotional
support, and undergo initial medical assessments and care.
Once migrants disembark the boats, they need to go through different tents placed at the
docks, to undergo different treatments, checks and to receive food and clothes. The first two
tents are destined to the first medical visit, to identify any possible health emergencies. I was
assisting one doctor in the first tent. During this first medical visit, they are each given an
identification bracelet, which allows them to have their own medical file, and to receive food,
clothes and the anti-scabies treatment.
277

The third tent is also managed by the provincial health authority (ASP), this time for the antiscabies treatment. Migrants are led there after the first medical visit to undergo this
treatment. They need to leave behind all of their clothes as they may be contaminated, and
they get new clean clothes after the treatment. The Somali girl had just undergone the antiscabies treatment. My colleague, the volunteer, had gone back to the first tent where I was,
followed by the Somali girl, to talk to me.
At the docks, a final tent is also present, and is managed by the police, for the final step of the
disembarking procedure, which is the identification.
Overall, there were about twenty civilian volunteers; about seven volunteers of the
association, the Italian Red Cross, about seven doctors and nurses of the provincial health
authority inside one tent, the police were present outside the reception place, about ten
officers from the police. The narrator does not recall how many the migrants were, but they
were more than 100.
The image below shows the physical setting of the incident. The tent where the incident
occurred is indicated by an arrow.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator felt anger. Her colleague’s attitude really bothered the cultural mediator even if
she has the hypothesis that the colleague did not understand why. The narrator tried to keep
it to herself, because a professional attitude was needed in the context, especially since the
volunteer had lost hers by shouting. The narrator also felt frustrated and had a moment of
confusion as to the reasons of the presence of the volunteer at the docks and her temper. “I
exhausted myself by trying to keep her calm. Anyway, I tried to be helpful to solve the situation
the best way”.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Human rights/human dignity/religion-freedom of belief/equal value of different cultures
The narrator believes that everyone has the right to profess one's religion and to be respected
for this. Thus, the narrator believes that, regardless of the place, it is important to preserve
freedom of expression, and in this case the freedom of belief; she is a supporter of the respect
of human rights and convinced that a respectable welcome for migrants is a possibility and a
duty.
She considered it important to emphasise the value of respect but also the importance of antiscabies treatments. She tried in the situation to compromise between both needs.
2) Integrity of the mediator role and the intercultural professionalism
The narrator values her role in helping in the disembarking procedures for the migrants, as
demonstrated by the fact that she maintained her professional attitude even when confronted
with the lack of professionalism of the volunteer. She noted the incompatibility between the
volunteer and her role; she thinks that the volunteer does not possess the values and
knowledge that all volunteers should have to be able to offer their services at the docks. This
gap between them might also lead to a conflict were the damaged one could be the Somali
girl, as the message is getting chaotic and less and less clear for her.
3) Professional identity threat and hierarchy
The narrator also suspects that the volunteer may be jealous of her role, as the narrator is paid
for her work and the fact she is much younger than the volunteer can also have a negative
impact on the volunteer colleague.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
A negative image of the volunteer colleague emerges because of her lack of sensibility,
empathy and ability to respond to the Somali girl’s needs. Perhaps, the most negative image is
the volunteer’s lack of understanding of the young woman's religious needs, which are just
seen as caprices and manners or even hysteria.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Rules (Following protocol) and sanitary measures
From the volunteer’s side, we can think of the incident as a lack of resources while facing an
out of protocol situation. As the incident is described we can think that the volunteers are
trained on a strict sanitary protocol which was violated by the young Somali girl when she
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wears her “unsanitised” veil. The procedure is not respected and it might imply a potential
danger of any possible disease spread at the welcoming dock.
We mention above a possible lack of resources as the volunteer cannot understand or think
about the representation system of the newcomer or the symbolic weigh for the young
woman of the veil.
2) Charity and solidarity
The woman is probably driven by a sense of solidarity towards the “weakest”, otherwise it
would be difficult to explain her voluntary work, except for the need to appear charitable. Her
reaction may also relate to the expectation that the refugees should be grateful for the help
they are offered – and this young woman appears to be ungrateful, when she is “complaining”
about a subordinate need as a veil in a situation, where she just saved her life through the
voluntary and professional helping organisations in Italy.
3) Acculturation and Italian identity
Anyway, she seems limited in her actions by prejudices towards the migrants and by absolute
positions that do not allow her to be open-minded enough to try to understand the reasons of
the other person, the young Somali woman. The narrator brings forward the hypothesis that
the volunteer may at the same time be scared of the changes that migrants may bring and she
therefore values the precedence and preservation of her own culture, as shown by the phrase
“Here we are in Italy”, hinting to the fact that the Somali girl should adapt to the culture of the
country where she is being hosted, and therefore stop requesting privileges related to her
religious belief.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
It is complicated and exhausting to try and solve the situation or to put aside the divergences
in order to avoid hindering work and to make sure that the beneficiaries do not face the
consequences of prejudices or lack of professionalism.
A solution might be to organise a more complete training course for all people working in
these contexts. In this way, there would be more knowledge about other cultures, including
through a share of information between colleagues.
The incident actually reflects the need for professionalisation of the
volunteering efforts, especially for the creation of professional attitudes towards variety of
cultural-religious aspirations and requirements. It is also important to be aware of the
experience that “a helping mind” is not enough for volunteering work. Intercultural
understanding and communication is also needed in order to fulfill the job.
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49. THE CODE
Organisation that collected the incident: CESIE
Date of recording the critical incident: Palermo, March 10th 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Emergency room, medical procedure, communication.

Professional domain
Professional domain of the narrator
Educated nurse and professor

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step.)
“I was in the emergency room (E.R) of the hospital one afternoon. E.Rs use a colour coding
system for emergencies, assigning a colour between white, green, yellow and red (in order of
severity) to the patients who walk in. Precedence is thus given to more severe cases.
A couple entered and asked me how long they would need to wait to receive medical
attention. Before answering their question, I tried to gather more information about their
situation and why they needed medical care and treatment – in order not to be unprepared. I
realised that the patient’s health was under control. He only needed a medical check. The
emergency code assigned to him was the correct one. I tried to explain that the waiting time is
linked with the code patients are assigned and that there were many other patients waiting.
It was a rather busy afternoon at the hospital, and these patients were trying to break the
rules and find someone who will let them in before others, regardless of the colour code they
have been assigned.
The patient and the woman complained loudly to me. The male patient and his female
companion felt a need for urgent treatment, but I was aware of their assigned code and
wanted to enforce the normal hospital practice.”
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
The situation involved three people:
The narrator is an educated nurse and professor at the University of Palermo. When the
incident takes place, the nurse is working in the emergency ward of a hospital in Palermo,
Italy. She is 52 years old, Italian. She could be described as an idealist, who is very much
dedicated to basic values like family life, social justice and togetherness.
An Italian woman in her 50s. The woman is accompanying a male patient also in his 50s,
waiting his turn at the hospital.
They are both from a low social background, uneducated, and share the mainstream idea in
Italy that rules can be bent and exceptions can be made even at institutions that are supposed
to follow specific rules.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
There is a professional nurse-patient link between the actors, and they share the Italian
background and the language. The social status is different, in that the nurse is educated and a
professor at the university, while the two other actors are uneducated from a low social
status.
The narrator is as a nurse responsible for a flow where the patients have access to the doctors
and to treatment in the right order in according to the severity of their illness. The level of
tension is exacerbated by the stress that is caused by the actors involved. The nurse is usually
occupied in the examination rooms with the doctors, but in this situation, she is at the front
door of the ER when the patient and his wife started complaining, so she decided to manage
the situation and listen to their needs and complaints.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The nurse was stressed and under pressure because of the many patients and the long waiting
time in the emergency ward. The nurse felt a sense of frustration and helplessness facing the
rudeness of the couple involved in the incident. It was hard for the nurse to control the
situation. She tried to calm down the patient and his companion by explaining the system of
the coloured codes and trying to enforce the rules of the hospital.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
1) Respect of rules/equality:
The narrator emphasises and appreciates that there are uniform rules for all patients, and that
existing rules are respected, since rules are also seen as a guarantee that patients are treated
equally without any possibilities of obtaining special privileges or benefits at the expense of
other patients.
She is loyal to the rules to the point of going “against stream”, i.e. against the mainstream idea
that you can skip the queue if you know someone or if you insist enough, and enforcing the
rules of the hospital, making sure not to create favouritism and tension between patients.
2) Professionalism:
The narrator acted in a professional manner trying to calm down the patient and his
companion, explaining why they needed to wait, but also trying to understand the reasons for
complaining to the point of checking whether the colour code assigned was the correct one
for the state of health of the patient. The narrator applies the procedures of the hospital and
of healthcare by providing professional assistance, which she values highly, as is demonstrated
by the fact that she dedicated her life to this. Her professional identity should then be
respected.
3) Manners and reciprocity:
The narrator appreciates politeness, especially in public places where sensitivity and calm
must be shown, such as in a hospital, and especially in an ER where the medical staff is asked
to deal with highly-sensitive situations. In this public space an implicit behaviour code exists,
people do not speak loudly; do not move much in order to preserve the calm and not to
disturb the doctors.
She would expect the patients to be as polite to her as she is to them, but her expectation is
not met by reality and she becomes frustrated. The frustration comes from non-respect of the
exchange, when we are polite or kind to someone we expect the same response from others.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator´s image of the other group is negative, because their behaviour confirms that
people do not necessarily respect the rules about standing in queues and the rules of
coexistence in a sensitive environment as a hospital.
The narrator is also bothered by the behaviour of the patient and his companion, as she
realises that they are seeking favouritism and are trying to make her bend rules for them.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
1) Rules can be bended
In opposition to a stick system of rules where everybody complies, we can find in Italy some
flexibility of the frame imposed by each institution. The rules can be considered somehow
flexible and it is normal that people try to get some benefit of it.
The patient and his companion were expecting a special treatment to skip the queue, even
when their colour code for the emergency was confirmed by the nurse. We can make the
hypothesis that they are occupied only with their own health and treatment needs on the
expense of other patients, even though other patients may be severely ill and in acute need of
medical treatment in the emergency ward.
Their behaviour and expectation is in line with mainstream culture in Italy, where corruption
and rule-bending are often the rules, especially in the public sector, and especially for people
from a lower social status.
2) Conception of Authority and Gender Equality:
This is a twofold concept for the couple. On one hand, there is a set of rules of the hospital
which they will not abide to. On the other hand, they are probably finding it difficult to trust
the judgement of the nurse on the health status of the man, mainly for two reasons. Firstly,
the nurse is considered by mainstream society as a subordinate of the doctor, an assistant
who is much less qualified and who is not able to offer a proper diagnosis to the patient.
Secondly, the nurse, as in most cases in Italy, is a woman, and mainstream culture considers
women as less capable than men in many sectors, and especially when they are entrusted with
serious tasks, such as that of medical care.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Possibly the behaviour of the patient could be justified by a low level of education because in
terms of protocol, the nurse has acted consciously checking their code and explaining the
situation.
Professional practice has been jeopardised by the patients and their presumption of judging
their case more urgent than others (though it was already diagnosed), and expecting a special
treatment and a rule-bending attitude from the side of the nurse, as understood in
mainstream culture in Italy. The narrator has followed the protocol, which also had the
positive consequence of reassuring the other patients in the waiting room about the correct
and fair enforcement of the rules of the hospital. However, a nurse in her situation could
perhaps be more resolute with the ill-mannered patients, and not expect politeness from their
side.
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50. ADMINISTERING CARE
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Prejudice-blind to difference
Illiteracy
Social class

Professional domain
Professional domain of the narrator
Patient’s case

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
My husband was very ill, and was being cared for at home. We live on a static Traveller site.
My husband was suffering from a number of medical complications which required varied
medication. We were provided a service where a nurse would administer the medication to
my husband. A senior Health Practitioner came to assess this service and decided that this
could not continue. I told the Practitioner that I was unable to read or write and I couldn’t
understand the medication. The Practitioner put an end to this service and I struggled to
understand the medication. I felt really bad because I did not know what to give him
specifically in terms of pain relief. My husband was admitted to hospital three weeks later.
I fear that I could not look after my husband properly in terms of at least being able to give
him the right medication. The Practitioner should have understood that not everyone can
read and write, I feel that both my husband’s needs and my needs were ignored.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator (Person experiencing the shock)
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Female, in her late 70s, Irish Traveller, full time home maker and carer of her husband who is
in his 80s. Irish Travellers are a traditionally nomadic group with origins in Ireland who
possess a separate identity, heritage and culture to the community in general..
Senior Health Practitioner (Person causing the shock)
Female, in her late 40’s, White British. She is a Senior Health Practitioner.
Husband
Male, late 80s, Irish Traveller, Numerous long term medical conditions including respiratory,
cancer, heart condition.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident happened at the narrator’s home. It was during a medical assessment with both
the narrator and her husband present. The medical assessment was to assess the
administration of medication.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked that the Senior Health Practitioner failed to listen to her concerns
about not being able to read and write. She was worried about not being able to administer
the medicine correctly and therefore care for her ill husband. The narrator felt angry and
helpless as a result of the Senior Health Practitioner’s lack of support. The narrator was also
fearful that she would not be able to administer the medication correctly.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Healthcare – The narrator believes that it is the job of the healthcare practitioner to
administer the medicine as it is their role and that they are able to do this better than herself.
Ability as a carer – the narrator feels that she is not confident enough as a carer to administer
the medicine as she is unable to read the dosage and is unsure of how much to administer and
didn’t want to make her husband’s condition worse.
Family – Her role has always been a wife and a mother ad she felt it was her duty to look after
her husband.
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Hierarchy – the narrator felt that healthcare professionals were of a higher hierarchy to her so
would know best and someone she couldn’t challenge.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative and dismissive

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Efficiency – The Senior Health Practitioner maybe felt that due to staff shortages, the carer
should be able to administer the medicine instead of a healthcare professional taking the time
to travel to the patients’ house daily to administer this.
Family responsibility – simple care that does not require medical knowledge or skills should be
provided by family members.
Lack of awareness of social and cultural context – the practitioner does not have knowledge
about the context of travellers, what’s more he does not seem to think such information can
be relevant for his decision. He didn’t realize that some travellers are unable to read or write
and the impact this has on patient care.
Illiteracy – if the practitioner realized at all that the wife was illiterate, he probably thought
that she could manage the deciphering of the text on the medicine without much trouble. He
possibly underestimated the difficulty of overcoming illiteracy.
Direct / hierarchical communication: during the encounter with the family the practitioner
does not find out critical elements that could influence his decision, such as the illiteracy of the
wife of the patient. Probably his dominant communication style is one based on direct verbal
communication, which contributes to omit such important information.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Information about the social and cultural context of patients often seems superfluous to
health professionals, even though in some cases such as this there could be critical factors
preventing proper healthcare.
A particular difficulty arises when cultural and social categories intersect, and the outsiders
are confused on how they should interpret specific patterns or phenomena, such as illiteracy.
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Is this part of culture? Or a consequence of low social class and lack of education?
Any effort of developing intercultural awareness should also address the question of
differences in social class and consequences of poverty.
Healthcare professionals need to understand the consequences of carers and patients not
being able to read and write.
Status and role of carers: it is understood that carers play a huge role in particular where
there are extra pressures of staff shortages. Professionals however should be attentive for all
the implicit assumptions about carers and make sure to elicit what roles they are and are not
happy with, what tasks they can handle and what they cannot.
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51. DOMESTIC ABUSE
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Prejudice: culturalisation
Treatment of difference: particular rules apply
Gender
Domestic abuse

Professional domain
Professional domain of the narrator
Patient’s case

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was admitted to hospitalised due to breathing difficulties. I was undergoing tests to establish
the cause. An X-ray established that my sternum had been dislodged. Although I knew that
the injury had been sustained due to domestic violence, I did not want to tell the consultant. I
was hospitalised for two weeks for observation and to monitor the healing. Whilst in hospital,
one of the nurses noticed that something was not quite right as I had not had any visitors, and
there was bruising to other parts of her body.
I disclosed the domestic violence to the nurse and the nurse stated that she would make a
referral to the hospital Social Worker. The Social Worker came to see me, and I told her of
several accounts of violence that had occurred over the years. I said that I need to escape the
situation but I would need help to do this. The Social Worker stated that she needed to speak
to her manager and she would come back to see me. This was because she was not sure of
how to deal with this due to my “culture”.
When the Social Worker returned to see me she told me that both her and her manager
thought that they would probably make things worse for me if they intervened, so it was best
that they took no action. The Social Worker said that as they have little knowledge of the
Asian culture they don’t want to make things worse for me.
It took a lot of courage to make this disclosure and it took another few years for me to leave.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Patient: Female, 23 years old, British Indian, born in the UK and is in her third year at
university (she is a part time student). She is a receptionist working in a social work team, She
is married with two very young children and lives in an extended family setting with her
mother in law and father in law. She is a non-practicing Sikh.
Social worker: Female, in her late 40’s, White British. She is a hospital Social Worker and can
be described as white middle class.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident occurred at a hospital in Warwickshire. It was during a hospital stay when the
patient was experiencing difficulties breathing. She was admitted to hospital for observation
and monitoring.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked that the Social Worker was fearful of intervening due to her own
lack of awareness around Asian culture. So much so that she had to consult with her manager
before offering support.
The narrator also felt let down by the Social Worker in that she was unable to offer any
support for the fear of making things worse.
The narrator felt angry and frustrated as a result of the Social Worker’s lack of support and
intervention. This was the first time that the narrator had asked for help, which took a lot of
courage and building up, which she felt was for nothing. In this instance the narrator also felt
trapped with her situation at home.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Role of social worker - The narrator felt that is was the social workers professional role so
support her as a victim of domestic violence.
Expectation of empathy from other women– The narrator assumed that social worker would
be able to understand her situation and feel strongly that women should not have to endure
this violence.
Violence is not right and should not be tolerated, once you ask for help, you should receive it.
Equality, non-discrimination: a demand for protection against domestic violence should be
treated in the same way no matter the cultural background of the person who suffers it.
Hierarchy – that professionals and healthcare teams are experts and would be the best people
to ask for help and to be able to support victims.
Transgressing wife’s duties towards the respect of the husband or the community – by making
the disclosure the narrator denounced her husband, which is a threat to the respect of the
husband and the dignity of his family. An internal domestic issue becomes public – at least
shared with a public professional, which can bring shame on the family or the community.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative and dismissive.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Professional’s role: it is not part of the responsibilities of a social worker to address issues of
cultural diversity.
Cultural differences should be respected, even when they seem irrational from the majority’s
point of view. The professionals don’t feel the need to investigate the rationality / reality of
what they suppose to be a cultural pattern.
Gender equality: the professionals are probably aware of cultural differences in the
conception and approach to gender, different systems of distributing power between men and
women. They seem to relativize the idea of gender equality, accepting a double standard:
what is expected in the dominant culture (i.e. than husband cannot mistreat wife) cannot be
expected from some minority cultures.
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Application of different rules: specific rules can apply to minority cultures, the same
interdictions do not necessary apply to members of specific cultures, even concerning
violence.
Hierarchical communication: preconceptions about the cultural background of the patient
prevail over her own accounts of what happened to her. The professional takes the decision
with her superior and they do not involve the patient in this decision, as if her opinion / claim
was secondary.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Professionals often perplexed by the question of to what extent and how they should take into
account the patients’ cultural background. On the one hand the can be accused of
insensitivity when they seem blind to cultural differences, but they can also fall in the trap of
the other extreme: enforcing a cultural interpretation in situations when that is not so
appropriate. Using a cultural interpretation in a situation where other explanation factors
could be more relevant is a form of prejudice called culturalisation. In extreme cases such as
this a culturalist interpretation can prevent adaptive response in a crisis situation, merely be
the fear of making a cultural “faux pas”. This problem is further aggravated by the fact that
often professionals are afraid of asking directly the patients the questions that may help to see
clearly. They remain with a first – often erroneous – interpretation.
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52. HOSPITAL MEAL
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Preconception: culturalisation,
Threat to cultural identity
Autonomy
Food

Professional domain
Professional domain of the narrator
Patient’s case

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was admitted to hospital for a suspected heart attack. I was on the emergency ward on the
first day and was transferred to another ward on the second day. As I had not chosen my
meal option, I had to choose from what was left over. The Health Care Assistant (HCA)
automatically assumed that I would want chicken curry for dinner.
When I told him that I don’t want the curry and asked for a different meal option, the HCA was
shocked that an Asian man doesn’t like curry. I asked for a sandwich and I was told that the
only sandwich left is ham. I said that the ham sandwich will be fine. The HCA then made the
assumption that I do not eat pork, as we live in a heavily populated Muslim area. When I
asked for the ham sandwich the HCA questioned whether I knew what ham was. I replied that
“I have lived in this country since I was four and that I am well aware of what ham is. I am a
non-practising Sikh and I do eat pork so I would prefer the ham sandwich.” I was shocked at
how the HCA automatically made an assumption about what religion I am and whether I
should or should not eat pork.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
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social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Patient: Male, 68 years old, British Indian, he has lived in the UK since he was 4 years old and
has been educated in England. He is a retired engineer; he retired after 40 years in this field.
He is married and lives with his wife. They have been married for 46 years. He is a nonpracticing Sikh.
Health care assistant (HCA): Male, in his late 20’s, Filipino origin. He works at the hospital as a
Health Care Assistant. English is not his first language

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident occurred in a Foundation Trust Hospital in Yorkshire. It was during a hospital stay
when the patient was experiencing chest pain (he had had a heart attack a couple of months
before this). He was admitted to hospital for observation.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked that firstly, the HCA assumed his identity without asking him and
questioned his choice. He assumed that as he was Indian he would prefer the chicken curry.
Would he have done that if the patient was White British?
Again when the patient asked for a ham sandwich, the HCA questioned this choice and
reminded the patient that ham was pork. The patient felt belittled and undermined, as he was
well aware what ham is. Again the HCA made assumptions without asking the patient, which
made him feel angry.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Identity is not derived from skin color - As a British Indian the narrator felt angry that the HCA
made assumptions about his identity, undermined his choice of food and assumed his religion.
They just assumed that as he was Asian he was Muslim (and could not eat pork) which was
just a stereotype due to the colour of his skin.
Respect for autonomy - The HCA should have told the narrator what other meal choices there
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were instead of choosing for him. The HCA assumed that the narrator liked curry when
actually he did not as the hospital curry was far too spicy. Not offering the chance to make
one’s own choice is a threat to autonomy or sense of control, which can be a sensitive issue at
the hospital where patients have relatively lower capacity of controlling what happens to
them.
Acculturation / British identity - The narrator felt frustrated and that his cultural expertise was
undermined: after living in England for 64 years the narrator felt that he knew what ham is
and that it is derived from pork. He felt it was patronizing for the HCA to assume he didn’t
know what ham was made from. Furthermore the HCA should tell from his accent (that was a
very Northern British accent) that he had lived here for a very long time. Ignoring this can
amount to a threat of the British cultural identity of the narrator.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Negative and stereotypical.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Preconceptions: cultural identity is connected to skin colour - The HCA makes inference on the
culinary preferences of the patient based on preconceptions concerning the skin colour of the
patient.
Generalisation – People categorise others based on gender, age, ethnicity automatically. Once
the categorization is done, we apply information we know (or think to know) about given
social groups, i.e. we are using stereotypes. The HCA proceeded with this same logic, not
reflecting on his generalisations and stereotypes.
Conception of acculturation: original culture prevails over the dominant host culture. For the
HCA the recognition of the original cultural identities is more important than the recognition
of the British identity of the patient. Several hypothesis could apply: maybe he’s a more
recent migrant, and in his migration path the Filipino identity is still stronger, more meaningful
than the British. He expects the same from the patient.
Tension between care and respect of autonomy: The HCA could have thought he was being
helpful by anticipating the patient’s needs and preferences and pointing out that he was about
to eat pork. However by doing this he was seriously underestimating the need for autonomy
and control of the patient.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Health professionals often have to walk the delicate line between sufficient recognition of the
cultural identities of the patients and too much or forced recognition. Too little recognition
often characterizes universalist or “colour-blind” approaches which put the emphasis on what
is common, often extending the values or practices of the majority society to the others. The
opposite tendency of forced recognition implies the recognition of the difference of the other
even when the other does not think that relevant or even accurate. This is particularly
frequent in the case of migrants who have been settled in the country for longer period and
who have acculturated to the host society’s models. For them, the identification to the
culture of origin can imply the denial to appear as a member of the dominant society, as such
it is a type of identity threat. If such an attribution is made based on skin color, we can also
talk about a form of racism.
Attributing different cultural identities to a person – which are not connected to the person’s
own identities is yet another form of identity threat. This is in particular resented when the
confusion is made with an identity that from the person’s point of view holds less status than
his identities.
Another register: people in situations where they have less autonomy, such as hospitals,
retirement homes etc. have a stronger need for a sense of control. Even taking small
decisions can help improve this need for control and should be used to this effect.
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53. SUBSTANCE MISUSE
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Hierarchy
Communication style
Definition of illness and treatment
Autonomy

Professional domain
Professional domain of the narrator
Interpreter for Recovery Partnership organization

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was supporting a Polish man in his 30’s trying to access substance misuse services. He had
clear alcohol problems, was homeless and unemployed. I went with him to the Recovery
Partnership to interpret for him during his registration session.
He was asked lots of questions regarding his lifestyle and drinking habits. Eventually, he was
asked “How do you want to reduce your drinking or to stop completely?”
It came to him as a cultural shock, as it seemed to him as a soft approach to drinking
problems. He probably want to hear “You need to stop drinking as you suffer from alcohol
addiction.” He expected the health professional to be less understanding and more
authoritative. He did not believe they were going to help him and said to me, “They are just
smiling and chatting.”

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Patient: Polish, Male, 30s, Single, Unemployed, has a number of health issues linked to
298

substance misuse, has been living in the UK for 2 years. He did try and access help in Poland
but this was the first time trying to access help in the UK.
Narrator: interpreter White British, Female, 30/40s, Recovery Partnership worker that deals
with registration of new clients.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
A support service, that assists people to recover from substance misuse was approached for
help and advice. This incident took place during the registration process of this service.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator felt surprised by the reaction and possible culture shock experience of the
patient. She felt somewhat uneasy and unsatisfied because helping the man was not entirely
successful, his disappointment came through.
After the registration process they were told to carry on drinking and that someone would be
in touch with an allocated support worker. He felt even more hopeless about the help he was
likely to receive than before he went.
The incident left the person feeling hopeless and disappointed.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Empowerment of the clients / patients: The organisation the narrator represents believes in
supporting individuals to make the right decision for them and it is up to the individual to
decide on what support they need. From their point of view it is important that the patient is
involved on the process with an active role and engagement.
This is in line with the respect of autonomy of the client and also the value of empowerment,
taking responsibility in one’s own illness.
Differentiated Healing process: In the paradigm of the organization there is not only one path
to recovery but several steps to achieve it, which should be identified together with the
patient.
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Relationship with hierarchy: the preferred communication style of the organization is of
equality and symmetry. Communication and decisions are not governed through hierarchy
but reciprocal dialogue. The narrator is perplexed by the fact that this is not in line with the
patient’s preferences.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
They thought the other person was nice and understanding but too soft and therefore had a
negative experience.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Healing from alcoholism implies complete abstinence, any solution falling short of that is
partial or false. If the medical procedure does not allow the patient to reach this objective, it is
useless.
Seeking for help: from the patient’s point of view when you go to see a professional for help,
he should know how to treat you. The professional should resolve the problem and propose
the better healing path.
Responsibility / autonomy: If the patient is being asked how he wants to be treated, in a way
it’s been asked to assume his responsibility on the illness and to be active on the healing
process.
Relationship to the authority: The patient expects that the professional will tell him how he
will be cured and what he needs to do. He does not want to figure that out himself, he wants
to be told how to overcome his addiction and the steps he needs to take. This approach
reflects the asymmetrical medical relationship where the patients transfers decision-making
and the power over his body to the doctor.
Direct communication and authority is a sing of professional reliability: it sends the message
that the medical professional holds the knowledge necessary for the treatment. Indirect
approaches may imply insecurity in medical knowledge, lack of professional confidence.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The tolerance or expectation of power distance and hierarchy is an important dimension of
cultural differences, which intersects with the professional culture of health institutions.
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Hospitals usually are organized hierarchically and doctors, nurses other medical assistants
occupy different levels of the hierarchy. The hierarchy appears also in doctor-patient
interactions: doctors represent medical – scientific knowledge, which raises them to the
position of making judgments for the patients, possibly instead of the patients. The recent
developments in modern European societies, characterized by a strong preference for
individualism and autonomy invite a moderation of these power differences during
interactions. The communication style is adjusted to express mutual respect: not just for the
doctor but also for the patients. Indirect approaches are incorporated to ensure that
sufficient autonomy and respect is offered for patients. However not all societies put a similar
weight on equality, in some cultural contexts power differences are more accepted, in
particular in the medical context. Clear instructions are considered a sing of professional
security and reliability.
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54. NO VOICE
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Family
Prejudice: culturalisation
End of life / death
Individualism
Emancipation of women

Professional domain
Professional domain of the narrator
Interpreter for Recovery Partnership organization

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was visiting an Indian lady patient who was at the end of life in her home. Her husband and
two daughters were present. Her family were speaking for her despite her being able to speak
English. I felt that her daughters and her husband were dominating the conversation.
They were asking for help / treatment continuing with chemotherapy. I felt uncomfortable as
I sensed that the patient wanted to say something to me but was unable to do so. I felt that
she did not agree with what her family wanted for her.
I asked for a cup of tea and asked for some space with the patient. When the family left I sat
the patient down next me on the sofa and asked her what she wanted. She said that she did
not want to have any more treatment, she wanted to die peacefully and naturally. She did not
want to hurt her family but she felt that she was unable to choose what she wanted for
herself.
I felt that her best interests were not being met by her family. She had no voice. I spoke to
the family about other options, including a hospice or being admitted to hospital for end of life
care. The family were adamant that they wanted the patient to have further treatment to
prolong her life.
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Normally I would challenge the family to listen to the views of the patient. In this instance I
felt uncomfortable. I felt I did not know enough about the culture to be able to assist these
women. I felt that if the family hierarchy was patriarchal, then even if I stand up for the
patient, would she be strong enough to speak up?
The patient did not have any further treatment as her health deteriorated very quickly and
unfortunately passed away soon after.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: Female, 62, White British, born in Northern Ireland. Married with two adult children
and five grandchildren. Lead Macmillan Nurse, offers support to patients with life limiting
conditions.
Patient: Female, Indian origin, mid 60s, diagnosed of terminal cancer (cancer of the ovary).
Able to speak and understand English well, she was a homemaker, married with two
daughters in their 30s or 40s.
Patient’s husband: Male, Indian origin mid 60s.
Patient’s daughters : Indian origin, in their 30s, and 40s

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident happened at the patient’s home. The narrator was carrying out a physical
assessment of end of life care. At first family members of the patient were also present
(husband and two daughters) but later on the professional was alone with the patient.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
A negative reaction about the situation as the narrator felt that the patient should have been
able to decide on her own fate and if she wanted treatment or not as it was her body. She felt
upset in that if she had not had that time alone with her patient, she would have never known
her wishes.
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4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Freedom of choice, individualism – The narrator believes it is important for patients to make
their own choices, following their own preferences, also regarding end of life care and their
treatment. Concerning one’s own life it is one’s own desires and preferences that should have
priority, not the family’s.
Assertivity, direct communication – the patient should have the freedom and capacity to say
what she wanted and not be so worried about upsetting her family members. She should have
her own voice heard.
Women’s emancipation, equal rights of men and women: the man in the family should not
have more power than the women. Women should stand up for themselves and be strong.
The mission of the professional: Patient comes first, their wishes are what is most important
and patients should not feel coerced into doing something they do not want to. It is the
professionals job to ensure their patients are heard.

Respect of culture – The narrator suspected there were some cultural rules that she should be
aware of, should respect in order to appropriately assist the women and to challenge the
family members.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Submissive and helpless / negative

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Focus on the family rather than oneself (more relational or collectivist orientation) - The
patient is at her end of life and knows how difficult it is for her family. She does not want to
upset or hurt them further, and tries to take into account their feelings.
Indirect communication style : in line with a more relational orientation expressing one’s
wishes directly, at odds with the others is not polite nor desirable.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The cultural orientation towards individualism or collectivism (also called interdependence)
is one of the most important dimensions of cultural differences.
On one extreme, the individualists take as basic social unit the individual, and they tend to
cherish the freedom of choice and expression of the individual, reflecting individual
preferences. Seen from a more collectivist vantage point such behaviour is disrespectful and
highly egoistic.
From the individualist perspective members of more collectivistic or interdependent societies
often appear as unable to stand up for themselves, unassertive and sometimes even irrational.
Professionals have to be aware of this bias in their own perception and evaluation of the
others.
The case also points to the challenge of the management of diversity in general. Once the
professionals suspect that some cultural differences apply, in the lack of concrete knowledge
they may be tempted to take the avoidant strategy: they don’t take action by fear of
interfering in some cultural practice. Often they do so merely based on their own
preconceptions or prejudice about some cultural difference. In such case we can talk of
culturalisation (attributing a phenomena to culture even when other explicatory factors
apply).
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55. FULL LENGTH MIRROR
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Body
Physical disability

Professional domain
Professional domain of the narrator
Social assistant working in a hospital

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
An Equality Audit was being carried out by myself, as the Equality and Diversity Lead from the
Health Trust and a wheelchair user. The building in question was a brand new rehabilitation
hospital in Warwickshire, UK. The audit was being carried out to assess the accessibility, with
the help of a wheelchair user who was acting as a critical friend.
We both went around the hospital, the wheelchair user pointed out three things that needed
to be made more accessible. These were;


The level at which the hand gels had been secured to the wall was too high for a
wheelchair user to reach.



The bins that had been installed were not accessible as they needed to be operated by
foot. This would not be possible for the wheelchair user as she could not operate the
bin by foot.



The wheelchair user also pointed out that the disabled toilets did not have a full length
mirror installed.

The last comment suddenly surprised me – why do people with disability need full length
mirror? Are people with disability vain? I did not expect this observation, and later on I was a
disappointed of myself.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: Female, 60 years old, White English / Irish heritage. She has lived in England all of
her life. She was brought up a catholic. She is married with grown up children and 5
grandchildren. She has worked for National Health Service (NHS) all of her working life. She
works as a Director with a lead on Equality and Diversity for the Health Trust.
Within her role she is responsible for wider engagement and developing an Equality and
Diversity Strategy. Her focus is also around inclusion and to ensure that the organisation is
compliant with the Equalities Duty.
The operational element of her role includes obtaining feedback from people through
meetings, looking at the workforce data and ensuring that the organisation is an Equal
Opportunities employer.
Person at the source of the shock: Female, in her 60’s, White British, critical friend to the
Health Authority, wheelchair user, ex police officer who suffered an accident induced
disability, she is now confined to a wheelchair. She has retired from work, although remains
very active. She is a critical friend to the Health Trust and this involves advising the Trust
around issues relating to disability access. As a critical friend she provides an insight into the
barriers faced by someone with a physical disability. She provides the Health Trust with
feedback and advice on services. This role is voluntary.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The incident occurred in a brand new rehabilitation hospital in South Warwickshire. It was
during an Equality Audit and in this particular instance the accessibility for wheelchair use was
being assessed.
Both the narrator and the person at the source of the shock know each other through the
Equality and Diversity Group meeting that they both attend. This group meets approximately
4/5 times a year. The group is responsible for developing the Equality Objectives and
monitoring progress against the action plan.
The purpose of this audit was to navigate through the hospital and then to identify any
accessibility issues. This included feedback on physical, communication and cultural barriers.
The situation occurred when the critical friend was assessing the Disabled Toilets. She pointed
out that the mirror is not full length and it should be full length. The Equality Lead asked why
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a full length mirror is required. The critical friend stated that when you are in a wheelchair,
you need a full length mirror to adjust your clothing to maintain dignity. The Equality Lead felt
shocked and embarrassed that she hadn’t though of that.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked. Mainly at her naivety in relation to her consideration to access
needs. What particularly shocked her was the issue around the full length mirror in the
disabled toilets. She could not understand the need for a full length mirror. The wheelchair
user stated that the full length mirror would enable a disabled person, particularly if they were
in a wheelchair, to adjust their clothing and maintain dignity. The narrator was disappointed
at why she had not thought of this.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
“Mirror”: it is tool for aesthetic concerns, a tool serving our vanity. “Full length mirror” implies
even more vanity. Implicitly there is an inherent tension between the idea of vanity and the
disabled body.
Threat to identity of “equality champion”, self-perception: As an able bodied person the
narrator had not managed to put herself into the wheelchair user’s situation. As an equality
champion, she should have thought of this. The narrator felt anger. She should have seen this.
She also felt embarrassed from the perspective of the organisation she works for.
Awareness of a projection and the difficulty of real change of perspective: The narrator saw
herself as an “able bodied” person thinking from the perspective of an able bodied person, not
a disabled person.
The narrator feels that as she has no physical disabilities and could not see what or know how
every day decisions made by able bodied people create obstacles and barriers for those with
physical disability. It is difficult to identify or recognise barriers that don't affect you if haven't
got a physical disability.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Positive – and negative of oneself.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
“Equality audits are necessary procedures, because able-bodied persons cannot anticipate all
the real needs of people with disability, it is very difficult for them to put themselves in the
shoes of the other.
“Full length mirror”: not a mere tool of vanity, but a means to ensure that people in wheel
chair can put themselves in order. People with movement impediments cannot turn their
head to have a look whether their skirt is ok at the back for instance. The mirror becomes tool
to keep dignity, of maintaining one’s self image, not appearing messy or disorganised in front
of others.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The incident offers a very nice illustration to the limits of anticipation of the need of others –
in this case with special physical needs.
The incident also shows how the interpretation of a simple object as a “mirror” changes from
one reference frame to another. It has very different meanings for an able bodied person and
a person with disability.
The incidents also puts a mirror to the discovery of our own implicit attitudes concerning
physical disability – attitudes that we are not aware of until a critical incident brings it to light.
Vanity, a concern for the aesthetic of our appearance is connected to able-bodied people, but
disconnected from the body with disability. As if the body with disability was to hide rather
than organise and present nicely.
Finally, the incident highlights the great importance during an “Equality audit” to involve
members of the target groups as critical friends or experts.
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56. END OF LIFE
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
End of life
Hospital space
Unplugging

Professional domain
Professional domain of the narrator
Interpreter for Recovery Partnership organization

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
A woman was in ITU (Intensive Care Unit in acute hospital) following a heart attack. Her
partner of 2 decades was with her and distraught. The healthcare team explained that the
woman would die when the machines were turned off. I spent an hour or so with him,
sometimes at the bedside, sometimes in a private room. The staff encouraged him to leave
the bedside while they turned the machines off. He found this time very difficult. I then
returned to the bedside with him, and his partner took her last breath almost immediately.
She was still surrounded by machines and charts, on a busy ward, and her partner had very
little experience of this environment. I encouraged him to hold her hand as he was hesitating.
He turned to me and asked, ‘Is it ok for me to kiss her on the lips?’ I was so shocked and said
that he didn’t need to ask. He felt so disempowered and alienated by the environment.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: White British woman, Church of England priest but was not born into a particularly
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Christian family background. Worked in a hospital environment for 8 years, working with
people and a huge part of her job is end of life care and is used to the hospital/ward landscape
of tubes, and beds and relatives coping in different ways. Aged 46 at time of incident.
Husband of the patient: Male, White British, late 50’s/early 60’s, working, Church of England
but not particularly religious.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation takes place in the Intensive Care Unit, which is a very busy department of the
hospital, limited number of patients but lots of staff, machines, monitoring noises, emergency
care, sterile environment to avoid infection, patients critically ill, lots of tubes and lifesaving
equipment, staff dressed in formal clothing.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
The narrator was shocked that the husband needed permission to kiss his wife, like she didn’t
belong to him anymore. Sadness that the husband was so unprepared for the death of his
wife and he was obviously so alien to the whole hospital setting so was confused as to what
was going on. Having to deal with the sad news as well as what he was and wasn’t able to do.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Religion and death
Even if we know that we are eventually going to die each person can have a different way of
approaching this concept, some people decide not to think about it unless they are confronted
to it, others find some answers in spiritual beliefs, etc.…
The narrator does not come from a religious family but she decided to become a priest and to
work during the past 8 years supporting patients and their families on the end of life care. The
death seems to be a familiar concept for her and we can think that she feels comfortable
accepting the end of life and the proposed answer given by her faith.
Working with death
As we mentioned before the narrator has been working in the same hospital for many years
and this place became a natural habitat for her. The patients and their relatives perceive this
space as visitor or foreigners and do not know how to behave, which are the rules what they
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can or cannot do. To explain the shock of the narrator we can also think about this “natural”
environment for her and the obvious ways to behave, to say good bye to a love one, and
holding hands, kissing or touching the dead body of a loved one is part of this ritual. The
relatives are allowed to show and express feelings without asking permission for it.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Not positive or negative, more empathy that he is so confused and upset at the situation and
there is a sense of trying to protect him as it is clear that he is in an alien atmosphere and
needs guidance and support.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Mourning process
The relative of the patient seems to be under the shock of the unexpected death of his
companion. As the incident was described we can understand that the time passed in the
hospital wasn't enough as a transition to accept or realise that coming death. This short time
between the heart attack and the recommendation of the medical staff of stopping the
artificial support life (“unplugged”) didn’t allowed the husband to process what was going on
and might have been perceived as confusion and incertitude.
This situation might of trigger different threats for the man: first a loss of autonomy when the
medical staff decided that they couldn’t do more for the wife and that it was time to
unplugged her; then being confronted to solitude after 20 years of common life with his loved
one; dealing with an unknown situation on how to face death and the pain related to it.
Death in a medicalized environment
As we mentioned in question 4 the codes of the ICU unit might not been comprehensive for
the husband. This unnatural environment surrounded by machines, monitoring noises,
emergency care material, sterile environment to avoid infection, patients critically ill, lots of
tubes and lifesaving equipment, staff dressed in formal clothing might have a high impact on
the stress of the patient. It is in this unnatural situation that he is asked to say good bye to his
wife. The atmosphere or the mood set by the ICU might of cause the confusion on how he
could behave.
It is recommended that the family waits outside when taking a patient off a life support
machine as there could be distressing scenes that follow and it is not always the case that the
patient just passes away peacefully.
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7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The staff wanted to do everything right, e.g. music whilst they turned the machine off, they
wanted to protect him and do it without him but he felt he was being excluded. For some this
would have worked, but in other situations the partner needs to be involved even if shocking.
Reinforced that for hospital staff the environment is a workplace, but for anyone else, that the
hospital environment is SO very different from normal everyday life and patients need extra
support at end of life.
The staff can also anticipate that each person reacts different to death and they have to be
ready to hear all kind of questions from the part of the relatives as they might be in shock or
confuse about the procedure.
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57. FRIDAY APPOINTMENTS
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Religion
Communication

Professional domain
Professional domain of the narrator
Podiatrist

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was treating a patient who needed regular 2-3 times a week appointments, clinics ran on
Monday, Wednesdays and Fridays for ulcer dressings. The client was on the end of life
pathway. When his appointments landed on a Friday the client would either cancel or not
turn up. When I started arranging the home visits, he would often have his religious prayers
on in the background, this made me feel as though I was intruding on his religious time and it
was awkward for me. After a while I asked him why he didn’t want appointments on Fridays
and he said it was his religious day when he would pray. His appointments were then moved
to Tuesdays and Thursdays.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: Female Podiatrist in her 30s, white British, married with 2 children, member of
church of England but not very religious, sociable, union representative, university qualified,
lives in house with average cleanliness online shopper, mentally stable, reserved, modest.
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Patient: Male, Muslim, late 70s, lived in Nuneaton UK, with his son and his family, in a heavily
populated Muslim area with their local mosque down the road, religious, diabetic, was
approaching the end of his life, has limited command of English.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation takes place during a home visit for dressing a wound. There were lots of
religious praying via a CD or television in the background, which was very distracting.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Initially narrator was frustrated, at the client for cancelling or not showing up for
appointments and then for not realising or asking why he had a problem with some of his
appointment days.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Priorities: health is more importance than religion - the narrator places more importance on
health and wellbeing than religion and thinks it is irresponsible to cancel medical
appointments.
Respect for professionals - The professional felt as though she was just fitting in with his
routine and that he did not place much importance on her care.
Behaviour when having a home visit - The narrator also felt that when a professional visits
your home you switch off CD players and the television and give your undivided attention to
the professional.
The place of religion: there are specific spaces and moments for religion, such as places of
worship and rituals, but religion does not need to interfere with everyday activities, there
should be a boundary between the spiritual / religious and other activities.
Respect of cultural values: despite not being very well informed at the beginning about the
religion of the patient it was important for the narrator to respect the religious / cultural
practices of the patient. This motivation helped her to understand what was the problem with
Friday appointments and to make the necessary adjustments.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator was surprised about the behaviour and at first saw this shock as negative. More
importance should be placed on health rather than religion.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
The priority of religion – spiritual concerns seem to be more important than the concerns
about physical / biological health. The patient was happy to talk about religion and where his
family were from i.e. Pakistan but showed little interest when talking about health, diet etc.
End of life: facing death it is common for people to turn towards their religion. Possibly this
could have happened to the patient also. He was also getting ready for his next journey of
which his faith played a crucial role.
Friday prayers in Islam: Friday is the day when men are expected to go pray in the Mosque.
Because of his illness the patient could not attend the prayers in the Mosque, but this made it
all the more important to remain connected with the rituals via the television or the radio.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The situation highlighted the need to adapt to different cultural calendars the professional
medical calendar or agenda.
The question or priorities is one of the most interesting one in intercultural contexts. Indeed
it is very difficult to understand and accept a different priority system. Many professionals in
the health or social sector in Europe take the priorities of Maslow’s hierarchy to be an
objective and universal set of hierarchies, but the model only reflects modern Western
values. A different priority system can often seem strange or even irrational from a
different cultural perspective, in particular when the wellbeing, health or even survival of a
person is threatened by other social or spiritual priorities.
Asking the patient about his religion and culture proved to be an important resource in this
incident. Nevertheless rarely do professionals allow themselves to ask such questions, partly
by fear of invading the other’s privacy and partly by fear of showing their lack of
knowledge. The art of being curious and asking questions should be part of communication
trainings for health professionals.
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58. HOSPITAL MEDICATION
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Language, religion

Professional domain
Professional domain of the narrator
Patient’s relative’s case

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
My mother is Sikh, in her 80s, her main language is Punjabi and she has limited English. She
was in hospital when the critical incident took place. My main issue arose when the nurses
were giving morning medication to patients very early, according to the medication sheet /
schedule.
However, my mother who is a baptised Sikh will usually, after she gets up, have a shower /
clean herself, then perform her daily prayers and only after that will she have something to eat
or drink.
Without understanding this culture, the elderly woman, who cannot explain this to hospital
staff, refused to have medication at that time. Staff assumed the medication was being
refused and insist on this being taken immediately. The problem was not the patient taking
the medication, but the timing of when she was able to take the medication.
Carers were not fitting around her needs, e.g. breakfast at 9.00am which is too late as she is
diabetic. The rules are that medication is at 8.00am which is set in stone. Nursing staff
changed every day so the family have to go through their mother’s needs every day. Staff are
under pressure to give everyone their medication by a certain time every day. No Punjabi
speakers available and the mother usually responds yes by nodding to any question as she is
unable to understand what they are saying to her.
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1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: son of a patient, male, 60s, married, father, Sikh, Religious, Chair of the Warwick
District Faith Forum, Active member of the community.
The patient: mother of the narrator, female, Sikh, in her 80s has stomach issues, bleeding
internally, prone to liver infection, care package lacking, and family support very important
and has little English and her main language is Punjabi.
Healthcare professionals caring for his elderly mother in hospital

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Hospital setting in a shared ward between patient and hospital staff.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Stress and frustration amongst the family members who have to repeat the same thing every
day to new nurses due to the lack of continuity amongst the staff. Her needs do not seem to
be recorded for consistency. The Family feel the stress is impacting on her health / wellbeing.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Importance of valuing a patient’s religion – the narrator believes the nurses should take into
account the patients religion and what she can and can’t do. This should be asked of the
patient when she is admitted.
Diversity management: it should be the hospital’s responsibility to ensure that they can
communicate with all patients, even those whose command of English is insufficient for
reliable communication. The nurses should make sure she understands the questions being
asked and use an interpreter for her.
Extra efforts should be made to adapt and articulate the treatment with the religious
preferences of the patients.
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Professionalism – the narrator assumes that it is professional conduct to have handover notes
and something as important as when the patient can have her medicine should be included.
This should not have to be repeated on a daily basis.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator had a negative image of the nurses that were taking care of his mother.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Importance of routine – it is procedure to ensure all patients receive medication at the same
time to ensure continuity and are under strict guidelines to ensure timings are adhered to.
Stress – due to staff shortages staff are under more pressure to ensure to care for patients
with limited resources.
Importance of handover notes – the nurses value the importance of a handover but due to
time restrictions these may not always be as comprehensive as they should be.
Diverse patients – staff deal with a diverse range of patients with different languages and it is
not always possible to find interpreters and they therefore understand that when the patient
nods her head she is agreeing and if she refuses medication, this is because she does not want
to take it.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The training needs of the organisation are problematic as well as their personal approach to
individual healthcare. They need to see patients as individuals with individual needs rather
than just as patients with a one size fits all philosophy. There is a need for the use of mentors
and a positive / friendly approach to patients. Other issues include:
The code of conduct as a nurse, nurses to be more accountable and ensure that appropriate
handover is done to minimize patients having to repeat themselves.
Hospitals need to establish if patients have language barriers at the admission stage and note
to ensure interpreters are available.
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59. DECEASED CHILD
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Death, mourning
Food

Professional domain of the narrator
Professional domain of the narrator
Community nurse

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
A child in the care of community nurses died (the death was expected, prepared for and
managed well). In the days following, a nurse visited the family to offer support and remove
equipment.
The family had prepared a room, with the child’s body on view where food was left. The nurse
was invited to come and spend time in the room, and share the food. She found this very
unsettling, and the fact that the food was of a type she wasn’t used to eating added to her
discomfort.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: experienced Community Nurse (a nurse that visits a patient in their home or
residential care setting) – Clinical Supervisor (female, white, British, highly trained, lives in
Warwickshire)
Child (deceased, 7/8 years, female, Asian, terminally ill, end of life care) Family (Asian, parents
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& grandparents, religion unknown) Asian from where – South Asian (that’s all we know).
2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
Home of the family – child’s bedroom. Pre agreed visiting time. The child’s body was on view
and there was catering a refreshments also in the room. Religion of the boy and family was
unknown.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Unsettled as the child was there 2 days after death. Uneasy due to the hygiene factor that
there was food in the room with a child’s body. Anxious that they wanted her to eat the food
of which was unknown to her, didn’t want to upset or offend the family.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Separation of the dead and the living: in the narrator’s practice of Christianity the body would
go straight to the undertakers and not on display until the funeral. It is not usual for children
to have an open casket due to how distressing this would be, let alone leaving the body on
display for two days.
Individualism: Even if there is a viewing, lots of people would not surround a body and people
would visit the body in private isolation or small groups. Large groups of people surrounding a
small child was very unusual for the narrator.
Hygiene – food should not be in the same room or area as a dead body. On a more spiritual
register: the place of food is with the living, not to be confused with the realm of the dead.
Politeness and respect for other cultures – Narrator didn’t want to upset the family and
therefore entered the room and tried some of the food despite how uncomfortable this felt.
Guests often feel that refusing sharing a meal would be seen as an offence.

5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
Confused as to the purpose of this ritual.
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6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Rites of separation and grieving process- cultures differ in how the parting from a dead person
is ritualized. In modern western cultures the dead body is parted quite soon from the world of
the living, but in many other cultures there is a longer period, possibly lasting days of
“coexistence” between the living family members and the body of the dead person.
Tendency towards collectivism / interdependence the parting is not seen as a private issue but
one shared with friends and family.
Food during funeral: it is traditional even in some modern Western societies to have a joint
meal with the close family and friends after a funeral. The sharing of the food can have many
meanings: reinforcing the social connections, compassion with the grieving, and sometimes
also proving for the living that they are alive. However, in the west, sharing food usually takes
place in a separate space, possibly a restaurant and not in the same space of the viewing. In
some religious

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
Death rituals vary from culture to culture, and because death is one of the most sensitive
themes we can imagine it is not a surprise that mourning rituals differing from our own can
trigger strong emotional reactions. Mostly because they break from the rituals we’re used to
and they are no more able to protect us from the awareness of the inevitability of our own
death.
A second issue highlighted by the case concerns the respect of the limits of the professionals.
Often professionals feel obliged to accept such invitations, as in this case where the
protagonist was supporting as a Clinical Supervisor – even when the invitation threatens of
breaking one’s own limits. Limits in intercultural situations are very important to get
acquainted with and to protect to some extent. Regularly disregarding one’s personal and
cultural limits brings the risk of burn-out.
The narrator of the incident learning from her own reaction decided to have conversation with
colleagues that would attend the viewing, before they enter the house to make them aware of
the environment and avoid similar culture shock experiences.
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60. PAGAN
Organisation that collected the incident: Warwickshire Race Equality Partnership, UK
Date of recording the critical incident: February 2016
Keywords for cataloguing the incident
These keywords will be used to search our “database” of critical incidents. You may note
several answers for each incident.
Medical treatment
religion
diversity management

Professional domain of the narrator
Professional domain of the narrator
Podiatrist

The incident
Please give a short account (10-15 sentences) of a critical incident you experienced. Write from
your own point of view. Include where and when the incident took place, how you felt, what
you did. (Do not analyse the incident, that will be a next step..)
I was treating a patient within her own home and they did not want to have any interaction
with dressings or medications. At first I was frustrated and I was unsure of how to treat this
patient, when I asked why, they mentioned that they followed the Pagan belief. I then went
and did some research at to what natural remedies I could use and then I talked to them
about what they would like to happen and the alternative options I had found, they were
happy with the remedies and I was able to use this for her treatment.

1. Identities of the actors in the situation
Who are the actors involved in this cross-cultural situation, what are the elements of their
social identities (age, sex, origin, profession, etc.), what kind of connections are there between
them and with their social groups?
Narrator: Female Podiatrist in her 20s/30s, white British, married with 2 children, church of
England, sociable, union rep, university qualified, lives in house with average cleanliness,
online shopper, mentally stable, reserved, modest.
Patient – Retired university lecturer, female, single, white British, no family, no friends, Pagan,
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lesbian, chose to be socially isolated, lives in flat, spent a lot of time in bed / living room,
healthy.

2. Context of the situation
What is the concrete situation/context in which this scene takes place (physical context, social,
psychological, etc.)?
The situation takes place during a professional home visit, where care usually took place in the
living room. The living space was cluttered and very untidy, the patient would usually be in
her night clothes and not very covered up. The patient had her bed in her living room too, as
she spent most of her time in bed in her living room.

3. Emotional Reaction
The shock reaction: feelings of the narrator, and if the shock raised any particular reaction
(feelings, behaviour etc).
Frustration – due to noncompliance, cross, anxiety – due to not knowing about patient’s
religion / beliefs, curiosity. The podiatrist was younger at the time and felt there was
importance in following the rules and processes and this was something new to her so she was
anxious about how to deal with this situation.

4. Representations, values, norms, ideas, prejudice: The frame of references of the person
who experienced the shock.
Importance of a social network – The narrator believes it is important to socialise and have a
strong social network of friends and family.
Active coping - problem solver – The narrator believes that regarding work issues if there is a
problem with the patient she will find a way to ensure that she finds a solution so she is able
to carry out her treatment and the patient is happy and cooperative.
Value of diversity – the narrator values difference and diversity and therefore was happy to
find a solution to meet the needs of her patient.
Respect of religion – although the narrator places more importance on health and wellbeing
than religion, she also makes extra effort to find a treatment that is in accordance with the
religious practices of the patient and that the patient will accept rather than give up on the
treatment all together.
Tidiness – the narrator found it hard to understand why the patient kept her bed in her living
room which was untidy but her kitchen and bathroom were spotless, showed the narrator that
the patients spent much of her time in the living room.
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5. What image emerges from the analysis of point 4 for the other group (neutral slightly
negative, very negative, "stigmatized", positive, very positive, real, unreal) etc?
e.g. positive, negative, neutral, bizarre etc.
The narrator felt the other person was very religious and follow their religious beliefs. Found
it strange that the patient used to be a lecturer and now chose to be so socially isolated. The
narrator assumed that if someone was highly educated and used to be a lecturer then they
would have a good social network. Found it difficult to understand why the patient would put
their bed in their living room and that their living room was so untidy and messy yet other
parts of the house like the kitchen and bathroom were spotless.

6. Representations, values, norms, prejudice: The frame of references of the person or group
that is causing the shock / that caused the shock in the narrator.
Importance of religion –the recognition of the divine in nature is at the heart of Pagan belief.
Pagans are deeply aware of the natural world and see the power of the divine in the ongoing
cycle of life and death. Most Pagans are eco-friendly, seeking to live in a way that minimises
harm to the natural environment.
Isolation – Maybe due to her beliefs she felt that people would not understand her religion
and chose to therefore keep herself isolated. As she had no friends or family this makes
socialising even more challenging. The patient kept her bed in the living room close to her
Television as that was her form of human contact.
Education – Highly education and a previous university lecturer, is interested in the world
around as she would often watch programmes on current affairs.

7. Does the situation highlight any problem concerning the professional practice, or in
general about the respect of cultural differences in intercultural situations?
The experience was initially negative and frustrating but turned into positive as the narrator
was able to come up with solutions to be able to treat the patient but also respect the
religious beliefs at the same time. The professional practice should be able to be flexible and
find solutions if cultural differences arise. Finding a way to articulate and connect the
objectives of the medical treatment with the cultural practices of the professional is the very
essence of intercultural negotiation. A key moment of this negotiation is the recognition of
the values / preferences of the patient as valid and important. This incident is a very nice
illustration to the capacity of discovering the rationality of the other and of negotiation.
1

Health and the Roma Community
http://www.msssi.gob.es/profesionales/saludPublica/prevPromocion/promocion/desigualdadSalud/docs/Health_and_the
_Roma_Community.pdf
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Partners
Coordinator:
Equality & Inclusion Partnership (EQuIP)
United Kingdom
www.equipequality.org.uk
Junaid Hussain: junaid@equipequality.org.uk
Artemisszio Foundation - Hungary
www.artemisszio.hu
Diana Szántó: diana.szanto@artemisszio.hu
Elan Interculturel - France
www.elaninterculturel.com
Vera Varhegyi: info@elaninterculturel.com

mhtconsult ApS - Denmark
www.mhtconsult.dk
Margit Helle Thomsen: mht@mhtconsult.dk

c e s i e
the world is only one creature

University of Vienna - Austria
www.postgraduatecenter.at
Katharina Resch: katharina.resch@univie.ac.at

CESIE - Italy
www.cesie.org
Alessandra Cannizzo: alessandra.cannizzo@cesie.org

South Warwickshire NHS Foundation Trust - United Kingdom
www.swft.nhs.uk
Maggie O’Rourke: maggie.o’rourke@swft.nhs.uk
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