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C
ommunication is a key issue in oncology, in which complex content 

must be discussed, serious diagnoses announced, and crucial deci-

sions made (Stiefel, 2006). Consequently, communication skills training 

(CST) for oncology clinicians has been developed over the past three 

decades (Stiefel et al., 2010). The aim of such training is to enable 

clinicians to provide effective and patient-centered communication (Razavi et 

al., 2000). CST is proven to have a beneficial impact on not only clinicians’ com-

munication behavior, but also on their levels of professional stress (Delvaux et 

al., 2004; Fallowfield et al., 2002; Libert et al., 2007).

Intense global migrations have resulted in specific challenges for oncology 

clinicians. Factors potentially confusing cancer-related communication may be 

linguistic, cultural, social, and organizational in nature (Pergert, Ekblad, Enskär, 

& Björk, 2007, 2008; Surbone, 2010; Swinglehurst, Roberts, Li, Weber, & Singy, 

2014). Clinicians face specific communication difficulties related to cultural 
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preferences for truth telling (Arraras et al., 2013; 

Catania et al., 2014; Cherny, 2011; Faysman, 2002; 

Mitchison et al., 2012; Surbone, 2006) and patient 

involvement in decision making (de Graaff, Francke, 

van den Muijsenbergh, & van der Geest, 2012; Kai, 

Beavan, & Faull, 2011; Surbone, 2008). Other poten-

tial communication difficulties result from language 

barriers, the use of interpreters (particularly if they 

are relatives of the patient), and the lack of written 

material in migrants’ languages (Pergert et al., 2007; 

Richardson, Thomas, & Richardson, 2006). Along with 

stereotypes and racial or ethnic biases, migrants’ 

health beliefs, living conditions, and limited health re-

sources can obstruct clinicians’ communication with 

patients with cancer from an immigrant background 

(de Graaff et al., 2012; Pergert et al., 2007; Richardson 

et al., 2006; Surbone, 2008). 

To deal with the difficulties of communicating with 

patients from diverse linguistic and cultural back-

grounds, oncology clinicians need adequate cultural 

sensitivity and competency. Experience in other medi-

cal specialties has shown that clinicians can acquire 

cultural sensitivity and competency in courses and 

trainings, many of which are conceived in terms of 

the cultural competency framework (Beach et al., 

2006; Betancourt, 2003; Betancourt, Green, Carrillo, & 

Ananeh-Firempong, 2003; Boyle, Sheridan, McClary, & 

White, 2002; Seeleman, Suurmond, & Stronks, 2009). 

According to this framework, cultural competency 

is primarily an institutional goal; hospital policies 

should provide clinicians, among others, with access 

to community interpreter services and experts in 

cross-cultural care who provide counsel and super-

vision to staff (Betancourt et al., 2003; Boyle et al., 

2002). However, achieving this goal of cultural com-

petency also requires that clinicians acquire specific 

knowledge, skills, and attitudes to help them provide 

quality care to culturally diverse patients (Althaus, 

Hudelson, Domenig, Green, & Bodenmann, 2010; 

Powell Sears, 2012). 

Awareness that courses and training in cultural 

competency should be adapted to the specificities of 

the major fields of medicine is increasing (Butler et al., 

2011; Schell, Green, Tulsky, & Arnold, 2013; Shields et 

al., 2009). In oncology, a few pilot projects have been 

carried out to design and implement cultural compe-

tency training (Maccioni, Etienne, & Efira, 2012; Quinn 

et al., 2011), but much work remains to be done. Sev-

eral articles have elaborated on possible difficulties 

in oncology-related encounters between clinicians 

(mainly physicians and nurses) and patients from 

diverse backgrounds (Gibson, 2008; Pergert et al., 

2007; Surbone, 2008, 2010; Yeo, Phillips, Delengowski, 

Griffiths, & Purnell, 2011), but an obvious need exists 

for exploratory empirical work in the field. 

The current study aimed to establish (a) whether 

oncology clinicians experience specific difficulties 

when caring for patients from linguistically and cul-

turally diverse backgrounds and, if so, which of those 

difficulties they consider to be more or less important 

than others; (b) whether clinicians already have taken 

courses or training in cross-cultural competency and 

which aspects of training they consider to be more or 

less interesting; and (c) whether oncology clinicians’ 

profession, gender, age, and work setting affect their 

perceived difficulties in cross-cultural care and their 

interest in receiving training in this field. 

The current study took place in French-speaking 

Switzerland. Immigration to all linguistic regions of 

Switzerland has been strong for more than 50 years 

(Federal Statistical Office, 2015). Among the popula-

tion aged older than 15 years, 28% are first-generation 

immigrants (Federal Statistical Office, 2015). The mi-

grant population of Switzerland is highly diversified in 

terms of countries of origin, first language, proficiency 

in the local language, legal and immigrant status, and 

socioeconomic level (Federal Statistical Office, 2015). 

In the French-speaking part of Switzerland, a large 

proportion of non-natives are citizens of Southern 

European Latin countries, namely Portugal, Spain, 

and Italy. However, the immigrant population coming 

from geographically, linguistically, and culturally dis-

tant societies also is growing; about one-sixth of the 

non-natives living in Switzerland stem from African, 

Asian, or South American countries (Federal Statisti-

cal Office, 2015). Despite national specificities, most 

Western and Northern European and North American 

countries have been through similar demographic 

evolutions in their recent past (i.e., a steadily high 

or growing immigration with an increasing diversi-

fication of origins) (International Organization for 

Migration, 2015). Accordingly, the researchers’ results 

should be of interest to a large range of clinicians, 

teachers, and decision makers in various countries 

of the Western world.

Methods
Elaboration of the Inquiry Tool

The researchers created a questionnaire specifically 

focused on the current study aims. Three types of 

resources were used as bases for questionnaire items: 

other questionnaires used outside of oncology to 

investigate clinicians’ difficulties and training needs 

in cross-cultural care (Bodenmann, Faucherre, Dise-

rens, Paroz, & Weber, 2011; Casillas et al., 2014; Hu-

delson, Dominice Dao, Perneger, & Durieux-Paillard, 

2014; Park, Chun, Betancourt, Green, & Weissman, 

2009), literature on cross-cultural communication in 

oncology (Maccioni et al., 2012; Quinn et al., 2011; 
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Surbone, 2008), and a preparatory qualitative study 

the researchers conducted with training experts and 

clinicians in oncology. In the preparatory study, nine 

in-depth interviews (30–60 minutes) were conducted 

on the difficulties clinicians face with migrant patients 

and their training needs in the field of cultural com-

petency. In this process, four oncology nurses—two 

clinic nurses and two senior nurses training other 

oncology nurses—actively contributed to the choice 

of the questionnaire items. A small multidisciplinary 

work group of sociolinguists and physicians then 

reviewed the formulation of the questionnaire items. 

The final version of the questionnaire was tested in a 

pilot group of oncology and psycho-oncology physi-

cians and nurses.

Questionnaire

The questionnaire was in French and contained 

three parts. The first part investigated the frequency 

and degree to which difficulties that oncology clini-

cians encountered with migrant patients created 

problems. The initial question asked how frequently 

in their practice clinicians experienced communica-

tion difficulties related to the linguistic and cultural 

diversity of migrant patients. The response format 

was a four-point scale, with 1 indicating never, 2 

rarely, 3 sometimes, and 4 often. In addition, 15 items 

measured the degree to which difficulties in three 

domains were problematic: (a) language (absence 

of a shared common language, collaboration with 

interpreters, and translation by relatives), (b) socio-

cultural background (patients’ level of understanding, 

patients’ perceptions of illness and the healthcare 

system, patient involvement in decision making, dis-

cussion of sensitive subjects, relatives’ roles in care, 

and clinicians’ stereotypes about groups of patients), 

and (c) missing institutional resources and back-

ground knowledge (access to interpreters, required 

efforts, availability of written materials in other lan-

guages, referent individuals in cross-cultural clinical 

work, knowledge on health and support networks 

for migrants, and knowledge of living conditions and 

residence status of migrants). 

The second part of the questionnaire investigated 

clinicians’ past courses or training in cultural compe-

tency and aspects of training that they considered to 

be more or less interesting. This part started with a 

dichotomous yes or no question that asked whether 

clinicians had received any training in cultural compe-

tency. This question was followed by 15 items evalu-

ating clinicians’ degree of interest in three domains: 

(a) communication issues (how to collaborate with 

interpreters, adapt nonverbal communication, and 

adjust speech to patients’ levels of comprehension), 

(b) a sociocultural background different from that of 

the clinician (how to explore patients’ expectations, 

investigate perceptions of disease and treatments, 

involve patients in decision making, introduce re-

ligion and spirituality to the discussion, share bad 

news, discuss sensitive subjects, collaborate with 

relatives, and cope with one’s own stereotypes about 

groups of patients), and (c) knowledge about migrant 

populations (historical and socioeconomic conditions 

of migrants, inequality in access to care, epidemio-

logic aspects of migration, and health and support 

networks for migrants). For both 15-item sections, 

responses were on a four-point scale, with 1 indicat-

ing not at all, 2 a little, 3 quite a bit, and 4 very much 

problematic or interested. 

The third part of the questionnaire contained so-

ciodemographic items on respondents’ gender, pro-

fession, work setting, age, country of birth, number 

of languages for potential use in consultations, and 

first language.

Data Collection Procedures

No exact statistical information is available on the 

population of physicians and nurses working in the 

field of oncology in French-speaking Switzerland. The 

researchers sent the questionnaire to all oncology 

clinicians in French-speaking Switzerland that they 

could identify. The researchers first established a 

complete inventory of the hospitals, clinics, and pri-

vate practices offering oncology care from telephone 

directories, Google, and lists provided by professional 

associations. In every clinic and hospital, one or more 

people were then contacted and asked to send the 

email addresses of all of their oncology staff mem-

bers. The questionnaire was sent to about 300–340 

clinicians; the approximation is because in a few 

clinics, staff members could be reached only through 

collective email addresses, so the researchers could 

not establish the exact number of recipients. Respon-

dents were invited by email to participate in the sur-

vey, and a link led them to the online questionnaire. 

Two email reminders were sent over a three-month 

period in 2013. The study protocol was approved by 

the Human Research Ethics Committee of Canton 

Vaud, Switzerland.

Data Analyses 

The data obtained through the researchers’ ques-

tionnaire were subjected to statistical analysis. Be-

cause of the nominal nature of the collected data, two 

descriptive methods were used: frequency analysis 

and comparative analysis. An ordered dependent 

variable model was employed to check the statisti-

cal significance of the relationship between clinician 

characteristics and responses of the survey, using 

F-test in EViews. The variables with a 5% level of 
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statistical significance are considered for additional 

analysis in this article.

Results
Sample

The approximate 300–340 respondents completed 

and returned 152 questionnaires, for a response rate 

of 45%–51%. This is acceptable in comparison to 

other surveys of clinicians on similar topics (Casil-

las et al., 2014; Hudelson et al., 2014). The majority 

of respondents were nurses, and responding clini-

cians were mostly women. The largest proportion 

of respondents worked in university hospitals or 

other hospitals or clinics. Most of the clinicians were 

able to conduct clinical interviews in two or more 

languages. Table 1 presents respondents’ sociode-

mographic characteristics.

Difficulties in Clinical Communication  
With Migrant Patients

Responses for the item related to frequency of com-

munication difficulties with migrant patients were 

distributed as follows: often, sometimes, and rarely. 

No clinicians answered that they had never had dif-

ficulties communicating with migrant patients.

Table 2 presents items and responses for the prob-

lems the difficulties posed. Based on the distribution 

of responses, the 15 items were grouped into three 

clusters. In cluster I, more than 80% of clinicians re-

sponded quite a bit or very problematic. In cluster II, 

50%–80% of clinicians responded quite a bit or very 

problematic. In cluster III, less than 40% of clinicians 

responded “quite a bit” or “very” problematic.

Only three difficulties appeared to be highly prob-

lematic (i.e., cluster I): absence of written materials 

in other languages, absence of a shared common 

language with patient, and discussion of sensitive 

subjects.

Ten items appeared to be problematic (cluster II): 

absence of referent individuals in cross-cultural clini-

cal work, patients’ level of comprehension, required 

efforts (e.g., time of consultation, organization), lack 

of knowledge about living conditions and residence 

status of migrants in Switzerland, lack of knowledge 

about health and support networks for precarious 

patients, active involvement in decision making, pa-

tients’ perceptions of illness and the healthcare sys-

tem, access to professional interpreters, translation 

by relatives, and the presence and role of relatives 

in care.

Two aspects appeared to be less problematic (clus-

ter III): clinicians’ own preconceived notions about 

certain groups of patients and collaboration with 

interpreters.

No differences were found for subgroups based on 

age, work setting, training, or gender; only the profes-

sion was significant. Seven items were judged as more 

problematic by nurses than by physicians (p ≤ 0.025): 

absence of a shared common language with patients, 

absence of written materials in other languages, ab-

sence of a referent person in cross-cultural clinical 

work, lack of knowledge about living conditions of 

migrants, lack of knowledge about health and support 

networks for precarious patients, discussion of sensi-

tive subjects, and patients’ perceptions of illness and 

the healthcare system.

Training Interests in Cultural Competency

The responses to the question of whether clinicians 

had received any training (e.g., courses, seminars) to 

improve their care for migrant patients were distrib-

uted as follows: no (n = 130, 85%); yes (n = 22, 15%). 

Therefore, a vast majority of clinicians had not yet 

received any training in this field.

Table 3 presents respondents’ interest in receiv-

ing training in the field of cultural competency. The 

respondents all expressed high levels of interest for 

all items. The lowest cumulative score for quite a bit 

and very interested was 87 (57%). In this article, the 

researchers describe the results according to the 

TABLE 1. Sample Characteristics (N = 152)

Characteristic n %

Gender

 Female 122 80
 Male 030 20

Profession
 Nurse 108 71
 Physician 044 29
Age (years)
 Younger than 30 012 08
 30–39 063 41
 40–49 038 25
 50–59 031 20
 Older than 60 008 5
First language
 French 109 72
 German 014 9
 Other 029 19
Country of birth
 Switzerland 086 57
 Other 066 43
Work setting
 University hospital 078 51
 Other hospital or clinic 068 45
 Private practice 006 04
Number of languages usable in oncology 

interactions with patients
 One 032 21
 Two or more 120 79

Note. Because of rounding, percentages may not total 100.
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percentage of respondents who stated that they were 

very interested. The 15 items under scrutiny were 

clustered into three groups: cluster I (greater than 

50% of clinicians responded very interested); cluster 

II (40%–50% responded very interested); and cluster 

III (less than 40% responded very interested).

In cluster I, more than 50% of clinicians reported 

being very interested in four items: how to break 

bad news, how to explore perceptions of disease and 

treatments, how to discuss sensitive subjects, and 

how to involve patients in decision making. 

In cluster II, 40%–50% of clinicians rated four training 

items as very interesting: health and support networks 

for precarious patients, how to explore patients’ ex-

pectations, how to adapt speech to the patients’ level 

of comprehension, and inequality in access to care.

TABLE 2. Difficulties in Clinical Communications With Migrant Patients (N = 152)

Not at All 

Problematic

A Little  

Problematic

Quite a Bit 

Problematic

Very  

Problematic Profession

Variable n % n % n % n % p

Cluster I

Absence of written materials in other 

languages (e.g., brochures, consent 

forms)

08 05 20 13 47 31 77 51 –

Absence of a shared common lan-

guage with patient

01 01 22 15 59 39 70 46 0.025

Discussion of sensitive subjects (e.g., 

end of life, sexuality)

10 07 20 13 66 43 56 37 0.001

Cluster II

Absence of referent individuals in 

cross-cultural clinic

05 03 30 20 76 50 41 27 0.004

Patients’ level of comprehension 04 03 32 21 76 50 40 26 –

Required efforts (e.g., time of consulta-

tion, organization)

07 05 31 20 86 57 28 18 –

Lack of knowledge about living condi-

tions and residence status of migrants

06 04 31 20 86 57 29 19 0.001

Lack of knowledge about health and 

support networks for precarious pa-

tients (e.g., asylum seekers, undocu-

mented migrants)

05 03 36 24 75 49 36 24 0.002

Active involvement in decision making 04 03 36 24 78 51 34 22 –

Patients’ perceptions of illness and 

healthcare system

06 04 43 28 73 48 30 20 0.013

Access to professional interpreters 09 06 50 33 67 44 26 17 –

Translation by relatives 09 06 56 37 64 42 23 15 –

Presence and role of relatives in care 13 09 55 36 69 45 15 10 –

Cluster III

Collaboration with professional interpret-

ers or colleagues providing translation

26 17 71 47 49 32 06 04 –

Preconceived notions about certain 

groups of patients

31 20 68 45 44 29 09 06 –

Note. Because of rounding, percentages may not total 100.
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In cluster III, less than 40% of clinicians reported that 

seven training items were very interesting: collaboration  

with relatives, nonverbal communication, historical 

and socioeconomic conditions of migrant populations 

in Switzerland, clinicians’ personal stereotypes and 

their impact on care, the introduction of religion and 

spirituality to discussions, epidemiologic aspects of 

migration, and efficient collaboration with interpret-

ers.

Significant differences were found for profession 

and gender. Nurses are significantly more interested 

than physicians in all training items (p < 0.005 and p <  

0.001, respectively). In addition, women expressed 

more interest than men for seven items (p < 0.03 and 

TABLE 3. Training Interests in Cross-Cultural Care (N = 152)

Not at All  

Interested

A Little  

Interested

Quite a Bit 

Interested

Very  

Interested Gender Profession

Aspect of Training n % n % n % n % p p

Cluster I

How to break bad news 07 05 30 20 31 20 84 55 0.010 0.001

How to explore perceptions of dis-

ease and treatments

4 3 20 13 47 31 81 53 0.03 0.01

How to discuss sensitive subjects 

(e.g., end of life, sexuality)

06 04 22 15 43 28 81 53 0.028 0.001

How to involve patients in decision 

making

5 3 21 14 47 31 79 52 0.02 0.01

Cluster II

Health and support networks for 

precarious patients

07 05 26 17 48 32 71 47 – 0.001

How to explore patients’ expecta-

tions

5 3 25 17 56 37 66 43 0.01 0.001

How to adapt speech to patients’ 

level of comprehension

10 07 37 24 41 27 64 42 – 0.005

Inequality in access to care 13 9 24 16 53 35 62 41 0.003 0.001

Cluster III

How to collaborate with relatives 06 04 32 21 55 36 59 39 0.003 0.001

How to adapt nonverbal commu-

nication

7 5 39 26 47 31 59 39 – 0.002

Historical and socioeconomic con-

ditions of migrant populations in 

Switzerland

11 07 30 20 57 38 54 36 – 0.008

How to cope with personal stereo-

types and their impact on care

13 9 32 21 55 36 52 34 – 0.001

How to introduce religion and spiri-

tuality

09 06 35 23 57 38 51 34 – 0.001

Epidemiologic aspects of migra-

tion

15 10 36 24 52 34 49 32 – 0.001

How to collaborate efficiently with 
professional or nonprofessional 

interpreters

11 07 54 36 46 30 41 27 – 0.001

Note. Because of rounding, percentages may not total 100.
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p < 0.01, respectively): breaking bad news, exploring 

perceptions of disease and treatments, discussing 

sensitive subjects, involving patients in decision 

making, exploring patients’ expectations, collaborat-

ing with relatives, and learning about inequalities in 

access to care.

Discussion

The current study is the first systematic investi-

gation of the importance of various difficulties that 

oncology clinicians experience in their practice 

with patients from diverse linguistic and cultural 

backgrounds. Thanks to new insights into oncol-

ogy clinicians’ training interests, the current study 

also offers important information for teaching staff 

members who are planning to introduce training in 

cross-cultural clinical competency. 

Most clinician respondents (n = 115, 76%) reported 

at least occasional communication difficulties related 

to the linguistic, cultural, and social diversity of their 

migrant patients. Therefore, communication difficul-

ties related to diversity are everything but marginal in 

oncology clinicians’ perception of their daily practice. 

Among the 15 items on potential difficulties in 

cross-cultural care, 84 clinician respondents (55%) 

evaluated 13 items as problematic or highly problem-

atic, which confirms the findings of previous studies 

on the difficulties faced in working with migrant pa-

tients in oncology (Maccioni et al., 2012; Pergert et 

al., 2007, 2008).

In practical terms, the difficulties oncology clini-

cians consider to be problematic call not only for the 

implementation of training in cultural competency, 

but also for institutional changes in hospitals, such 

as policies that foster access to professional inter-

preters, referent individuals in cross-cultural clinical 

work, and informational leaflets in multiple languages.

Respondents found only two potential sources of 

difficulties to be less problematic: collaboration with 

professional and nonprofessional interpreters, and 

the impact of the clinicians’ own preconceived no-

tions about certain groups of patients. Respondents 

clearly consider collaboration with interpreters to be 

less of a problem than translation by relatives. This 

is probably because many oncology clinicians rarely 

call on interpreter services because patients with 

cancer often consult with bilingual relatives (Surbone, 

2008). Regarding clinicians’ stereotypes and biases, 

many clinicians reported that their own perceptions 

of groups of patients did not matter as much com-

pared to other barriers to qualitative cross-cultural 

care. This may be a result of social desirability effects 

(Nederhof, 1985), but this also may be the expression 

of relatively low self-reflection among oncology clini-

cians. Precisely because self-reflection is deemed so 

difficult, the literature on the cultural competency 

approach considers it to be the foundation of cross-

cultural care (Althaus et al., 2010; Betancourt et al., 

2003), with courses on stereotypes and bias being a 

primary step toward cultural competency education.

This study provides insights into the interests 

of oncology clinicians in various domains of cross-

cultural training. Above all, the data show a high 

level of interest in all aspects proposed in the ques-

tionnaire. This is probably closely related to the 

fact that only a small number of clinicians (n = 22, 

15%) reported having prior training in cross-cultural 

care. The high interest in all items seems to confirm 

the central idea of existing cross-cultural compe-

tency frameworks: that courses in cross-cultural  

competency in oncology (Surbone, 2010) and in other 

fields of medicine (Betancourt et al., 2003) should 

focus on cultural sensitivity and awareness (e.g., 

work on prejudice and stereotypes), background 

knowledge about migrants (e.g., healthcare inequali-

ties, living conditions), and particular task-oriented 

communication skills for cross-cultural oncology care 

(e.g., breaking bad news, exploring perceptions of 

disease and treatment, discussing sensitive subjects, 

involving patients in decision making). This study’s 

sample validates the relevance of cross-cultural com-

petency training frameworks for oncology. However, 

if all aspects of training appear to be a high priority 

for clinicians, then of note is that clinicians are par-

ticularly interested in specific communication skills 

for cross-cultural oncology care.

A striking finding of the current study is that in-

terest in training is high even for the two aspects 

considered to be less problematic in clinical work 

(collaboration with interpreters other than relatives 

and clinicians’ own stereotypes about certain patient 

groups). This finding is difficult to interpret.

Other interesting findings of the current study are 

related to the impact of profession and gender on the 

distribution of responses. Nurses perceived several 

difficulties as more problematic than physicians did, 

and they were significantly more interested in all as-

pects of training. Casillas et al. (2014) also documented 

that nurses judge themselves lower on self-assessed 

cross-cultural skillfulness than physicians. This dis-

crepancy may be because nurses are more critical of 

themselves or have higher expectations of themselves 

than physicians do, perhaps because they are often 

more familiar with cross-cultural care. 

In addition, the results of the current study show 

that women are more interested in several training 

items than men. A link can be established with previ-

ous results on gender and clinician–patient interac-

tion, which suggests that female clinicians are more 
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sensitive to communication issues than their male 

colleagues are (Roter & Hall, 2004; Singy, 2005). 

Limitations

As an exploratory study, the current research has 

several limitations. First, as in other comparable 

studies (Casillas et al., 2014; Hudelson et al., 2014), 

self-selection biases cannot be excluded. Namely, 

respondents of the survey are likely to be more sen-

sitive and interested in cross-cultural difficulties and 

education than the nonrespondents are.

The current study was conducted by sending 

oncology nurses and oncologists a link to an online 

survey. For structural reasons, the researchers had 

access to neither exact data on the population of 

oncology clinicians in the current study area nor full 

data on the clinicians who received the questionnaire. 

Therefore, the researchers cannot establish precisely 

the representativeness of the sample. For this same 

reason, the researchers could calculate participation 

only approximately, but this approximate rate was 

satisfactory.

With respect to the impact of gender and profession 

on training interests, the comparatively small size of 

the sample did not allow for fully reliable multivariate 

analyses. Additional studies with a larger sample are 

needed to grasp the extent to which gender effects 

and profession effects are mutually independent or 

connected and, if the latter, which variable is pre-

dominant.

Implications for Nursing 

In Western healthcare systems, oncology nurses are 

assuming growing responsibilities in the treatment 

and accompaniment of patients with cancer (e.g., 

nurse navigators, case managers). As a consequence, 

they have to handle increasingly complex clinical 

interactions. The current study in French-speaking 

Switzerland shows that many aspects of communica-

tion with linguistically and culturally diverse migrant 

patients are perceived as problematic by oncology 

nurses. These results emphasize that the linguistic and 

cultural diversity in patients may render already com-

plex nurse–patient interactions even more complex.

The surveyed oncology nurses are also highly inter-

ested in education on cross-cultural communication, 

particularly in comparison to physicians. In practice, 

this means that oncology nurses may be easier to 

reach than physicians with offers of voluntary cross-

cultural training.

Strong similarities between the context of the cur-

rent survey and other European and North American 

contexts (e.g., steadily high or increasing immigra-

tion, diversification of origins in migrants, absence 

of coherent curricula in cross-cultural training for 

oncology clinicians, limited access to professional 

interpreters) make the researchers’ findings largely 

transferable to other Western oncology settings. The 

findings suggest that oncology nurses in decision-

making positions have good reasons to promote and 

organize educational initiatives in cross-cultural clini-

cal communication and other cultural competency 

measures (e.g., referent people in cross-cultural care, 

information leaflets in various languages, professional 

interpreters). Both types of development should not 

only lead to higher quality care, but also to less dif-

ficult clinical encounters for the nursing workforce. 

Even though the current study focused specifically 

on clinical communication with migrant patients, 

cultural competency measures also should address 

other dimensions of social and cultural diversity in 

patients (e.g., socioeconomic disparities, nonmigrant 

ethnicities like African Americans or Native Ameri-

cans in North America, gender, sexual orientation).

Conclusion

The current study provides new insights into 

the largely unexplored domain of cross-cultural 

care in oncology. It shows that oncology clinicians 

experience difficulties in caring for patients from 

linguistically and culturally diverse backgrounds, 

and it provides information on which difficulties 

they perceive as more and less important than oth-

ers. It also shows that a large majority of the clini-

cians have never had courses or training in cultural 

competency, and they are highly interested in all 

aspects of such training. Nurses are significantly 

more interested in cross-cultural training than physi-

cians, and they perceive several aspects of care as 

more problematic. Other qualitative and quantitative 

studies should follow this work, including projects 

aimed to implement cultural competency measures 

in oncology settings. 

Knowledge Translation 

• A vast majority of oncology clinicians do not report any 
former training aimed at improving their care for migrant 

patients. 

• Oncology nurses report high levels of interest in a wide 
range of educational topics on cross-cultural communica-

tion in oncology (e.g., process-oriented skills, background 

knowledge, attitudes). 

• Oncology nurses and physicians do not consider their own 
stereotypes and cultural biases to be very problematic, but 

they are interested in courses on this topic.
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