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GREETINGS FROM STEERING COMMITTEE

Assalamu'alaikum wr. Wb
Honorable guest

1. Coordinator Kopertis VII East Java
2. Head of RUMKITAL DR. Ramelan Surabaya
3. Head of STIKES Hang Tuah Surabaya
4. Head assistant 1, 2, 3 of STIKES Hang Tuah Surabaya
5. Distinguished speakers
6. Colleges Nursing of STIKES Hang Tuah Surabaya
7. Distinguished participants

First, I would like to praises and thanks to God for the blessing so STIKES Hang
Tuah Surabaya can organized The 2nd International Nursing Conference by theme
"Developing Cross Cultural Understanding and Behavior in Nursing Care Services".
Welcome to Surabaya.

The conference brings together academicians, practitioners, researcher as much as
200 participants, from east to west of different provinces in Indonesia, and many
different countries. So by gathering and interacting each of attendees here can tighten
our bond as academician, practitioner, and professional in order to increase the spirit of
research and study.

Ladies and gentleman, i would like to thank Flinders University Australia, Dr.
Leasly from UK, UNIMAS Malaysia, International Hospital Indonesia, that support us
with expert speakers. I would also like to express my gratitude to BTN, BNI, BNI Life,
Wolters Kluwer, Lippincott William and Wilkins, Wardah Cosmetic, Erha Clinic,
Sophie Martine, EGC, CV. Rukun Putra, Kalbe Nutritional for sponsorships. Many
thanks also go to our colleges, especially team of Second International Nursing
Conference.

Finally, i hope you will enjoy your stay, and the conference will be special moment
to gets a new knowledge, new friends and new experiences too.

Thank you
Wassalamu 'alaikum wr wb

Steering Committee
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OPENING SPEECH
THE HEAD OF STIKES HANG TUAH SURABAYA

Assalamu’alaikum wa-rahmatullahi wa-barakatuh

Good Morning Ladies and Gentlemen,
It is my honor and privilage to welcome all participants of the 2nd International

Nursing Conference organized by Stikes Hang Tuah Surabaya. In particular, I would
like to express my gratitude to our plenary speakers who have made great contribution
in this conference. Thanks and appreciation also goes to the organizing committee.

Ladies and Gentlemen
The issues of global village era have brought great concerns to local businesses and

services in Indonesia, especially Surabaya. Attempts of improvement are inevitable to
business and service providers, including healthcare services. There have been increases
in numbers of foreign patients, who need medical treatments in some hospitals in
Surabaya. The presence of foreign patients in some hospitals in some cases, has
triggered some issues among health care practitioners. Among other problems related to
foreign patients, communication is presumed to be the most serious barrier among
healthcare practitioners. It was reported that some nurses were in difficulties when they
had to communicate with their foreign patients. In relevant to this issue, we proudly
present the 2nd International Nursing Conference under the theme: “Developing Cross-
Cultural Understanding and Behavior in Nursing Care Services”. The topics for plenary
sessions include:
1. Ethical Concerns in Nursing Practices, will be presented by Associate Prof. Dr.

Chang Ching Thon from Unimas, Malaysia.
2. Eliminating Communication Barriers among Health Professionals, will be

presented by Dr. Lesley Dornan from The United Kingdom.
3. Cross-Cultural Awareness in Palliative Care, will be presented by Dr. Katrina

Breaden from Australia.
4. Standards and Qualities in Providing Care for Foreign In-Patients, will be presented

by Mrs. Jany Prihastuty, S.Kep.,Ns, MARS from Indonesia.

We strongly believe that every topic selected in this conference will contribute a
great deal of knowledge for every one of us and possibly inspire us to provide better
health-care services for every patient treated in local hospitals, especially for those
coming from other countries who certainly possess different cultural backgrounds. Of
course this is a stepping stone for bigger changes in nursing sciences. We do expect that
every audience will take the most benefit of this conference. Finally I would like to
express my gratitude and highest appreciation to the speakers, organizing committees,
and participants who have made this event possible.

Ladies and Gentlemen...
Without further ado I declare this conference open

Wassalamu’alaikum wa-rahmatullahi wa-barakatuh
Head of STIKES Hang Tuah Surabaya

Wiwiek Liestyanigrum, S.Kp., M.Kep.
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Ethics and Cross-Cultural Nursing Practice 

 

Prof. Dr. Chang Ching Thon,  

UNIMAS - Malaysia 

 

Abstract 

 

Cultural diversity is increasing worldwide with greater import of foreign workers and 

rural-urban migration to fulfill the market need.  Consequently, more and more health 

care workers have to provide care to people with different cultures from different ethnic, 

racial and/or country origins.  These culturally diverse patients can pose a challenge to 

nurses in providing safe, effective and culturally congruent care. When nurses are 

ignorant of people‟s value systems, their expectations and beliefs, serious ethical 

dilemmas with deleterious outcomes would occur. In this paper, I will use several case 

studies, based on my experience, to illustrate ethics issues related to cross-cultural 

nursing practice. Suggestions of strategies on how nurses can provide effective cross-

cultural care will also be included. 

---------------------------------------------------------------------------------------------------------- 

 

With the mushrooming of industries and multinational companies, increased import of 

foreign workers and greater rural-urban migration, many countries have become 

multicultural society especially in the cities and bigger towns.  Consequently, health 

care workers in these countries increasingly have to provide care to culturally diverse 

people from different ethnic, racial and/or country origins.  These patients can pose a 

challenge for safe, effective and culturally congruent care especially when health care 

workers are unaware of people‟s value systems, belief and expectations. Serious ethical 

dilemmas with undesirable outcomes would occur when culturally incongruent care is 

provided (Donnelly, 2000).  

 

Cultural diversity has challenged health care providers to consider it as a priority in 

health care. There is no different for nursing practice. As such, transcultural nursing was 

conceptualized by Leininger, the founder of transcultural nursing, based on her 

observation that many children‟s recurrent behavioral patterns seemingly were linked to 

their culture (Donnelly, 2000).   

 

The aim of transcultural nursing is to ensure holistic, congruent, and beneficial health 

care. The transcultural holistic and comparative perspectives are challenging all health 

care providers including nurses to think broadly how to care for multicultural clients by 

reducing mechanistic, highly technical and impersonal actions (Leininger, 1999). 

Congruent nursing care could reduce misdiagnosis, unnecessary suffering and 

potentially dangerous complications (Villarruel, 1995). 

 

While providing cultural congruent care, nurses need to remember two concepts: 

transcultural and cross-cultural. The term “transcultural” means the similarities of 

different cultural groups while the term “cross-cultural” signifies the differences 

between different cultural groups (Brink, 1994). In other words, cultural congruent 
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nurse must be aware of the similarities and the differences of their cultural clients. The 

clients may come from one geographic area, with similar beliefs, but they may also be 

different in their worldview about an illness. For this paper, I will regard transcultural 

nursing care as parts and parcels of cross-cultural nursing care. From this perspective, as 

an example, nurses need to know that transcultural concepts of illness (the experience of 

symptoms) can be different from cross-cultural concept of illness (Brink, 1994).  Clients 

may see illness as having not only physical but also spiritual causes (cross-cultural 

concept) (Juckett, 2005). 

 

Different patients have their own explanatory model of an ill ness based on their own 

culture and religious belief (Eisenberg, 1977).  Some people may believe chronic 

diseases are linked to predetermined fate (fatalism) which may affect their treatment 

compliance (Juckett, 2005). Unless a nurse is aware of this illness explanatory model, 

he or she is going to be frustrated or became upset with the patients when their approach 

to treatment and care is in conflict.  The care provided may then be unethical when 

conflict occurs in the nurse-patient relationship.  

 

Transcultural ethics is regarded as “how people ought to live when subjectively sharing 

a common world” (Ray, 1994, p.252).  Donnelly (2000) suggests that ethics and cross-

cultural nursing should occur in all patient care settings through desirable therapeutic 

relationship. She further suggests that “ethics and cross-culture should be based on 

“nurses‟ obligation to provide good nursing care and patient‟s opportunity to receive 

appropriate nursing care” (p. 120). In order to achieve that, nurses must consciously 

take into consideration the role of culture in each nurse-patient interaction and be aware 

of its challenges. 

 

One of the most obvious challenges in the cross-cultural encounter is language barrier 

and it is not difficult to imagine the frustration both patients and health care providers 

would experience when this occur (Betancourt, Green & Carrillo, 2000). Language 

barriers can create misunderstanding and hamper the collection of accurate data.  It may 

also result in increased psychological stress for already anxious patients [Brown & 

Brown, 2000]. Consider the following examples of language barrier:   

 

Madam Linda, a 60 year-old patient, had very serious varicose vein on 

her left lower leg. She came to the clinic for the final review before 

surgery.  The attending doctor and the nurse were from different ethnic 

groups but could communicate with her in one common language.  The 

surgery planned was ligation and stripping of the veins. The patient had 

previously agreed to the surgery.  On the day of the review, she was 

alone and she refused to have the surgery done.  Both the doctor and the 

nurse were unsuccessful in trying to convince her of the surgery.  In 

addition, the patient was really upset after the session.  Later when 

Madam Linda‟s son came to collect her, she told her son she refused the 

surgery because the doctor wanted to “amputate” her leg.  It was learnt 

that the doctor used the word “potong” for “surgery” which mean 

“amputation” in Madam Linda‟s language. Why should she have her leg 
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“amputated” because of varicose veins? She lamented. After further 

explanation and reassurance, the surgery was done and the patient 

recovered uneventfully. 

 

The above case study shows that even one word that was misinterpreted could have an 

adverse effect to the planned surgery. In this instance, having an interpreter would have 

prevented the incidence. Even when speaking to patients from the same language 

background, nurses need to speak slowly and to avoid using medical jargons. Be aware 

that patients may nod in agreement or say they understand something; they may actually 

do not comprehend.  Remember the status gap in nurse-patient communication.  Even a 

patient may be of the same race, but speak different dialect, the use of common 

language in that ethnic group does not necessary ensure patient will provide accurate 

information or fully comprehend the conversation. 

 

Juckett (2005) states that cross-cultural interview and communication takes time and 

patience.  Some patients, especially those who are of lower social status, may be shy to 

be interviewed or having difficulty to describe the symptoms.  If a nurse asks, “what is 

your reason for coming to the hospital?” he or she may answer “My whole body aches”.  

To get to the root of the problem, the nurse may have to start with “small talk” to 

establish trust rather than going direct into the focus of the interview.  Patients always 

feel less threatened and able to open up when they are at ease and have trust in the 

nurse. It is also important for nurses to learn the common terms used by their patients in 

order to avoid misunderstanding.  When in doubt, an interpreter should be used.  

 

Another cross-cultural challenge to care is that manifestations of a patient‟s illness are 

linked to his or her social environment and cultural context (Betacourt et al., 2000). If 

this is inappropriately handled, would adversely affect the clinical interaction. The 

following scenario is an example.  

 

Two months after delivering a baby, Madam Cecilie was admitted to the 

hospital due to severe anemia.  She stayed with her extended family in a 

remote village which required one hour by foot and another two hours by 

boat to reach the hospital.  She presented with fainting attacks and 

needed assistance for ambulation.  Her haemoglobin level was 7 grams 

per deciliter. She had two other children aged two and four years old.  

Her husband worked as a labourer. During the initial nursing assessment, 

the nurse questioned her why she presented herself late to the hospital.  

She just closed her eyes and did not say anything. She also did not admit 

that she was ill except that she felt tired.  

 

The patient would likely be perceived on being “stubborn” and did not seem to 

acknowledge how severe her condition was. She probably did not realize that should she 

come to hospital early, her condition would not have deteriorated.  However, Madam 

Cecilie was perfectly rational within her own social environment and cultural context. 

The family had tried traditional treatment, as it was the common practice for a post-

natal mother in her culture. She also had to observe her traditional belief that it was 
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inappropriate to leave her house within six weeks after delivery.  After six weeks 

confinement, she still had to consider who would take care of her newborn and other 

children should she be admitted to the hospital.  The family had to discuss all those 

factors before this patient was sent to the hospital.   

 

While in the hospital, Madam Cecilie knew how serious her condition was.   She was 

worried and scare.  What should a nurse do during the interaction?  Is it her duty to first 

question the woman and family why she presents herself so late to the hospital?  What is 

the ethical and cultural congruent care that is most appropriate? When the nurse is 

mindful of the possible factors that affect the timing of the patients to seek treatment, he 

or she would respect the decision and render the care most needed at the moment.  It is 

not the nurse‟s responsibility to question the delay of seeking treatment, even how logic 

it may be that early treatment ensures better outcomes. 

 

Ethics can be “viewed as a systematic way of examining the moral life to discern right 

and wrong; it also requires a decision or action based on moral reasoning” (Luwick & 

Silva, 2000).  Ethical conflicts and issues can occur when nurses ignore the ethical 

principles of autonomy.  If nurses do not respect the autonomy of a culturally diverse 

patient to make a decision, the nursing care provided would be unethical (Luwick & 

Silva, 2000). The following is an example how respect of patients‟ autonomy is ignored. 

 

Mr. Salim, a 68-year-old man, was admitted to the Tuberculosis Ward 

in a district hospital. He was diagnosed to have active pulmonary 

tuberculosis. He received intramuscular injection of 1g streptomycin 

daily in the morning together with three other oral anti-tuberculosis 

drugs.    He was told that his treatment would last for six months. In 

addition, he was isolated in a room all by himself as there was no other 

tuberculosis patient admitted during that time.  

 

 One week after the admission, Mr. Salim walked out of the hospital by 

himself and went home. Per law of the country in relation to control of 

infectious diseases (Malaysia Government, 1998), Mr. Salim had 

committed an offence as he had acted in a manner likely to spread an 

infectious disease. The Tuberculosis Control Unit of the hospital was 

notified and the health officer visited Mr. Salim in his home. He told 

Mr. Salim that he could be persecuted if he refused treatment.   

 

 Upon hearing the possibility of persecution, Mr. Salim was very upset. 

He told the health officer that even the police could come and shoot 

him, he would not return to the hospital.  It was at that point the health 

officer realized that there was more to the problem than just plain 

treatment refusal.  He apologized and began to have “small talk” to put 

Mr. Salim at ease.  Little by little Mr. Salim revealed his intention to act 

against medical advice.    
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 Mr. Salim informed the health officer that the nurse who administered 

the injection was upset when he was reluctant to expose his buttock for 

injection. His request for alternative site for the injection was not 

granted. The nurse also reprimanded him for been embarrassed to 

expose himself for injection. Each time he requested the nurse to give 

him time to prepare himself before the injection, he was ignored.  The 

nurse was upset when told of how much pain he suffered after each 

injection. She commented that Mr. Salim was diffiuclt as other patients 

never complained of pain after a few injections.   

 

Mr. Salim could not understand why the doctor and nurses were “scare” 

of him and only came in contact with him when necessary.  They had to 

use mask during each encounter as if his body odor was repelling.  He 

also wondered why he was confined in a room and was denied freedom 

to go out of the room or to mix with any other patients.   

 

In the above example, two serious ethical issues occurred: insufficient explanation and 

no respect for patient‟s autonomy. The nurse failed to understand Mr. Salim‟s 

perception of isolation.  There was no proper explanation of the purposes of isolation 

and its procedure, thus, resulting Mr. Salim‟s feeling of been scorned and humiliated. In 

Mr. Salim‟s culture, people covered their nose if something was smelly, and only people 

who committed a crime were required to be confined in a room. Mr. Salim perceived 

that it was better to go home without treatment then to face all the humiliations and 

sufferings. In terms of autonomy, the nurse did not let Mr. Salim decide the timing of 

the injection to accept his level of pain tolerance.  His request for alternative site for the 

administration of injection was ignored without any explanation.  

 

In the goal-oriented approach to have patient properly isolated and injection was to be 

administered at the right time and site, the nurse had ignored the basic ethical principle 

of patient‟s right to information for his treatment.  The use of paternalistic approach 

with utilitarian focus by the nurse and the doctor had failed to achieve the purpose but 

added the difficulty (Donnelly, 2000).  Because of Mr. Salim‟s age and his level of pain 

tolerance, the nurse assumed that he was a difficult patient and made unnecessary 

comment. Her action reflected not treating patient as an individual with autonomy. The 

nurse‟s comment about Mr. Salim‟s embarrassment in exposing himself for injection 

was inappropriate.  No person would feel comfortable to expose his or her body even 

for treatment.  To make such comment had seriously undermined Mr. Salim dignity.  

Mr. Salim would not have walked out of the hospital should proper communication and 

respect had been given. 

 

International Council of Nurses (ICN, 1973) state that nurses must take into 

consideration the cultural and religious differences when delivering nursing care. The 

code of professional conduct in Malaysia (1998) also states that nurses must render care 

to patient regardless of ethnic origin, nature of health problems, religious beliefs and 

social status.  
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The question remains is how do nurses provide ethical and cultural congruent care? 

There is no simple solution to the ethical challenges in cross-cultural care.  As it is 

impossible to know the culture of all patients that the nurse would encounter, certain 

guidelines are needed. The first is communication.  Leininger (1999) stresses the 

importance of communication in cross-cultural care.  In each of the cases previously 

described, proper communication would have prevented those ethical issues. Donnelly 

(2000) succinctly concluded “…ethical issues become more prominent when lack of 

communication occur” (p. 124). To improve communication and nursing care, Luwick 

and Silva (2000) suggest six strategies: 

 

(a) Recognize that values and beliefs vary not only among different cultures but also 

within cultures.  

(b) View values and beliefs from different cultures within historical, health care, 

cultural, spiritual, and religious contexts.  

(c) Learn as much as you can about the language, customs, beliefs and values of 

cultural groups, especially those which you have the most contact.  

(d) Be aware of your own cultural values and biases, a major step to decreasing 

ethnocentrism and cultural imposition.  

(e) Be alert to and try to understand the nonverbal communications of your own and 

various cultures such as personal space preferences, body language, and style of 

hair and clothing.  

(f) Be aware of biocultural differences manifested in the physical examination, in 

types of illness, in response to drugs, and in health care practices. 

 

Providing nursing care to culturally diverse patients is becoming a norm in many 

hospitals.  Quality nursing care means providing culturally congruent care.  Congruent 

care requires nurses to be able to and willing to communicate with their patients. 

Language barrier can be overcome by engaging the service of an interpreter. Be mindful 

of own cultural biases to prevent ethnocentrism and cultural imposition. Most of all, be 

patient and build trust with the patients.     
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Conference Topic: Eliminating Communication Barriers among Health Care 

Professionals 

Identifying Cultural and Motivational Communication in Breastfeeding 

Instruction 

Authors: Dornan L. Sinclair, M. Kernohan W.G. Stockdale J. & Suppasan P. 2016.  

Introduction 

Breastfeeding is recognised as a significant health protective behaviour for both mothers 

and infants but international breastfeeding targets remain a challenge globally (1). The 

Lancet Breastfeeding Series highlighted that while breastfeeding contributes to 

improved health, equitability and environmental benefits the relevance of breastfeeding 

continues to be debated and questioned across society, despite the potential prevention 

of 823, 000 deaths annually in under-fives (2). Breastfeeding is no longer the norm in 

many communities and it is recognised that supportive measures at many different 

levels are required including policy directives, workplace support and healthcare 

services (3). Personal, psycho-social and cultural circumstances all play a part in 

women‟s motivation to initiate and sustain breastfeeding (4, 5, 6). Health professionals, 

particularly midwives, are uniquely positioned to support women during breastfeeding 

initiation. However, identifying and evaluating the motivational effect of breastfeeding 

instruction is a critical component of the support provided by health professionals (7, 8, 

9, 10). Challenges for health professionals include the ability to remain current with and 

disseminate the ever changing developments in research, particularly related to the 

benefits of breastfeeding (11). Expectant mothers are recognised as being sensitive to 

health professionals‟ methods of support but information gaps continue to exist, 

particularly in commonly cited areas of breastfeeding cessation such as insufficient milk 

supply, latching difficulties and nipple discomfort (12, 13). Indeed, building a good 

relationship is recognised as important to mothers and communicating in a non-

judgmental, sympathetic manner can reduce concerns and the risk of conflicting advice 

(14). 

Culture plays a significant role in the availability of information, the process of 

selecting, weighing and integrating it into a selected behaviour as well as the value 

placed upon the information in different cultures (15). Breastfeeding as a maternal 

behaviour occurs across the cultures but there is limited evidence on the influence of 

cultural values and the impact of these on maternal motivation to breastfeed (16). 

Understanding how culture influences everyday life and behavioural processes may help 

to clarify where maternal motivation or self-efficacy may vary. In an increasingly global 

world the ability to understand and incorporate cultural practices and values is a critical 

component for health professionals who are expected to provide relevant 

comprehensible information that will increase maternal motivation and enables mothers 

to overcome breastfeeding barriers. 

Aim: To analyse the influence of cultural practices in breastfeeding instruction in a Thai 

university hospital. 
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Methods: Seventy five hours of observation (n=204) in seven breastfeeding 

instructional environments were completed in a University hospital in Northern 

Thailand. The purpose of the observations was to identify infant feeding goals 

communicated by health professionals through routine instruction and to examine the 

motivational and cultural content of these goals. Thematic and content analysis were 

conducted through the systematic application of a theoretical goal structure and 

thematic analysis framework. The data collected was gathered as part of a wider 

breastfeeding motivational study completed in Chiang Mai University hospital.   

Ethics: Ethical approval was obtained from Ulster University Research Ethics Filter 

Committee and Chiang Mai University Ethics Committee. Information sheets and 

consent forms were offered prior to each observation and written and verbal consent 

obtained from all participants.  

Results: Results obtained included an analysis of the organisational culture within the 

obstetric unit and identified themes within the breastfeeding instruction. Routine 

breastfeeding instruction occurred in a range of settings within the maternity unit. The 

organisational analysis highlighted a high corporate value of breastfeeding. This 

included breastfeeding instruction through daily antenatal classes available for mothers 

in all trimesters, Labour ward where a class was offered to each group during a tour of 

the facilities, and the postnatal ward through a variety of classes as well as individual 

teaching. Additional support was offered through the lactation clinic, situated on the 

postnatal ward and was available through referral from the midwives or doctors. 

Midwives in all settings were observed offering breastfeeding instruction. Within the 

antenatal clinic, Labour ward, Lactation clinic, postnatal ward and Nursery a member of 

staff was identified who took the role of „breastfeeding champion‟ (16). This was often 

a nurse or midwife who had additional training and/or experience in lactation and took 

responsibility for breastfeeding instruction.  

Infant feeding goals suggested by the midwives were identified through the 

implementation and analysis of a theoretical goal structure (17). Throughout the 

instruction a variety of goals were identified which were classified as: 

 Purpose goals: reasons to consider breastfeeding as a form of infant feeding 

 Target goals: implementing methods through which women could learn to 

breastfeed 

 Performance Feedback Indicators: ways women could recognise they were 

successfully feeding their infants and achieving their goals 

Through the implementation of a goal trajectory a number of findings of interest were 

noted. This included purpose goals which were regularly highlighted during the 

antenatal phases and included an emphasis on the benefits of breastfeeding which were 

revisited during the postnatal phase to reinforce the value of breastfeeding.  
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Themes 

Data were analysed through the implementation of a thematic analysis framework (18). 

A total of five core themes were identified within the thematic analysis. The 

overarching theme or goal suggested by the midwives was that breastfeeding is the best 

option. This was reinforced primarily by the purpose goals suggested by midwives with 

a focus on the benefits of breastfeeding. Target goals and performance feedback 

indicators were incorporated through themes and included Start off Well, Building 

Confidence, Managing Tough Times and The Thai Way. The Thai Way is the focus of 

this paper due to the emphasis on culture.  

 

The Thai Way 

Cultural values, beliefs and practices were identified through the antenatal and postnatal 

breastfeeding instruction. Within the antenatal instruction an emphasis was placed upon 

the wider benefits of breastfeeding to protect the environment and attachment. For 

example a suggested purpose goal: 

„This (breastfeeding) helps a child be emotionally healthy so that they can cope with 

becoming a part of society’. (ANCV) 

One frequently suggested target goal was the international and national recommendation 

of breastfeeding to six months. 

„The Government encourages all women to feed as long as possible but at least to six 

months’. (ANC2 MW2) 

Local beliefs and practices were also included in the goals.  

‘Don’t eat very spicy or strongly flavoured food otherwise breast milk will give your 

baby diarrhoea’. (ANC3 MW3) 

‘Don’t leave the house for the first couple of months because you and your baby will get 

sick in the wind and the rain’ (ANC4 MW3) 

Potential barriers to breastfeeding were also addressed in the performance feedback 

indicators such: 

‘The shape or size of your breast does not reflect how well you can breastfeed’ (ANCV) 

Written material given during the antenatal period reinforced the purpose goals within a 

cultural perspective with recommendations such as; 

„Mothers milk helps the nation’ (ANL1)  

„Mothers breast milk shows perfect love for your child so it has more benefit in it than 

any other food’ (ANL1) 

A further theme which seemed to be uniquely cultural in this context was the goals and 

instruction set around mothers caring for their breasts and breastmilk expression. This 

included an emphasis on washing and keeping their breasts clean and the value of breast 
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massage. Instruction related to this was presented through practical direction. For 

example: 

„Use a small flannel in warm water and hand massage’ (ANC1 MW1) 

‘Wash your hands and breasts before feeding. Dry yourself by patting gently’ (ANCV) 

The concept of caring for your breasts was a recurring theme within the instruction. The 

maternity unit had an everyday practice of encouraging mothers to attend breastfeeding 

sessions on the wards or in the Nursery unit twice a day where they were taught to look 

after their breasts. This included instruction and assistance in placing warm cloths on 

the breasts and breast massage to increase milk supply. 

Nurse ‘Let’s see you massage your breasts’. She watched mum for a minute and then 

showed her how to push in at the side and then move in to her nipples. ‘See you have 

lots of milk coming’. (N2 Obs1 NLN1) 

The midwives were observed to be active and hands on in teaching mothers breast 

massage and stimulation. The postnatal breastfeeding instruction also contained a range 

of cultural beliefs and practices held by the midwives which were evidenced in the 

following statements:  

„Thai women need hands on or they can’t do it’ (LC1 HN) 

 „The nurses try to encourage the mums both with bathing and breastfeeding to build 

their confidence so they can then feel confident to teach the grandparents and correct 

cultural practices’. (N2 Obs1 NLN1) 

A considerable focus across the unit was instruction in attempting to manage 

breastfeeding and prepare mothers for discharge, both to increase confidence and 

manage cultural practices they may encounter. This included instruction on breastmilk 

expression as a continuance of breastfeeding on return to work. 

 

Post Natal Classes 

Within the midwifery unit there were two postnatal classes which the mothers were 

encouraged to attend. These were a postnatal discharge class which gave a range of 

maternal and infant information including breastfeeding, and a self-efficacy class which 

offered specific lactation advice and support. Introduced by the lactation nurses and the 

head of the postnatal unit the self-efficacy class offered a reinforcement of breastfeeding 

goals suggested in the antenatal instruction and clarity on issues such as position and 

latch. Conflicting goals and instruction which had been noted on occasions through 

individual instruction on the ward was addressed and clear instruction and goals were 

reinforced during these classes. There was clear evidence of the value the organisational 

culture placed upon breastfeeding including an emphasis on the benefits of 

breastfeeding, the importance of breast massage and the option and benefit of 

breastmilk expression, in particular for mothers returning to work. While there were 

specific cultural themes as noted above much of the breastfeeding instruction 

encompassed cultural practices and beliefs. These included cultural practices such as 
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„Yuu Duan‟ with the recommendation on discharge from hospital that the mother is 

advised to stay at home for the month. Other instruction included encouragement for 

mothers to rest, practice staying beside the fire to stay warm and follow strict dietary 

precautions including the balance of hot and cold foods.  

Breast or Bottle? 

One of the recognised dilemmas faced by prim-gravida mothers is the choice between 

breast and formula feeding. The overall recommendations within the goal structure and 

themes communicated through the midwife instruction was a consistent message that 

breastfeeding was the best option. While in line with international and national policies 

as well as hospital policies from a motivational perspective it may be contended that at 

times this may have communicated a „negative‟ perspective regarding formula feeding. 

While suggestions such as breastfeeding is „easier than formula milk‟ (ANC4 MW3) 

and „powdered milk is not easy for the baby to digest‟ (ANC4 MW4) reinforce the 

message that breastfeeding is the best option there is a potential that for mothers who 

are unable to breastfeed due to infant or maternal complications motivationally women 

may be left with the impression that formula feeding is a secondary option. Within this 

lies the challenge for health professionals to offer support and motivational goals to 

women while allowing them personal choice.  

Discussion 

The results of this study suggest a number of key principles for health professionals 

when examining communication regarding the topic of breastfeeding and culture. These 

include the inclusion and communication of specific goals and recommendations, 

recognition of potential challenges when breastfeeding and the incorporation of cultural 

beliefs and practices.  

As a health policy breastfeeding is both recommended and promoted as the optimal 

form of nutrition for infants. In spite of this communication frequently breaks down 

between mothers and the health professionals who promote breastfeeding due to a lack 

of training, a lack of staff, inadequate knowledge and staff attitudes (19, 20, 21, 22). 

The implementation of the Baby Friendly policies (23) were observed within the unit 

and included the training of staff in breastfeeding practices, assisting women in the 

initiation of lactation within half an hour of birth and encouraging the practice of 

rooming-in (16).  

The high value of breastfeeding identified within the midwifery unit suggested a united 

approach to breastfeeding instruction and a significant amount of „buy in‟ from staff. 

Support offered by health professionals is recognised as very important in breastfeeding 

initiation and continuation and changing practice can have a dramatic impact on the 

number of women breastfeeding (24, 25). The organisational culture appeared to reflect 

a united approach through the policies and every day practices observed within the unit 

(16). The high value of breastfeeding between staff and the level of commitment 

observed supporting women offered an environment where communication between 

health care professionals was maximised. The opportunity given to staff to form their 

own programmes and instruction was evident throughout the unit in different settings 



The Book of 2
nd

 International Nursing Conference      | 13 

and may help to reduce communication barriers both between staff and women which in 

turn may increase support for breastfeeding mothers. However, it should be noted that 

with such a high value and endorsement of breastfeeding mothers who would prefer to 

offer formula to their infants may not feel able to express their opinions. Equally, 

mothers who encounter problems with breastfeeding may encounter motivational or 

emotional challenges if faced with the prospect of formula feeding. However, it may be 

argued that this approach reflects the high value placed upon breastfeeding and it was 

observed during the research that the attitude towards formula feeding was pragmatic 

and that formula was offered if it was considered required by medical or nursing staff 

combined with an emphasis on increasing breast milk supply.  

Resuming work is often considered to be an obstacle for mothers and breastfeeding can 

become increasingly complex, especially when mothers work outside the home (26, 27). 

An emphasis on breastmilk expression identified a relevant cultural issue faced by 

mothers who would have a limited maternity leave and suggested an alternative method 

of infant feeding which still allowed the benefits of giving breastmilk.  

The breastfeeding literature suggests that cultural influences play an important part in 

breastfeeding motivation and behaviour (28, 29, 30). Cultural practices such as dietary 

precautions, balancing hot and cold and staying at home for the month are common in 

Confucian cultures in South East Asia (31, 32). These were identified and on occasions 

endorsed within the breastfeeding instruction. This allowed a culturally relevant 

approach to breastfeeding instruction by the staff. Having a perceived support system, 

either personal or professional has been identified as having an effect on breastfeeding 

initiation and sustainment (5). Clear communication and a united approach by health 

professionals and a cohesive and integrated goal structure should theoretically reduce 

conflicting advice and increase motivation. While there was some evidence of goal 

incongruence the overall attitude of the midwives was that breastfeeding was the best 

option, was culturally acceptable and that while there may be challenges these were not 

insurmountable and could be overcome.  

Conclusion 

Communication is critical to the role of a health professional. The presentation of 

relevant material, inclusion of practical and integrated instruction as well as a clear goal 

structure allows women to both understand and achieve their maternal goals and 

overcome breastfeeding barriers. A supportive organisational culture enables midwives 

to deliver their programmes, increase ownership and reduce conflict within a unit, 

maximising the circumstances in which mothers begin their breastfeeding journey. This 

approach could be adapted to any health promoting behaviour or health education 

programme.  
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Introduction 

Australia is a culturally and ethnically diverse nation, with immigrants from all over the 

world now calling Australia home. The latest Australian census found that 

approximately 26% of the Australian population originated outside Australia (ABS, 

2011).  Initially, Europe was the main source of migration, however, increasingly more 

Australians are born in Asia before migrating to Australia. Our diversity is also 

evidenced by the facts that there are a variety of languages spoken and religions 

reported. For example, there are over 400 languages spoken in the home, the most 

common being (apart from English), in decreasing order - Mandarin, Italian, Arabic, 

Cantonese and Greek. However, approximately 2% of Australians do not speak any 

English at all. In terms of religious affiliations, 61% of Australians reported a Christian 

affiliation, although this figure has been decreasing with each subsequent census. The 

most common non-Christian religions were Buddhism, Islam and Hinduism (ABS, 

2011).  

 

While this diversity, both culturally and ethnically provides a richness to our way of 

life, it also poses challenges when providing culturally appropriate palliative care. To 

overcome some of these challenges, nurses often have to cross the border from one 

familiar territory to one that is largely foreign. However, before exploring some of these 

challenges in more detail, concepts pivotal in this paper are now outlined. 

 

Culture 

Familiar definitions of culture frequently imply a static concept, one involving shared 

patterns of behviours, as illustrated by the following defintion; cuture is „ the sum total 

of ways of living built up by a group of human beings, which is transmitted from one 

generation to another‟ (Macquarie Encyclopedic Dictionary 1990). This defintion is 

often conveyed as a checklist or an information sheet that requires fulfilment by many 

cultural groups at the end of life. However, while many cultures do return to these 

behaviours and rituals in the face of a life limiting illness, such a defintion can lead to a 

distillation of complex behaviours and beliefs which may in turn fuel stereotypes, 

generalisations and misunderstandings. Cultures are  not fixed, or static, but rather are a 

process, „because identity, be it cultural, ethnic, religious, or using other categories, is in 

a constant process of adaptation and change‟ (Crawley & Koffman 2015, p.2).  

Therefore, the definition of culture used in this discussion is one that is relational, where 

both the nurse and the patient/family, irrespective of culture, enter into conversation 

„where meaning is negotiated and new understandings emerge‟ (Crawley & Koffman 

2015, p.2) . This approach promotes the idea that differences do exist between and 
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within cultures and in order to provide culturally appropriate care, one has to ask the 

individual and their family about their unique needs and wants in this area.  

 

Palliative care 

The widely used World Health Organisation‟s (WHO) definition of palliative care 

underpins this discussion, „it is an approach that aims to improve „the quality of life of 

patients and their families facing the problem associated with a life limiting illness, 

through the prevention and relief of suffering …‟ (WHO). 

 

The culture of palliative care 

Palliative care in Australia originated from the modern hospice movement begun in 

Britain in the mid-20
th

 century. Therefore, the forces that have shaped its development 

are Anglo-Saxon and have at its core, concepts such as autonomy, the relief of suffering 

and enhancing the quality of a person‟s life. However, these values are generally those 

of a Western culture. Therefore, the world views of less dominant cultures within 

Australia are frequently under represented in palliative care services (Prior 1999a). For 

example, clashes can occur between the rights of the individual (a Western value) and 

the rights of the family/community (an Aboriginal and Torres Strait Islander value) 

when it comes to decision-making at the end of life.  

 

The challenges now outlined (not necessarily in order of importance, nor an exhaustive 

list) are strongly influenced by a person‟s culture. Each challenge is briefly outlined, 

where possible examples are provided, and at the completion of the discussion on 

challenges, some strategies are proposed that have been found helpful in recent 

publications. 

 

Challenge 1 – Refugees and Asylum seekers 

A number of migrants come to Australia, not necessarily by choice, but because 

circumstances such as war or persecution have forced them to search for sanctuary 

elsewhere (Wahoush 2009). While the meaning of the terms „refugee‟ and „asylum 

seeker‟ differ slightly, most arrive in Australia as „strangers in a strange land‟
1
, where 

all is new and unfamiliar (Heinlein 1974). The majority of these migrants originate from 

resource poor countries where palliative services are either few or non-existent, and 

they may not have any knowledge about the benefits of palliative care. This lack of 

knowledge may result in misconceptions and suspicions regarding services, and hence 

may seek assistance, either very late in the disease process, or not at all. In addition, 

many migrants come from a background of violence and torture and the effects of such 

trauma may lead to depression and other psychosocial disorders, which only become 

magnified at the end of life (Harris & Zwar 2005; Kemp 2005). Furthermore, there is a 

great sense of isolation when one is „living and dying in a society that has forgotten (if 

they ever knew) that bad things happened …‟ (Kemp 2005, p. 46). 

While most cultures return to their rituals and practices at important markers in a 

person‟s life (Bray & Goodyear-Smith 2007), refugees and asylum seekers often arrive 

                                                           
1
 The term ‘strangers in a strange’ land comes from the title of a book by Robert Heinlein. The book tells 

the story of a man who arrives as an adult on Earth from Mars where he was raised, and tries to 
understand the foreign culture of humans. 
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in Australia cut off from their families of origin and therefore may have no previous 

generations to guide them in the ceremonies involved in illness, death and dying (Kemp 

2005). Therefore, nurses often struggle when caring for this population due to the 

unfamiliarity with the particular culture and knowledge of the circumstances that led to 

migration in the first place. Closely tied to the challenge of providing palliative care to 

refugees and asylum seekers is the challenge posed by indigenous peoples. 

 

Challenge 2- Aboriginal and Torres Strait Islander peoples 

Aboriginal and Torres Strait Islander (ATSI) peoples make up approximately 3% of the 

Australian population (Vos et al 2009). They tend to be marginalised groups within 

Australian society with poorer health outcomes, a higher incidence rate of chronic 

diseases, and when compared to non-Indigenous Australians, have a life expectancy that 

is approximately 10 years lower than that of non-indigenous people (Australian Institute 

of Health and Welfare 2015). While the two groups are often spoken of as one entity, 

just as in all cultures, differences do exist between and within these groups (Queensland 

Health 2015). This diversity poses a challenge for a nurse working in the palliative 

domain as each group has its own rituals concerning death and dying and bereavement 

(Prior 199b).  

    

Traditional practices regarding illness, death and dying have been almost eradicated by 

the historical forces of colonisation and missionary zeal (Queensland Health 2015). 

Consequently, the passing on of traditional knowledge in the form of stories from one 

generation to the next has been disrupted. This disruption has resulted in loss of 

important practices such as the mourning customs aimed at assisting the release of a 

person‟s spirit from the physical body so that it can return to the Dreamtime and be 

reincarnated (O‟Brien et al. 2013). 

 

The complex management of symptoms in palliative care frequently takes place in an 

acute hospital or an in-patient unit. However, ATSI peoples generally prefer to remain 

and die at home, connected to family and country.  For many, hospitals are viewed as a 

place in which a person dies and therefore not a desirable location in which to be.  In 

addition, while communities are the preferred deliverers of care, increasingly more and 

more ATSI peoples are now residing in aged care facilities. One systematic review has 

highlighted that little is known about the needs of this population within the aged care 

environment (Brooke 2011). Therefore, wanting to die at home and yet having to 

remain in hospital for symptom management, or living in an aged care facility, can 

provide a point of conflict between individuals/families and health care professionals 

who often find it difficult to accommodate the required cultural practices (Shahid et al. 

2013). In addition, ATSI peoples tend to distrust the mainstream health care system due 

to the long history of colonisation and oppression (Prior 1999a), and their thinking that 

palliative care is just for the immanently dying and therefore will not willingly engage 

with palliative care services early (Shahid et al. 2013).   

 

An additional challenge for nurses within this population (and other cultural groups) is 

that of language. ATSI languages (of which there are hundreds) are not written down, 

they are verbal products passed on from one generation to another. Indeed, in many 
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remote communities, English is not spoken at all (O‟Brien et al. 2013). This point 

makes communication difficult and therefore the implications and impact of receiving a 

diagnosis of a life limiting illness may not be fully understood by the ATSI person or 

his or her family, and they may need time to digest this information. Furthermore, it is 

usually inappropriate to speak of an ATSI person as being „terminally ill‟ as this view 

does not fit with their world view of life as a continuum (Prior 1999b), nor is it 

appropriate to refer to the deceased person as being „dead‟. The term „passing‟ is 

preferred due to the spiritual belief that life is cyclical and one „passes‟ from one stage 

to another (Queensland Health 2015).  

 

Challenge 3: Truth telling and discussions regarding advanced care directives 

In Australia, doctors have an ethical and legal imperative to inform a patient of a life 

limiting diagnosis and various treatment options. Honest disclosure about such matters 

is beneficial when preparing for the end of a person‟s life and it provides an opportunity 

to finish any „unfinished business‟. However in some cultures within Australia, end of 

life discussions and information regarding prognosis are shared family decisions, not 

individual ones (de Pentheny O‟Kelly, Urch & Brown 2011). Prognostic information 

may be withheld out of a belief that such knowledge would be distressing or 

disrespectful for the person concerned. Such news might remove hope – a hope for a 

future (Searight & Gafford 2005). This withholding of knowledge is known as 

„collusion‟. While many patients realise by the tone of voice or facial expressions of 

those around them that their illness is serious, they too may join with the family in the 

pretence (Carey & Cosgrove 2006). Nurses are often asked to participate in the 

deception and withhold the truth about diagnosis or prognosis from the patient or the 

family, which can be a source of distress for the nurses concerned.  

 

In some cultures, the ethical principle of autonomy is not considered as important as the 

principles of beneficence (doing good), and non-malfeasance (doing no harm). 

Therefore discussions concerning advanced care directives may not take place, leading 

to the holding of unrealistic expectations regarding cure and the provision of medically 

futile treatments (de Pentheny O‟Kelly, Urch & Brown 2011). From a Western 

perspective, the documentation of advanced directives is beneficial, as in the event that 

the person cannot speak for his or herself, then their wishes regarding end of life care 

can be fulfilled; futile and aggressive treatments are therefore avoided. Yet for some, 

such discussions are offensive and may not be able to be broached, or need to be 

broached in a sensitive way. For example, many Muslims consider that death and the 

timing of this event are in the hands of God and therefore not a topic open for 

discussion (Kemp 2005). Therefore, conflict can arise between the patient, the family 

and the treating doctor for in South Australia, doctors are not required to provide 

treatment that is „intrusive, burdensome and futile (Consent to Medical Treatment and 

Palliative Care Act 1995, p. 3). Rather, their role lies in informing/educating the patient 

and family about the reasons for withholding or withdrawing treatment (de Pentheny 

O‟Kelly, Urch & Brown 2011). There can exist a tension between respecting, and 

meeting the needs of culturally diverse groups and nurses can be caught up in the 

middle of this conflict (Wilmott et al. 2014). 
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Challenge 4 – The relief of suffering 

The experience of suffering is a universal human phenomenon and one of the goals of 

palliative care is the prevention and relief of suffering (World Health Organisation). 

This goal can pose a challenge for nurses working in this area. One example of this 

challenge is in the management of symptoms such as pain, a common occurrence at the 

end of life. We know that many cultures respond to pain in differing ways and the 

reporting of pain is often filtered by cultural experiences (Crawley and Koffman 2015). 

For example, ATSI peoples may be reluctant to report pain due to the shame it might 

bring for the person concerned because of the belief that this symptom has been caused 

by non-adherence to important rituals (McGrath 2006) Therefore, the meaning of pain 

and the responses to it are learned behaviours influenced by the culture in which a 

person lives. Some cultures believe that pain, like suffering, is to be endured, a test of 

faith or an inevitable part of a serious illness (Kemp 2005). Other cultures believe that 

pain, and the suffering it causes, are punishments for past sins. Therefore, interventions 

aimed at relieving such suffering may not be welcome and a nurse can feel impotent in 

the face of such beliefs.  

For Aboriginal people in parts of Northern Australia, the relief of pain is one of the 

most important issues at the end of life, and yet this relief may be complicated by 

certain beliefs (McGrath 2006). For example, nurses and Aboriginal health workers may 

be reluctant to get involved in the pain management of a person with a life limiting 

illness due to the fear of „pay back‟ - the idea that a person administering pain relief 

may get blamed, for either not controlling the pain, or even for the death of the person 

and retribution in some form would ensue.  This belief may result in pain being poorly 

managed at the end of life. In addition, sedating pain medication may be seen as 

preventing the cultural practice of passing on knowledge, „ a key component of cultural 

survival‟ (McGrath 2006, p. 8). 

 

From a Western perspective, being pain free at death is often evidence of a „good death‟ 

– an easeful passing. It is an ideal that many Australian nurses hold, however, as can be 

seen from the differing views outlined above, the ability to live and die pain free may 

not be a value held in high regard by some people and by some faiths (Steinhauser and 

Tulsky 2015). Therefore, a nurse may have to witness unrelieved suffering and feel 

powerless to do anything about it.  

 

Challenge 5: Spiritual concerns at the end of life 

Australia is an increasingly secular society with acknowledged (according to Census 

data) religious affiliations dwindling at the year‟s progress. However, for many people, 

the diagnosis of a life limiting illness often initiates a spiritual or religious quest and a 

person may return to a once abandoned religion and/or embrace new spiritual beliefs 

(Harrington 2004). While the concepts of spirituality and religion are different - 

spirituality may not always be expressed through formal religions (Crawley & Koffman 

2015) - in the practice of palliative care, addressing spiritual concerns are just as 

important as addressing physical and psychological ones (World Health Organisation). 

However, meeting the spiritual needs of diverse cultures can be challenging in the 

context of palliative care, especially when appropriate resources might be lacking 

(Kemp 2005). 
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Be that as it may, nurses need to be aware of the importance of spirituality and religion 

in a person‟s life (McClement 2015). It is not sufficient to leave spiritual care to the 

clergy or spiritual leader, as „all members of the health care team share the 

responsibility of identifying and being sensitive to spiritual concerns‟ (Glass et al. 2001, 

p. 40). 

 

Hope is an important spiritual resource (Crawley & Koffman 2015), something to be 

drawn upon in distressing times. From a Western perspective however, hope is usually 

directed towards some time point in the future, and this linear view of time may not fit 

with different cultural views (Crawley & Koffman 2015). For example, many ATSI 

peoples view time as multidimensional, like a „pond you can swim through – up, down 

and around‟ (Jamca & Bullen 2003, p. S41). Therefore, promoting hope in palliative 

care can be counterproductive for some cultures.  

 

The net effects of these challenges mentioned above mean that timely palliative care 

may not occur, nor the provision of culturally appropriate palliative care (Clark and 

Phillips 2010). The discussion now turns to several strategies that have been found to be 

useful in the setting of cross-cultural palliative care. 

 

Strategies  

As already mentioned, differences exist within the different cultural groups in Australia, 

which make generalisations difficult. For example, some Muslims sanction organ 

donation and autopsies, whilst others do not (Bresnahan and Mahler 2010). The first 

suggested strategy in overcoming some of the challenges is to approach the clinical 

encounter with the following questions. These questions have been adapted from the 

work of several authors (Tripp-Remer, Brink & Saunders 1984; Kemp 2005; Low 

2009). The answers will illuminate values and beliefs regarding illness, death and dying.  

1. What do you believe caused this illness? 

2. Do you have any belief as to its cause and why it began when it did? 

3. How ill do you believe you are? 

4. How much time do you expect you have left to live? 

5. What problems has this illness caused your family? 

6. What are your hopes and fears 

7. What was it like to live in your country? Why did you leave? 

8. I have read that people from x (insert country or ethnic group) believe y (cultural 

practice) when ill, what do you believe? 

9. Who do you turn to for spiritual help? 

 

The final question below – from Caresearch, taps directly into the differing beliefs 

regarding truth telling and the role of the family is disclosing such news, hence may 

reduce the likelihood of collusion occurring (Low 2009). 

10. What would you like to know about your illness and how much would you like 

to know?  
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While these questions are important in finding out about the care needs of differing 

cultures, it is also pivotal in palliative care that education is provided that outlines for all 

concerned what is needed before the death, during the death and in the bereavement 

period. Education is therefore the second suggested strategy. Family members may need 

to be involved as well; especially those who have defined roles and responsibilities 

regarding the health care for an individual and this involvement may require the 

assistance of interpreters. In addition, ongoing education is also needed in the area of 

communication skills, where health care professionals are formally taught what to say 

and the timing of such discussions (Fellowes, Wilkinson & Moore 2004). Education of 

patients and families may also be needed in situations where a patient believes that pain 

is an inevitable part of a serious illness or a punishment for past sins; spiritual/religious 

leaders may need to be involved. 

 

The foundation of culturally appropriate palliative care is the building of trusting 

relationships by being respectful of a person‟s culture, asking questions similar to those 

outlined above, and by providing honest and clear explanations. Therefore, the 

development of a trusting relationship between all parties is the third strategy. In some 

cultures, as is the case for ATSI peoples, this trust is enhanced by including an ATSI 

health worker in the treatment team to convey in a clear language, the proposed medical 

and nursing procedures as well as the meaning of palliative care. While the development 

of a trusting relationship in this scenario might avoid the problems of „blame‟ and „pay 

back‟ mentioned earlier (McGrath 2006), an Aboriginal health worker may be reluctant 

to go to the person‟s home and administer the final medication before death (which may 

be for pain) as he or she will then be blamed for this death, as one health worker stated; 

„the last medication that is given to the patients before they die is the one that puts them 

over the edge … Health workers [are] reluctant to take on that responsibility … 

especially if there is blame coming from the family‟ (McGrath 2006, p. 9). Therefore, if 

possible, doctors or clinic nurses are the preferred people to administer pain relief in the 

home. 

 

The fourth strategy is that of a nurse‟s presence. Suffering has been described as a „dark 

place‟ and someone needs to be there for the patient and the family (Breaden et al. 2012, 

p. 898). While witnessing unrelieved suffering is distressing for all concerned, it is not a 

time to abandon the patient just because the nurse‟s beliefs about suffering may clash 

with those of the patient or the family. In addition, the nurse may need to let go of the 

felt need to always „fix‟ things or find a solution to the suffering. At times, in spite of a 

nurse‟s best clinical skills, suffering remains – it does not mean that he or she has failed. 

Therefore, a different approach to care is required which takes the focus from „fixing‟, 

to „being with‟ (Breaden et al. 2012) 

 

The fifth and six strategies in providing culturally appropriate palliative care focus on 

two important concepts - „culturally competence‟ and „cultural safety‟. 

 

Cultural competence 

When a person‟s cultural beliefs and values regarding palliative care, and death and 

dying collide with those of Western medicine, conflict often arises affecting the 
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provision of that care, as well as possibly creating a lasting negative impact on both the 

nurse, the patient and those who are left behind (Carey and Cosgrove 2006). One 

solution to dealing with such conflict is for the nurse to develop what has been termed 

„cultural competence‟.Cultural competence is the „acquisition of the knowledge and 

skills that enhance the management of cultural issues in the clinical environment‟ 

(Carey and Cosgrove 2006, p. 264). To be culturally competent, a nurse needs to have 

information about various cultural and linguistic groups, their rituals and taboos that 

may draw upon the palliative care services in the community in which he or she lives. 

For Dreher and MacNaughton (2002), cultural competence „requires acknowledging the 

fundamental ethnocentrism of contemporary Western health care and the differences in 

the way patients and families respond to illness and treatment‟ (p. 182). Having 

acquired such information, a nurse can then anticipate possible challenges and conflicts 

that may arise along the illness trajectory. 

 

Whilst the development of cultural competence may minimise the possible challenges 

encountered in palliative care, it does not capture the variance of the connection 

between the person and his or her culture. Just because a person belongs to a particular 

cultural group, it does not mean that this person adheres to all the values and beliefs of 

that culture. Believing that all people within a particular cultural group respond to 

serious illness in the same way can lead to erroneous generalisations and therefore just 

developing cultural competence is insufficient (Dreher and MacNaughton 2002). 

Instead, or as well as, cultural safety also needs to be incorporated into the care of a 

person with a life limiting illness. 

 

Cultural safety 

In palliative care in Australia, nurses will encounter patients and families from many 

cultures. Basing care on stereotypical notions of how a person might behave given his 

or her culture is inappropriate. Rather, nurses need to understand, first their own culture 

and second, how this dominant culture may affect nursing care; they need to practice in 

a culturally safe way. Cultural safety has been defined as; 

 

The effective nursing of a person/family from another culture by a nurse who 

has undertaken a process of reflection on own cultural identify and recognises 

the impact of the nurses‟ culture on own nursing practice (Pappas & Ramsden 

1998, p. 491).  

 

To practice palliative care in a cultural safe way, a nurse must look beyond the „foreign‟ 

aspects of a person‟s culture. He or she also needs to acknowledge that there have been 

historical and political forces that have contributed to power inequities in the delivery of 

health care. Therefore, a nurse must practice in a way that is regardful, and not 

regardless of all aspects of a person‟s culture (Ramsden 2002). 

Conclusion 

This paper has shown that the challenges facing the provision of palliative care in 

multicultural Australia are complex. Yet, many of these challenges are not unique to 

Australia; nurses all over the world face them. The discussion has only provided a broad 
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overview of these challenges, together with some possible strategies or interventions. 

However, further research is required to provide evidenced-based answers to the 

challenges outlined. Importantly, to work in this area nurses need to approach care by 

applying: 

 

A framework of equity to understand and serve population needs of specific 

communities, [while at the same time] never loses sight of the individuals and 

families before us … we should be mindful that an individualised approach to 

palliative care …is paramount for any patient (Crawley and Koffman 2015, p. 3) 

 

 Therefore, an individualised approach to palliative care is needed and nurses must 

courageously cross the borders from a territory that is familiar to one that is uncertain 

and often „foreign‟. 
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Standards and Qualities of Indonesian Nurses in Providing Care for Foreign 

Inpatient 

Jany Prihastuty 

2
nd 

International Nursing Conference 

STIKES HANG TUAH - SURABAYA November 2016 
 

Nursing is the protection, promotion, and optimization of health and abilities, 

prevention of illness and injury, facilitation of healing, alleviation of suffering through 

the diagnosis and treatment of human response, and advocacy in the care of 

individuals, families, groups, communities, and populations. ( ANA) 
 

I. Foundation of Nursing : 

1. Theories of nursing 

2. Scientific knowledge 

3. Relevance to basic social values 

4. Professional autonomy. 

5. A sense of commitment. 

6. A sense of community. 

7. A code of ethics 

 

II. Professional nursing practice : 

1. Commitment. 

2. Compassion. 

3. Caring. 

4. Strong ethical values. 

5. Continuous development of self and others. 

6. Accountability. 

7. Responsibility for insightful practice. 

8. Demonstrating a spirit of collaboration and flexibility. 
 

III. Scope & Standards of Practice : 

1. Standards of Practice. 

2. Standards of Professional Performance. 

3. Code of Ethics 

IV. Nursing System in RS. Premier Surabaya : 

1. Strategic Plan - Vision-Mission Values. 

2. Nursing Standards  

a. Clinical journals 

b. Practice guidelines 

c. Nursing research 

d. Accreditation ; National ( KARS)- international ( JCI) 

e. Models ; Modular Team. 

f. Documentation : Nursing Care Plan . 

g. Communication; SBAR, hand Over  
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h. Human Resources- Staffing : redentialing, Preceptorship, Training 

education,  Career Path, Reward-Punishment  

i. Risk Man. 

j. Infection Control : HICMR, HICMR facility wide risk assessment; Hand 

Hygiene : first moment- 5 moment, Aseptic Non Touch Technique ( 

ANTT). 

k. innovation Award 

Networking 

V. JCI V-Kars version JCI 

a. Patient-Centered Standards 

1. International Patient Safety Goals (IPSG). 

2. Access to Care and Continuity of Care (ACC). 

3. Patient and Family Rights (PFR). 

4. Assessment of Patients (AOP). 

5. Care of Patients (COP). 

6. Anesthesia and Surgical Care (ASC). 

7. Medication Management and Use (MMU). 

8. Patient and Family Education (PFE) 

b. Health Care Organization Management Standards : 

1. Quality Improvement and Patient Safety (QPS). 

2. Prevention and Control of Infections (PCI). 

3. Governance, Leadership, and Direction (GLD). 

4. Facility Management and Safety (FMS). 

5. Staff Qualifications and Education (SQE). 

6. Management of Information (MOI) 

 

c. International Patient Safety Goals (IPSG) : 
 

Goal 1: Identify Patients Correctly 

The hospital develops and implements a process to improve accuracy of patient 

identifications (3 ME) 

Goal 2: Improve Effective Communication ( 3 ME) 

The hospital develops and implements a process to improve the effectiveness of verbal 

and/or telephone communication among caregivers ( 3 ME) 
 

2.1 The hospital develops and implements a process for reporting critical results of 

diagnostic tests. ( 3 ME) 

2.2 The hospital develops and implements a process for handover communication.( 3 

ME) 

Goal 3. Improve the Safety of High-Alert Medications ( 6 ME) 

The  hospital develops and  implements a  process to  manage the  safe  use  of 

concentrated electrolytes ( 3 ME) 
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Goal 4: Ensure Correct-Site, Correct-Procedure, Correct-Patient Surgery ( 7 ME) 

The hospital develops and implements a process for the time-out that is performed in 

the operating theatre immediately prior to the start of surgery to ensure correct-site, 

correct- procedure, and correct-patient surgery. 

 

Goal 5: Reduce the Risk of Health Care–Associated Infections ( 3 ME) 

The hospital adopts and implements evidence-based hand-hygiene guidelines to reduce 

the risk of health care–associated infections 

 

Goal 6: Reduce the Risk of Patient Harm Resulting from Falls ( 3 ME) 

The hospital develops and implements a process to reduce the risk of patient harm 

resulting from falls 

 

VI. AUSTRALIAN COUNCIL ON HEALTHCARE STANDARDS (ACHS) 

CLINICAL INDICATORS (first half 2016) 

Indicator set that we take until the middle of 2016 include: 

1. Hospital-Wide: example : Uplanned and unexpected readmission within 28 days. 

2. Maternity : example : Selected primipara – spontaneous vaginal birth. 

3. Medication Safety :example : Medication Error – adverse event requiring 

intervention. 

4. Paediatrics: example : adverse event when not in a paediatric ward/area 

VII. Evidence Based Practice : 

1. Goal is to achieve cost-effective, high quality patient care based on scientific 

inquiry. 

2. Nurses need to understand research process involved. 

3. Nursing care should not  be based on opinions, past  practices,  but on the 

results of scientific research. 

4. Clinical journals, Practice guidelines, Nursing research 

VIII. Caring Relationship : 

To identify how the advanced practice nurse needs to first (and foremost) 

understand his/her own being and nursing identity; then, determine how this self-

awareness and insight can facilitate hearing the patient and tailoring the treatment 

according to that person's preferences and needs. 

IX. Soft Competencies : 

1. Good appearance, included its height, weight, how to grooming. 

2. Good attitude. 

3. The advanced practice nurse is particularly prepared to practice communicative 

discourse effectively. 

4. Good communication skill, included verbal and non verbal communication, 

especially in English language active and or passive 

X. Optimal Nurse Staffing 

Is a critical component  in improving the quality of patient  care and 

preventing avoidable complications 

1. Staffing important. 
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2. Priority serving patient. 

3. Good practise. 

4. Organisation incharge make sure confident. 

5. Patient care 24 hr, experiences. 

6. How team worked. 

7. What the skill mix. 

8. How will support trained 

XI. Consequences of hospital nurse staffing on patient outcomes: ffect of 

inadequate staffing : 

1. Patient outcomes. 

2. Job satisfaction. 

3. Nursing burnout. 

4. Inadequate labor resources. 

5. Failure to rescue. 

6. Medication error. 

7. Missed nursing 

XII. Planning your  

establishment 

1. Skill staf. 

2. Right skill right place. 

3. Historical level patient population 

4. Motivation staff. 

5. Helpfull. 

6. Quality nursing work life 

XIII. INTERNAL PATIENT SATISFACTION RESULT : 

Patient satisfaction survey conducted every month to improve services 

evaluation. Component of the survey include: 

1. General impression 

2. Admission process 

3. Ambulance, inpatient service. 

4. Doctor, Nurse 

5. Pain management services. 

6. Medical support services 

7. Administrative services. 

8. Public service, Facility. 

9. Reasons for choosing / treatment at the hospital. 

10. Comments and suggestions, Information about the hospital 

XIV. Professional Roles & Responsibilities 

1. Autonomy & Accountability. 

2. Caregiver 

3. Client Advocate 

4. Educator. 

5. Manager/Clinical Decision Maker. 

6. Communicator. 

7. Collaborator. 

8. Career Development 
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XV. Autonomy & Accountability : 

1. Person is reasonably independent and self-governing in decision making & 

practice 

2. Increased autonomy=Increased responsibility. 

3. Accountability- nurse is responsible professionally & legally for type & quality 

of care provided. 

4. Regulated through Standards of Practice and Nurse Practice Act 

XV. Clinical Decision Maker : 

1. Utilizes critical thinking skills and the nursing process 

2. Nursing Process : Assessment 

3. Diagnosis 

4. Planning. 

5. Intervention. 

6. Evaluation 

Patient can‟t understand what they want If only nurse could find an interpreter Patient 

so frustated 

XVI. Client  Advocate: 

1.  Nurse protects the clients human and legal rights 

2.  Providing information to assist in decision making 

3.  Patient Bill of Rights 

XVII. Comforter Role 

1.  Caring for client as a human being 

2.  Role is traditional to nursing 

3.  Care is directed to whole person, not just a body part 

4.  Demonstration of care and concern 

XVIII. Communicator Role : 

1.  Role is central to all other roles 

2.  Involves communication with client, family, healthcare team members, 

resource people, and the community 

3.  Without clear, concise communication it will be difficult to give effective care 

XIX. Teacher/Educator Role : 

1.  Explains concepts and facts about health 

2.  Demonstrates procedures 

3.  Reinforces learning 

4.  Determines understanding 

5.  Evaluates progress of learning 
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XX. Characteristics of Expert Clinical Practice : 

1.  Application of knowledge and clinical expertise 

2.  Expertise to interpret clinical situations and make complex decisions 

3.  Critical thinking is essential and on going 

4.  Life long learning is essential due to the continuing changes in nursing 

knowledge 

5.  Experts practice evidence based nursing care. 

XXI. Training-Education : 

1.  Licensed Practical Nurse 

2.  Nurse Practitioner 

3.  Clinical Nurse Specialist 

4.  Nurse Midwife 

5.  Evidence Based Practice 

Networking : Is  a process of developing colateral relationships or contact that are 

utilized for information, advice, and influence in obtaining personal and profesional 

goals, asistance in problem solving, moral support and/or socialisation Nurse Can Be 

Serv Too often we underestimate the power of A touch, a smile, a kind word, a listening 

ear, An honest compliment, or the smallest act of caring all of which have the potential 

to turn a life around ( leo B). 
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ABSTRACT 

Unhealthy food consumption pattern can caused diabetes mellitus type 2. Body Mass  

Index (BMI) determine how many calories needs a day. BMI also determines 

prevalence of DM. The aims of this study was determined correlation food consumption 

pattern with BMI in adolescents of SMA 1 Lamongan. Design research used is analytic 

correlational with cross sectional study approach. Sample collection by total of 

sampling. Data collection was through observation and quotionnare. Data will be 

analyzed by Sperman Rank Correlation. Analysis done by linking food consumption 

pattern with an body mass index, obtained that p value significance p = 0,071. It means 

no significance correlation between food consumption pattern with BMI. In adolescents 

food consumption pattern no significance correlation with BMI as risk factors of 

diabetes mellitus type 2. The higher food consumption pattern The lower body mass 

index. Early adolescence is age productive with many activities performed so they need 

much energy obtained from calorie of food that they eat. Although they plenty to eat 

and nutritional intake but still his body mass index inadequate because calories in 

missing became energy used to activity. 

 

Keyword : Food Consumption Pattern, Body Mass Index, Diabetes Mellitus 

 

Introduction  

Era development and repairs of 

socio – economic level has caused the 

shifting patterns food consumption in 

society. Junk food and instant food has 

become trends and customs in society. 

Society lack or not understand that junk 

food and instant food have been lost 

their fiber. Intake of junk food lowering 

levels of fiber and if it consumed in a 

long time will cause for degenerative 

diseases, one of which is diabetes 

mellitus (Sulistijani, 2002). 

Food intake can be seen from 

daily food consumption pattern. Food 

consumption pattern is an information 

describing kinds of material and the 

frequency of a meal that is  habitually 

consumed by a person at a particular 

time. A good eating pattern always 

refers to balanced nutrition that is all the 

nutrients accordance with their needs 

and balanced. Wrong and unhealthy 

food consumption pattern can result in 

some certain diseases as Diabetes 

Mellitus (DM) type 2. The 

measurement of daily food intake can 

be done by food record. It is done by 

asking to every man to take note of 

everything that they eat in the last time 

that had been determined, which is 

usually 1 – 7 day (Gibney, 2009). 

Based on the research have done 

according to diabetes mellitus in some 

countries, In the 2000 states that 

Indonesia was in a position to the fourth 

after India with 31,7 million people who 

affected with DM. It is estimated that in 

2030, in epidemology prevalence of 

DM in Indonesia reach 21,3 million 

people (Ministry of health, 2009). 

Juleka (2005) found that among people 

with DM hospitalized in public 

hospitals Gunung Jati Cirebon having 



intake of energy needs risk than have 31 

times more likely to experience 

uncontrolled blood glucose levels 

compared with the intake of energy in 

accordance with their needs. 

Unhealthy eating pattern like 

consume food in such as meatballs 

instant, instant noodle and kind of food 

fried barely. This food doesn’t 

containing protein, vitamin as well as 

fibers much needed the body but tend as 

sources of carbohydrate would increase 

the risk of DM type 2. Besides diet, 

body mass index (BMI) also determines 

prevalence of incidence DM. BMI 

determine how many calories needs a 

day, so it can achieve a healthy diet 

(RISKESDAS, 2007). 

Efforting to reduce the risk of DM 

type 2 caused by wrong eating is to get 

used to to give intake of food as 

required by the body and controlled 

Body Mass Index within the normal 

range. In addition the role of health 

workers is also important in providing 

information about the importance of 

setting a diet and controlling BMI to the 

teenager who is a candidate and curbing 

as patients with DM. Based on data and 

phenomena above, writer interested to 

have a research correlation food 

consumption pattern with an Body Mass  

Index (BMI) as risk factors of DM tipe-

2 students of class 10 senior high school 

1 in Lamongan. 

 

Literarature Review  

Diabetes mellitus is a metabolic 

disorder where found inability to 

oxidize carbohydrates, resulting from 

disruption to the mechanism of insulin 

in normal. It can cause hyperglicemia, 

glycosuria, polyuria, thirst, hunger, loss 

body weight, and weakness 

(Soeharsono, 2007). Risk factors of DM 

type 2 covering risk factors that can be 

modified and cannot be modified. Risk 

factor that can be modified include 

obesity, physical activity and nutrition. 

Risk factor that cannot be modified 

include genetic and age. An important 

factor is obesity (especially in the 

stomach) and lack of physical activity 

(Buku Panduan Pengelolaan dan 

Pencegahan Prediabetes, Perkeni, 

2009). 

Prevention for diabetes mellitus 

covering primary, secondary and 

tertiary prevention. Primery preention is 

efforts refer to groups who have risk 

factors, namely those who have not 

exposed, but potentially to obtain DM 

and glucose intolerance. Prymer 

prevention include counseling about the 

need for setting a healthy lifestyle as 

early as possible. Secondary prevention 

is efforts to prevent or hinder 

emergence complication in patients who 

had suffered DM. Tertiary prevention is 

effort to prevent from happening further 

disability even though has happened 

complication (Konsensus Pengelolaan 

dan Pencegahan DM tipe 2, Perkeni, 

2011). The nutritional problems in teen 

basically because wrongfull behavior, 

namely the imbalance between 

consumption nutrition by adequate 

nutrition that suggestion. If 

consumption nutrition always less than 

sufficiency so a person would have 

been malnutrition. If consumption 

exceed sufficiency will suffer more 

nutrition and obesity. 

Pattern can be defined as a system 

how to work or effort to do something 

(Depdiknas, 2001). Food consumption 

pattern influenced by the culture, 

religion / trust, socioeconomic status, 

personal peference, hunger, appetite and 

satiety and health status. The size of the 

eat pattern can be seen from value  of 

Body Mass Index (BMI) on someone. 

The BMI is an apparatus or a simple 

way to know nutritional status in adults, 

especially regarding by deprivation or 

excess of weight. lack of weight could 



increase the risk infection, and 

overweight can resulted in the 

increasingly the risks of degenerative. 

Indirectly, maintain normal weight 

could allow someone reach their life 

expectancy longer. 

 

Methodology  

Design research used is analytic 

correlational with the approach cross 

sectional study. This research was 

determined correlation food 

consumption pattern with an body mass 

index (BMI) as risk factors Diabetes 

Mellitus type 2 on students of class 10 

senior high school 1 Lamongan. 

The sample collection in the 

research was done a total of sampling. 

Sample in this research was students of 

class 10 senior high school 1 Lamongan 

as many as 30 students who meet the 

inclusion criteria. Criteria of inclusion 

of was students of class 10 senior high 

school 1 Lamongan and willing to 

become respondents. Research carried 

out in August – September 2015 in 

senior high school 1 Lamongan. 

Technique of data collection in 

this research was through observation 

and quotionnare. The questionnaire 

used to know diet covering schedule of 

eat, a kind of eat, the number of eat with 

the methods food record, and to count 

BMI researchers used media metline/the 

meter microtoise for measuring height 

and weight an agency to measure 

weight. Data then will be analyzed by 

the employing sperman rank 

correlation. 

 

Result And Discussion  

The results are characteristics of 

respondents on the basis of sex , 

frekwensi diet level of the respondents 

adequate nutrition and characteristics of 

respondents according to the body mass 

index. 

 

      Table 1. Frequency Distribution of Sex in Senior High School 1 Lamongan . 

No Sex  Frequency Prosentase (%) 

1. Male  16 53,3 

2. Female  14 46,7 

 Total  30 100 

 

The results of the study based on 

characteristic of sex respondents at table 

1 obtained respondents male more than 

women. Women easier increase weight 

to a man with calory intake the same 

(Gayle Galletta, 2005 ). On average, 

men have muscle mass greater than 

woman. Man use calories more from 

women it used to do work that heavier 

than in women, even when break 

because muscle burn calories more to 

type tissue that other. Thus, women 

easier increase weight to a man with 

same intake calory. Girls who ordinary 

experienced menstruation in 

adolescence have a tendency 

experienced a lack of iron. High intake 

of food ingredients iron as meat, hearts, 

and vegetables green leaves and food 

additional iron of tablet can be 

consumed by every day.  It helped raise 

red blood levels and reduce the risk 

exposed anemia. 

Gender differences have much 

role in behavior weight loss. Adolescent 

girls tends to be active in behavior 

weight loss than teenagers the son of. 

This is because the low their confidence 

to physical appearance. Many 

adolescent girls consider themselves to 

be fatness so inclined to conduct weight 

loss in a manner that is healthy like a 

diet of excessive, fasting, use laxative 

and spew food. 



Table 2. Frequency Distribution of Respondents Food Consumption Pattern Based on 

the Level the Adequate Nutrition in Students of Class 10 Senior High School 1 

Lamongan 

 

 

Based on the result of this 

research got that almost entirely 

respondents with the adequate nutrition 

deficit heavy level. Intake balanced 

substances nutrition and suitable for the 

need teenagers will help teenagers reach 

growth and development to the optimal 

(Sulistyoningsih, 2011). The problems 

nutrition with deficits level heavy in 

adolescents basically because wrongfull 

behavior, namely the imbalance 

between consumption nutrition by 

adequate nutrition suggestion. The habit 

of eating who worse can because a 

custom that is also not good, teenagers 

would rather eat low nutrition content 

so as to cause are not met the nutrition . 

In adolescence, the body needs of 

energy will much greater compared 

with earlier, because kids more perform 

physical activity like play, exercising, 

or assisting the elderly. At the age of the 

teenager provision of food for boys and 

girls started distinguished. Usually boys 

more active and more move that girls so 

that more need nutrient consumption in 

their food. 

Students who tend to with figures 

adequate nutrition deficit the weight or 

be inadequate sufficiency nutrition can 

result in its productivity reduced, 

especially as students who need much 

energy and nutrition to support their 

activities that high such as learning. 

When students less sufficient the 

nutrition and will result in sleepy when 

students learn, little regard as a teacher, 

thus reducing study achievement. 

Besides that, it can also cause durability 

against disease will be reduced so 

students vulnerable to diseases. 

 

Table 3 .Characteristic Respondent Based on Body Mass Index 

 

Based on the result of this 

research obtained that the majority of 

respondents with a weight less (BMI < 

18.5). Someone will experience 

physical growth (height and weight) 

which is very fast at the age of teenager 

known with the term growth spurt. 

Growth spurt is the first stage of a 

sequence of changes that carries a 

No Tingkat AKG Jumlah Prosentase (%) 

1. Defisit tingkat Berat  26  86,7  

2. Defisit tingkat Sedang  2  6,7  

3. Defisit tingkat Ringan 1 3,3 

4. Normal 1  3,3 

5. Diatas AKG 0  0 

 Jumlah 30 100 

No Indeks massa tubuh Jumlah Prosentase (%) 

1. BB Kurus 17 56,7 

2. BB Normal 11 36,7 

3. Pre Obese  1 3,3 

4. Obese tingkat I 1 3,3 

5. Obese tingkat II 0 0 

 Jumlah 30 100 



person to ripeness physical and sexual 

(Latifah, 2008). 

Based on the data are known that 

there are wrong understanding to 

nutrition so there imbalance between 

consumption nutrition by adequate 

nutrition suggestion, where teenagers 

want the body is trim so do a hard diet 

with the regulation of the wrong foods. 

Teenagers sometimes trying to do in 

extrem diet. It is very not 

recommended, because can reduce 

nutritional intake that should have 

required in a growth period of 

teenagers, for example by the vitamin 

dificiency. Fasting continuously is also 

not an answer, because much weight 

loss are water loss from the body, so 

that bodies will be as limp.  

Entering adolescence, speed 

physical growth is influenced by 

circumstances hormonal body, 

behavior, and emotions that the body 

needs nutrition will have to properly. 

Energy needs in young people are very 

depending on the maturity physical and 

activities performed. Besides energy, 

teenagers should also consume food that 

high protein, because consumption 

proteins sufficient can help optimal 

growth height. 

Less weight are also considerably 

affected by the activity of youth sport, 

due to the high sports activity, the 

higher the energy required. The heavy 

activity will cause many the energy 

spent. If the energy is lacking hence the 

body would break reserve fat to fulfill 

energy the fats in the body will be 

reduced, and led to the weight loss

 

Table 3. Correlation Between Food Consumption Pattern ( Intake Food Record) with 

Body Mass Index (BMI) 

   AKG BMI 

Spearman's rho AKG Correlation Coefficient 1.000 -.335 

Sig. (2-tailed) . .071 

N 30 30 

IMT Correlation Coefficient -.335 1.000 

Sig. (2-tailed) .071 . 

N 30 30 

 

Analysis done by linking food 

consumption pattern with an body mass 

index, obtained that p value significance 

p = 0,071. Because the p value ( 0,071 > 

0.05), so the decision is no significance 

correlation between two variable, which 

means that close close relationship 

between diet and the body mass index 

very low, where the higher food 

consumption pattern was inversely with 

an index the lower body mass index. 

This shows that there was no correlation 

between food consumption pattern with 

an index the the body as risk factors of 

diabetes mellitus type 2 on students of 

class 10 high school 1 lamongan . 

Like height, weight growth also 

increase in early adolescence. Weight 

growth less predictable than height, and 

more easily influenced by diet, physical 

exercise, and the pattern of life (Latifah, 

2008). The activity of teenagers can be 

caused of no correlation between the 

adequate nutrition and body mass index 

in teenagers. Because early adolescence 

is age productive with many activities 



performed, like a gym, or the energy 

used to studying, so they need much 

energy obtained from calorie of food 

that they eat.  Although they plenty to 

eat and nutritional intake but still his 

body mass index inadequate because 

calories in missing became energy used 

to activity. 

Based on the Gordon’s research, 

the risk for affected by the disease 

regenerative in adults also can be seen 

from index value the BMI owned. 

Regenerative disease because obesity in 

adults both men and women began in 

value BMI 25, so that risk affected by 

diabetes or hypertension is 2.9 times as 

great in adults with value BMI 27 than 

having BMI normal (Waspadji dkk, 

2010). Food consumption pattern 

students that tends to the deficit heavy 

level and an index the mass of a body 

the student with weight less the kids in 

senior high school 1 lamongan not risky 

affected by the disease diabetes mellitus 

type-2. 

Conclusion  

In adolescents food consumption 

pattern (intake food record) no 

significance correlation with body mass 

index (BMI) as risk factors of diabetes 

mellitus type 2. the higher food 

consumption pattern was inversely with 

an the lower body mass index. early 

adolescence is age productive with 

many activities performed, like a gym, 

or the energy used to studying, so they 

need much energy obtained from calorie 

of food that they eat.  Although they 

plenty to eat and nutritional intake but 

still his body mass index inadequate 

because calories in missing became 

energy used to activity. 
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