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he impact of culture in the clinical encounter is
recognised as a contributing factor to patterns of
health service utilisation and is a key focus of
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political and economic realities. Cultural knowledge is
embedded in these circumstances and realities, and helps
doi: 10.5694/mja13.10499
frame patients’ explanatory models of illness and clinicians’ decision making.2 It has been argued, however, that
these two world views can collide in the clinical encounter.4 Cultural competence training aims to improve the
quality of health care and reduce health disparities by
focusing on communication and trust between patients
and health care providers and enhancing provider knowledge about sociocultural factors linked to health beliefs,
practices and utilisation of services.5
The idea of educating health professionals to be culturally competent began in earnest in the United States in the
1990s. The term “cultural competence” first emerged in
the late 1980s and was 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”.6 Cultural competence in
health care was described as an emerging field in the US in
2002; however, over the past decade it has become firmly
embedded in professional accreditation standards.7 In
Australia, health professional competencies consistently
make reference to cultural competence,8,9 and the concept
has received legitimacy with its incorporation into significant health policy documents.10-13
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focused on specific groups, particularly Indigenous Australians, where the failure of services to address large
For Debate
disparities in health outcomes is stark and confronting.
Connecting Indigenous patients with the health system
and communicating effectively can be challenging and
BA, GradDipEd, MA,
PhD Candidate, 1 and
Lecturer/Research Fellow 2

Summary
• Cultural competence strategies aim to make health
services more accessible for patients from diverse
cultural backgrounds. Recently, such strategies have
focused on specific groups, and particularly Indigenous
Australians, where services have failed to address large
disparities in health outcomes.

• Limitations of cultural competence largely fall into three
categories: lack of clarity around how the concept of
culture is used in medicine, inadequate recognition of the
“culture of medicine” and the scarcity of outcomesbased research that provides evidence of efficacy of
cultural competence strategies.

• Narrow concepts of culture often conflate culture with
race and ethnicity, failing to capture diversity within
groups and thus reducing the effectiveness of cultural
competence strategies. This also hampers the search for
evidence linking cultural competence to a reduction in
health disparities.

• Attention to cultural complexity, structural determinants
of inequality and power differentials within health care
settings not only provide a more expansive notion of
cultural competence and a nuanced understanding of
the role of culture in the clinic, but may assist in
determining the contribution that cultural competence
strategies can make to a reduction in health disparities.

has often not been done well (Box 1 and Box 2). Indigenous cultural competence has been identified as a
desirable attribute of Australian health professionals.13-18
Perhaps as a result of the plethora of alternative concepts
such as cultural safety, cultural awareness and sensitivity,
cultural security and humility, and more recently cultural
literacy, the use of an overarching term was inevitable,
despite most concepts having different frames of reference.17,19 Cultural competence strategies usually target
the health workforce with the aim of improving the
interactions between the patient, the provider and the
health care system, as the intermediate step to improving
health care utilisation, service delivery and health outcomes. Many aspects of this concept remain the subject
of debate.

Social science perspectives
Limitations of cultural competence highlighted by social
scientists working in clinical and academic settings largely
fall into three categories: lack of clarity around the concept
of culture, inadequate recognition of the “culture of medi-
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1 No wonder people don’t come back*
One of the Aboriginal doctors was doing a paeds [paediatrics] trip
and a patient had been driven overnight from Wiluna. And the
doctors barely had time to see them [the family] and then they did
not make them welcome, so this Aboriginal doctor was horrified. No
wonder people don’t come back. It is the same with ordinary
appointments. The reason why people miss appointments is
because they can’t see the value of them. And I’ll ask them what
happened at their outpatient appointment and they’ll say “They did
what you do”. “What did they say?” “They said they will write you a
letter”. “Did they examine you?” “Not really”. So there is a sense that
these appointments are futile, especially the follow-up ones.
The young doctors that see the patients are afraid to discharge
them from the clinic and so when they see them and everything is
the same, they rebook them for another appointment for no good
reason except they are too nervous to say “you don’t need to come
back”.
It is a hassle to get a babysitter for your six kids, find transport, wait
4 hours . . . for nothing.
* Transcript notes from an interview with an experienced general
practitioner who works at an Aboriginal Medical Service. The GP
describes the lost time and opportunity costs for patients travelling
great distances for appointments that may be very brief and perhaps
not even necessary.
◆

cine” and the scarcity of outcomes-based research that
provides evidence of efficacy in improving health.

tialising” culture removes individuals from their complex
social worlds in which the structural and material determinants of inequality may be as powerful as cultural influences on health inequity. In an attempt to provide more
conceptual clarity around cultural competence, Lo and
Stacey coined the term “hybrid habitus” which interprets
patients’ cultures as “the broad, less than fully conscious
cultural orientations that shape a patient’s sense-making
in clinical settings . . . [and] in turn, are shaped by surrounding, intersecting structural forces”.22 These forces
may include socioeconomic status, gender, language and
experiences of racism, all of which can interact with
cultural orientations and influence the clinical encounter.
This deeper understanding of culture in all its complexity
has practical implications in health care settings. A
patient’s culture is not reduced to stereotypical attributes,
but rather understood as comprising layers of meaning
that extend beyond values, beliefs and practices and are
shaped by and in turn shape social structures.
However, any examination of the meaning and use of
“culture” needs to consider the culture of medicine itself to
assess its role in reproducing or addressing health inequities.
Culture of medicine

Unpacking culture

While it is recognised that a patient’s cultural background
may be significant in clinical encounters, lack of clarity
about the concept of culture can distort its impact.2,4,20-22
Anthropology, the discipline from which the term “culture” originated, offers many definitions but most make
reference to a system of shared meanings or guidelines
that are inherited and provide a lens through which to
view the world. Contemporary anthropologists stress variations that exist across cultures with respect to beliefs,
practices, norms, behaviours and expectations. Helman,
for example, notes that culture is “an increasingly fluid
concept, which in most societies is undergoing a constant
process of change and adaptation”.20 Social scientists
stress that cultures are complex, heterogeneous and
dynamic, and intricately connected to the social context of
people’s lives.2,4,21,22
So how does this understanding of culture differ from its
usage in medical settings? Critiques from social scientists
suggest that culture is often conflated with race and
ethnicity, resulting in reification of existing racial categories.4 Central to this criticism is the failure to recognise
diversity within cultures and the concomitant reductionism whereby culture is identified as a variable associated
with essential differences between groups. Culture is
viewed as a “risk factor” and cultural attributes as potential
sources of the problem. Kirmayer noted that culture has
been framed in terms of “ethnoracial blocs” which “conflate language, geographic origin, ethnicity and race” and
“do not capture the diversity of society and the rapidly
growing numbers of people who define themselves in
hybrid ways that cut across these categories or escape
them entirely”.21 Cultural competence literature tends to
associate culture with group membership and shared
beliefs and values that influence behaviour in health care
settings.21 Not only does this approach underestimate
cultural diversity within groups, but the process of “essen-
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In the US, Good and colleagues questioned why disparities
in health care continue to exist despite the introduction of
cultural competence training in health professional programs.23 They suggested the need for a critical analysis of
the culture of medicine where the “social processes within
our complex medical institutions” are explored, including
the presence of institutional racism, power imbalances and
the role of professional socialisation. Taylor reinforces this,
noting that cultural competence strategies have an overemphasis on the patient’s culture with scant attention paid
to the culture of biomedicine.24 Institutional and professional medical culture is characterised by expert language
and efficiency in clinical decision making based on legitimate medical knowledge. Taylor suggests that “it is confidence in the truth of medical knowledge that underwrites
physicians’ special power to alleviate suffering”. Medical
knowledge is thus not seen as a cultural product but as
“real” knowledge which leads her to describe medicine as
“perceiving itself to be a ‘culture of no culture’ ”.24 While
some may disagree with this, it has consequences for the
development of cultural competence curricula that “go
beyond focusing on ‘other’ cultural groups, and attend to
cultural dimensions of medicine itself”. Central to this
discussion is the potential mismatch between professional
medical socialisation, institutional practices and cultural
competence strategies. Indeed, clinicians sometimes can
be at odds with institutional directives and feel constrained
by administrative practices that may compromise patient
care.
Despite cultural competence training becoming commonplace in medical programs in Australia and elsewhere,
few studies have focused on the culture of medicine itself.
As Good et al note “rarely do students have the time or the
formal sanction to critically analyze the profession and
institutions of care to examine how treatment choices,
quality of care and research practices are shaped; or how
medical culture may produce processes that evolve into
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2 The heart of the matter*
Another thing is patients are not told enough; it’s a bit of a
paternalistic attitude that doctors have anyway, and even more so
with Aboriginal patients, they are not given enough information.
One story is of a patient who told me he loved this private
cardiologist and I was amazed. I couldn’t understand why, because
this guy was as rough as guts and the doctor was a posh threepiece suit sort of guy . . . When I asked him he said because the
doctor had a fabulous model of a heart and he shows me
everything, you know. He just thought that guy was the bee’s
knees . . . he took the time to show him pictures of his arteries . . .
so taking the time to show people with models and trying to explain
what you’re doing is just fundamental . . .
Of course it’s hard in hospitals because doctors have so little time;
but if they don’t explain things properly and patients don’t take their
tablets because things aren’t clearly explained then they are
wasting their time anyway.
* Transcript notes from an interview with an experienced general
practitioner who works at an Aboriginal Medical Service. This excerpt
highlights good communication and its importance in breaking down
barriers between patient and clinician.
◆

institutional racism . . . in clinical practice”.23 Kleinman and
Benson go further, suggesting that the culture of biomedicine is “key to the transmission of stigma, the incorporation and maintenance of racial bias in institutions, and the
development of health disparities across minority
groups”.2 Implementing a more expansive notion of cultural competence that incorporates greater critical analysis
of biomedicine has potential for less discordance between
institutional culture and strategies aimed to improve culturally informed care.
Problems of measurement and limited outcomesbased research

Finally, critiques of cultural competence by social scientists
and others have drawn attention to inadequate measures
of the concept and the scarcity of outcomes-based research
that links cultural competence strategies to better
health.25-30 A study of quantitative measures of cultural
competence found many hidden assumptions in survey
questions designed to assess the impact of educational
interventions, including the notion that frequent contact or
immersion experiences necessarily enhance competence.29
Much depends on the kinds of interactions and the quality
of the experiences, with contact alone not necessarily
fostering insight. Recent studies also have found a lack of
rigorous evaluation of cultural competence measurement
tools, with few instruments having been validated. Chun
noted that cultural competence training is often viewed as
“unscientific” due to inadequate measurement techniques
that can undermine implementation efforts.27 This is reinforced by findings of a review of the methodological rigour
of studies evaluating cultural competence, which found a
consistent lack of rigour, the consequence of which “limits
the evidence for the impact of cultural competence training
on minority health care quality”.26 In addition to rigorous
instrument evaluation, qualitative methods, including
observations, interviews and reflective journals should
supplement traditional survey techniques when determining the effectiveness of cultural competence training.29
The first systematic review of studies assessing whether
educational interventions to improve cultural competence
were linked to improvements in health outcomes concluded that where an association was established, it

tended to be in a positive direction.28 However, the authors
identified many methodological limitations of existing
studies and drew attention to the overall paucity of highquality research, concluding that the evidence was not
robust. Looking ahead, they noted that “subjective constructs such as patient trust and the quality of the patient
experience using validated measures have emerged as
outcomes of intrinsic value that should also be considered
in the cause-effect dynamic”.28 Inherent in cultural competence measurement issues is the question of who decides
whether a health professional has achieved cultural competence; arguably, the patient as the recipient of services is
best positioned to make this judgement. The authors
noted that because educational interventions are often
removed from clinical outcomes, other measures such as
enhanced trust between patient and practitioner and a
high degree of satisfaction with a clinical encounter are
worthy outcomes in health care settings and may also
contribute to improved levels of utilisation.28

Conclusion
Social science critiques of cultural competence highlight
the lack of conceptual clarity around the use of the term
“culture” in clinical encounters, inadequate recognition of
the “culture of medicine” and a scarcity of outcomes-based
research that provides evidence of efficacy in improving
health.
The value of training in cultural competence as an
educational intervention will ultimately be validated by
enhancing access to and achieving equity of health services
and better health outcomes for culturally diverse groups.
Given strong evidence that inequities in health arise from
inequities in society, cultural competence strategies should
not be divorced from addressing the material circumstances of people’s lives, an issue pertinent to the oldest
and newest inhabitants of Australia. Perhaps there are
unrealistic expectations about what culturally informed
health care delivery can achieve in the absence of systematic attention to the structural and financial impediments
to implementing the professional advice provided in
health encounters. A nuanced and sophisticated understanding of “culture” in clinical settings would be a useful
start to discerning the role that cultural competence plays
in reducing health disparities in minority groups.
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