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Abstract

Background The immigrant population across Europe is ageing rapidly. Nurses will likely encounter an increasing
number of patients who are older adult immigrants. Moreover, access to and equal provision of healthcare is a key
issue for several European countries. The relationship between nurses and patients is asymmetrical with unequal
power relations; however, the way nurses construct the patient through language and discourse can help maintain
or change the balance of power. Unequal power relations can affect access and be a hindrance to equal healthcare
delivery. Hence, the aim of this study is to explore how older adult immigrants are discursively constructed as patients
by nurses.

Methods An exploratory qualitative design was used. Data were collected through in-depth interviews with a
purposive sample of eight nurses from two hospitals. The nurses' narratives were analysed using critical discourse
analysis (CDA) as described by Fairclough.

Results The analysis identified an overarching, stable, and dominant discursive practice; The discourse of the other,
with three interdiscursive practices: (1) The discourse on the immigrant patient versus an ideal patient’; (2) ‘The expert
discourse’; and (3) ‘The discourse of adaption’ Older immigrant adults were constructed as ‘othered’patients, they
were different, alienated, and ‘they’ were not like ‘us’

Conclusion The way nurses construct older adult immigrants as patients can be an obstacle to equitable health
care. The discursive practice indicates a social practice in which paternalism overrides the patient’s autonomy and
generalization is more prevalent than a person-centred approach. Furthermore, the discursive practice points to

a social practice wherein the nurses'norms form the basis for normal; normality is presumed and desirable. Older
adult immigrants do not conform to these norms; hence, they are constructed as ‘othered; have limited agency, and
may be considered rather powerless as patients. However, there are some examples of negotiated power relations
where more power is transferred to the patient. The discourse of adaptation refers to a social practice in which nurses
challenge their own existing norms to best adapt a caring relationship to the patient’s wishes.

Keywords Nurses, Nurse-patient relations, Older adult immigrants, Qualitative research, Critical discourse analysis,
Patient constructions
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Background

Introduction

Worldwide, many people live in a country outside their
country of birth. Europe is the region that hosts the larg-
est number of international immigrants; in 2020 this
amounted to 87 million people, of whom about 40 mil-
lion are non-European [1]. In the Nordic countries, the
number of immigrants varies: Finland has the lowest
number (7.4%), Sweden the highest (19.7%), and Norway
is in the middle (16.3%) [2].

The immigrant population across Europe is aging, but
significant differences exist between countries in terms
of age composition [3]. Most immigrants who arrived
in north-western Europe between the late 1950s and the
mid-1970s were young adults seeking post-war work.
Many have since returned to their home countries; how-
ever, a significant number have remained and lived in
Europe for decades [4]. These immigrants are of retire-
ment age or older and need access to health care in their
country of residence. In Norway, the number of older
immigrant adults is projected to increase sharply in the
coming years. In 2022, immigrants accounted for 7% of
the population aged 60 and over, but this is expected to
increase to 24% by 2060 [5]. Today, most older immi-
grants in Norway are from European countries (60%
in 2022), but forecasts indicate that this will change; in
2060, most older immigrants in Norway will have a back-
ground from countries outside Europe [5, 6].

This paper focuses on immigrants from countries out-
side Europe who are aged 65 years and above, and how
nurses talk about them as patients in hospitals.

Access to healthcare forimmigrants

Health is considered a human right; however, there are
differences in access and the way health services are
organized in European countries, both for immigrants
and the majority population [3]. A review by Lebano et
al. [7] examined access to healthcare in a European con-
text, and found inequalities between immigrants and
non-migrants, despite the aspiration to ensure equality
of access. At the same time, immigrants are considered
to be at greater risk of health problems for reasons that
include the migration process and the consequences of
economic and social marginalization [3].

Though immigrants in Norway have the same legal
rights to health and care services as the rest of the pop-
ulation, they use the services somewhat differently. Pre-
vious studies have revealed that older immigrant adults
in Norway do not consult primary health services as
often as the majority population does [8]. Furthermore,
they are admitted to somatic hospitals less frequently
[9] and use the psychiatric specialist health service less
frequently compared to the majority population [10],
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despite having higher rates of mental health concerns
than the rest of the population [11].

Differences in the use of healthcare services for older
immigrants may be attributable to different access barri-
ers [12]. Care providers are often unaware of these barri-
ers, although they can be found at the patient, provider,
and system levels [13]. Immigrants experience multiple
barriers to seeking and receiving healthcare services,
such as language skills, lower health literacy, different
health beliefs, and uncertainty about the role of health
personnel [14]. A lack of knowledge about the health
service, and how to navigate the healthcare system can
be a barrier as well because information is rarely avail-
able in languages other than the host language and Eng-
lish [15, 16]. A study conducted in Norway revealed that
immigrants who were not proficient in the Norwegian
language had significantly poorer levels of health than
those with better proficiency [17]; hence, the inability to
speak the host country’s official language is more than a
communication barrier, and language facilitation must
be seen as a structural factor for gaining access to health
services [18]. Barriers also exist at the provider level and
include communication behaviour and preconceived ste-
reotypical attitudes among professionals [3, 13]. In addi-
tion, a review from the US points to the need for stronger
interpersonal relationships and better-prepared staff
[19]. Healthcare professionals may lack sufficient cul-
tural competence, training, and education [20]. Experi-
ences of racism and discrimination are also barriers [21];
immigrants in Norway have felt ignored and treated as
second-class citizens by health professionals, which nega-
tively affects future health patterns [16]. The relationship
between healthcare personnel and patients, in general,
is characterized by an uneven distribution of power
[22]; healthcare personnel have expert and institutional
knowledge, and this puts patients in a more vulnerable
position. Bradby [22] highlighted how this vulnerability
makes it harder for patients to resist structural inequali-
ties where ‘abnormal’ conditions, such as racism, appear
‘normal’ and invisible. Furthermore, a study by Arora et
al. [18] highlighted how public discourses contributed to
ethnic boundary-making in healthcare interactions, thus
creating access barriers to healthcare services for Paki-
stani women. The study also pointed to how the inter-
section between ethnicity, age, gender, and social roles
affected power structures and inequality in access to
health services [18]. In a Nordic context, Debesay et al.
[23] revealed that immigrants, especially older immigrant
women, have less access to healthcare services, and this
seems to be connected with their lower socioeconomic
status. However, despite several studies in recent years,
knowledge about access and health barriers for older
immigrants in Europe is still fragmented and insufficient
[12, 24].
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The changing role of the patient

Traditionally, healthcare service has been dominated by
a paternalistic ideology. Paternalism refers to intention-
ally overriding another individual’s preferences or actions
and, therefore, contrasts with individual autonomy char-
acterized by one’s freedom to act in accordance with a
self-chosen plan [25]. Hence, healthcare professionals
have assumed an expert role, while the patient is a pas-
sive recipient. During the post-war era, the sociologist
Talcott Parsons characterized the ‘sick role’ and eluci-
dated the rights and responsibilities of those who are
sick. The sick person was expected to seek competent
help and recover by following professional advice [26].
Parsons’ sick role, which was accepted until about 1990,
was criticized because, among other things, the sick per-
son was expected to accept their diagnosis and follow the
doctor’s recommendations without protest [27].

In recent decades, there has been widespread accep-
tance, in political and policy declarations, that patients
should be more involved in care, the treatment process,
and decision-making [28]. The common goal is that
patients should be treated as persons and that health ser-
vices should be rooted in universal principles of human
rights and dignity, non-discrimination, participation, and
partnership of equals. Furthermore, care should con-
sider the person’s needs, wants, and preferences [28].
In Europe, the Nordic countries were among the first to
formalize patient rights [29]; patient participation is a
statutory right in several countries, including Norway,
Sweden, and Denmark [30—32]. The legislation states that
healthcare services must be designed in collaboration
with the patient, as far as possible, and that the patient’s
opinions must be considered. However, even though
patient participation has been an explicit health policy
ideal in recent years, analyses of key health policy docu-
ments in three Nordic countries revealed that patients
are still constructed as passive, with limited authority to
participate [33—35]. Similarly, Dahl et al. [36] revealed
that in Nordic governmental policy documents (not lim-
ited to the healthcare context), immigrants were con-
structed as passive service recipients with little agency
or influence and were seen as a problem rather than a
resource for society.

Language and discourses

Critical discourse analysis (CDA), which forms this
study’s theoretical background, is used to study how lan-
guage creates meaning and informs social practice [37].
Discourse is a way of representing certain aspects of the
material, mental, or social world, and CDA emphasizes
that although discourse is language, it is also a form of
social practice rather than an individual activity [37].
CDA is concerned with how power is created and exer-
cised through language, as there is power in and behind
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discourses. Thus, language can lead to the domination of
some people over others [38].

Language is essential for nurse-patient interactions,
as discourses construct our perceptions of relationships,
identity, knowledge, and power [37]. Discourses also
form part of what people use when relating to something
important to them [38]. For example, the way nurses talk
and express themselves is not a neutral reflection of their
context or social relations. Conversely, the way nurses
express themselves is based on an accepted approach
of conducting conversations in the specific healthcare
context and the discourse they choose to lean on, such
as medical, legal, or a more regular discourse. The nurse
positions patients as social subjects by adopting differ-
ent discourses, which leads to the construction of social
identity and social relationships. Regardless of the choice
of discourse, the nurses’ relationship with their sur-
roundings and to hierarchies of power is affected [37].
Prevailing norms are one of the factors influencing the
way nurses construct patients. Norms regulate human
ideas, identity, and conduct, and govern the desirable,
normal, or abnormal in a society. Norms are invariably
constructed in relation to something that does not fit the
norm [39].

Discourses are essential in the asymmetric nurse-
patient relationship, as the nurses’ construct of the
patient can help maintain or change the unequal balance
of power [38]. Unequal power relations can have major
ideological effects [37] and, thus, influence care on equal
conditions [40]. Hence, the language and discourses used
by nurses may hinder healthcare delivery and equal care.
A critical investigation of the nurses’ language can illu-
minate their use of discourses and reveal a characteriza-
tion of power and dominance and, thus, the expression of
power in the caring relationship.

Although communication behaviour among profes-
sionals is referred to as a healthcare barrier [3], there is
still, as far as we know, no exploration in Norway or glob-
ally of the language and discourses used by nurses to con-
struct older adult immigrants as patients.

Methods

Aim and objective

This study aims to explore how older adult immigrants
are discursively constructed as patients by nurses.

Design

An exploratory qualitative study was employed, based on
nurses’ narratives of older immigrant patients. CDA was
applied as a theoretical framework and a method of anal-
ysis [37]. CDA is based on the idea that the discourses
used by the nurses will influence and be influenced by
social practices. This is a social constructivist approach,
wherein reality is understood as socially constructed,
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and ‘truth’ is discursively produced. Discourses are con-
structed by and frame reality and reality, in turn, con-
structs discourses [41].

Population and sample
Purposive sampling [42] was used to obtain data on the
nurses’ construct of older immigrant patients. Specific
inclusion criteria were selected to obtain the most infor-
mation-rich participants possible: (i) nurses currently
employed at a hospital; (ii) minimum of two years’ length
of service; and (iii) experience with immigrant patients
(aged 65+) from countries outside Europe. Forecasts esti-
mate that most of the future older immigrants in Norway
will be born in countries outside Europe [5]; hence, we
chose nurses who had experience with these patients.
Four hospitals in Norway were invited to participate
in the study; two of them accepted. Both of these hos-
pitals offer emergency care for approximately 200 000
inhabitants and are located in cities with a large immi-
grant population. One medical ward in each hospital was
chosen to participate by the respective heads of research.
The nurses were notified about the project and asked to
participate by the charge nurse in each ward. The charge
nurses were informed that variation and diversity in age,
work experience, ethnicity, and gender were desirable.
In total, eight participants were recruited (Table 1); no
information is available on the number of nurses who
refused to participate. All participants met the inclusion
criteria. Although the participants reflect variation in
age and work experience, only women and ethnic Nor-
wegians were recruited. This probably reflects that most
employees were ethnic Norwegian women. Based on
the contact information shared by the charge nurse, the
first author scheduled appointments and conducted the
interviews.

Data abstraction/collection

The study data were collected via eight individual face-to-
face interviews using open-ended questions in a narrative
interview format. The narrative form of communication
is appropriate for organizing events, actions, feelings,
or thoughts regarding others [43]. The interviews were
conducted from January 2020 to March 2020; five were
conducted during the nurses’ working hours, and three
during their leisure hours. All interviews were conducted

Table 1 Participants
Gender

8 women 0
men

Age 25-36 years (N1, N2, N5, N7)
(Average: 40 years) 42-63 years (N3, N4, N6, N8)
Work experience as a nurse 2-8years (N1,N2, N5, N6, N7)
(Average: 7 years) 13-20 years (N3, N4, N8)

N: Nurse
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in the hospitals’ meeting rooms, except one, which was
conducted at a café. The nurses were informed in advance
by verbal and written communication that the interview
topic would revolve around their experiences with older
adult immigrant patients who were born and raised in
countries outside Europe. The interviews began with the
researcher introducing herself as an academic nurse edu-
cator and former clinical nurse. This was followed by a
self-introduction by the nurses; subsequently, they were
asked to share their experiences with immigrant patients.
There is limited knowledge about nurse-patient interac-
tion when the patient is an older adult immigrant; there-
fore, the objective was to conduct an open and receptive
dialogue to enable the informant to speak as freely as
possible. The first author, who conducted all the inter-
views, encouraged the nurses to narrate specific accounts
and requested further details by asking questions, such as
‘Could you tell me more about that situation?’; “What did
the patient say/do then?’; or “What did you say/do then?.
The interviews were audio recorded and subsequently
transcribed verbatim by the first author. Each interview
lasted 40-60 min, with the average length being 51 min.

Data analysis

The nurses’ narratives were analysed using CDA and
Fairclough’s three-dimensional model of discourse
analysis [37, 38]. This model explores the link between
text/language and social practice, in the following three
dimensions: (1) description of text; (2) interpretation
of discursive practice, and (3) explanation of the social
practice. Prior to the analysis, the first author listened
to the audio recordings and then transcribed them. All
interviews were then read thoroughly and repeatedly, to
receive an impression of the content of the text. Para-
graphs and sentences wherein the nurses spoke about
older adult immigrants were subsequently selected for
analysis. Examples of selected sentences are: “They can
be tiresome; they call a lot and ask about minor matters’
(Nurse 1), and ‘It makes it a bit wrong that they... when
I think that you should be able to do this’ (Nurse 8). The
NVIVO software was used to keep track of the selected
sections, and the subsequent text descriptions.

Description of the text (The first dimension of the analysis)
This was a detailed linguistic examination of the selected
text, focusing on the words employed [37]. The following
queries were used: What words and personal pronouns
did the nurses use to refer to immigrant patients and
themselves? Did they choose value-laden words, such as
frustrating, or resourceful? Which metaphors or other
linguistic images did they employ? Did the text contain
words involving an element of assessment, such as often,
never, everybody, or nobody? Did the nurses use modal
auxiliary verbs, such as must, should, or will?
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Grammatical level expresses a range of modalities
[37] yielding differing inputs on the level of power in
the patient-nurse relationship and the positioning of
the nurse relative to the patient. Metaphors are relevant
because human thought processes are metaphorical;
metaphors structure our knowledge and belief systems
and how we think and act [37].

Interpretation of discursive practice (The second dimension
of the analysis)

Interdiscursivity is the expression and combination
of different types of discourse in the text [37]; in this
study, the text type or genre was the narrative interviews
between the researcher and nurses. In the second dimen-
sion, all authors discussed and interpreted the discur-
sive practice in the text based on the features, patterns,
and structures outlined from the linguistic analysis in
the first dimension. Furthermore, the interpretation was
influenced by the study objective as well as the authors’
professional background and (pre)-understanding (three
academic nurse educators and one linguist). The process
was repeated several times, and the authors’ interpreta-
tion was as follows: four discourses, as described in the
Results section; one discourse was overarching, domi-
nant, and stable, with three interdiscursive practices.

Explanation of social practice (the third dimension of the
analysis)

The third dimension is an explanation of the social prac-
tice where the discourse is embedded and of which the
nurses are a part. This dimension emphasizes how power
relations are created through language and its effect on
clinical and social practice. The relationship between
text, discursive practice, and social practice is elucidated
in the Discussion section.

The Discourse of The Other

The Discourse on the
Immigrant Patient
Versus an Ideal Patien

The Expert Discourse The Discourse of Adaptio”

Fig. 1 The discursive practice
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Results

Eight nurses from two different hospitals working in
24-hour internal medicine wards were interviewed. Both
hospitals are located in cities with a large immigrant
population, and all respondents had extensive experience
with older adult immigrant patients. Table 1 reports the
participants’ details.

The analysis of the nurses’ narratives identified an
overarching discursive practice, “The discourse of the
other; with three interdiscursive practices as follows: (1)
“The discourse on the immigrant patient versus an ideal
patient’; (2) “The expert discourse’; and (3) “The discourse
of adaption! The discursive practice, including examples
from the linguistic description, is detailed below (Fig. 1).

The discourse of the other

The nurses stated that immigrants were similar to other
patients; however, their narratives included certain lin-
guistic expressions that indicated how older adult immi-
grants differed from what they expected from other
patients. The nurses expressed that they were different,
and alien, and they were not like us. One nurse chose jun-
gle as a linguistic image:

Imagine if you're on holiday in the jungle or some-
where like that, and you end up in a hospital. That's
the sort of hopelessness the patient experiences
(Nurse 3).

In Norway, the jungle represents the most foreign and
unknown place imaginable. Hence, the nurse indicated
that the hospital setting in Norway was as unfamiliar to
immigrants as a hospital in the jungle would be to her-
self. This highlighted the nurse’s perception of older adult
immigrants, and the nurse constructed a patient who was
considered foreign and without knowledge of the Norwe-
gian health care system.

Older immigrants were rarely referred to as individu-
als; they were defined as ‘the others’ through the nurses’
use of the plural personal pronouns we and they. The
pronoun we was never used to refer to the nurse-patient
relationship; the immigrants belonged to one group, the
others, which was different from we, the group to which
the nurses belonged. The quote, ‘They view illness com-
pletely differently than we do’ (Nurse 3), reveals the pre-
sentation of we and they as a dichotomy with asymmetric
value and mutually exclusive categories.

The nurses categorized the others based on recogniz-
able similarities, such as language skills, family size, or
country of origin, and subsequently, attributed stereo-
typical characteristics to the patients, such as being pas-
sive, not adhering to the nurses’ recommendations, and
having a different understanding of illness. The construct
of the others as ‘non-Norwegian’ was the most noticeable
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categorization. One nurse mentioned many family mem-
bers visiting and said: ‘I think we might have reacted if a
Norwegian family had taken up so much space’ (Nurse 6),
implying that the family was not Norwegian. Addition-
ally, the nurses used words such as everybody, nobody,
often, and rarely, leading to generalization; the nurses
appeared to view and manage ‘the others’ as a homoge-
neous group.

The discourse of the other revealed how the nurses con-
structed and defined older adult immigrants as patients
who were ‘different’ and alienated; ‘they’ were not like
‘us. However, the choice of words also indicates that the
nurses occasionally felt alienated, especially when many
family members visited the patient.

I almost said that I'll stand by the door then
(laughs). You just don’t want to disturb. (Nurse 1);
When you enter a room, and there are... (...) ... if
there are very many people in the room, the commu-
nication is sort of... you feel that they are watching
what you are doing. In a way, you feel that you are
intruding... (Nurse 6).

In this case, the nurses were in the minority, and the
choice of words (disturb, they are watching you, and you
are intruding) indicates that the nurses apparently felt
uncomfortable, like an intruder, and outside the norm.

The discourse on the immigrant patient versus an ideal
patient

In this discourse, the nurses constructed the older immi-
grant patient relative to an active and participatory
patient. Immigrants did not behave as expected and did
not conform to what seemed to be the nurses’ ideal of a
normal patient.

The nurses described older adult immigrants as passive
patients, who did not always follow the nurses’ advice.
Words such as different, unfamiliar, normal, abnormal,
and problem were used.

Because some of it is so far from what I consider nor-
mal, so it’s a bit of a problem (Nurse 8). It was for
just a few hours... but my goodness, they turned the
whole ward on its head, so to speak (Nurse 3).

In this case, the nurse communicated that some things
about immigrants were so far from her assumption of
normal. Abnormal is the antonym of normal; this was
negatively presented using the word problem. Turning
the ward on its head generates a chaotic image. This is an
orientation metaphor wherein the body indicates space,
direction, and the normal and sensible. Thus, the nurse
expressed that the choices of the patient and their family
were contrary to her ideal of the normal.
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Passive patients who did not always follow the nurses’ advice
The nurses expressed a perceived expectation, from the
patient and their families, that the patient needed rest.
This was described as follows.

They lie down under the covers and are very sick...
they should be on their feet, but they lie down any-
way because they are sick (Nurse 3). Very many of
them often want us to do everything for them. No,
I'm not here to... it isn’t really a hotel. And if they
resist completely, I think... well, I'll just get their
food. But, you feel a bit disheartened. You have
many other patients, and we are rushing through the
corridors here (Nurse 7).

The expressions lie down and on their feet can be inter-
preted literally and metaphorically. Metaphorically, on
their feet indicates resourcefulness, independent think-
ing, and sensible choices. This quality is positively valued
in Norwegian culture. Thus, the metaphor implies that
older immigrants did not make sensible choices or know
what was good for them. Additionally, these patients
were compared to hotel guests. They were unmotivated
and not participative, and the statement, if they resist
completely, I think... well, I'll just go get their food implies
that they did not always follow the nurse’s recommen-
dations. The negative word disheartened and the meta-
phor we are rushing through the corridors here reveal the
nurse’s opinions.

Women versus men
The nurses used words highlighting a gender disparity.

Naturally, there are challenges, because especially
older women who have lived in Norway for 20
years... can’t speak a smidgen of Norwegian. And
they cling to their culture, I mean... They cling... yes,
and they can’t speak a smidgen of Norwegian (Nurse
3).

Repetitive usage of cling and can’t speak a smidgen of
Norwegian highlighted the additional challenges associ-
ated with older adult women immigrants. The expres-
sion cling to their culture creates a distance and contrast
between the women’s culture versus the nurse’s culture.
The nurses implied that these patients were inflexible and
un-adapted to Norwegian culture. However, the issue
with women was not just mutual linguistic comprehen-
sion; the nurses expressed that these patients were more
likely to let others make decisions and not express their
own thoughts. A nurse opined:

I rarely feel that older women... I rarely feel that
they want to take action and try to communicate
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(...) I feel that they are a bit secluded (Nurse 6).

Thus, the nurse generalized older adult women immi-
grants as passive patients by repeating the word rarely.

The expert discourse

The nurses used words, including auxiliary verbs, indicat-
ing that they knew the patient’s best interests. This was
justified as follows:

In terms of the profession, you (i.e. the nurse) must
just be strict, you must just do it... you (i.e. the
patient) must understand now. You (the patient)
can’t do what you are doing, in a way (...). Some-
times we just have to whip them up, so to speak
(Nurse 3).

The word strict is often associated with an authority fig-
ure, particularly, a parent. This indicates that the patient
did not follow the nurse’s orders if she expressed herself
more mildly. The modal auxiliary verbs must and can
were repeatedly used. Must implies an instruction and a
lack of choice for the patient. The nurse’s statement you
can’t do what you are doing, can be understood as a pro-
hibition wherein the patient was prevented from making
their own assessments or choices. This was reinforced
through the metaphor whipping them up, convention-
ally associated with slaves, or domesticated animals. The
nurse’s expression we just have to whip them up, indi-
cated that she alone knew the patient’s best interests and
that there were no other options. Another nurse spoke
about a patient who sought assistance:

It makes it a bit wrong that they... when I think that
you should be able to do this... (...)... it's hard to
accept, that I have to do it this way (Nurse 8).

The word wrong referred to the patient’s wish for assis-
tance, implying that the nurse’s understanding would
have been more correct. Moreover, if the patient’s actions
were contrary to the nurse’s ideal of ‘right, negatively
charged words, such as hard to accept, were used.

In the expert discourse, nurses expressed that they
knew the patient’s best interests and behaved accord-
ingly. Hence, older adult immigrants were constructed
as patients who were unable to assess or comprehend
their own best interests, and, had limited opportunity to
involve themselves in decision-making.

The discourse of adaption

The nurses desired to treat immigrants in a caring rela-
tionship, even though they differed from the regular
patients. The discourse of adaption describes the nurses’
approach to this aspect. Their narratives comprised
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words such as a need to adapt, adjust, and be creative.
Thus, older adult immigrants were constructed as
patients who needed a different approach. Most nurses
clarified that they had little or no professional knowledge
about older adult immigrants and their need for adapta-
tion. Nonetheless, they rarely discussed these issues with
colleagues. An area where the nurses indicated a need
to think differently was communication and interaction.
This resulted in a ‘creative’ nurse:

You become a kind of... MacGyver nurse... How do 1
do this, what do I do in this case? (Nurse 5).

The nurse compared herself to the fictional television
action-hero MacGyver, who uses creative solutions and
simple items to aid him in impossible situations. As for
impossible communication, the nurses stated that dif-
ferent approaches were attempted to get the patient to
understand and be understood. For example, they sim-
plified their language, avoided irony and humour, spoke
more slowly, used fewer words, and expressed themselves
using body language, drawing, or Google Translate.

In addition, they allowed adjustments contradictory to
professional recommendations. One nurse opined, based
on her professional knowledge, that the patient should
have been more active; nonetheless, she allowed the
patient to remain in bed because: ‘it’s a balancing act. I
don’t want to be disrespectful’ (Nurse 2).

A limit for adaptation

The nurses expressed that they chose to be flexible and
open and had to adapt and adjust. However, such state-
ments were partially followed by a but.

Well, we... we want to be open, but... (Nurse 6);
Well... I sort of respect it, but... (Nurse 7).

The conjunction but introduces a break in the context
and expresses a limitation and contradiction to the earlier
statement. Another nurse spoke about the number of vis-
iting family members and used the term tolerance limit
(Nurse 6). Tolerance is permitting something one dislikes
or disagrees with, and the term tolerance limit indicates
the limit to which the nurses were willing to endure, in
the context of alienness and difference.

Table 2 summarises the discourses and how older adult
immigrants were constructed as patients.

Discussion

This study aimed to explore the discursive construction
of older immigrant adults as patients in hospitals, by
analysing the nurses’ narratives (Fig. 1; Table 2). The ‘dis-
course of the other’ was the overarching, dominant, and
stable discourse, with three interdiscursive practices: (1)



Vestgarden et al. BMIC Health Services Research (2023) 23:586

Table 2 Discourses and how older adult immigrants were
constructed as patients
The discourse of the other

« A patient who was considered different, ‘they’ were not like ‘us’

« A homogeneous group and not an individual person.

- A patient with stereotypical characteristics based on recognizable
similarities.

« A patient who did not know the Norwegian healthcare service.
The discourse on the immigrant patient versus an ideal patient
« A patient who did not conform to (what seemed to be) the nurses'
ideal of a normal patient.

« A patient in contrast to an active and participatory patient.

« A passive patient who did not always follow the nurses’advice.

« A patient who did not make sensible choices.

The expert discourse

« A patient unable to assess or comprehend their best interests.

« A patient with limited opportunity for involvement in decisions that
concern themselves.

The discourse of adaption

« A patient who needed a different approach; however, due to alienness
and unfamiliarity, there was a tolerance limit for adaption by the nurses.

‘The discourse on the immigrant patient versus an ideal
patient’ constructed a patient who did not conform to
what seemed to be the nurses’ ideal of a normal patient,
that is, an active and participatory patient; (2) “The expert
discourse’ constructed a patient unable to assess or com-
prehend their own best interests; and (3) “The discourse
of adaption’ constructed a patient who needed a differ-
ent approach. Individually and together, the discourses
explain some aspects of the social practices nurses and
patients are a part of [37]; this will be discussed below.

Fairclough [37] highlights that discourse constructs our
perceptions of relationships, identity, power, and knowl-
edge. In the present study, the nurses constructed the
patient’s identity as ‘the other; an identity that contrasts
with what seemed to be the nurse’s ideal of a ‘normal’
patient. A notion of normality presupposes that those
outside the norm are seen as othered [44]. ‘Othering’ is
a term used in nursing literature for the process of relat-
ing to those who are perceived to be different from our-
selves [45]; however, othering is not limited to individual
interactions; structural othering also exists, as individual
actors, such as nurses, operate within normative systems,
structures, and institutions [46].

Othering is probably not a deliberate act by the nurses;
it could be seen as the result of norms that have become
naturalized to the extent that nurses simply take them
for granted, without reflecting on the consequences for
social practice or care delivery. Nurses will, regardless of
well-intentioned practice, be influenced by factors, such
as societal norms, dominant ideologies, and frameworks
for what is perceived as normal in the hospital as an insti-
tution. First, the meeting between older adult immigrants
and nurses is a meeting between generations, as well as
a meeting between the minority and majority societies,
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respectively. The majority possesses power and can set
the premises and define, influence, and identify norms
and values that marginalize those who fall outside these
norms [47]. Additionally, nurses’ norms are influenced
by prevailing public discourses. Immigrants, in a Euro-
pean context, are often subject to a negative portrayal by
the media [48], and Nordic governmental documents on
immigrants construct them as passive service recipients
with little latitude for influence [36]. A study by Arora
et al. [18] highlighted this interplay between micro- and
macro-contexts and found that a macro-context, such as
ongoing negative public discourses about Pakistani immi-
grants, spilled over and affected the interaction between
healthcare professionals and patients as a micro-context.

Othering puts older adult immigrant patients at risk
for suboptimal care [49] and influences negative trust-
building in patient-healthcare encounters [50]. As health
professionals, nurses must treat all patients as unique
and equal, though discourses in this study reveal that this
is somewhat absent in social practice when it comes to
patients who are older adult immigrants. When patients
are ‘othered’ by nurses, it reveals a social practice in
which nurses contribute to objectification of patients by
causing the other person’s unique individuality to disap-
pear [51]. The World Health Organization emphasizes
the importance of a person-centred approach to provide
equal care [28]; in this study, however, older adult immi-
grant patients were objectified and constructed with-
out a personal identity, categorized, and subsequently
attributed with stereotypical characteristics. According
to Canales [45], persons are labelled like this due to per-
ceived differences from the societal norm. The ‘discourse
of the other’ thus reveals a social practice where general-
ization is more prevalent than a person-centred approach
in cases of older adult immigrant patients.

Nursing is based on respect for human rights and the
humanist ideal that all people are unique, irreplaceable,
and have inherent dignity [52]. Conversely, othering, cat-
egorization, and generalization lean towards a reduction-
ist view of humanity, where people are not seen as unique
holistic individuals. This may apply to patients in gen-
eral; however, due to the discourses in this study, it may
appear that older immigrant patients are particularly at
risk.

In the adaption discourse, the nurses expressed that
they had to adapt and adjust. Thus far, this is in line with
recommendations emphasizing that care shall be adapted
to the individual’s background to achieve equality in
health services [52]. However, norms can affect the care
provided and be an obstacle to equality in health ser-
vice, whether they are explicit, conscious, or unconscious
[44]. The discourse of adaption indicated a social practice
where prevailing norms were inadequate for dealing with
older adult immigrant patients, and the term tolerance
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limit reveals that the nurses had the power to decide to
what extent they allowed and accepted individual adapta-
tions to older adult immigrants. The power of tolerance
was held by the nurses, and the older adult immigrant
patients who were tolerated were at the mercy of the
nurses’ choices.

In this study, the discourse on the immigrant patient
versus an ideal patient points to a social practice where
an active and participative patient is considered ideal
by the nurses and immigrants are constructed in rela-
tion to such a patient. Nurses’ norms regarding patients
are influenced by several factors, including the legisla-
tive framework. In recent years, the evolving patient role
has expected patients to be more involved [28]; patient
participation has become an explicit health policy ideal.
However, in this study, older adult immigrants were
simultaneously constructed as patients unable to judge or
know what was in their own best interest. This became
apparent in the expert discourse; nurses appeared to be
influenced by Parsons’ ‘sick role, a predominantly pater-
nalistic ideology [26]. Thus, the ‘expert discourse; reveals
a social practice in which paternalism overrides patient
autonomy when the patient is an older adult immigrant.
This indicates a duality; the nurses emphasized that
active and involved patients are ideal, and yet they gave
immigrants reduced agency and autonomy.

While participation potentially influences and changes
power relations [53], the nurses’ construction in this
study indicates a social practice in which older adult
immigrant patients have a reduced opportunity to par-
ticipate and, thus, are not in a position to negotiate for
power. However, the narratives contained a few exam-
ples where the nurses themselves felt alienated; this was
typically seen in situations where the nurse was in the
minority and, thus, felt ‘different’ and outside the norm.
The nurses constructed themselves as experts; however,
in these situations immigrant patients sometimes made
them feel uncertain of their professional capabilities. This
is one of the few examples in this study where power rela-
tions were negotiated, and more power was transferred to
the patient. Another example is in the discourse of adap-
tion; the nurses described a lack of cultural knowledge
regarding older adult immigrants, and this tallies with
findings in other studies [20]. Nevertheless, the nurses
challenged their own existing norms to adapt a caring
relationship in the best possible way according to the
patient’s wishes. This can be seen in line with Foucault’s
term ‘Contre-conduite’ [54], a counter-behaviour from
the nurses, and a willingness not to allow themselves
to be governed or disciplined by prevailing norms. The
nurses were present and allowed themselves to be influ-
enced and touched by the patients; they demonstrated a
critical reflection where they thought and acted outside
the prevailing and established norms.
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Nevertheless, the discursive practice in this study
points to a social practice where nurses directed more
attention to what they perceived as deviations from the
norm, rather than reflecting on and questioning the basis
for their own norms. This may be because the interests
and perspectives of the majority are presumed natural
and universal for the nurses.

Strength and limitations

This study aims to explore discursive constructions;
hence, CDA was chosen. Discussion on quality crite-
ria within CDA is limited. Thus, in this study, aspects of
credibility, transferability, dependability, and confirmabil-
ity are used to ensure trustworthiness [55].

A purposive sample based on certain inclusion crite-
ria was used to gain credibility. The present study has a
social constructivist approach; the nurses’ narratives are
constructed in dialogue with the researcher and, hence,
cannot be seen as an accurate representation of the real
world. The small sample size of eight could be a limita-
tion; however, the study aims to explore how older adult
immigrants are discursively constructed as patients by
these nurses, at this given time and in this context. The
nurses who participated had extensive experience with
older adult immigrant patients and were, thus, able to
provide detailed narratives; therefore, the sample was
considered large enough. The nurses were asked to
describe their experiences with older immigrant patients
who were born and raised in countries outside Europe,
and we trust that the provided narratives were about
those patients. However, the nurses comprised only eth-
nic Norwegian women, although variation and diversity
within gender and ethnicity were desirable. Other nurses
(e.g., from other units, hospitals, or geographical areas)
may have constructed different discourses about older
adult immigrant patients.

Regarding transferability, we cannot conclude that the
findings are transferable to other contexts; however, the
authors have tried to provide clear descriptions of con-
text, sample, data collection, analysis, and interpreta-
tion process. In addition, choices made throughout the
research process are described to strengthen dependabil-
ity and create transparent research. COREQ, a checklist
for qualitative studies [56], was used in the preparation
of the manuscript, to ensure that important aspects of
qualitative research were reported (Additional File 1).
Regarding confirmability, the authors applied a reflex-
ive approach to all parts of the manuscript as we are
co-constructors of the narratives, interpretations, and
discourses. The first author, who conducted the inter-
views, tried to bridle her preunderstanding by adapting
a self-reflexive approach. The interviewer’s professional
experience as a nurse was both a weakness and a strength.
It was a strength because of field-based knowledge and
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familiarity with the ‘language’ of the nurses, but also a
weakness because feedback from the interviewer might
have influenced the narratives. The analysis was a collab-
orative effort by the authors, where reflexivity was cen-
tral. The researchers’ work experience regarding older
adult immigrant patients ranged from little to no expe-
rience. However, as beliefs and ideologies are embedded
within the researcher, the analysis is inevitably guided
by the researcher’s preconceptions. Therefore, the analy-
sis and interpretation of discursive practices have been
extensively discussed by the authors to pause, reflect, and
challenge personal experiences and preconceptions.

Conclusion
Older adult immigrants are constructed by nurses as
‘othered’ and different patients. The examples discussed
show how the language and discourses of caregivers con-
tribute to a social practice with unequal power relations
and how discursive practices can have a major impact in
a care context. Discursive practice indicates a social prac-
tice where paternalism overrides patient autonomy and
generalization is more prevalent than a person-centred
approach. Furthermore, discursive practice indicates
a social practice where nurses’ norms are the basis for
normal. Belonging to the norm confers power; normal-
ity is presumed and desirable. Older immigrants as ‘oth-
ered’ patients do not conform to the nurses’ norm. This
contributes to unequal power relations in an otherwise
asymmetrical patient-professional relationship wherein
the nurse possesses the power to decide the normal,
define the other, and determine the extent of adaptation
and tolerance. However, there are a few examples where
power relations are negotiated, and more power is trans-
ferred to the patient. In the discourse of adaptation, the
nurses showed counter-behaviour and challenged their
own existing norms to adapt a caring relationship in the
best possible way as per the patient’s wishes.
Nevertheless, it can be assumed that older adult immi-
grant patients have a reduced opportunity to participate,
they have restricted agency, and are rather powerless in
the care relationship. Hence, the language and discourses
used by nurses may pose a threat to equal healthcare
delivery.

Implications for practice This study is important for
nurses at the individual level, nursing managers, and nurse
educators. The findings reveal how discourses influence
social practice and can be an obstacle to providing equal
healthcare delivery to older immigrant adults. Moreover,
the findings can raise awareness of attitudes, and hope-
fully interrupt the forces that promote the process of
other-directedness in the nurse-patient interaction.

Finally, the study findings have implications for further
research. The analysis in this study is based on interviews
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with nurses, and it will be of interest to explore the
immigrant patient’s perspective. Furthermore, it will be
of interest to explore and compare any similarities and
differences in the way nurses construct older adults as
patients, whether they are ethnic Norwegians or immi-
grants. Future research could also explore adaptation in
the nurse-patient interaction when the patient is an older
adult immigrant.

Abbreviations
CDA  Critical Discourse Analysis
N Nurse

Supplementary Information
The online version contains supplementary material available at https://doi.
0rg/10.1186/512913-023-09590-6.

[ Supplementary Material 1 J

Acknowledgements
We would like to thank all the participants who openly shared their
experiences.

Authors’ contributions

LAV, ED, JS and EMAA designed the study. LAV conducted and transcribed the
interviews. LAV conducted the analysis in collaboration with ED, JS and EMAA.
The manuscript writing was done first by LAV and then modified and revised
by ED, JS and EMAA. All authors read and approved the final version of the
manuscript.

Funding

Open access funding provided by Norwegian University of Science and
Technology. The Norwegian University of Science and Technology (NTNU)
supported this study financially and provided Open Access funds. The funding
source (NTNU) has not in any way influenced study design, data collection,
analysis, or manuscript writing and submission.

Data Availability

The datasets generated and analysed during the current study are not publicly
available due to safeguarding the participants’ confidentiality in accordance
with the personal data legislation and the Norwegian Center for Research
Data (NSD) but are available from the corresponding author on reasonable
request.

Declarations

Ethics approval and consent to participate

This study was carried out in accordance with the ethical guidelines of

the Declaration of Helsinki [57]. The study was submitted to The Regional
Committee for Medical and Health Related Research Ethics (REC) in Mid
Norway, which assessed and concluded that the project is exempt from

the requirements of the Health Research Act [58], and consequently can be
conducted without an ethical evaluation by REC (ref. no. 2019/988/REK-midt).
The Norwegian Centre for Research Data (NSD) approved that the processing
of personal data complies with the personal data legislation in Norway

(ref. no. 241115). The nurses received written and verbal communication

on the purpose of the study; they were informed that their participation

was voluntary and that they could withdraw at any time, without having to
provide a reason. Written informed consent was obtained from all participants
before the interview. Confidentiality and anonymization were ensured
throughout the study.

Consent for publication
Not applicable.


http://dx.doi.org/10.1186/s12913-023-09590-6
http://dx.doi.org/10.1186/s12913-023-09590-6

Vestgarden et al. BMIC Health Services Research

(2023) 23:586

Competing interests
The authors declare no competing interests.

Received: 21 February 2023 / Accepted: 23 May 2023
Published online: 07 June 2023

References

1.

International Organization for Migration (IOM). World migration report
2022. Geneva; 2022. https://publications.iom.int/books/world-migration-
report-2022. Accessed 01 Feb 2023.

Eurostat. Migration and migrant population statistics: European Union.

; 2022. https://ec.europa.eu/eurostat/statistics-explained/index.
php?title=Migration_and_migrant_population_statistics&stable=1#Migrant_
population:_23.7_million_non-EU_citizens_living_in_the_EU_on_1_Janu-
ary_2021. Accessed 01 Feb 2023.

WHO. Health of older refugees and migrants: technical guidance: World
Health Organization: Regional Office for Europe. http://who.int/iris/han-
dle/10665/342275 (2018). Accessed 01 Feb 2023.

White P. Migrant populations approaching old age: prospects in Europe. J
Ethn Migr. 2006;32(8):1283-300.

Dzamarija M. Eldre innvandrere i Norge [Older immigrants in Norway] 2022.
https://www.ssb.no/befolkning/innvandrere/artikler/eldre-innvandrere-i-
norge.demografi-boforhold-inntekt-formue-og-helse. Accessed 01 Feb 2023.
Syse A, Tennessen M. Flere eldre innvandrere blant framtidens brukere

av omsorgstjenester [More elderly immigrants among the future users of
health- and care services]. Tidsskrift for Omsorgsforskning. 2022;8(2):8-29.
Lebano A, Hamed S, Bradby H, Gil-Salmeron A, Dura-Ferrandis E, Garces-
Ferrer J et al. Migrants'and refugees’ health status and healthcare in

Europe: a scoping literature review. BMC Public Health. 2020 Jun 30
[PMC7329528];20(1):1039. doi:https://doi.org/10.1186/512889-020-08749-8.
Spilker RS, Kumar BN. Eldre i et ukjent landskap: Sluttrapport fra prosjektet
Eldre innvandrere og demens [Elderly people in an unknown landscape: Final
report from the project Elderly immigrants and demential. Oslo: Nasjonalt
kompetansesenter for migrasjons- og minoritetshelse [National competence
center for migration and minority health]. https://www.fhi.no/globalassets/
dokumenterfiler/rapporter/2016/eldre-i-et-ukjent-landskap-sluttrapport-
nakmirapport-nr-2-2016.pdf (2016). Accessed 01 Feb 2023.

Elstad JI. Register study of migrants'hospitalization in Norway: world region
origin, reason for migration, and length of stay. BMC Health Serv Res.
2016;16:306.

Abebe DS, Lien L, Elstad JI. Immigrants’ utilization of specialist mental
healthcare according to age, country of origin, and migration history: a
nation-wide register study in Norway. Soc Psychiatry Psychiatr Epidemiol.
2017,52(6):679-87.

Statistics Norway. Levekdr blant innvandrere i Norge [Living conditions
among immigrants in Norway] Oslo: Statistisk sentralbyra. https://www.
ssb.no/sosiale-forhold-og-kriminalitet/artikler-og-publikasjoner/_attach-
ment/3092117_ts=160ea9e4890 (2017). Accessed 01 Feb 2023.

Spilker R, Kumar B, Diaz E, Kjollesdal M, Straiton M, Ali W et al. Helse blant
personer med innvandrerbakgrunn [Health in the immigrant population].
In: Folkehelserapporten - Helsetilstanden i Norge [The Public Health Report]
[Internet]. Folkehelseinstituttet [Norwegian Institute of Public Health]. https://
www.fhi.no/nettpub/hin/grupper/helse-innvandrerbakgrunn/ (2017, last
updated 2022). Accessed 01 Feb 2023.

Scheppers E, van Dongen E, Dekker J, Geertzen J, Dekker J. Potential barriers
to the use of health services among ethnic minorities: a review. Fam Pract.
2006 Jun;23(3):325-48. https://www.ncbi.nlm.nih.gov/pubmed/16476700.
Arora S, Bergland A, Straiton M, Rechel B, Debesay J. Older migrants'

access to healthcare: a thematic synthesis. Int J Migr Health Soc Care.
2018;14(4):425-38.

Straiton ML, Myhre S. Learning to navigate the healthcare system in a new
country: a qualitative study. Scand J Prim Health Care. 2017;35(4):352-9.
Mbanya VN, Terragni L, Gele AA, Diaz E, Kumar BN. Access to norwegian
healthcare system - challenges for sub-saharan african immigrants. Int J
Equity Health. 2019;18(1):125.

Kjellesdal MKR, Gerwing J, Indseth T. Proficiency in the norwegian language
and self-reported health among 12 immigrant groups in Norway: a

20.

21.

22.

23.

24.

25.

26.
27.
28.

29.

30.

31.

32

33.

34.

35.

36.

37.
38.

39.

40.

41.

Page 11 of 12

cross-sectional study. Scand J Public Health. 2021:14034948211025158
[ahead-of-print].

Arora S, Straiton M, Rechel B, Bergland A, Debesay J. Ethnic boundary-making
in health care: experiences of older pakistani immigrant women in Norway.
Soc Sci Med. 2019;239:112555.

Hawkins MM, Holliday DD, Weinhardt LS, Florsheim P, Ngui E, AbuZahraT.
Barriers and facilitators of health among older adult immigrants in the United
States: an integrative review of 20 years of literature. BMC Public Health.
2022;22(1):755. https://doi.org/10.1186/512889-022-13042-x.

Joo JY, Liu MF. Nurses' barriers to care of ethnic minorities: a qualita-

tive systematic review. West J Nurs Res. 2020;42(9):760-71. https://doi.
0rg/10.1177/0193945919883395.

Hamed S, Bradby H, Ahlberg BM, Thapar-Bjorkert S. Racism in healthcare: a
scoping review. BMC Public Health. 2022;22(1):988.

Bradby H, Thapar-Bjorkert S, Hamed S, Ahlberg BM. Undoing the unspeak-
able: researching racism in swedish healthcare using a participatory process
to build dialogue. Health Res Policy Syst. 2019;17(43):1-6.

Debesay J, Nortvedt L, Langhammer B. Social Inequalities and health among
older immigrant women in the nordic Countries: an integrative review. SAGE
Open Nurs. 2022;8. https://doi.org/10.1177/23779608221084962.
Folkehelseinstituttet [The Norwegian Institute of Public Health]. Helse- og
omsorgstjenester til eldre innvandrere: en systematisk kartleggingsoversikt
[Health and care services for older immigrants: a systematic scoping review].
https://www.fhi.no/publ/2022/helse--og-omsorgstjenester-til-eldre-innvan-
drere/ (2022). Accessed 01 Feb 2023.

Beauchamp TL, Childress JF. Principles of biomedical ethics. 8th ed. Oxford:
Oxford University Press; 2019.

Parsons T. The social system. 2nd ed. London: Routledge; 1991.

Burnham JC. The death of the sick role. Soc Hist Med. 2012,25(4).761-76.
Nolte E, Merkur S, Anell A. Person-centredness: exploring its evolution and
meaning in the health system context. Achieving person-centred health sys-
tems: evidence, strategies and challenges [Internet]. Cambridge: Cambridge
University PressEuropean Observatory on Health Systems and Policies series;
2020. 19-39.

Fallberg LH. Patients rights in the nordic countries. Eur J Health Law.
2000;7(2):123-43. https://brill.com/view/journals/ejhl/7/2/article-p123_3.xml.
Lovdata. Lov om pasient- og brukerrettigheter [Act related to patients'rights].
Oslo: Helse- og omsorgsdepartementet [Norwegian Ministry of Health and
Care Services]; 1999.

Myndigheten fér Vardanalys [Agency for Health Care Analysis]. En mer
jamlik vard &r majlig: analys av omotiverade skillnader i vard, behandling
och bemétande [A more equitable care is possible: analysis of unmotivated
differences in care, encounters and treatment]. https://www.vardanalys.se/
rapporter/en-mer-jamlik-vard-ar-mojlig/ (2014).

Sundhedsministeriet [Ministry of Health]. Den Danske Sundhedslov [The
Danish Health Act]. 2014.

Dahlborg Lyckhage E, Pennbrant S, Boman A. The Emperor’s new clothes”:
discourse analysis on how the patient is constructed in the new swedish
patient act. Nurs Ing. 2017 Apr;24(2). https://doi.org/10.1111/nin.12162.
Lassen I, Ottesen AM, Strunck J. Health care policy at a crossroads? A discur-
sive study of patient agency in national health quality strategies between
1993 and 2015. Nurs Inq 2018 Oct;25(4):e12252. doi:https://doi.org/10.1111/
nin.12252.

Aasen EM, Dahl BM. Construction of patients’position in Norway's
patients'Rights Act. Nurs Ethics. 2019;26(7-8):2278-87. https://doi.
0rg/10.1177/0969733018791345.

Dahl BM, Buch Mejsner S, Eklund Karlsson L, Kostenius C, Laverack G,
Andersen HM et al. The nordic perspective on migration and empowerment.
Health Promot Int 2021 Apr 8;36(1):216-22. doi:https://doi.org/10.1093/
heapro/daaa021.

Fairclough N. Discourse and social change. Cambridge: Polity Press; 1992.
Fairclough N. Critical discourse analysis: the critical study of language. 2nd ed.
New York: Routledge; 2010.

Martinsson L, Reimers E. Norm-struggles: sexualities in contentions. New-
castle upon Tyne: Cambridge Scholars; 2010.

Tengelin E. Becoming aware of blind spots — norm-critical perspectives on
healthcare education. School of Health and Welfare, Jonkoping University,
2019. https://www.diva-portal.org/smash/get/diva2:1315191/FULLTEXTO1.
pdf. Accessed 01 Feb 2023.

Hacking I. The social construction of what? Cambridge, MA: Harvard Univer-
sity Press; 1999.


https://publications.iom.int/books/world-migration-report-2022
https://publications.iom.int/books/world-migration-report-2022
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Migration_and_migrant_population_statistics&stable=1#Migrant_population:_23.7_million_non-EU_citizens_living_in_the_EU_on_1_January_2021
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Migration_and_migrant_population_statistics&stable=1#Migrant_population:_23.7_million_non-EU_citizens_living_in_the_EU_on_1_January_2021
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Migration_and_migrant_population_statistics&stable=1#Migrant_population:_23.7_million_non-EU_citizens_living_in_the_EU_on_1_January_2021
https://ec.europa.eu/eurostat/statistics-explained/index.php?title=Migration_and_migrant_population_statistics&stable=1#Migrant_population:_23.7_million_non-EU_citizens_living_in_the_EU_on_1_January_2021
http://who.int/iris/handle/10665/342275
http://who.int/iris/handle/10665/342275
https://www.ssb.no/befolkning/innvandrere/artikler/eldre-innvandrere-i-norge.demografi-boforhold-inntekt-formue-og-helse
https://www.ssb.no/befolkning/innvandrere/artikler/eldre-innvandrere-i-norge.demografi-boforhold-inntekt-formue-og-helse
http://dx.doi.org/10.1186/s12889-020-08749-8
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2016/eldre-i-et-ukjent-landskap-sluttrapport-nakmirapport-nr-2-2016.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2016/eldre-i-et-ukjent-landskap-sluttrapport-nakmirapport-nr-2-2016.pdf
https://www.fhi.no/globalassets/dokumenterfiler/rapporter/2016/eldre-i-et-ukjent-landskap-sluttrapport-nakmirapport-nr-2-2016.pdf
https://www.ssb.no/sosiale-forhold-og-kriminalitet/artikler-og-publikasjoner/_attachment/309211?_ts=160ea9e4890
https://www.ssb.no/sosiale-forhold-og-kriminalitet/artikler-og-publikasjoner/_attachment/309211?_ts=160ea9e4890
https://www.ssb.no/sosiale-forhold-og-kriminalitet/artikler-og-publikasjoner/_attachment/309211?_ts=160ea9e4890
https://www.fhi.no/nettpub/hin/grupper/helse-innvandrerbakgrunn/
https://www.fhi.no/nettpub/hin/grupper/helse-innvandrerbakgrunn/
https://www.ncbi.nlm.nih.gov/pubmed/16476700
http://dx.doi.org/10.1186/s12889-022-13042-x
http://dx.doi.org/10.1177/0193945919883395
http://dx.doi.org/10.1177/0193945919883395
http://dx.doi.org/10.1177/23779608221084962
https://www.fhi.no/publ/2022/helse--og-omsorgstjenester-til-eldre-innvandrere/
https://www.fhi.no/publ/2022/helse--og-omsorgstjenester-til-eldre-innvandrere/
https://brill.com/view/journals/ejhl/7/2/article-p123_3.xml
https://www.vardanalys.se/rapporter/en-mer-jamlik-vard-ar-mojlig/
https://www.vardanalys.se/rapporter/en-mer-jamlik-vard-ar-mojlig/
http://dx.doi.org/10.1111/nin.12162
http://dx.doi.org/10.1111/nin.12252
http://dx.doi.org/10.1111/nin.12252
http://dx.doi.org/10.1177/0969733018791345
http://dx.doi.org/10.1177/0969733018791345
http://dx.doi.org/10.1093/heapro/daaa021
http://dx.doi.org/10.1093/heapro/daaa021
https://www.diva-portal.org/smash/get/diva2:1315191/FULLTEXT01.pdf
https://www.diva-portal.org/smash/get/diva2:1315191/FULLTEXT01.pdf

Vestgarden et al. BMIC Health Services Research

42.

43.

44,

45.

46.

47.

48.

49.

50.

(2023) 23:586

Polit DF, Beck CT. Nursing research: generating and assessing evidence for
nursing practice. 11th ed. Philadelphia: Wolters Kluwer; 2021.

Chase S. Narrative inquiry — toward theoretical and methodological maturity.
In: Denzin NK, Lincoln YS, editors. The SAGE Handbook of Qualitative
Research; 5ed2017.

Dahlborg E, Lau M, Tengelin E. En introduktion till jamlik vard och normer [An
introduction to equal care and norms]. In: Dahlborg E, Tengelin E, editors.
Jamlik vard: normmedvetna perspektiv [Equal care: norm-conscious perspec-
tives]. 2. Uppl. ed: Studentlitteratur; 2022.

Canales MK. Othering: toward an understanding of differ-

ence. ANS Adv Nurs Sci. 2000 Jun;22(4):16-31. https://doi.
0rg/10.1097/00012272-200006000-00003.

Nye CM, Canales MK, Somayaji D. Exposing othering in nursing education
praxis. Nurs Ing. 2022:¢12539 (ahead-of-print). doi:https://doi.org/10.1111/
nin.12539.

Dahlborg Lyckhage E, Brink E, Lindahl B. A theoretical framework for eman-
cipatory nursing with a focus on environment and persons’own and shared
lifeworld. ANS Adv Nurs Sci [Internet]. 2018 Oct/Dec;41(4):340-50. https://doi.
0rg/10.1097/ANS.0000000000000227.

Eberl J-M, Meltzer CE, Heidenreich T, Herrero B, Theorin N, Lind F, et al. The
european media discourse on immigration and its effects: a literature review.
Ann Int Commun Assoc [Internet]. 2018;42(3):207-23. https://doi.org/10.1080
/23808985.2018.1497452. https.//www.tandfonline.com/doi/full/.

Roberts MLA, Schiavenato M. Othering in the nursing context: a concept
analysis. Nurs Open. 2017 Jul PMC5500989;4(3):174-81. doi:https://doi.org/10
.1080/23808985.2018.1497452.

Alpers L. Ethnic minority patients experience othering and distrust. Eur J
Public Health. 2018;28(s1):147-8.

Wilkinson S, Kitzinger C. Representing the other: a feminism and psychology
reader. London: Sage; 1996.

52.

53.

54.

55.
56.

57.

58.

Page 12 of 12

International Council of Nurses. THE ICN CODE OF ETHICS FOR NURSES
Geneva, Switzerland: International Council of Nurses. ; 2021. https://www.icn.
ch/system/files/2021-10/ICN_Code-of-Ethics_EN_Web_0.pdf. Accessed 01
Feb 2023.

Aasen EM, Kvangarsnes M, Heggen K. Perceptions of patient par-

ticipation amongst elderly patients with end-stage renal disease

in a dialysis unit. Scand J Caring Sci. 2012;26(1):61-9. https://doi.
org/10.1111/j.1471-6712.2011.00904 x.

Foucault M. Discipline and punish: the birth of the prison. London: Allen
Lane; 1977.

Lincoln YS, Guba EG. Naturalistic inquiry. Beverly Hills, Calif: Sage; 1985.
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative
research (COREQ): a 32-item checklist for interviews and focus groups. Int

J Qual Health Care. 2007;19(6):349-57. https://doi.org/10.1093/intghc/
mzm042.

World Medical Association. Declaration of Helsinki - Ethical principles for
medical research involving human subjects. https://www.wma.net/policies-
post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-
involving-human-subjects/ (2013). Accessed 01 Feb 2023.

Helse- og omsorgsdepartementet. Lov om medisinsk og helsefaglig for-
skning [The Health Research Act: Norwegian Ministry of Health and Care Ser-
vices. https://lovdata.no/dokument/NL/lov/2008-06-20-44 (2008). Accessed
01 Feb 2023.

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


http://dx.doi.org/10.1097/00012272-200006000-00003
http://dx.doi.org/10.1097/00012272-200006000-00003
http://dx.doi.org/10.1111/nin.12539
http://dx.doi.org/10.1111/nin.12539
http://dx.doi.org/10.1097/ANS.0000000000000227
http://dx.doi.org/10.1097/ANS.0000000000000227
http://dx.doi.org/10.1080/23808985.2018.1497452
http://dx.doi.org/10.1080/23808985.2018.1497452
https://www.tandfonline.com/doi/full/
http://dx.doi.org/10.1080/23808985.2018.1497452
http://dx.doi.org/10.1080/23808985.2018.1497452
https://www.icn.ch/system/files/2021-10/ICN_Code-of-Ethics_EN_Web_0.pdf
https://www.icn.ch/system/files/2021-10/ICN_Code-of-Ethics_EN_Web_0.pdf
http://dx.doi.org/10.1111/j.1471-6712.2011.00904.x
http://dx.doi.org/10.1111/j.1471-6712.2011.00904.x
http://dx.doi.org/10.1093/intqhc/mzm042
http://dx.doi.org/10.1093/intqhc/mzm042
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://lovdata.no/dokument/NL/lov/2008-06-20-44

	﻿Nurses’ discursive construction of older adult immigrant patients in hospitals
	﻿Abstract
	﻿Background
	﻿Introduction
	﻿Access to healthcare for immigrants
	﻿The changing role of the patient
	﻿Language and discourses

	﻿Methods
	﻿Aim and objective
	﻿Design
	﻿Population and sample
	﻿Data abstraction/collection
	﻿Data analysis
	﻿Description of the text (The first dimension of the analysis)
	﻿Interpretation of discursive practice (The second dimension of the analysis)
	﻿Explanation of social practice (the third dimension of the analysis)


	﻿﻿Results
	﻿The discourse of the other
	﻿The discourse on the immigrant patient versus an ideal patient
	﻿Passive patients who did not always follow the nurses’ advice
	﻿Women versus men


	﻿The expert discourse
	﻿The discourse of adaption
	﻿A limit for adaptation

	﻿﻿Discussion
	﻿Strength and limitations

	﻿Conclusion
	﻿References


