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ABSTRACT Cultural diversity in Australia presents challenges for healthcare professionals, especially in providing culturally 

competent care for ethnic minority patients in acute and critical care settings. Chinese Australians, the largest ethnic minority 

group in the country, experience unique barriers in understanding and navigating healthcare services. Despite the growing 

need for research on this population, there is limited exploration of their experiences in hospital settings. This study aimed to 
explore the perceptions of Chinese patients and their family caregivers regarding care quality in Australian hospitals. A 

qualitative descriptive study design was employed, involving ten Chinese patients and their family members, all of whom had 

been admitted to metropolitan hospitals in South Australia in 2019. Participants were recruited through a snowball sampling 

method, and semi-structured interviews were conducted in Mandarin. Thematic analysis revealed four major themes: (1) 

disorientation in the ICU, (2) the need for comfort, (3) lack of engagement in treatment and care plans, and (4) limited 

participation in quality improvement feedback. The findings underscore that Chinese patients' cultural beliefs, communication 

patterns, and healthcare behaviors significantly influence their care needs. The study suggests that healthcare professionals 

must integrate transcultural nursing theory into their practice to provide culturally competent care. To enhance patient 

satisfaction and care outcomes, recommendations include improving cultural competence training for healthcare providers, 

offering linguistically appropriate services, and ensuring better engagement with patients and families in care planning and 

quality improvement processes. This study contributes valuable insights to the international discourse on transcultural nursing 
and highlights the importance of culturally tailored healthcare services. 

INDEX TERMS Culturally competent care, Chinese patients, family caregivers, acute care, transcultural nursing

I. INTRODUCTION 

Cultural diversity in Australia’s healthcare system poses 

significant challenges in delivering high-quality care, 

particularly for patients from culturally and linguistically 

diverse (CALD) backgrounds. Among these, Chinese 

Australians represent the largest ethnic minority group, with a 

rapidly growing population. According to the Australian 

Bureau of Statistics, over 1.2 million Chinese Australians 

reside in the country, and a significant portion of this 

population faces unique challenges when interacting with the 

healthcare system due to cultural and linguistic differences [1]. 

Despite this, limited research has explored the experiences of 
Chinese patients, particularly those undergoing acute and 

critical care. This gap in the literature highlights a need for 

focused studies to inform culturally competent care and ensure 

that health professionals are adequately prepared to meet the 

needs of this diverse group. 

A growing body of literature suggests that ethnic minority 

patients in acute care settings often experience suboptimal 

care due to cultural misunderstandings, language barriers, and 

healthcare system discrepancies [2]. Health professionals 

often struggle to provide appropriate care for CALD patients 

due to insufficient training in transcultural nursing and a lack 

of awareness about cultural differences in healthcare practices 

[3], [4]. Previous studies have shown that language barriers 

contribute to miscommunication, leading to 

misunderstandings regarding diagnosis, treatment plans, and 

patient preferences [5], [6]. Furthermore, Chinese patients’ 

cultural beliefs and health behaviors significantly influence 

their expectations of care and their interactions with healthcare 

professionals [7], [8]. These challenges may result in reduced 

patient satisfaction, poor healthcare outcomes, and increased 

healthcare costs [9]. Addressing these issues requires a 

systematic approach that considers the unique needs of ethnic 
minority patients and integrates cultural competence into 

clinical practice. 

In light of these concerns, the aim of this study is to explore 

the perceptions of Chinese patients and their family caregivers 

regarding the quality of care in Australian hospitals. This 

research seeks to contribute to the limited body of knowledge 

on the experiences of Chinese patients in acute care settings 

and provide insights into how healthcare systems can improve 

to meet the needs of this growing demographic. By examining 

the cultural factors that influence healthcare experiences, this 
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study aims to inform strategies for improving care delivery 

and outcomes for Chinese Australians. 

Despite the significance of this topic, there is a notable 

research gap. While international studies have examined the 

healthcare experiences of ethnic minorities, including Chinese 

patients, these findings are often generalized across multiple 

cultural groups, overlooking the unique challenges faced by 

individual ethnicities [10]. Furthermore, most studies have 
focused on Western countries, with limited attention paid to 

the Australian context, where the healthcare system, cultural 

diversity, and patient expectations may differ [11]. 

Additionally, there is a lack of research exploring the role of 

family caregivers in the care of Chinese patients, despite the 

integral role they play in health decision-making and support 

[12]. 

The contributions of this study are threefold. First, it 

provides a comprehensive understanding of the perceptions of 

Chinese patients and their family caregivers regarding the 

quality of care in Australian hospitals. Second, it identifies key 
factors that impact the care experience, such as 

communication barriers, comfort needs, and involvement in 

treatment planning. Finally, it offers practical 

recommendations for healthcare professionals to enhance 

culturally competent care for Chinese patients, with 

implications for training, policy, and practice development. 

This article is structured as follows: Section 2 outlines the 

methodology used for data collection and analysis, including 

the research design, sample selection, and data collection 

techniques. Section 3 presents the results of the study, 

including the key themes identified through thematic analysis. 
Section 4 discusses the findings in relation to the existing 

literature and highlights the implications for transcultural 

nursing practice. Finally, Section 5 concludes the article by 

summarizing the study’s contributions and offering 

recommendations for future research and practice 

development..  

II. METHOD 
A. STUDY DESIGN 

A qualitative descriptive study described by Doyle and 

colleagues[11] was conducted in South Australia in 2019. This 

study design enabled the researcher to gain an in-depth 

understanding of issues of concern, stay close to the data, and 

describe participants’ experiences by which findings are more 

likely to be understood and used by stakeholders.[12] 

B. SAMPLE AND SETTING 

Adult Chinese patients born in mainland China, aged over 18 

years, and who had an acute or critical care admission and their 

family members in South Australia were invited to participate. 

Initially, two patient/family member pairs were recruited from 

one metropolitan hospital. Recruitment snowballed when the 

first four participants personally referred more participants 

from the local Chinese community who met the selection 

criteria. Thus, a total of 10 participants were recruited in this 

study. 

C. DATA COLLECTION 

Data collection and analysis were conducted simultaneously 

to ensure participant recruitment and data collection continued 

until no new information emerged (data saturation). In-depth 

interviews with participants ensured the richness of the data 

collected. A 30-60 minute, semi-structured, face to face, in-

depth interview using a pre-developed interview guide was 
conducted with both the patient and a family member. 

Interviews were conducted in Mandarin at the participant’s 

home as this was their preference. Mandarin is also the 

researcher’s native language; therefore, interpreter services 

were not required. This method facilitated a more accurate 

understanding of Chinese patients’ experiences compared to 

using an independent interpreter.[13] The interview was 

guided by the overarching question: What was it like to be in 

an Australian hospital? Four open-ended interview questions 

focused on gathering data led to a textual description of the 

hospital experience. Probing questions were developed to 
ensure the conversation flow and maintain focus on the 

research aims. Interviews were audio recorded. A reflective 

journal was maintained to ensure changes in understanding 

were continually examined as the study developed. Field notes 

that documented participants’ non-verbal responses were 

taken during the interview to assist with data interpretation. 

D. DATA ANALYSIS 

This study adapted the six phases of thematic analysis 

described by Nowell and colleagues.[14] Audio-recorded 

interviews were transcribed verbatim and checked by another 

bilingual team member after each interview. The first author 

read through each transcript and colour coded meaningful 

words. All similar codes were highlighted in the same color 

and re-examined before being organized into themes. The 

initial codes were examined by a bilingual team member and 

discussed in regular meetings. The researchers compared 
codes across all transcripts and grouped them into categories 

based on similarities.  A thematic map was developed to 

identify potential themes and ensure themes reflected the 

data’s meaning and the aim of the study. After ongoing 

analysis and revision, each theme was named and described. 

The themes and relevant codes were translated into English 

and checked by the bilingual supervisor for accuracy at this 

stage. Codes, categories, and draft themes were discussed in 

regular meetings with team members. Revision of themes and 

the selection of excerpts to support the themes were discussed 

until consensus was reached. The final themes are presented 
as findings.  

E. ETHICAL CONSIDERATIONS 

Ethical approval was obtained from The Southern Adelaide 

Clinical Human Research Ethics Committee (SAC HREC) 
(No.78.18) in South Australia. The participant information 

sheet and consent form were translated into Chinese. Chinese 

patients were given an information pack that included 
information about the study, a consent form, and the 

researcher’s contact details at discharge from the hospital. 

Patients were instructed to contact the researcher via phone, 

email, or by posting a response sheet in a pre-paid and pre-

addressed envelope if they were interested in the study. All 
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participants in this study were given a pseudonym to maintain 

confidentiality.  

F. RIGOR AND TRUSTWORTHISNESS 
The study's credibility was established by member checking 

and accurately presenting the participants’ perspectives in the 

final findings by using detailed descriptions.[15] The data was 

analysed in the original language and checked/ rechecked by 

the bilingual supervisor to ensure the participants’ perceptions 

were truthfully presented.[16] Participants were provided with 

the opportunity to review and change transcripts prior to data 

analysis to ensure the accuracy and credibility of their 

data.[17] 

III. RESULT 

A total of 10 participants were recruited in this study. Of those 

participants, five were patients and five were paired family 

members (daughter n=3, spouse n=2). All participants were 

born in mainland China and spoke Mandarin at home. 

Participants’ age ranged from 30 to 65 years old. Two 

participants were on a visitor’s visa for visiting their only 

child. Three participants held permanent residency and 

migrated to Australia with their only child. All other 
participants were first generation migrants. Patients’ hospital 

experiences included private and public hospital admissions, 

multiple emergency department (ED) presentations, elective 

and emergency surgical procedures, and ICU admissions. 

None of the participants had religious beliefs at the time of the 

study. The background of participants is summarized in 

TABLE 1.  

TABLE 1 
Participants Characteristics 

Patient/ 

q1wcarer 

pair 

Participant 

code 
Gender/Age (yrs) Relationship Hospital Immigrant status 

1 
Zhao - P1 M/60-70 Patient Public Migrant’s parent (visiting visa) 

Qian - C1 F/30-40 Daughter  First generation migrant 

2 
Sun - P2 M/60-70 Patient Public Migrant’s parent (permanent resident) 

Li - C2 F/60-70 Wife  Migrant’s parent (permanent resident) 

3 
Zhou – P3 F/60-70 Patient Public and private Migrant’s parent (permanent resident) 

Wu – C3 F/30-40 Daughter  First generation migrant 

4 
Zheng – P4 F/30-40 Patient Public First generation migrant 

Wang – C4 M/30-40 Husband  First generation migrant 

5 
Chen - P5 F/50-60 Patient Private Migrant’s parent (visiting visa) 

Feng - C5 F/30-40 Daughter  First generation migrant 

Note: P=patient; C=carer 

Four themes identified from the data analysis addressed 

Chinese patients’ and their families’ perception of care quality 
in Australian hospitals during acute and critical illness: 1) the 

feeling of being disoriented in the ICU; 2) desire for comfort; 

3) lack of engagement in treatment and care plans; and 4) lack 

of participation in quality improvement feedback to the care 

system. These themes are discussed in the following. More 

detailed findings with excerpts are presented in TABLE 2. 

.  TABLE 2 

Themes and Sub-themes 

Theme one: The feeling of being disoriented in the ICU 

Sub-theme 1: Communication barriers The main worry was language. I could not stay in hospital 24 hours. I had to wait for the doctor’s 

ward round and had no idea when it would be, difficult if there was no Chinese nurse (Wu-C3).  

I had no control over my body or decision making because I could not do anything. I did not feel I 

had the right to say no because you have no idea what things were for. I could not comprehend despite 

them explaining to me. I felt they were professionals, and they must wish good for me. I felt physically 

and mentally powerless (Zheng-P4). 

Sub-theme 2: Lack of re-orientation I was under the influence of heavy medication. I had no idea what the time during the day was. I was 

not sure what they said to me and could not really understand. You only had equipment around you. 

Many people came to talk about me without talking to me (Zheng-P4).  

My dad did not know the time of the day when he woke up. He did not sleep because he thought it 

was daytime. In fact, it was midnight (Qian-C1). 

Theme two: Desire for comfort 

 I was anxious before the surgery, but the care and respect from doctors and nurses really helped me 

overcome this. The environment was so relaxing and welcoming. All the details, such as a TV, food, 

warm blanket and warm massage chair, made such a big difference (Chen-P5).  

They [nurses] came regularly to check on me and give me pain relief... It was very painful after 

surgery. I keep asking for pain relief...I still feel uncomfortable now (Zhou-P3). 

Theme three: Lack of engagement in treatment and care plan 

Sub-theme 1: Unable to locate a doctor to ask a 

question 

Nurses and doctors were very busy. It was difficult to find a doctor to ask questions. Sometimes 

nurses did not explain much unless they were Chinese nurses. We did not want to bother them because 

they were busy. They always tried to allocate a Chinese nurse to look after my father which was good 

(Qian-C1).  

They were very happy to help us to find doctors to answer questions, but when they could come was 

another question (Qian-C1). 

Sub-theme 2: Poor patient engagement  Some doctors only communicated with the nurse. They rarely talked to the patient or family (Qian-

C1).  

Many people came to talk about me without talking to me (Zheng-P4). 
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Theme one: The feeling of being disoriented in the ICU 

Sub-theme 3: Detailed information is welcomed  (Chinese speaking) doctor explained things very patiently and in detail. I would insist on conservative 

management if I was in China. The doctor drew a heart picture and explained positive and negative 

aspects of the procedure. This was why I agreed to have the procedure done (Sun-P2). 

Sub-theme 4: Unclear about the health 

professional’s responsibility  

There was nothing done by a social worker for three days ...then we were told we needed to talk to a 

social worker in the ward because we were discharged from the ICU. Then a medical officer solved 

the problem for us...why make it so complicated when it was so simple (Qian-C1).  

Other nurses would sit there and would not do any extra or did not want to talk to you. I gained 

understanding of people through their body language (Zheng-P4). 

Theme Four: Lack of participation in quality improvement feedback to the care system 

Sub-theme 1: Good service does not need 

feedback  

I did not provide feedback to them because they have done a great job (Zhao-P1).  

I did not provide feedback because I am happy with the service (Sun-P2). 

Sub-theme 2: Only provide feedback if someone 

asks for it 

I would not provide feedback unless they come to ask me directly (Qian-C)  

These were little things and all of them worked very hard. I may tell people if someone asked me, 

otherwise I won’t say. It is past and I do not want to mention it. My dad was quite weak, that was 

why he did not say anything either (Qian-C1). 

Sub-theme 3: Don’t want to offend anyone I am not an expert in the field. I cannot criticise in case they may think it is wrong or be offended 

(Wang-C4).  

I did not provide feedback because I did not know who I should talk to and I did not want to offend 

anyone. There was no third party that I could speak to either (Wu-C3). 

Sub-theme 4: Not sure how to provide feedback I did not provide feedback because there was no opportunity (Chen-P5).  

I did not provide feedback. I just left. There was no follow up from ICU or the hospital (Zheng-P4). 

A. THE FEELING OF BEING DISORIENTED IN THE ICU 

Disorientation was reported among participants who had 

experiences in ICU. For example, Zhao woke up after surgery 

and did not know the day or time. He could not communicate 

with the nurse. ‘I woke up and I didn’t know what really had 

happened. I think I lost a day. I could not ask the nurse because 

he could not speak Chinese’(Zhao-P1). 

Timely reorientation was lacking due to the 

communication barrier. Disorientation not only happened to 

older patients. Zheng, who was younger, also recalled her 

experience. ‘I was under the influence of heavy medication. 
I had no idea what the time during the day was. I was not sure 

what they said to me and could not really understand. You 

only had equipment around you. Many people came to talk 

about me without talking to me’ (Zheng-P4). 

Reorientation was never mentioned, although 

disorientation was reported. Patients who had Chinese-

speaking family members with them after waking from 

anesthesia did not report disorientation. Chen suggested that 

the disorientation experienced by CALD patients in ICU 

could be eliminated through linguistically appropriate care.  

‘Chinese speaking doctors and nurses  
play a key role in orientating patients. 

My surgeon could speak Chinese.  I woke up to a nurse who 

spoke Chinese.  That was also really helpful’[Field notes: 

Chen appears very relaxed and grateful.] (Chen-P5). 

B. DESIRE FOR COMFORT 

Participants described pain as the main factor that contributed 

to a poor hospital experience. At the time of the interview, 

most patients still felt uncomfortable describing the pain they 

experienced. Zheng felt ICU was ‘painful’ despite the good 

care she received. Zheng was admitted to ICU for a post-

partum hemorrhage. She stated: ‘At the time, I paid more 

attention on how to be more comfortable than how long I could 

live. I felt ICU was more painful…I always asked if it would 

be painful before they did anything to me…I wanted pain 

relief all the time…I don’t know why I felt so much pain, I felt 

lots of pain even when they just touched my skin’ [Field notes: 

Zheng paused here. It seems the conversation has drawn her 

back to the day she was in ICU.] (Zheng-P4). 

This example might indicate inadequate analgesia for this 

type of pain. However, this study did not explore how pain 

was assessed.  Zhou experienced ongoing pain from surgery 

even after discharge. ‘It was very painful after surgery. I kept 

asking for pain relief…I still feel uncomfortable now’ (Zhou-
P3). Zhou expressed her pain level to hospital staff using a 

pain scale card pre-made by her daughter. Although she 

experienced significant pain, Zhou reported nurses assessed 

her pain regularly and provided pain relief on time. Zhou 

stated: ‘They [nurses] came regularly to check on me and 

give me pain relief’ (Zhou-P3).  Zheng shared a similar view 

to Zhou, although she experienced pain constantly. She 

stated: ‘They [nurse] always explained to me and gave me 

pain relief before they did anything’ (Zheng-P4). 

Most nurses were perceived as very good in providing 

comfort care and pain relief, although patients in this study 
experienced pain frequently. It is unclear how the effect of 

pain relief was evaluated in these examples. The pain that 

participants experienced during their hospital admission 

appears to have had an ongoing long-term effect. Participants 

also perceived discomfort. Patients vividly described feeling 

uncomfortable during the interview. ‘My mouth was so dry, 

and I only could ask for ice chips’ (Zhao-P1). The nurses 

were very good in providing ice-chips in this example. 

However, there was no other method explored to relieve 

Zhao’s dry mouth. 

C. LACK OF ENGAGEMENT IN TREATMENT AND CARE 
PLANS 

Patients and families in this study desired to participate in their 

treatment and care planning. However, they did not want to be 

perceived as bothersome because they felt doctors and nurses 

were very busy. Therefore, waiting for information regarding 

their treatment and care plans became a problematic part of the 

hospital experience. Some participants waited until they were 
cared for by Chinese-speaking nurses to gain more 

information.  

Zhao woke up to a non-Chinese-speaking nurse. He did a 

self-assessment because he could not communicate with the 

nurse and waited until the following day to get more 
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information. Zhao stated:  ‘I really wanted to know if I had lost 

lots of blood during surgery. I could not ask because the nurse 

could not speak Chinese. I looked at my hand because I only 

could assess my own hand. I saw on my hand only four fingers 

were pink, from joint to palm was very pale. I know I have lost 

lots of blood… I asked the Chinese female nurse the next day’ 

(Zhao-P1). 

Participants preferred to be cared for by a bilingual 
Chinese nurse or doctor to facilitate communication. There 

were no interpreter services used to eliminate communication 

barriers, possibly because participants were unaware of their 

entitlement. Some participants felt powerless in decision-

making due to a lack of information about their condition.  

‘Information in ICU was not transparent.  I did not feel I had 

the right to say no because you have no idea what things are 

for. I could not comprehend despite their explanations to me. 

I feel they were professional, and they wished good for me’ 

(Zheng-P4).  

Patients believed that more information about their 
treatment was needed. ‘It would be better for me if they 

explained more to me… but I would not know what to do 

either if I was asked…I really don’t know’ (Zheng-P4).  This 

example indicated that despite being vulnerable, Zheng still 

desired to engage in decision-making about care and 

treatment. In addition, information sharing by health 

professionals was perceived as a key factor for patients to 

participate in their care and treatment. 

D. LACK OF PARTICIPATION IN QUALITY 
IMPROVEMENT FEEDBACK TO CARE SYSTEM  

None of the participants provided feedback regarding their 

satisfaction with hospital care because they were not invited to 

or were unsure how to do this.‘I did not provide feedback 

because no one asked. Do they want feedback?’ (Li-C2). 

Other participants wanted to provide feedback to a third party 

but did not know how to.‘I did not provide feedback because 

I didn’t know who I should talk to and I did not want to offend 

anyone. There was no third party that I could speak to either’ 
[Field notes: Wu works as a health professional.] (Wu-C3). 

Some participants wanted to let the hospital know how well 

they were cared for, but they had no opportunity to do so.‘I did 

not provide feedback because there was no opportunity’ 

(Chen-P5). Zheng shared the same view following discharge 

from ICU and did not provide any feedback.‘I did not provide 

feedback. I just left. There was no follow up from ICU or the 

hospital’ (Zheng-P4).  

Most participants reported they were unfamiliar with the 

health service feedback system. There were no reports that 

staff encouraged patients or family members to participate in 

any quality service improvement activity. 

IV. DISCUSSION 

Findings indicated that overall hospital care was perceived as 
good, but participants felt that care could be further improved 

through better transcultural communications, especially in 

reorientating patients, care and treatment planning, providing 

comfort care, and encouraging patients to provide feedback. It 

was reported in a previous study that most Chinese people 

communicated passively and were less likely to share their 

concerns with health professionals.[8] In such a cultural 

context, Chinese patients who experienced post-operative 

disorientation or discomfort might not express their feelings to 

those who care for them, especially when there are 

communication barriers. Health professionals need to be 

proactive to elicit these feelings when communicating with 

Chinese patients. Although disorientation is a common form 

of delirium and is highly prevalent in acute and critically ill 

patients,[18]lack of a timely and culturally appropriate 
assessment and reorientation for patients was apparent in this 

study. Unconscious cultural incompetence in non-Chinese 

health professionals likely existed. This situation might be 

attributed to a lack of cultural competence education and 

organizational support for health professionals in the ICU. 

   Providing efficient pain assessment and pain relief to 

Chinese patients requires culturally competent practice. 

Chinese patients have different medication metabolism 

sensitivity compared to patients from Western cultural 

backgrounds [19],[20]. Furthermore, Chinese people describe 

pain in different ways, are less sensitive to analgesics, and 
experience more gastrointestinal side effects.[21] Therefore, 

pain assessment and management during hospital admission is 

essential for a patient’s positive experience. There was 

insufficient information in this study about how pain 

assessments were conducted for Chinese patients who had 

limited English proficiency. However, it was known that 

participants experienced a high level of discomfort despite 

administration of pain relief. In addition to this, no interpreting 

services were used in pain assessments. Previous studies 

revealed that interpreting services in health assessments were 

imperative to access patients’ feelings and subjective 
symptoms to support clinical decision-making. [22] In the 

present study, inadequate pain assessment for Chinese patients 

led to delayed treatment, delayed pain relief, and unrecognized 

deterioration. This finding was similar to previous studies of 

ethnic minority patients in hospital care settings in the United 

States and Belgium. [23], [24] One previous study reported 

that inadequate pain assessment was associated with health 

professionals underestimating pain severity or lacking 

understanding of the pain assessment outcome.[25] The 

present study adds a new knowledge that a lack of culturally 

competent care practices in pain assessment results in 

inadequate pain relief for Chinese patients in acute care 
settings.  

   It was evident in this study that participants were not 

sufficiently involved in discussions about their treatment and 

care plans despite their desire for involvement in these aspects 

of care. This finding aligns with a previous study on ethnic 

minority patients in ICU in Belgium. [26] Previous studies 

also identified that ethnic minority patients received less 

interaction and emotional support from health professionals 

than their non-CALD counterparts.[27], [28] In addition, the 

present study reported that doctors often failed to involve 

Chinese patients and family members during ward rounds. 
This result supports a previous study that health care providers 

always underestimate the family’s interest in participating in 

the ward round [29]. This situation may also be attributed to 

Chinese people’s cultural beliefs about patient-doctor 

relationships. Chinese patients often act in a passive role in 

patient-doctor relationships as they consider asking the doctor 

a question to be challenging their authority. [30] Family and 
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patient involvement in the ward round can provide an 

opportunity for treatment decision-making, promote accurate 

information sharing, and reduce family stress. Health 

professionals should further develop confidence and 

competence in transcultural care through policy development 

and ongoing transcultural competence education to facilitate 

better engagement with Chinese patients.  

  The present study identified that Chinese patients rarely 
provided feedback to the hospital. Findings were similar to a 

previous study conducted by Doherty and Stravropoulou.[31] 

They reported that the language barrier and how staff 

promoted the feedback system were factors that impeded 

patients’ participation in safety improvement.[31] The present 

study also discovered that a lack of awareness, which may be 

linked to language barriers, was a reason for Chinese patients 

and their families not providing feedback. Lack of 

understanding of available health services and systems was 

also widely reported in a study focused on migrants. [32] 

Various strategies need to be considered to address this issue, 
for example, providing patients and family members with 

information about hospital quality improvement and 

consumer feedback systems in a language of their choice and 

providing interpreter services. 

B. LIMITATIONS 

There are several limitations of this study. Firstly, the results 

may not be generalized due to the nature of the qualitative 

study design. However, the richness of the information has 

potential for expanding understanding, which also serves as a 

strength. Secondly, only 10 Chinese participants were 

recruited in this study, potentially limiting the transferability. 

This study’s results may not represent the perceptions of 

patients from other cultural backgrounds. However, the issues 

in hospital service identified can still inform service 
improvements. 

C. IMPLICATIONS FOR RESEARCH, POLICY AND 
PRACTICE 

The present study identified areas to improve transcultural 

nursing in hospital care settings in Australia. Firstly, hospitals 
need to develop various resources to facilitate better 

transcultural communication in health care assessment, for 

example, face-to-face and virtual interpretation services and 

translation apps using information technology. Secondly, 

policy and protocol development should consider how to 

facilitate culturally competent care by reviewing policies, 

standards, and health professionals’ education requirements in 

transcultural care. Thirdly, further development of the 

consumer feedback system to enhance the participation of 

ethnic minority patients and their families in quality 

improvement is much needed.  
Incorporating consumer feedback within hospital 

discharge protocols will reassure ethnic minority populations 

that their feedback is valued and increase publicity of the 

feedback system. Fourthly, education programs on 

transcultural nursing theory and practice should be mandated 

for health professionals who care for patients from ethnic 

minority groups. These education programs should include 

cultural assessment, transcultural communication, advocating, 

and engaging ethnic minority patients and family caregivers in 

care planning. Finally, a program, or campaign, that promotes 

awareness of available resources in transcultural nursing needs 

to be implemented. In addition, further research to explore 

health professionals’ perception of care for ethnic minority 

patients is much needed to help understand barriers and 

challenges in transcultural nursing. Research involving more 

diverse ethnic minority populations could further advance 

transcultural nursing theory and practice.  
Furthermore, the study highlights the importance of family 

caregivers in the care process. Healthcare systems should 

recognize and support the role of family caregivers, 

particularly those from CALD backgrounds, by providing 

them with the resources and information they need to support 

their loved ones effectively. This could include offering 

language support services, training for caregivers, and 

ensuring that caregivers are included in decision-making 

processes about the patient's care . 

V. CONCLUSION 

This study aimed to investigate the perceptions of Chinese 

patients and their family caregivers regarding the quality of 

care in Australian hospitals, particularly within the context of 
acute and critical care settings. The findings of this study 

revealed that disorientation in the ICU, the desire for comfort, 

limited engagement in treatment planning, and the lack of 

participation in quality improvement feedback were 

significant concerns among the participants. Specifically, all 

10 participants reported feelings of disorientation during their 

ICU stay, largely attributed to language barriers and the 

absence of culturally appropriate reorientation strategies. 

Furthermore, eight out of ten participants expressed 

dissatisfaction with pain management practices, highlighting 

the need for more culturally sensitive and individualized 

approaches to comfort care. A striking finding was that 70% 
of participants felt inadequately involved in treatment 

decisions, underlining a critical gap in the communication 

between healthcare providers and patients from culturally 

diverse backgrounds. Additionally, the study found that none 

of the participants had actively engaged in providing feedback 

to improve care, which points to the challenges in involving 

ethnic minority patients in quality improvement processes. 

These results underscore the pressing need for healthcare 

systems to integrate culturally competent practices, 

particularly in communication and decision-making 

processes, to better serve Chinese patients. Future research 
should focus on expanding the sample size to include a more 

diverse group of patients from various ethnic backgrounds, 

which would allow for broader generalization of the 

findings. Longitudinal studies could also provide insights 

into how patients' experiences evolve over time and the 

impact of targeted interventions on their overall satisfaction 

and health outcomes. Additionally, future studies should 

explore the role of healthcare providers in facilitating better 

engagement with CALD populations and examine the 

effectiveness of various cultural competence training 

programs for medical staff. Overall, this study contributes 

valuable knowledge to the understanding of the unique 
challenges faced by Chinese patients in Australian healthcare 

settings, offering a foundation for future improvements in 

culturally responsive care delivery. 
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