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ABSTRACT

As immigrants represent a growing proportion of the Canadian population,
understanding their health care needs and experiences becomes imperative to facilitate
their successful integration into society. This study explores the impact of patient
perceptions of healthcare provider cultural competence on health-related quality of life
(QOL) and health care satisfaction among an immigrant population in Southwestern
Ontario. A sample of 117 new immigrant participants completed a cross-sectional survey
which included a demographic questionnaire, the Consumer Assessment of Healthcare
Providers and Systems Cultural Competency (CAHPS-CC) Item Set, and the World
Health Organization Quality of Life instrument (WHOQOL-BREF). Stepwise linear
regression analyses were conducted to identify which variables predicted health-related
QOL and satisfaction with care among participants. Study findings suggest that three
aspects of cultural competence were predictive of health-related QOL: experiences of
discrimination, interpreter use, and overall trust in provider. Age, education, and number
of children were also predictive of health-related QOL. Health care satisfaction was
predicted by: patient-provider communication, overall trust in provider, experiences of
discrimination, and education. Overall, experiences of discrimination were most
predictive of QOL among participants. These experiences significantly impacted
psychological, social, and environmental aspects of QOL. Future research should
consider utilizing qualitative or mixed methods approaches to gain more insight into how

culturally competent care impacts the health and well-being of newcomer populations.
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CHAPTER 1

INTRODUCTION

Immigration and the Health of Immigrants

Immigration has been and continues to be an important force shaping Canadian
identity and culture (Gushulak, Pottie, Roberts, Torres, & DesMeules, 2011). Each year,
nearly 250,000 immigrants make Canada their new home (Subedi & Rosenberg, 2014).
In 2011, immigration accounted for two-thirds of the country’s population growth
(Gushulak et al., 2011), and immigrants represented approximately 20% of the total
population (Dean & Wilson, 2010; Statistics Canada, 2013). Current projections indicate
that immigrants will continue to make up an increasing proportion of the Canadian
population, and that by 2025, immigrants will become the single source of population
growth in Canada (Dean & Wilson, 2010). International migration and population
growth of this size has important implications for health care providers and the Canadian
health care system (Gushulak et al., 2011).

Recent literature highlights disparities in the health status of Canada’s foreign-
born immigrant population and the Canadian-born population (Newbold, 2009). At time
of entry into the country, most new immigrants have fewer chronic conditions or
disabilities and better self-reported and functional health compared to those born in
Canada (Dean & Wilson, 2010; Newbold, 2009; Setia, Lynch, Abrahamowicz,
Tousignant, & Quesnel-Vallee, 2011). Over a period of five to ten years however, the
health of new immigrants deteriorates and reaches levels equal to, and in some cases
worse than their Canadian-born counterparts (Dean & Wilson, 2010; Newbold, 2009).

This foreign-born health advantage is known as the ‘healthy immigrant effect’ (HIE) and



has also been observed among immigrants in other developed countries such as the US,
Australia, and the UK (Dean & Wilson, 2010; Subedi & Rosenberg, 2014). The HIE
describes a phenomenon whereby the health status of immigrants upon arrival in their
new country is high, but subsequently declines and converges to that of the native-born
population with increased length of stay in that country (Dean & Wilson, 2010; Newbold,
2009; Subedi & Rosenberg, 2014).

Although very little is known about what happens immediately after arrival, it
appears that the first few years post-resettlement are critical from a health perspective
(Newbold, 2009). Various hypotheses have been proposed to understand the HIE
(Subedi & Rosenberg, 2014); however, the health transition of new Canadian immigrants
remains poorly understood (De Maio & Kemp, 2010). The phenomenon is multifaceted,
as the health of immigrants is affected by genetic, socio-cultural, environmental, and
economic factors (Gushulak et al., 2011). Immigrant health is also influenced by factors
such as: a) integration into their new place of residence; b) social determinants of health
such as socioeconomic status, social support networks, education, employment, and
culture; and c) the accessibility and responsiveness of health care providers and health
care systems in meeting their unique health needs (Gushulak et al., 2011).

The Emergence of Cultural Competence

The surge of immigrants into Canada has introduced great diversity in language
and culture to the country (Anderson et al., 2003). Canadians speak no less than 200
languages, with 6.8 million Canadians speaking a language other than English or French
at home (Anderson et al., 2003; Statistics Canada, 2013). In the 2011 National

Household Survey, more than 200 ethnic origins were reported, with 13 different ethnic



origins surpassing the 1-million mark (Statistics Canada, 2013). In response to this
expanding cultural diversity and the need to better understand and meet the healthcare
needs of the immigrant population, the field of cultural competence in healthcare
emerged (Anderson et al., 2003; Betancourt, Green, Carrillo, & Ananeh-Firempong,
2003).

Cultural competence is defined as “a set of congruent behaviors, attitudes, and
policies that come together in a system, agency or amongst professionals and enables that
system, agency or those professionals to work effectively in cross-cultural situations”
(Anderson et al., 2003; Cross, Bazron, Dennis, & Isaacs, 1989). Culture refers to “the
integrated patterns of human behavior that include the language, thoughts,
communications, actions, customs, beliefs, values, and institutions of racial, ethnic,
religious, or social groups” (Cross et al., 1989). Competence implies “having the
capacity to function effectively as an individual and an organization within the context of
the cultural beliefs, behaviors, and needs presented by consumers and their communities”
(Cross et al., 1989). Cultural competency goes beyond the notions of cultural awareness
and sensitivity (Brach & Fraserirector, 2000). It includes the possession of cultural
knowledge, respect for different cultural perspectives, as well as the skill and desire
required to use them effectively in cross-cultural interactions (Brach & Fraserirector,
2000).

Within health care, cultural competence refers to the ability of systems to provide
care to patients with diverse values, beliefs and behaviors, and tailor the delivery health
care services to meet patients’ socio-cultural and linguistic needs (Betancourt et al.,

2002). A culturally competent health care system is one that recognizes the importance



of culture in assessment of cross-cultural interactions, is attentive towards the dynamics
that result from cultural differences, and adapts services to meet the culturally unique
needs of individuals and groups (Betancourt et al., 2003). Furthermore, the notion of
cultural competence asserts that a “one-size-fits-all” health care system cannot meet the
needs of an increasingly diverse population (Brach & Fraserirector, 2000). When
implemented properly, culturally competent health care has the potential to improve
health care access and quality, and reduce health disparities for immigrant populations
(Smith, 2013).

Health disparities related to ethnicity and race are increasingly documented in the
literature, with data revealing that minority groups suffer disproportionately from
conditions such as cardiovascular disease, diabetes, asthma, and cancer (Betancourt et al.,
2003). These disparities have also been shown to exist in the rates of diagnostic testing
and screening uptake, as well as the use of prescription analgesics for pain management
(Betancourt et al., 2003). Despite sufficient research documenting the existence of health
disparities such as these, their causes remain complex and difficult to understand and
explain (Betancourt et al., 2003; Kagawa-Singer & Kassim-Lakha, 2003; Ngo-Metzger et
al., 2006). Among the many root causes of these disparities are differences in patients’
and providers’ health beliefs, views, and behaviours (Betancourt et al., 2003). These
include variations in patients’: (a) thresholds for seeking care as well as expectations of
care; (b) recognition of symptoms and ability to communicate these symptoms; and (c)
ability to understand treatment options and adhere to the prescribed management plan

(Betancourt et al., 2003). Other significant causes of health disparities have been



attributed to barriers in accessing routine preventative care and low levels of cultural
competence among health care providers (Kagawa-Singer & Kassim-Lakha, 2003).

The successful delivery of health care within a multicultural population is also
hindered by factors such as: language and non-verbal communication barriers between
providers and patients; a provider’s lack of openness and respect towards different
cultural beliefs and perspectives; and interpersonal as well as institutional stereotyping
and prejudice (Renzaho, Romios, Crock, & Senderlund, 2013). Whether conscious or
unconscious, negative social stereotypes influence behaviors and decisions made by
providers and their patients during clinical encounters (Anderson et al., 2003). Among
patients, distrust, miscommunication, perceived discrimination, and negative experiences
in health care interactions can impact future health-seeking behaviour and result in delay
or refusal to seek needed care (Anderson et al., 2003; Betancourt, Green, & Carrillo,
2002). In turn, this may lead to patient dissatisfaction, poor adherence to medications
and health promotion strategies, and poorer health outcomes (Betancourt et al., 2002).
These health consequences affect minority subgroups of the population and immigrant
groups in particular (Betancourt et al., 2002; Kumagai & Lypson, 2009).

To successfully address and eliminate these persistent disparities, valid and
reliable measures of culturally competent care that incorporate the perspectives of diverse
patients are essential (Napoles et al., 2012). Although numerous measures of cultural
competence have been developed at the health care provider or organizational level, very
little has been done to develop and employ valid consumer-reported measures based on
the perspectives of minority groups, such as the immigrant population (Népoles et al.,

2012).



A consumer or patient-centred approach to the process and delivery of health care
has been identified in the literature as vital to providing culturally competent care (Ngo-
Metzger et al., 2006). Patient-centeredness involves seeing “through the patient’s eyes”
and placing each patient at the centre of his or her own care (Ngo-Metzger et al., 2006).
An emphasis on culturally competent patient-centred care is important because it
ascertains that the health care needs of diverse populations are being met, and that current
measures of quality of care are capturing aspects of quality that are relevant for these
individuals (Napoles et al., 2012). Patients’ perceptions of cultural competence are also
key in improving patient satisfaction with care and engagement in health services
(Damashek, Bard, & Hecht, 2012). Thus, one very important way to measure the quality
of culturally competent care is to obtain patients’ perspectives (Ngo-Metzger et al.,
2006).

Purpose of Study & Research Questions

The primary purpose of this study is to explore the impact of patient perceptions
of healthcare provider cultural competence on health-related quality of life among an
immigrant population in Southwestern Ontario. The secondary purpose of this study is to
explore the impact of patient perceptions of healthcare provider cultural competence on
health care satisfaction among this population. Therefore the primary research question
is: Do patients’ perceptions of healthcare provider cultural competence predict health-
related quality of life among immigrant populations? The second research question is:
Do patients’ perceptions of healthcare provider cultural competence predict satisfaction

with care among immigrant populations?



Significance of Study

The proposed study is significant for several reasons. Addressing several gaps in
the literature, this study will explore, for the first time in Canada, the impact of cultural
competence on health-related outcomes among immigrant populations. More
specifically, this study will: (a) shed light on the poorly understood health of immigrant
populations in the region; (b) assess immigrant patients’ perceptions of healthcare
provider cultural competency; and (c¢) explore the link between provider cultural
competence and patient health outcomes. These three points will be further explained in
the following section.
Understanding Immigrant Health

As immigrants form a significant and growing proportion of the Canadian
population, understanding the health of immigrants is imperative. Many new immigrants
underutilize health care resources, experience worsening health status over time, and face
multiple barriers in accessing appropriate health care services (Wang, 2014; Wang & Hu,
2013). While there are many suggested reasons for declining health status among
immigrants, this has frequently been explained by the adoption of a “Canadian lifestyle”
and the uptake of poor health behaviours and practices upon resettlement (Newbold,
2009; Subedi & Rosenberg, 2014). Barriers to accessing and receiving health care
services are also hypothesized to be major causes of deteriorating health status among
new immigrants to Canada (Subedi & Rosenberg, 2014). Inability to communicate in
either of the official languages, unease or distrust of the health care system, lack of
culturally competent care and appropriate services, poor social support networks, and

lack of belonging to local communities are the main barriers faced by new immigrants



trying to access and utilize available health care services (Newbold, 2009; Subedi &
Rosenberg, 2014).

Understanding the factors that impact deterioration in immigrant health status post
resettlement is essential to providing the needed health promotion and prevention
services to an increasingly diverse population (Gushulak et al., 2011). It is a first step to
improving the accessibility and responsiveness of health care for immigrant populations,
and to establishing population-specific and culturally competent health care policy (Dean
& Wilson, 2010; Gushulak et al., 2011; Subedi & Rosenberg, 2014). Furthermore, this
understanding is necessary in order to address curricular gaps in health care education
and better train providers to meet the needs of a culturally heterogeneous patient
population (Kumagai & Lypson, 2009). Education regarding cultural competence must
go beyond the notions of competency as basic knowledge, skills, and attitudes (Kumagai
& Lypson, 2009). Cultural competence education in the fields of nursing and medicine
alike must “involve the fostering of a critical awareness — a critical consciousness — of the
self, others, and the world and a commitment to addressing issues of societal relevance in
health care” (Kumagai & Lypson, 2009, p. 782).

Assessing Immigrant Patients’ Perceptions of Provider Cultural Competency

To date, culturally competent care research has been largely measured by health
care providers’ knowledge and attitudes rather than patients’ evaluations of the care they
receive (Stern et al., 2012). Numerous instruments exist that measure providers’
perceptions or self-reported levels of cultural competence; however, very few instruments

offer measures of culturally competent care from the patient’s perspective (Loftin et al.,



2013). This gap in the literature is a problematic finding considering that no provider
perspective can ever fully capture that of a patient (Stern et al., 2012).

According to Thom and Tirado (2006), there is a lack of association between
provider and patients’ reports of cultural competency, suggesting that provider self-
assessment of culturally competent behaviors cannot be used to replace patient-reported
cultural competency (Thom & Tirado, 2006). Additionally, patients’ assessments of the
degree to which their care is culturally competent will be more closely linked to clinical
outcomes than the assessments of providers (Stern et al., 2012). This was consistent with
findings from the study by Thom and Tirado (2006), where providers’ self-assessed
cultural competency was not associated with patient trust or satisfaction, nor with any of
the processes or outcomes of care examined.

Improving provider cultural competency is becoming more and more important as
the number of providers who are underrepresented minorities lags behind the growing
diversity of the Canadian population, increasing the likelihood of significant cultural gaps
between providers and patients (Thom & Tirado, 2006). Furthermore, the measurement
of patient-perceived provider cultural competency and its effect on patient outcomes is
needed to inform future nursing practice, education and research in this emerging area
(Loftin et al., 2013).

Exploring the link between Provider Cultural Competence and Patient Outcomes

In light of Canada’s changing demographics and an increasingly multicultural
population (Dean & Wilson, 2010; Gushulak et al., 2011), it is necessary for health care
providers and health systems to acknowledge and address the impact of culture on health

and health outcomes (Loftin, Hartin, Branson, & Reyes, 2013). This is critical



considering that health, and the means to attaining, maintaining, and regaining well-being
are culturally defined (Kagawa-Singer & Kassim-Lakha, 2003). Furthermore, the
emergence and movement toward cultural competence in health care has gained national
attention from health care policymakers, administrators, providers, educators, and
consumers as a strategy to reduce health disparities and improve the delivery of quality
care to every individual, regardless of race, ethnicity, culture, or language proficiency
(Betancourt et al., 2002; Betancourt et al., 2003; Betancourt, Green, Carrillo, & Park,
2005; Napoles et al., 2012; Stern et al., 2012).

Although the operationalization and utility of cultural competence in health care
has been extensively theorized, a scarce amount of empirical research actually links the
concept to clinical outcomes (Stern et al., 2012). A concept analysis in the next chapter
describes the main consequences or expected outcomes related to the practice of cultural
competence. These outcomes are divided into three categories: improved patient
outcomes (Kagawa-Singer & Kassim-Lakha, 2003; Lie, Lee-Rey, Gomez, Bereknyei, &
Braddock, 2011; Suh, 2004); enhanced patient-provider interactions (Brach &
Fraserirector, 2000; Dudas, 2012; Saha et al., 2008); and the provision of more
appropriate services (Anderson et al., 2003; Betancourt et al., 2003; Brach &
Fraserirector, 2000; Dudas, 2012). Unfortunately, the measurement of these outcomes
has not always been based on patient-centred measures. A lack of measures capturing
patient-level experiences with culturally competent care has served as a major barrier in
linking cultural competence to measurable outcomes (Stern et al., 2012). This research
gap has slowed the advancement and development of patient-centred strategies to

improve the delivery of culturally competent health care (Stern et al., 2012).
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In the proposed study, exploring patients’ perceptions of healthcare providers’
cultural competence using a valid and reliable instrument will allow for the subsequent
investigation of the relationship between culturally competent care and outcomes such as
health-related quality of life and satisfaction with care (Stern et al., 2012; Weech-
Maldonado et al., 2012).

Conceptual Framework
Overview of the Interaction Model of Client Health Behavior

Cox’s (1982) Interaction Model of Client Health Behaviour (IMCHB) will serve
as the conceptual framework for this study. The IMCHB was proposed in 1982 as a
“theoretical prescription for nursing,” representing a progressive change from the leading
descriptive and predictive theoretical approaches (Carter & Kulbok, 1995). Prescriptive
theory incorporates factor-isolating (classification), factor-relating (situation depicting),
and situation-relating (predictive) theories (Carter & Kulbok, 1995). This level of theory
allows for the identification and prescription of desired outcomes and the situation-
specific process toward those outcomes (Carter & Kulbok, 1995).

As a process model, Cox’s (1982) IMCHB was designed to “incorporate each
client’s individual differences into a systematic and comprehensive structure that
examines the multiple determinants of health behaviours” (Robinson & Thomas, 2004).
The model consists of three major elements: client singularity, client-professional
interaction, and health outcomes (Cox, 1986). In effect, the purpose of the model is to
identify and explain relationships between client singularity, the client-provider
relationship, and subsequent client health care behaviour and health outcomes (Cox,

1982).
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Cox’s (1982) model is presented in Figure 1. It depicts a multidirectional causal

flow with feedback loops and arrows suggesting that each element mutually influences

other elements and their associated variables (Cox, 1982). Instead of a one-way

association between client singularity, client-professional interaction, and health

outcome, Cox (1982) suggests that a reciprocal relationship exists between the three

elements (Mathews, Secrest, & Muirhead, 2008).

Figure 1. Interaction Model of Client Health Behaviour (Cox, 1982)
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For the purpose of this study, a modified version of the model was used. The

elements and variables specific to this adapted IMCHB are presented in Figure 2. Only

the concepts which support the relationships to be examined are included in the adapted

model.
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Figure 2. Elements of the IMCHB to be examined in the present study
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Elements of the Interaction Model of Client Health Behavior

Client singularity. The most complex element of the IMCHB is client
singularity, which emphasizes the unique and holistic components of a patient (Mathews
et al., 2008; Troumbley & Lenz, 1992). This element comprises of four background
variables (demographic characteristics, social influence, previous health care experience,
and environmental resources), and three cognitive and affective aspects of the client that
are influenced by the background variables: the individual’s intrinsic motivation, and
cognitive appraisal of and affective responses to health issues (Carter & Kulbok, 1995;
Troumbley & Lenz, 1992). In the present study, two of the four background variables
under this element were explored: demographic characteristics and previous health care
experience. The client singularity element influences the subsequent element of client-
professional interaction (Troumbley & Lenz, 1992).

Client-professional interaction. The next major category of the IMCHB and one
of particular relevance to nurses are the elements of client-professional interaction
(Mathews et al., 2008). The elements of client-professional interaction consist of:

13



affective support, health information, decisional control, and professional and technical
competencies (Carter & Kulbok, 1995). The client-professional interaction elements
enable the researcher to examine nursing practice issues, such as cultural competency in
the patient-provider interaction, a central component of the present study (Carter &
Kulbok, 1995). The elements of affective support and health information were examined
under this category.

Health outcome. The final category of the IMCHB is health outcome, which
includes measures of health behaviors categorized as: utilization of health care services,
clinical health status indicators, severity of health care problem, adherence to the
recommended care regimen, and satisfaction with care (Carter & Kulbok, 1995). These
elements take into account a broad range of possible outcomes that result from nursing
interventions (Carter & Kulbok, 1995). The elements of health outcome represent
measures of the effectiveness of the “prescriptive” component of nursing interventions
(Carter & Kulbok, 1995). In the present study, only two of the five elements of health
outcome were operationalized: clinical health status indicators and satisfaction with care.
Clinical health status indicators were explored as the primary outcome of the study,

whereas health care satisfaction was explored as secondary outcome.
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CHAPTER 2

LITERATURE REVIEW

This chapter begins with a description of the search strategy followed by a
conceptual analysis of cultural competence through a review of the literature. Next,
cultural competence measures from health care provider and patient perspectives are
discussed, followed by an overview of gaps in the literature regarding cultural
competence and immigrant populations.

Search strategy

Research findings presented in this literature review were obtained through a
systematic search of four online databases: Cumulative Index to Nursing and Allied
Health Literature (CINAHL), Proquest, PubMed, and MEDLINE via Ovid. The search
was limited to articles in English published between January 1990 and December 2016,
with no restrictions on geographical location. In addition, published theses and
dissertations, internet search engines such as Google and Google Scholar, and websites of
professional nursing associations and governing regulatory bodies in Canada were
searched using key words and related content. Key words in a variety of combinations
were used in the search process and included: cultural competence, cultural competency,
culture, health, healthcare, nursing, immigrant, immigration, patient, patient perspective,
patient experience, healthcare provider, provider perspective, tool, instrument, measure,
evaluate, patient outcomes, health outcomes. The keywords were present in the title,
abstract, or the text of the article. Bibliographies of relevant articles and documents
obtained from the search process were further scanned for other potentially relevant

articles.
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A Background

Over the last few decades, the concept of cultural competence has become more
prevalent in the nursing and healthcare literature and increasingly recognized as an
essential component of nursing practice (Burchum, 2002; Capell, Veenstra, & Dean,
2007). The origins of this concept began with Leininger (1988) who developed the
concept of transcultural nursing and the theory of Culture Care Diversity and Universality
(Suh, 2004). During this time, Leininger implicitly described the concept of cultural
competence in terms of culturally congruent nursing care and as a means of addressing
culturally-specific health needs (Capell et al., 2007; Suh, 2004).

In the late 1990s, several theories and models were developed to address the
phenomena of cultural diversity and commonality and include patient’s cultural factors in
nursing practice, including: Purnell’s Model for Cultural Competence (Purnell &
Paulanka, 1998); Warren’s (1999) Cultural Competence: An Interlocking Paradigm; and
Campinha-Bacote’s (1999) Process of Cultural Competence in the Delivery of Healthcare
Services (Suh, 2004). These models along with several others provided a range of
theoretical guides for achieving culturally competent care in nursing practice and
research (Suh, 2004).

In recent years, the concept of cultural competence has been promoted as a key
approach to enhancing health care delivery and quality at the interpersonal and health
system levels (Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003; Dudas, 2012;
Saha, Beach, & Cooper, 2008). Being addressed both explicitly and implicitly in many
published articles, the trend towards promoting cultural competence in healthcare has

produced a growing body of research concerned with recognizing the cultural and
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linguistic barriers that exist between healthcare providers and patients, and addressing the
widespread health and health care disparities that persist among racial and ethnic
minority groups (Betancourt et al., 2003; Saha, Beach, & Cooper, 2008; Suh, 2004).

Despite gaining increased momentum and popularity, inconsistencies and
considerable ambiguity have revolved around the definition of cultural competence in the
literature and its use across healthcare settings (Cai, 2016; Saha et al., 2008). Although a
distinct concept, cultural competence is often used interchangeably with other concepts
and similar terminology, such as cultural awareness, cultural sensitivity, and cultural
safety (Brach & Fraserirector, 2000; Cai, 2016). The concept of cultural competence is
also frequently used with little conceptual clarity in the literature, creating confusion
regarding the already abstract concept (Ahmed & Bates, 2010; Cai, 2016). Therefore,
enhancing conceptual clarity through a concept analysis is needed in order to capture the
depth and complexity of the concept, and to provide a frame of reference within which
the proposed study will be carried out (Burchum, 2002).

A Concept Analysis

An analysis of the concept of cultural competence follows. This analysis
considers the antecedents, defining attributes, related concepts, and consequences of
cultural competence (Walker & Avant, 1995) as identified and discussed in the literature

(See Figure 3).
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Figure 3. A concept analysis of cultural competence
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Defining Attributes

In the literature, cultural competence is described as a process that can be

categorized into three dimensions or attributes: awareness, attitudes, and behaviours

(Dudas, 2012). Cultural competence is a process or “journey” in which there is no

definitive end point to be achieved (Capell et al., 2007; Dudas, 2012). Instead, the

concept is described as a fluid, dynamic process of “becoming” rather than “being”

culturally competent (Campinha-Bacote, 1999, p. 203). According to Campinha-Bacote
(1999), cultural competence is “the process in which the healthcare provider continuously
strives to achieve the ability to effectively work within the cultural context of a client” (p.
203). It is also defined as “an ongoing process with the goal of achieving ability to work

effectively with culturally diverse groups and communities with a detailed awareness,
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specific knowledge, refined skills, and personal and professional respect for cultural
attributes, both differences and similarities” (Suh, 2004, p. 96). The three defining
attributes of cultural competence will be described below.

Awareness. This attribute involves an awareness of oneself and others (Jirwe,
Gerrish, & Emami, 2006). Awareness appears in the context of intrapersonal,
interpersonal, and organizational/system domains of cultural competence (Soulé, 2014).
At the intrapersonal level, this is an awareness of personal beliefs, attitudes, and biases
(Dudas, 2012; Soulé, 2014). Biases may involve racism, stereotyping, or generalizations,
all of which have the potential to interfere with the achievement of cultural competence
(Dudas, 2012). At the interpersonal level, the awareness is of another in relationship to
oneself (Soul¢, 2014). Finally, at the organizational/system level, awareness takes into
consideration the entire health care system, where there is greater potential in achieving
health equity between and among populations (Soulé, 2014).

Attitudes. This second attribute involves having an open, accepting, respectful,
objective, and non-judgemental attitude towards the cultural attributes and ways of others
(Dudas, 2012; Suh, 2004). These attitudes are what lead to the development of insights
related to the influence of culture on the beliefs, values, and behaviours of diverse groups
of people (Burchum, 2002). Some may argue that these attitudes are a moral and ethical
responsibility of nurses, allowing one to deal with issues such as marginalization and
subjection, which occur when the values and beliefs of one culture differ from those of
the dominant or majority culture (Burchum, 2002; Dudas, 2012).

Behaviours. This third attribute represents the ability to work effectively with

others, and involves the actions taken by healthcare providers while interacting within,
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among, or between groups (Dudas, 2012; Soulé, 2014). It also involves the extensive
skill or capacity to resolve cultural disparity between patients and healthcare providers
(Suh, 2004). This capacity is adaptable and therefore subject to influences such as new
knowledge and experience (Soulé, 2014).

Antecedents

Antecedents are the events or incidents that must precede the occurrence of a
concept (Walker & Avant, 1995). The antecedents of cultural competence can be
grouped according to four domains: cognitive, affective, behavioral, and environmental
(Suh, 2004).

Cognitive domain. This domain includes cultural awareness and cultural
knowledge. Cultural awareness represents a cognitive recognition of a need for cultural
competence (Suh, 2004). Cultural awareness is an initial step towards appreciating the
values, beliefs, practices, and lifeways of an individual or group from another culture
(Oelke, Thurston, & Arthur, 2013). It embraces the exploration of one’s own culture, and
the prejudices and biases one may have towards other cultures (Campinha-Bacote, 2002;
Jirwe et al., 2006; Suh, 2004). Cultural knowledge is the underlying background
knowledge needed to understand other cultures and meet specific cultural needs (Jirwe et
al., 2006; Suh, 2004). Gaining cultural knowledge is acknowledged as a lifelong
endeavor; it is acquired primarily from health care recipients (Zander, 2006). This
knowledge is utilized in a skilful and artful manner to provide culturally competent care
to each patient (Jirwe et al., 2006; Zander, 2006).

Affective domain. Cultural sensitivity and cultural desire are antecedents in the

affective domain (Campinha-Bacote, 2002; Suh, 2004). Cultural sensitivity represents an
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intentional, affective perception of cultural diversity, which is an essential component of
cultural competence (Suh, 2004). It involves respect for cultural differences and having
an accepting attitude (Burchum, 2002; Dudas, 2012; Suh, 2004). According to O’Hagan
(2001), “Cultural competence is the ability to maximize sensitivity and minimize
insensitivity in the service of culturally diverse communities” (p. 235). Cultural desire is
the motivation or willingness to want to, rather than have to, engage in the process of
becoming culturally aware, knowledgeable, skillful, and competent (Campinha-Bacote,
2002; Jirwe et al., 2006; Zander, 2006). It involves a “genuine passion to be open and
flexible with others, to accept differences and build on similarities, and to be willing to
learn from others as cultural informants” (Campinha-Bacote, 2002, p. 183).

Behavioural domain. Exhibiting proficient cultural skill is an antecedent in the
behavioural domain (Suh, 2004). Cultural skill is known as the behavioural ability to
interact cross-culturally in a skillful manner (Alizadeh & Chavan, 2016). It is the ability
to collect relevant health data, conduct accurate physical assessments, and communicate
effectively with people of other cultures, either personally or through the use of an
interpreter when needed (Burchum, 2002; Saha et al., 2008; Suh, 2004; Zander, 2006).
Cultural skill enables healthcare providers to understand and properly respond to the
needs of culturally and linguistically diverse individuals and groups, and determine
appropriate plans of care within the context of those receiving this care (Suh, 2004;
Zander, 2006).

Environmental domain. The cultural encounter and cultural diversity are the last
two antecedents of cultural competence that fall under the environmental domain (Dudas,

2012; Suh, 2004). The cultural encounter refers to the situation in which a healthcare
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provider interacts with a patient from a culture other than his or her own (Suh, 2004).
The encounter provides an environment which allows cultural competence to take place
(Suh, 2004). According to the Registered Nurses’ Association of Ontario (RNAO, 2007),
cultural diversity is defined as “a broad term and can refer to any number of distinct
qualities, traits or characteristics — including, but not limited to skin colour, gender, age,
race and ethnic identification, citizenship, sexual orientation, and physical and cognitive
abilities” (p.19). Culture is important because it determines how people define health,
wellness, and illness (Capell et al., 2007). Culture also shapes health-seeking behaviours
and defines the roles and expectations of patients and healthcare providers (Capell et al.,
2007). As the cultural diversity of patients continues to grow, promoting positive
changes in health behaviour and optimal health outcomes for all people will become even
more dependent upon the cultural competence of providers, and the quality of their
interactions with patients (Capell et al., 2007).

Related Concepts

The literature revealed a number of concepts or terms related to cultural
competence, the main ones being cultural congruence and cultural safety.

Cultural congruence or culturally congruent care is most closely related to
cultural competence, and is defined as care that is meaningful and fitting to the cultural
beliefs and lifeways of people (Dudas, 2012; Shen, 2015). It is also defined as the “use
of culturally based care knowledge . . . in assistive, facilitative, sensitive, creative, safe,
and meaningful ways to individuals or groups for beneficial and satisfying health and
well-being or to face death, disabilities, or difficult human life conditions” (Leininger,

1991).
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Cultural safety is a relatively new concept that emerged in the late 1980s as a
framework for the delivery of more appropriate health care services for the indigenous
Maori people of New Zealand (Polaschek, 1998). It is an evolving term defined as both a
process and an outcome (Canadian Nurses Association, 2010). Specifically, it is an
outcome of nursing education that enables safe service to be defined by those who
receive it (Wepa, 2003). Culturally safe practices are actions which recognize and
respect the cultural identities of others, and safely meet their needs, expectations and
rights (National Aboriginal Health Organization [NAHO], 2006; Oelke et al., 2013). In
contrast, culturally unsafe practices are those that “diminish, demean or disempower the
cultural identity and well-being of an individual” (NAHO, 2006).

The conceptualization of cultural safety has been central in shifting the focus
away from ethno-cultural characteristics or differences, to understanding how peoples’
health is linked to the complex social, economic and political contexts in which they live
(Gerlach, 2012). The concept, however, has some limitations to its application and use.
Given its level of abstraction, operationalization of the concept is limited among patients
and healthcare providers (Blanchet & Pepin, 2012). In addition, no tools or instruments
currently exist to measure the concept. Promoted as an effective process for managing
cultural risk in health care, nursing scholars advocate that cultural safety is not a checklist
of skills or standards for practice, but rather, “a way of questioning how we are
positioned in relation to our patients and in relation to the system of health delivery in

which we practice” (Gerlach, 2012).
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Consequences

Despite sparse outcomes research on cultural competence, several consequences
or expected outcomes are addressed in the reviewed literature. These consequences are
divided into three categories: improved patient outcomes, enhanced patient-provider
interactions, and the provision of more appropriate services.

Improved patient outcomes. The most noteworthy consequences related to the
sound implementation of cultural competence include the improvement of patient health
outcomes and the reduction of racial and ethnic health disparities (Brach & Fraserirector,
2000; Dudas, 2012; Kagawa-Singer & Kassim-Lakha, 2003; Lie, Lee-Rey, Gomez,
Bereknyei, & Braddock, 2011; Suh, 2004). A large body of literature has documented
the existence of racial and ethnic disparities in health care and health outcomes, with
minority individuals generally receiving less health care and suffering worse health than
the rest of the population (Betancourt et al., 2003; Brach & Fraserirector, 2000; Shen,
2015). The practice of cultural competence has the potential to improve health care
access and quality and reduce health disparities for minority groups (Kagawa-Singer &
Kassim-Lakha, 2003; Smith, 2013). Despite limited outcomes research, cultural
competence is also commonly associated with improved quality of life and functional
status, and increased patient satisfaction (Brach & Fraserirector, 2000; Dudas, 2012;
Renzaho, Romios, Crock, & Senderlund, 2013; Saha et al., 2008; Suh, 2004).

Enhanced patient-provider interactions. Cultural competence centers on
bridging cultural barriers between the healthcare provider and patient (Renzaho et al.,
2013). It produces holistic care that takes into consideration peoples’ linguistic and

cultural needs (Brach & Fraserirector, 2000; Jirwe et al., 2006; Suh, 2004). Additionally,
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culturally competent care has the potential to positively impact the patient-provider
interaction by improving communication, increasing trust and information-sharing, and
enhancing rapport among the patient, family, and provider to build stronger therapeutic
relationships (Brach & Fraserirector, 2000; Dudas, 2012; Saha et al., 2008). For
healthcare providers, the practice of cultural competence allows for a greater awareness
and respect for patient beliefs, values, preferences, and needs. It also helps in
understanding patients’ health-related behaviors and subsequent health outcomes (Brach
& Fraserirector, 2000; Saha et al., 2008).

The provision of more appropriate services. Cultural competence also has
potential for improving the efficiency of care by reducing unnecessary diagnostic testing
and the incidence of medical errors which may occur due to misunderstandings and
differences in language or culture (Anderson et al., 2003; Betancourt et al., 2003). This
may in turn lead to the provision of more appropriate services such as: health screening
and prevention activities undertaken with knowledge of potential risks; well-informed
diagnoses; treatment options which take into consideration patients’ cultural contexts;
and patient-tailored education or treatment plans developed to improve the likelihood of
adherence (Betancourt, Green, Carrillo, & Park, 2005; Brach & Fraserirector, 2000). By
promoting and supporting patients’ individual health practices in conjunction with
western medicine, there are further opportunities for health promotion, illness prevention,
and health restoration (Betancourt et al., 2003; Dudas, 2012). When appropriate services
are provided, positive outcomes can also follow (Betancourt, Green, Carrillo, & Ananeh-

Firempong, 2003; Brach & Fraserirector, 2000). These include improved health status
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indicators, as well as increased health care satisfaction (Betancourt et al., 2005; Brach &
Fraserirector, 2000; Dudas, 2012; Renzaho et al., 2013; Saha et al., 2008; Suh, 2004).
Measures of Cultural Competence

Despite decades of research on cultural competence and the development of
numerous measures, health professions remain far from establishing valid and
comprehensive methods for measuring culturally competent care across social and
cultural diversity (Kumas-Tan, Beagan, Loppie, MacLeod, & Frank, 2007; Loftin, Hartin,
Branson, & Reyes, 2013; Shen, 2015). The literature reveals a range of cultural
competence evaluation methods for health professionals and providers, with one review
by Kumas-Tan et al. (2007) identifying 54 distinct instruments. Kumas-Tan et al. (2007)
identify the ten most frequently cited cultural competence measures: Multicultural
Counseling Inventory (MCI); Cultural Self-Efficacy Scale (CSES); Inventory for
Assessing the Process of Cultural Competence among health professionals (IAPCC and
IAPCC-R); Cross-Cultural Adaptability Inventory (CCAI); Quick Discrimination Index
(QDI); Culture Attitude Scale, or Ethnic Attitude Scale (CAS/ EAS); Multicultural
Awareness, Knowledge, and Skills Survey (MAKSS and MAKSS-CE-R); Cultural
Competence Self-Assessment Questionnaire (CCSAQ); Cross-Cultural Counseling
Inventory (CCCI and CCCI-R); and Multicultural Counseling Knowledge And
Awareness Scale, formerly the Multicultural Counseling Awareness Scale—form B
(MCKAYS).

Reviews of these existing cultural competence measures and others raise a
number of concerns (Kumas-Tan et al., 2007; Loftin et al., 2013). They raise questions

regarding their validity, with some who argue that many instruments oversimplify both

26



culture and cultural competence (Kumas-Tan et al., 2007). Others question the reliability
of these instruments, considering that most consist primarily of self-evaluation tools
developed without patient input (Burchum, 2002; Kumas-Tan et al., 2007). The
widespread reliance on healthcare provider self-report measures excludes measures of
culturally competent care from the patient’s perspective, and leaves existing measures
susceptible to social-desirability effects (Kumas-Tan et al., 2007; Shen, 2015). Including
healthcare recipients in the evaluation process is the ideal approach to ascertain culturally
competent care; however, only a limited number of instruments incorporating patient
evaluations could be found in the literature (Burchum, 2002; Loftin et al., 2013).
Measuring Cultural Competence from the Patient Perspective

Five published instruments that measure culturally competence from the patient
perspective are available for use and they are described in this section. These instruments
include the: Public Perceptions of Physicians’ Cultural Competence (PPPCC) scale;
Client Cultural Competence Inventory (CCCI); Consumer Assessment of Healthcare
Providers and Systems Cultural Competency Item Set (CAHPS-CC); Patient-Rating
Provider Cultural Competency (PRPCC) measure; and Cultural Competency Measure.

The Public Perceptions of Physicians’ Cultural Competence (PPPCC) scale.
Ahmed and Bates (2012) developed the PPPCC scale to assess patients' perception of
physicians' culturally competent behaviours and to promote awareness of physician—
patient intercultural interaction processes. The scale measures the influence of four
dimensions of patients’ perception of physicians’ cultural competence on patient
satisfaction with the clinical encounter: physician’s global cultural competence (PGCC)

and macro-cultural issues, PGCC related to proxemics/chronemics, PGCC related to
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