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Introduction

The United States has always been multicultural. Yet in recent decades, the presence and
interests of different cultural constituencies have made themselves more strongly felt in medicine and
nursing. Many minority cultural groups experience a disproportionate burden of health disparities
(Collins et al, 1999). The imperative to provide cross-cultural care is related to such disparities,
access to health care, and quality of care. It involves patient-provider communication, and the ways
that cultural and linguistic differences can compromise communication and jeopardize trust. Patient
trust enhances understanding, satisfaction, and adherence (DiMatteo & Hays, 1980; Greenfield,
Kaplan, & Ware, 1985; Bertrakis, Roter, & Putnam, 1991). When patients do not understand the
rationale or procedures related to a recommended therapy, they are unlikely to adopt it (Coleman-
Miller, 2000), or may do so incorrectly, with harmful outcomes. When their health-related worldview
differs from the provider’s, they may resist recommendations (Vermeire et al, 2001), potentially
leading to health disparities (Smith, 1998).

This paper is grounded in the National Standards for Culturally and Linguistically Appropriate
Services (CLAS), specifically Standards 1-3, related to Culturally Competent Care (Office of Minority
Health, 2001). The CLAS standards define cultural and linguistic competence as:

...a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or
among professionals that enables effective work in cross-cultural situations. “Culture” refers to
integrated patterns of human behavior that include the language, thoughts, communications, actions,
customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups. “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
(Office of Minority Health 2002:7).

The Office of Minority Health (OMH) (2002) adds gender, sexual orientation, age, disability, and
socio-economic status, linguistic-minority status, low literacy skills, and hearing impairment. One
must also include intraethnic variation, and the impact of institutionalized classism, racism,
colonialism, and foreign policy on how individuals and families perceive and interact with U.S. health
care. Cultural competence, as a concept, has undergone change over time (Burchum 2002). Cross et
al (1989) posit five factors: 1) valuing diversity; 2) being able to engage in cultural self-assessment; 3)
being conscious of dynamics inherent in cross-cultural interactions; 4) having institutionalized cultural
knowledge; and 5) adapting service delivery to reflect an understanding of cultural diversity.

Betancourt et al (2003) add that it requires understanding how cultural and social influences shape
patients’ health worldviews and related behaviors; recognizing how such factors “interact at multiple
levels of the health care delivery system”; and developing interventions to address these issues in the
interest of equitable quality health care for all patients (p.297). All these aspects readily translate into
nursing practice, within a broader commitment to a holistic view of the patient and to the nurse-patient
relationship. Because nurses spend more time involved in direct patient care than other healthcare
providers, and work across the healthcare system, they are uniquely positioned to implement
effective cross-cultural care. Moreover, insofar as the essence of good nursing is care for the patient
as a whole person (Kitson, 1999), then culturally competent nursing is good nursing.

Nurses and Cultural Competence

Over sixty national nursing organizations participated in a summit in 2001, formulating the
profession’s vision as “Nursing’s Agenda for the Future” (Steering Committee, 2002). Part of that
vision included a focus on diversity. The participating organizations proposed to create “diversity and
cultural competence through educational programs and standards in the workplace,” to increase
“diversity of faculty, students and curricula in all academic and continuing education,” to focus



“recruitment and retention programs to greatly increase diversity,” and to target “legislation and
funding for diversity initiatives” (p.19). Increasingly, nursing education programs are being mandated
by their accrediting agencies to address diversity and multiculturalism in their curricula (Black, 2001).
Nurses have traditionally characterized their practice orientation as holistic (Owen & Holmes,

1993). A core component of nurses’ self-understanding involves a patient-centered focus, together
with promoting health (Engebretson, 2003). Attention to cultural differences is intrinsic to this
orientation.

Indeed, nurses have long engaged in cross-cultural care, particularly through public health
involvement with new immigrant communities. Mendyka (2000) argues that caring represents the
moral ideal of nursing. He proposes Watson’s Model of Human Care (Watson, 1989), to integrate
cross-cultural understanding and holistic care. Holistic nursing advocates have begun to bring to the
foreground ethnicity and culture as key issues in nursing care (Anderson & Kelley, 1998; Barnes et al,
2000; Engebretson, 2003). When holism is defined as encompassing cross-cultural care, then cultural
competence education is not a dispensable add-on, but rather is fully congruent with, and intrinsic to,
core issues in nursing education.

“Transcultural nursing” emerged in the 1970s, through the work of nurses like Leininger (1978). Since
then, it has grown as a sub-discipline. Dreher and MacNaughton (2002) contend that cultural
competence is nursing competence. Drawing on Leininger (1995) and Campinha-Bacote, the
Minnesota Chapter of the Transcultural Nursing Society has formulated standards for transcultural
nursing (Leuning et al, 2002). These include attention to theory, cultural information gathering, caring
and healing, cultural health patterns and caring practices, health care planning, evaluation, research,
and professional development.

Defining Educational Content: Attitudes, Knowledge, Skills, and Assessment

Schon (1987) argues that professions like medicine and nursing involve judgment and wise
decision-making in the face of complexity and uncertainty, and potentially conflicting values and
ethics. Theoretical and technological knowledge, while indispensable, are insufficient. Providers must
be able to merge practical knowledge and skills with reflection, and apply the results. A primary goal
of cross-cultural training involves learning the skills with which to remain creatively flexible and
intuitively adaptive in the midst of difference. Such training has increasingly been understood as an
evolving, non-linear process, with multiple phases and stages of emerging awareness (Cross et al,
1989; Borkan & Neher, 1991; Culhane-Pera et al, 1997, 2000; Campinha-Bacote 2002). It involves
both cognitive and emotional intelligence (Goleman, 1997), and the related interplay between
reflection (Hardy & Laszloffy, 1995; Tervalon & Murray-Garcia 1998) and practice (Lutz et al, 1997).

As Betancourt (2003) argues, cross-cultural care is based on attitudes, including “humility, empathy,
curiosity, respect, sensitivity, and awareness of all outside influences on the patient” (p.561). He
correlates this foundation with “cultural sensitivity/awareness” approaches. In contrast,
“‘multicultural/categorical” approaches focus on knowledge about diverse cultural lifeworlds. Finally,
“cross-cultural” approaches focus on skills that meld patient interviewing with the ethnographic tools
of medical anthropology” (p.562), with an emphasis on communication skills as central to the building
and deepening of the nurse-patient relationship (Mahoney & Engebretson, 2000).

Attitudes: Cultural Sensitivity and Self-Awareness Approaches

What is considered “good care” is culturally based (Cooper, 1996). The culture of nursing—
much like the culture of biomedicine—continues to reflect the predominant values of the majority
culture, in this regard, in ways that can unintentionally perpetuate ethnocentrism and cultural
imposition (Imes & Landry, 2002). Nurses may project their own culturally based values and



expectations onto patients from backgrounds different from their own (Thiederman, 1986). One target
of cultural competence training is ethnocentrism—a belief that one’s way of life and view of the world
are inherently superior, and desirable to others (Leininger, 1978). Gender matters in this context,
insofar as one study shows men reporting higher apprehension about intercultural communication
and being more ethnocentric than women (Lin & Rancer, 2003). Because unaddressed ethnocentrism
can not only compromise the nurse-patient relationship, but also lead to misdiagnosis, mistreatment,
and undertreatment (Greipp, 1995, 1996), recognizing ethnocentric and racist attitudes and behaviors
is central to developing strategies for providing culturally competent care in nursing (Harris &
Cummings, 1996). Because reflection and reflective practice often constitute core components of
nursing education and practice, a lack of awareness of bias can lead to hindsight bias that can
compromise the reflective process (Jones, 1995). The first step in a cultural assessment, therefore, is
to know one’s own beliefs and attitudes (Kagawa-Singer, 1997). Awareness of one’s own values and
those of the healthcare system are the foundation of culturally competent nursing (Leonard &
Plotnikoff, 2000).

A second target is essentialism, in which groups are defined as “essentially” different,

characterized by traits construed as “natural” to that group (Fuller, 2002), without taking into account
intracultural variation. Closely related is the tendency to stereotype groups (Machado, 2001).
Habayeb (1995) suggests that nurses exposed to largely homogeneous cultural contexts may find it
difficult to identify distinctive features of their own culture. Majority-culture nurses may just think of
themselves as “American,” forgetting how their own background may be the outcome of different
European origins. Or, they may resent what seems to be the prioritizing of others’ cultures. A focus on
each person’s cultural formation and its implications for clinical practice provides an inclusive
approach.

One core content aspect of self-understanding entails learning to recognize one’s own positioning in
relation to various forms of social power and privilege. Moreover, one can occupy multiple positions,
depending on context (European-American women, for example, have racial privilege, but not gender
privilege). One must also learn to recognize the effects of provider enculturation into biomedicine,
which tends to present itself as a “culture of no culture” (Taylor, 2003) rather than a culture with its
own tendencies toward ethnocentrism (Kleinman, 1994; Good, 1995).

The provider-patient relationship is characterized by certain power imbalances, all intentions to

the contrary notwithstanding (Henderson, 1994). Efforts to enhance communication and increase
mutuality have been one approach to reduce this imbalance (Lupton, 1995). Nevertheless, those with
power often are not fully aware of its daily effects (Hewison, 1995; Johnson & Webb, 1995).
Therefore, an additional core content area in cultural competence education involves learning to
discern the presence and effects of institutionalized power disparities and their place in one’s own
experience (Rorie et al, 1996). Such disparities disenfranchise particular social groups through
different aspects of “structural violence,” such as institutionalized racism and other forms of privilege
enjoyed by dominant groups (Farmer, 1997; Singer & Clair, 2003). Green et al (2002) propose a
focus on patients’ social context and locus of control (Landau, 1995), with related training in advocacy
skills, so that providers will not simply encourage mechanisms of coping and accommaodation.

Advocacy, in such cases, involves learning to recognize a broader definition of patient vulnerability
and patient human rights (Farmer, 1999), as part of building the nurse-patient relationship (Mallik,
1997). This social context includes learning how the global environment affects cultures differently
(Duffy, 2001). When issues of structural violence are not brought to the foreground, students may see
“Others” as the only ones who have culture, and whose differences represent deviations from a norm
(Beagan, 2003; Wear, 2003). They may also not recognize how they themselves partake of certain



forms of social power and privilege, in ways that can lead them unconsciously to perpetuate health
disparities. In contrast, recognition and understanding of such factors increase the range of ways in
which nurses can enhance their relationship with patients and support patient empowerment as part
of a relational ethics (Rafael, 1995).

Knowledge: Multicultural/Categorical Approaches

The next approach can be characterized as “fact-centered,” focused on general information

about specific groups. A “culture-facts” approach may enable providers to understand a group’s
history, experience of structural violence and related health disparities, and broad cultural patterns.
However, it can foster stereotyping by encouraging learners to draw generalizations. It can also
create the impression that cultures are monolithic and static (Dreher and MacNaughton, 2002). Five
broad content areas fall under this heading, and are formulated here in ways designed to reduce
problematic outcomes.

The first involves the different theories of cultural competence, to provide comparative frames

of reference. This domain includes key concepts, such as diversity, pluralism, culture, and cultural
competence (Carrillo et al, 1999). It also involves theories of structural issues (e.g., institutionalized
racism, sexism, homophobia) and their routine manifestations at institutional, group, and individual
levels (Ridley, 1995; Tatum, 1992). The second includes content related to particular cultural
groups— preferably in the patient population—with attention to interethnic diversity. It also includes
data on health disparities, health issues prevalent in specific groups, and related epidemiological
issues (Welch, 2002). It suggests ways that cultural factors may influence clinical interactions (Carrillo
et al, 1999), with cues for recognizing a culture-related issue (Welch, 2002). The third involves
overviews of how cultural competence training can be applied in different fields of nursing. Examples
include hospital-based patient care teams (Peterson & Smith, 1996; Boyle et al, 2002), critical care
(Covington, 2001), home care (Blanter & Page, 1995); care of women and newborns (Callister, 2001),
women’s health (Salimbene & Gerace, 2003a); mental health (Gerace & Salimbene, 2004); pain
management (Salimbene & Gerace, 2003b); and respiratory care (George, 2001). Learners thereby
develop an overview on issues in implementing culturally competent care.

Fourth, the United States has always been characterized by medical pluralism (Starr, 1982;

Kaptchuk & Eisenberg, 2001a). Currently, American therapeutic pluralism is represented as the
relationship between biomedical and nonbiomedical therapies. The latter are categorized as
‘complementary and alternative medicine,” or CAM—except when involving practices used in minority
groups, which are routinely relegated to the categories of “folk medicine,” “ethnic/ethno medicine,” or
‘home remedies” (Hautman, 1979; Mathews, 1987; Pachter, 1994; Risser & Mazur Gray, 1995; 1996;
Jackson, 1997; Plotkin & Post, 1999; Fletcher, 2000; Miller, 2000; Boyd et al, 2000). Folk and ethno-
medicines are sometimes defined as a sub-set of CAM, but are then characterized as parochial forms
(Kaptchuk & Eisenberg, 2001b). Such designations overlook the cultural grounding of dominant
versions of CAM among middle- and upper-middle class European-Americans. Only more recently
have minority nonbiomedical practices also begun to be categorized as CAM (American Medical
Association, 2001; Cushman et al, 1999; Gomez-Beloz, 2001; Allen et al, 2000; Bailey, 2002; Rivera
et al, 2002; Cherrington et al, 2003; Mackenzie et al, 2003; Najm et al, 2003; Barnett et al, 2003), and
the NIH’s National Center for Complementary and Alternative Medicine begun to direct attention to
minority versions and uses of CAM (Block, 2003).

A persisting bifurcation, however, contributes to the perception that “CAM” refers to majority
practices, and “folk/ethnic” to minority ones, with only the latter a part of cross-cultural care.
Integrating culture, CAM and, where appropriate, related religious/spiritual worldviews, offsets this
tendency (Barnes et al, 2000; Kemper & Barnes, 2003; Leonard, 2004). To date, relatively little



sociological study has been directed at the connections between CAM, nursing as a profession, and
its practitioners (Tovey & Adams, 2002). Yet nurses are often in the best position to identify CAM
therapies that patients may be using (Lengacher et al, 2002), and are often interested in including
CAM in the provision of care themselves (Ward, 1998; Corless et al, 2000; Snyder & Lindquist, 2001;
Burman, 2003; Frisch, 2004).Nurses have also taken steps to incorporate training related to CAM into
nursing education (Richardson, 2003; Gaydos, 2004). It is important to convey that each CAM
modality grows out of a cultural background, although other groups may adopt it. Understanding the
prevalence, uses, and meanings of all nonbiomedical therapies must, therefore, be a cross-cultural
endeavor. For that matter, as Spector (2000) has observed, biomedicine may, for some patients,
function as CAM.

Finally, the CLAS Executive Summary (Office of Minority Health 2001) includes encouraging
“patients/consumers to express their spiritual beliefs and cultural practices” (Office of Minority Health
2001:5). Nurses have often defined spirituality as intrinsic to holistic care. Indeed, some nursing
curricula include spirituality (Goddard, 1995; Nolan & Crawford, 1997; Greenstreet, 1999;
Narayanasama, 1999; Catanzaro & McMullen, 2001; Lemmer, 2002; Pesut, 2002, 2003; Meyer,
2003).

A popular tendency to contrast religion and spirituality (Fuller, 2001) has coincided with assumptions
in biomedicine that religion is institutional, its practices pertinent primarily when they obstruct
biomedical therapies (Greenberg, 1998). The role of religious traditions as sources of support,
resilience, and healing (Gudorf, 2001; Nufiez Molina, 2001) is thereby ignored. In contrast, spirituality
is viewed as personal and universal, in ways that can lead to unexamined bias, if one assumes that
everyone else’s spirituality is just like one’s own. A nuanced approach is required, that recognizes the
roles of world religions in America (Barnard et al, 1995; Eck, 2001; Barnes and Sered, In press;
Pluralism Project website; Boston Healing Landscape Project website).

Skills: Cross-cultural Approaches

Attitude changes and content knowledge need to find active expression through practice, requiring
training in related skills. As the different nursing disciplines and accreditation agencies articulate
required competencies, nurses need to learn the skills that will improve their ability to communicate
across cultural differences, to enrich their relationships with their patients, and to improve the care
they are able to deliver. Such skills—most of which are related to communication— include:

e Being able to recognize the components of one’s own cultural formation, and their potential
impact on one’s practice, including the risk of projecting onto patients (Comas-Diaz &
Jacobsen, 1991)

e Applied familiarity with models for ascertaining cross-cultural understandings of illness, health,
and care (Leininger, 2002; Giger & Davidhizar, 2002; Purnell, 2002; Spector, 2002). Such
familiarity is related to skills for eliciting patient’s explanatory models (Carrillo et al, 1999; Lang
et al, 2000) and related worldviews, sometimes formulated as patients “health beliefs”
(McAllister & Farquhar, 1992). These skills are crucial for developing greater congruence
between the nurse’s and patient’s understanding, enhancing communication, learning, and
adherence (Nunnelee & Spaner, 2000)

e Being able to discuss CAM with patients, and knowing how to locate information about related
modalities

¢ Eliciting the patient’s social context, including stressors and supports, and their impact on the
patient’s health and sense of wellbeing (Carrillo et al, 1999; Green et al, 2002)



e Becoming able to work across cultural difference: forming a relationship, patient-centered
interviewing, assessment, addressing conflict, negotiation, and case management (Kleinman
et al, 1978, Berlin & Fowkes, 1983; Ventres & Gordon, 1990; Jackson, 1993). Medical
anthropology has developed pertinent ethnographic strategies (Weidman, 1982; Dougherty &
Tripp-Reimer, 1985; Taylor, 2003b)

Growing competence in communication skills occurs as learners transition from one stage to the next
(Crandall et al, 2003). All these strategies involve negotiation, and the jettisoning of the pursuit of
patient “compliance” in favor of compromises that address the goals most deeply at stake for each

party.

Pedagogical Strategies

Historically, nursing education has been influenced by biomedical models that can be

reductionistic, and counter to the holistic orientation of nursing (Morse, 1997). Current pedagogy still
often focuses on scientific inquiry and received knowledge (Gendrop & Eisenhauer, 1996), and is
often content and curriculum driven, as well as teacher focused (Peters, 2000). Pedagogical
strategies often face eight barriers to transcultural communication:

Lack of knowledge

Fear and disgust

Racism

Bias and ethnocentrism

Stereotyping

Ritualistic behavior (nursing rituals in patient care)

Language barriers

Differences in perceptions and expectations (Luckmann, 1999).

ONOOAWNE

Many of these factors function at an unconscious level. Anderson and Kelley (1998) suggest that
members of mainstream U.S. society are often “problem-solution” oriented, perceiving differences
between patients’ worldviews and those of biomedine as “problems” to be solved. When cultural
differences proved difficult to reconcile, it can be tempting to dismiss them.

Curricular interventions need to be predicated on pedagogical theory. Critical pedagogy, for

example, orients learners toward recognizing social structures that compromise patient health and
health equity (Harden, 1996). Transcultural nursing practice calls for training in a comprehensive,
sociopolitically conceptualized, multicultural pedagogy and related curriculum (Clark & Robinson,
1999). Additionally, a pedagogy that promotes an understanding of ethics as a lived, personal
process, and supports what Doane refers to as “becoming” a moral agent, is intrinsic to the creative
spirit of nursing (Doane, 2002b). Moreover, cross-cultural education and training require interventions
geared to different levels of learner, across the curriculum, throughout post-graduate professional
development. Preparation at the baccalaureate level, for example, differs from the specialist level
competencies reflected in master’s level training, advanced-practice nursing (American Nurses
Association, 2004), and continuing education. There are also different ways to introduce a topic into a
curriculum.

One can add a single lecture to a course, leaving the rest of the course untouched. One can

add a full course without otherwise modifying the curriculum. This approach can result in the topic
being marginalized, particularly if the course is an elective. Or, one can review each session of each
course to incorporate cross-cultural issues. If one begins with the premise that such issues are
always present, then there is no course topic that cannot be enriched by their explicit incorporation.



The modules that emerge from this project will need to into account the level of the learners involved
and promote an integrative orientation that encourages learners to introduce related issues into every
learning context. A review of studies on how different pedagogical strategies correlate with changes
in physician behavior suggests that more passive learning styles, like those frequently used in
traditional continuing medical education and passive dissemination of information, are not effective. In
contrast, more interactive forms of CME do work (Bauchner et al, 2001). Generally, strategies related
to active learning pedagogy geared for adult learners have a greater impact and yield greater
behavioral changes (Johnson et al, 1991). Pedagogy that is student focused, and includes prior
learning and experience of students as a foundation for new knowledge is also likely to result in
greater change (Peters, 2000). Therefore, the following combination of strategies is recommended as
potential components in the curricular modules.

Attitudes

Bias and prejudice tend to function at many levels. On a personal level, both express themselves
through feelings that particular groups are superior or inferior, based on cognitive or affective
misinformation. On an interpersonal level, both translate into behaviors based on conscious

and/or unconscious negative assumptions. On an institutional level, social structures and systems
restrict access to resources and rights based on targeted forms of difference. Political, economic,
social, educational, and historical variables may mutually reinforce the institutional expressions of
bias. At the level of a dominant culture, the preferences, norms, and practices of the dominant group
are assigned a privileged place as somehow better and right. To be accepted is to conform to that
norm (Batts, 1998). The strategies proposed here focus primarily on the personal and interpersonal
levels, with the expectation that transformation at these levels can exercise an influence on
institutions and the broader culture.

e Strategies promoting reflection related to personal cultural formation, particularly in relation to
issues of social power and privilege, and their effects (Pinderhughes, 1989). A fruitful approach
to exploring the different dimensions of these factors involves preparing a cultural genogram
(Hardy & Laszloffy, 1995), to explore how one has learned about various forms of difference

e Self-assessment of one’s racial identity formation in relation to one’s interactions and abilitiesto
communicate across racial/cultural differences (Root, 1998; Thandeka, 1999)

¢ In addition to the explicit focus on power-related factors, other ways of getting at one’s own
cultural background can include storytelling by older family members; journaling; critical
incident narratives (Ramos, 1992; Lichstein & Young, 1996; Luker et al, 2000) and Balint
Group discussions (Rabinowitz et al, 1996).

e Self-assessment, using different models defining stages of cultural awareness, including the
awareness of one’s own social location and its relationship to power/privilege (Purnell &
Paulanka, 1998). Such assessments could be used at different points along the learning
trajectory, to promote ongoing reflection

e Strategies to develop an “inequalities imagination” (Hart et al, 2003) and a social justice
orientation as a core nursing value (Fahrenwald, 2003)

Knowledge
e Lectures and didactic sessions about different cultural groups and related epidemiological
issues, supported by related reading
o \Web-based resources (Wendler & Struthers, 2002; De Ruiter & Larsen, 2002)
¢ Didactic presentation, discussion, and application of multiple models of cultural competence, to
develop nurses’ critical ability to assess their relative strengths and limitations



o Critical thinking exercises that train learners to apply concepts from anthropology to clinical
care (e.g., concepts such as cultural brokering, multiple clinical realities, the patient as a
cultural informant, and the cultural assessment of the patient’s worldview and view of the
clinical setting) (DeSantis, 1994).

e Talks on the cultures of the communities where learners are situated, involving community
members as faculty (Leppert et al, 1996; Ferguson et al, 2003)

e Speakers from different cultural groups (community members, guest lecturers, panels)
describing their experiences of nursing care

The limitations of the cultural facts approach can be fruitfully addressed through alternative
pedagogies. For example, one can design exercises to contrast “covering content” and thinking about
that content (Ironside, 2004). As Ironside proposes, for example, the use of Narrative Pedagogy
supports “Thinking as Questioning: Preserving Perspectival Openness” and “Practical Thinking:
Preserving Fallibility and Uncertainty” (Ironside, 2003). Both types are crucial to cross-cultural care
(see also Nehls, 1995). In addition, one can draw on methods developed for teaching about
mainstream versions of complementary and alternative medicine, to introduce content about other
healing systems (Burman, 2003; Cuellar et al, 2003).

Skills
It is also essential to develop exercises with which students can practice applying different models of
cross-cultural assessment and care, especially in relation to their communication skills.

Examples include:

¢ Role play exercises, in which learners implement different models of cross-cultural interviewing
skills (Carrillo et al, 1999; Campinha-Bacote, 2002; Sorrell, 2003; Kagawa-Singer & Kassim-
Lakha, 2003).

¢ Interviews with actor-patients, with feedback, to assess how broader “cultural facts” do and do
not apply

e Video vignettes of nurse-patient interactions, with discussion

e Teaching cases that elicit a range of issues and related affect, and that resist stereotyping
different groups. Even thoughtful in-depth studies, like The Spirit Catches You and You Fall
Down (Fadiman, 1997) can be read narrowly (Barnes & Plotnikoff, 2001). Such cases can
provide practice in reviewing the variables involved in decision-making

Attention to particular topics, such as prior trauma experienced by the patient, and its impact on the
empathic nurse-patient relationships may be important, along with related interviewing skills, to
prepare nurses to work with immigrants who have suffered violence and other traumatic experiences
(Hartman, 1995).

Combined Strategies with an Experiential Focus

Experiential learning both creates and draws on lived experience on the part of the learner. In
preparing learners for cross-cultural nursing practice, it engages not only the cognitive, but also the
affective aspects of learning (Carpio & Majumdar, 1993). Experience also tends to take learners
beyond a narrower focus on “methods,” and into the more transformative aspects of relationship in
ways that support humanistic, relational nursing (Doane, 2002a).

¢ Small group discussions of course materials and experiences, with related tasks
¢ Role playing, whether individual (Shearer & Davidizar, 2003) or group
e Being videotaping interviewing a patient, with follow-up discussion



e Home visits and discussions with community members in their own homes

e Community tours with community members

e Visits to traditional healers

e Opportunities for cultural immersion (St. Clair & McKenry, 1999; Warner, 2002; Crampton et al,
2003)

e Ethnographic interviewing, and collecting of patient narratives (Smith & Hoppe, 1991)

e Service learning (Bittle et al, 2002; Albritton & Wagner, 2002)

e Courses in nursing humanities that use literature from different cultures (Darbyshire, 1995)

e Opportunities to write narratives about one’s own lived experience as one bears witness to the

suffering of others in the course of one’s training and practice (Eifried, 2003)
e Discussion exercises that promote an understanding of ethics as a personal process, rooted in
one’s identity (Doane, 2002b)

Assessment

Although knowledge of cultural facts can be assessed using pre- and post- evaluation, there are

no standardized measures for the more complex aspects of cross-cultural care (Betancourt, 2003;
Pefia Dolhun et al, 2003; Rew et al, 2003). Still, assessment tools do exist, such as the Inventory for
Assessing the Process of Cultural Competence (IAPCC) Among Health Care Professionals
(Campinha-Bacote, 1997), among others. The challenge parallels that of assessing professional
competency beyond knowledge of facts and mastery of clinical skills (Office of Minority Health,

2002). It is difficult to quantify interpersonal skills. Some methods have been developed for assessing
communication-skills courses (Wilkinson et al, 1998) that might be adapted, but assessment may also
require additional methods—qualitative reviews (Walker, 1989); self-evaluation; participant
observation; journals and fieldnotes; observation and feedback from community, peer, patient, faculty,
and mentor observers, and other key informants (Epstein & Hundert, 2002). Assessment should be
longitudinal, as an integral component of the nursing process (Wells, 2000; Rew et al, 2003).

One way of assessing the longitudinal dimensions of learning cultural competence involves

stage theories—various formulations of the shift from extreme lack of awareness to skillful
crosscultural practice. Cross, Bazron, Dennis, and Isaac (1989) propose six stages—a Cultural
Competence Continuum—moving from “cultural destructiveness,” in which one’s behaviors and
attitudes have a harmful effect on persons from other cultures, to “cultural proficiency” pervading
one’s practice, teaching, and research. Louie (1996) defines the continuum as one of “individual
intercultural sensitivity” (p.230). One may begin embedded in ethnocentrism, in which one virtually
denies the existence of other cultures, and move across six stages toward an ethnorelative stage,
where one integrates cultural knowledge into policy and practice. Purnell and Paulanka (1998) also
write:

One progresses from unconscious incompetence (not being aware that one is lacking knowledge
about another culture) to conscious incompetence (being aware that one is lacking knowledge about
another culture); then to conscious competence (learning about the client’s culture, verifying
generalizations about the client’s culture, and providing culturally specific interventions); and finally to
unconscious competence (automatically providing culturally congruent care to clients of a diverse
culture). (p.2)

Wells (2000) synthesizes multiple models. Capinha-Bacote (2004) advocates a focus on becoming
culturally competent as a lifelong undertaking, grounded in “cultural desire,” characterized by humility,
curiosity, seeking cross-cultural encounters, and building cross-cultural skills.



Stage theories are both useful, and susceptible to two limitations. First, they privilege the final stage,
in ways that can perpetuate blind spots. For example, Kohlberg’s theory of moral reasoning moves
toward a final stage of abstract, “philosophical”’ reasoning (Duska & Whelan, 1975). As Gilligan’s
(1982) subsequent work illuminated, however, Kohlberg based his theory on male experience, and on
Eurocentric models of moral reasoning. When Gilligan introduced gender differences, the nature of
the stages changed. Second, stage theories can suggest that one advances directly and completely
from one stage to another, rather than sometimes slipping back and forth, particularly in new
contexts. The fluid, contextual nature of personal change must, that is, be taken into account.
Nevertheless, in developing learner modules and other curriculum, the self-assessment mechanisms
that are part of these different stage theories can be useful tools for tracking learners’ starting points
and development of cross-cultural competency.

Underrepresentation of Minorities in the Nursing Profession

As of 1995, blacks and other minorities comprised 9.8% of registered nurses (Greer, 1995). Similar
under-representation is evident in nursing leadership (Schmieding, 2000). The recruitment, training,
and retention of minority nurses remain issues within the larger challenge of nursing shortages
Campbell & Davis, 1996; Jordan, 1996; Baldwin, 2004). Some institutions have countered high
attrition rate of minority nursing students with strategies related to improving critical thinking, stress
management, and reading comprehension skills (Abdur-Rahman & Gaines, 1999), or by providing
mentors (Meleis, 1994), minority role models, faculty, and recruiter, as well as an advisory group
coordinated by the minority recruiter (Houldin et al, 2002; Wright et al, 2003). Potentially, a module on
training mentors to work with minority could be useful.

Yet such strategies, while crucial, do not necessarily address pervasive racism that is frequently
invisible to European-Americans. Examples include the privileging of a Eurocentric curricula and
scholarly tradition, while marginalizing discussion of non-European-American groups, or discouraging
the use of theoretical models grounded in minority experience. Instructional materials can
communicate bias through overrepresentation of dominant groups’ experiences, and
underrepresentation or absence of minority groups’ experiences (Curry, 2001). The Byrne Guide for
Inclusionary Cultural Content (Byrne et al, 2003) can help educators review and evaluate materials
for bias, and create materials that represent diverse groups. Training educators to recognize the
presence and influence of Eurocentrism, and to assess curricular materials for its presence could be
an important module (Brown, 2001).

Majority faculty and students may avoid examining their own racism, and/or may choose not to
challenge racist behavior when they witness it (Hassouneh-Phillips & Beckett, 2003). Such factors
generate a “chilly” climate for minority nursing students and faculty. Providing faculty development
for non-minority faculty becomes another important response. It must involve training in selfreflection
related to one’s own social power, privilege (Vasquez, 2000), and related biases and blind spots, as
well as training to recognize specific ways in which faculty awareness or lack thereof affects
interactions with minority students and colleagues (Yoder, 1996). The earlier sections in this paper on
attitudes and related pedagogical strategies are particularly important in this regard.

Implications for General Nursing Education and Training through the Cultural Competence
Nursing Modules

Individuals are likely to make a cause their own when they can see how it relates directly to their own
sense of personal and professional identity. A holistic approach to nursing includes the personal
growth of the nurse. It is therefore critical to emphasize that self-awareness resulting from this aspect
of cross-cultural training enhances one’s self-understanding, and increased ability to interact

with others. The personal rewards, that is, coincide with the benefits of enhanced professional



competence. Additionally, cultural competence is one step toward creating social justice (Rosenjack
Burchum, 2002), falling under the purview of nurses’ role as patient advocates. Insofar as it provides
additional tools towards deepening the nurse-patient relationship, it enhances nurses’ abilities to
advocate for their patients (Chafey et al, 1998). The Cultural Competence Nursing Modules (CCNM)
must make these connections explicit, to promote individual and institutional identification with the
importance of cross-cultural nursing. Modules cannot be expected to comprehensively cover all three
areas (attitudes, knowledge, skills) in depth, but should ensure that all three are addressed electively.
This paper has cited sources that discuss specific methods for each of the strategies recommended,
hopefully providing useful resources to the module designers.

Cultural competence can be viewed as a key lens through which to look at professional nursing
competence as a whole (Dreher & MacNaughton, 2002). To the extent that it has not yet been
routinized throughout the training of nurses, however, it must continue to be conceptualized as
simultaneously integral and separate, for heuristic purposes. The promotion of cultural competence
requires institutional commitment to this kind of curriculum (Sturch, 1994) and the pursuit of related
grants and other funding. Without strong attention to faculty development, it will be more difficult to
incorporate cross-cultural issues throughout the curriculum. At the levels of graduate and faculty
research and research mentoring, the incorporation of cross-cultural issues must become a scholarly
norm (Bing & Reid, 1996; Johnson & Malgady, 1999; Kincheloe & McLaren, 2000; Krumeich et al,
2001; Mendias & Guevara, 2001; Kirkham & Anderson, 2002), as must cross-cultural methodologies
(Eyton & Neuwirth, 1984; Papadopoulos & Lees, 2002). In addition to expanding the agenda of
research on the nurse-patient relationship to take a more generally holistic approach (Lowenberg,
1994), such research must also incorporate cross-cultural issues and methods as a matter of
standard practice. There is no moment when cultural differences are not present. As Betancourt and
Like (2000) have observed, “Every clinical encounter is a cross-cultural experience.” Competence in
cross-cultural nursing, therefore, must be conceptualized as a foundational issue—and not a
potentially dispensable add-on—in which all parties have a stake.
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