
 

  

 
             

 
 

    
 

      
   

   
  

     
   

  

 

     
  

    
  

 
    

  
 

  
  

   
 

 
 

   
   

      
     

     
      
 

 
 
 
 

Pre-Reading and Resources for Board of Public Health Training Session February 24, 2022 

The following articles are pre-reading for the Indigenous Learning session on February 24 
provided by Grandmother’s Voice to the City of Toronto, Board of Health 

Curtis, E., Jones, R., Tipene-Leach, D. et al. Why cultural safety rather than cultural competency 
is required to achieve health equity: a literature review and recommended definition. Int J 
Equity Health 18, 174 (2019). 
https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-019-1082-3 

Yaeger, K.A. and Bauer-Wu, S. Cultural humility: Essential foundation for clinical researchers. 
Applied Nursing Research. 26 (4): 251-256 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3834043/ 

Grandmother’s Voice is privileged to work with Indigenous Elders across Ontario. Many of 
them will be participating in the training.  To learn more about the people and the work of 
Grandmother’s Voice and their contributions to the process of reconciliation, we have 
included a few video links from past training for you to review: 

The following link is the Grandmother’s Voice Playlist of 2021. You can learn about the scope 
their work by accessing the following link: 
https://www.youtube.com/playlist?list=PLXZTf4CEY25LTgASA179ZoA4IO_E7ht_2 

Dennis Windego is an Indigenous Psychotherapist and Healer who uses a land-based healing 
approach to addressing complex trauma. You can learn more about Dennis and his work at the 
following link: 
https://youtu.be/jyBoSxGo82Y 

Of the 94 recommendations made by Canada’s Truth and Reconciliation Commission, the vast 
majority require Canadians to develop a fundamentally better understanding of Indigenous 
culture and history, and Grandmother’s Voice is doing just that. This documentary looks at the 
work being done by the ‘Grandmas’ along with other educators and activists, to help heal the 
scars of colonialism. This award-winning documentary film Healing the Scars of Colonialism, 
produced by Jarrod Stark, can be found at the following link: 
https://youtu.be/81-IGTH40vs 
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You can access additional articles if you are interested in background information about 
Indigenous people in Canada and their relationship to healthcare system (including public 
health) and recommendations that have been made, you are welcome to review the 
following readings (although they are not required): 

Gunn, B.  (2016) “Ignored  to Death: Systemic  Racism in  the  Canadian  Healthcare  System” 
(1st ed., pp. 01-03). Manitoba: EMRIP the Study on Health. 
https://www.ohchr.org/Documents/Issues/IPeoples/EMRIP/Health/UniversityManitoba.pdf 
Gouldhawke, M. (February 4, 2021). The Failure of Federal Indigenous Healthcare Policy In 
Canada in Social Policy https://yellowheadinstitute.org/2021/02/04/the-failure-of-federal-
indigenous-healthcare-policy-in-canada/ 
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RESEARCH Open Access 

Why cultural safety rather than cultural 
competency is required to achieve health 
equity: a literature review and 
recommended definition 
Elana Curtis1* , Rhys Jones1, David Tipene-Leach2, Curtis Walker3, Belinda Loring1, Sarah-Jane Paine1 and 
Papaarangi Reid1 

Abstract 

Background: Eliminating indigenous and ethnic health inequities requires addressing the determinants of health 
inequities which includes institutionalised racism, and ensuring a health care system that delivers appropriate and 
equitable care. There is growing recognition of the importance of cultural competency and cultural safety at both 
individual health practitioner and organisational levels to achieve equitable health care. Some jurisdictions have 
included cultural competency in health professional licensing legislation, health professional accreditation standards, 
and pre-service and in-service training programmes. However, there are mixed definitions and understandings of 
cultural competency and cultural safety, and how best to achieve them. 

Methods: A literature review of 59 international articles on the definitions of cultural competency and cultural 
safety was undertaken. Findings were contextualised to the cultural competency legislation, statements and 
initiatives present within Aotearoa New Zealand, a national Symposium on Cultural Competence and Māori Health, 
convened by the Medical Council of New Zealand and Te Ohu Rata o Aotearoa – Māori Medical Practitioners 
Association (Te ORA) and consultation with Māori medical practitioners via Te ORA. 

Results: Health practitioners, healthcare organisations and health systems need to be engaged in working towards 
cultural safety and critical consciousness. To do this, they must be prepared to critique the ‘taken for granted’ 
power structures and be prepared to challenge their own culture and cultural systems rather than prioritise 
becoming ‘competent’ in the cultures of others. The objective of cultural safety activities also needs to be clearly 
linked to achieving health equity. Healthcare organisations and authorities need to be held accountable for 
providing culturally safe care, as defined by patients and their communities, and as measured through progress 
towards achieving health equity. 

Conclusions: A move to cultural safety rather than cultural competency is recommended. We propose a definition 
for cultural safety that we believe to be more fit for purpose in achieving health equity, and clarify the essential 
principles and practical steps to operationalise this approach in healthcare organisations and workforce 
development. The unintended consequences of a narrow or limited understanding of cultural competency are 
discussed, along with recommendations for how a broader conceptualisation of these terms is important. 

Keywords: Cultural safety, Cultural competency, Indigenous, Māori, Disparities, Inequity, Ethnic 
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Introduction 
Internationally, Indigenous and minoritorised ethnic 
groups experience inequities in their exposure to the de-
terminants of health, access to and through healthcare 
and receipt of high quality healthcare [1]. The role of 
health providers and health systems in creating and main-
taining these inequities is increasingly under investigation 
[2]. As such, the cultural competency and cultural safety 
of healthcare providers are now key areas of concern and 
issues around how to define these terms have become 
paramount, particularly within a Aotearoa New Zealand 
(NZ) context [3]. This article explores international litera-
ture to clarify the concepts of cultural competency and 
cultural safety in order to better inform both local and 
international contexts. 
In NZ, Māori experience significant inequities in 

health compared to the non-Indigenous population. In 
2010–2012, Māori life expectancy at birth was 7.3 years 
less than non-Māori [4] and Māori have on average the 
poorest health status of any ethnic group in NZ [5, 6]. 
Although Māori experience a high level of health care 
need, Māori receive less access to, and poorer care 
throughout, the full spectrum of health care services 
from preventative to tertiary care [7, 8]. This is reflected 
in lower levels of investigations, interventions, and medi-
cines prescriptions when adjusted for need [8, 9]. Māori 
are consistently and significantly less likely to: get under-
standable answers to important questions asked of 
health professionals; have health conditions explained in 
understandable terms; or feel listened to by doctors or 
nurses [10]. The disturbing health and social context for 
Māori and significant inequities across multiple health 
and social indicators described above provide the ‘needs-
based’ rationale for addressing Māori health inequities 
[8]. There are equally important ‘rights-based’ impera-
tives for addressing Indigenous health and health equity 
[11], that are reinforced by the United Nations Declar-
ation on the Rights of Indigenous Peoples [12] and Te  
Tiriti o Waitangi (Treaty of Waitangi) in NZ. 
There are multiple and complex factors that drive In-

digenous and ethnic health inequities including a vio-
lent colonial history that resulted in decimation of the 
Māori population and the appropriation of Māori 
wealth and power, which in turn has led to Māori now 
having differential exposure to the determinants of 
health [13] [14] and inequities in access to health ser-
vices and the quality of the care received. Framing eth-
nic health inequities as being predominantly driven by 
genetic, cultural or biological differences provides a 
limited platform for in-depth understanding [15, 16]. In 
addition, whilst socio-economic deprivation is associ-
ated with poorer health outcomes, inequities remain 
even after adjusting for socio-economic deprivation or 
position [17]. Health professionals and health care 

organisations are important contributors to racial and 
ethnic inequities in health care [2, 13]. The therapeutic 
relationship between a health provider and a patient is 
especially vulnerable to the influence of intentional or 
unintentional bias [18, 19] leading to the “paradox of 
well-intentioned physicians providing inequitable care 
[20]. Equitable care is further compromised by poor 
communication, a lack of partnership via participatory 
or shared decision-making, a lack of respect, familiarity 
or affiliation and an overall lack of trust [18]. Health-
care organisations can influence the structure of the 
healthcare environment to be less likely to facilitate im-
plicit (and explicit) bias for health providers. Import-
antly, it is not lack of awareness about ‘the culture of 
other groups’ that is driving health care inequities - in-
equities are primarily due to unequal power relation-
ships, unfair distribution of the social determinants of 
health, marginalisation, biases, unexamined privilege, 
and institutional racism [13]. Health professional edu-
cation and health institutions therefore need to address 
these factors through health professional education and 
training, organisational policies and practices, as well as 
broader systemic and structural reform. 
Eliminating Indigenous and ethnic health inequities re-

quires addressing the social determinants of health in-
equities including institutional racism, in addition to 
ensuring a health care system that delivers appropriate 
and equitable care. There is growing recognition of the 
importance of cultural competency and cultural safety at 
both individual health practitioner and organisational 
levels to achieve equitable health care delivery. Some ju-
risdictions have included cultural competency in health 
professional licensing legislation [21], health professional 
accreditation standards, and pre-service and in-service 
training programmes [22–25]. However, there are mixed 
definitions and understandings of cultural competency 
and cultural safety, and how best to achieve them. This 
article reviews how concepts of cultural competency and 
cultural safety (and related terms such as cultural sensi-
tivity, cultural humility etc) have been interpreted. The 
unintended consequences of a narrow or limited under-
standing of cultural competency are discussed, along 
with recommendations for why broader conceptualisa-
tion of these terms is needed to achieve health equity. A 
move to cultural safety is recommended, with a rationale 
for why this approach is necessary. We propose a defin-
ition for cultural safety and clarify the essential princi-
ples of this approach in healthcare organisations and 
workforce development. 

Methods and positioning 
This review was originally conducted to inform the 
Medical Council of New Zealand, in reviewing and up-
dating its approach to cultural competency requirements 
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for medical practitioners in New Zealand Aotearoa. The 
review and its recommendations are based on the fol-
lowing methods: 

� An international literature review on cultural 
competency and cultural safety. 

� A review of cultural competency legislation, 
statements and initiatives in NZ, including of the 
Medical Council of New Zealand (MCNZ). 

� Inputs from a national Symposium on Cultural 
Competence and Māori Health, convened for this 
purpose by the MCNZ and Te Ohu Rata o Aotearoa 
– Māori Medical Practitioners Association (Te 
ORA) [26]. 

� Consultation with Māori medical practitioners 
(through Te ORA). 

The authors reflect expertise that includes Te ORA 
membership, membership of the Australasian Leaders in 
Indigenous Medical Education (LIME) (a network to en-
sure the quality and effectiveness of teaching and learn-
ing of Indigenous health in medical education), medical 
educationalist expertise and Indigenous medical practi-
tioner and public health medicine expertise across 
Australia and NZ. This experience has been at the fore-
front of the development of cultural competency and 
cultural safety approaches within NZ. The analysis has 
been informed by the framework of van Ryn and col-
leagues [27] which frames health provider behaviour 
within a broader context of societal racism. They note 
the importance of shifting “the framing of the problem, 
from ‘the impact of patient race’ to the more accurate 
‘impact of racism’….on clinician cognitions, behaviour, 
and clinical decision making” [27]. 
This review and analysis has been conducted from 

an Indigenous research positioning that draws from 
Kaupapa Māori theoretical and research approaches. 
Therefore, the positioning used to undertake this 
work aligns to effective Kaupapa Māori research prac-
tice that has been described by Curtis (2016) as: 
transformative; beneficial to Māori; under Māori con-
trol; informed by Māori knowledge; aligned with a 
structural determinants approach to critique issues of 
power, privilege and racism and promote social just-
ice; non-victim-blaming and rejecting of cultural-
deficit theories; emancipatory and supportive of decol-
onisation; accepting of diverse Māori realities and 
rejecting of cultural essentialism; an exemplar of ex-
cellence; and free to dream [28]. 
The literature review searched international journal data-

bases and the grey literature. No year limits were applied to 
the original searching. Databases searched included: Med-
line, Psychinfo, Cochrane SR, ERIC, CINAHL, Scopus, Pro-
quest, Google Scholar, EbscoHost and grey literature. Search 

terms included MeSH terms of cultural competence (key 
words: cultural safety, cultural awareness, cultural compe-
tence, cultural diversity, cultural understanding, knowledge, 
expertise, skill, responsiveness, respect, transcultural, multi-
cultural, cross-cultur*); education (key words: Educat*, 
Traini*, Program*, Curricul*, Profession*, Course*, Interven-
tion, Session, Workshop, Skill*, Instruc*, program evalu-
ation); Health Provider (key words: provider, practitioner, 
health professional, physician, doctor, clinician, primary 
health care, health personnel, health provider, nurse); Health 
Services Indigenous (key words: health services Indigenous, 
ethnic* Minorit*, Indigenous people*, native people). A total 
of 51 articles were identified via the search above and an 
additional 8 articles were identified via the authors’ oppor-
tunistic searching. A total of 59 articles published between 
1989 and 2018 were used to inform this review. Articles 
reviewed were sourced from the USA, Canada, Australia, 
NZ, Taiwan and Sweden (Additional file 1 Table S1). 
In addition to clarifying concepts of cultural compe-

tence and cultural safety, a clearer understanding is re-
quired of how best to train and monitor for cultural 
safety within health workforce contexts. An assessment 
of the availability and effectiveness of tools and strategies 
to enhance cultural safety is beyond the scope of this re-
view, but is the subject of a subsequent review in 
process. 

Reviewing cultural competency 
Cultural competency is a broad concept that has various 
definitions drawing from multiple frameworks. Overall, 
this concept has varying interpretations within and be-
tween countries (see Table 1 for specific examples). In-
troduced in the 1980s, cultural competency has been 
described as a recognised approach to improving the 
provision of healthcare to ethnic minority groups with 
the aim of reducing ethnic health disparities [31]. 
One of the earliest [49] and most commonly cited def-

initions of cultural competency is sourced from a 1989 
report authored by Cross and colleagues in the United 
States of America [29] (p.13): 

Cultural competence is a set of congruent behaviours, 
attitudes, and policies that come together in a system, 
agency, or among professionals and enable that 
system, agency, or those professionals to work 
effectively in cross-cultural situations. 

Cross et al. [29] contextualized cultural competency as 
part of a continuum ranging from the most negative end 
of cultural destructiveness (e.g. attitudes, policies, and 
practices that are destructive to cultures and conse-
quently to the individuals within the culture such as cul-
tural genocide) to the most positive end of cultural 
proficiency (e.g. agencies that hold culture in high 

http:thegreyliterature.No
http:racism��.on


Table 1 Definitions and Concepts of Related Terms 

Terms Definition/Concept Examples Sources 

Culture The integrated pattern of human behaviour that includes thoughts, 
communications, actions, customs, beliefs, values, and institutions of 
a racial, ethnic, religious, or social group. 

[29] 

The accumulated socially acquired result of shared geography, time, 
ideas and human experience. Culture may or may not involve kinship, 
but meanings and understandings are collectively held by group 
members. Culture is dynamic and mobile and changes according to 
time, individuals and groups. 

[30] 

There is a tendency within healthcare to equate culture with 
essentialized notions of race and ethnicity, which can lead to practices 
that separate culture from its social, economic and political context. 
Narrow conceptualizations of culture and identity may limit the 
effectiveness of particular approaches, and a focus on specific cultural 
information may inadvertently promote stereotyping. 

[31] 

Cultural Awareness a beginning step towards understanding that there is difference. Many 
people undergo courses designed to sensitise them to formal ritual 
rather than the emotional, social, economic and political context in 
which people exist 

[30] 

[is] concerned with having knowledge about cultural but, more 
specifically, ethnic diversity. 

[32] 

an individual’s awareness of her/his own views such as ethnocentric, 
biased and prejudiced beliefs towards other cultures (p. e120) 

[33] 

essentially the basic acknowledgment of differences between cultures [34] 

recognizing that there are differences between cultures [35] 

Cultural Sensitivity alerts students to the legitimacy of difference and begins a process 
of self-exploration as the powerful bearers of their own life experience 
and realities and the impact this may have on others. 

[30] 

building on the awareness of difference through cultural acceptance, 
respect and understanding 

[36] 

builds on cultural awareness’ acknowledgment of difference with the 
addition of the requirement of respecting other cultures 

[34] 

where students start to analyse their own realities and the impact that 
this may have on others. 

[35] 

Cultural Humility incorporates a lifelong commitment to self-evaluation and self-critique, 
to redressing the power imbalances in the patient-physician dynamic, 
and to developing mutually beneficial and non-paternalistic clinical and 
advocacy partnerships with communities on behalf of individuals and 
defined populations. 

[37] 

entails valuing life-long learning and critical self-reflection, along with a 
respectful and inquisitive approach whereby practitioners are expected 
to seek knowledge from their clients regarding their cultural and structural 
influences rather than assuming understanding or expertise about a culture 
outside of their own 

[38] 
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Table 1 Definitions and Concepts of Related Terms (Continued) 

Terms Definition/Concept Examples Sources 

Cultural Security 

Cultural Respect 

Cultural Adaptation 

Transcultural Competence 

Transcultural Effectiveness 

Transcultural Nursing 

Culturally Unsafe 

Cultural Destructiveness 

defined as having an interpersonal stance that is other-oriented [39] 
rather than self-focused, characterized by respect and lack of 
superiority toward an individual’s cultural background and experience. 

does not have an endpoint or goal; there is no objective of mastering [40] 
another culture. Rather it is a continual process of self-reflection and 
self-critique that overtly addresses power inequities between providers 
and clients. Attaining cultural humility becomes not a goal but an active 
process, an ongoing way of being in the world and being in relationships 
with others and self. 

it legitimises and values cultural differences to ensure no harm is caused [41] 
and ultimately links understandings and actions 

seeks to create interactions between health workers and health service [42] 
users that do ‘not compromise the legitimate cultural rights, views, values 
and expectations of Aboriginal people’ 

The ‘Cultural Respect Framework for Aboriginal and Torres Strait Islander [42] 
Health 2004–2009’ identifies the goal of cultural respect as ‘uphold[ing] the 
rights of Aboriginal and Torres Strait Islander peoples to maintain, protect 
and develop their culture and achieve equitable health outcomes 

The model entails four basic elements highlighting the importance of [43] 
‘Knowledge and Awareness’ that informs ‘Skilled Practice and Behaviours’ 
as well as the development of ‘Strong Relationships’ between (health) 
institutions, individuals and communities in order to achieve an ‘Equity of 
Outcomes’ 

all modifications made to standard service methods in order to make [44] 
services more acceptable, 
relevant, useful, and/or effective for diverse populations 

the ability to interact with clientele who come from a range of different [43] 
cultural backgrounds 

ability of organisations and systems ‘to acknowledge and respond to [43] 
unique and diverse perspectives and support non- discriminatory practice’ 
(p. S51). These authors maintain, furthermore, that transculturally competent 
practitioners should recognise organisational and systemic obstacles and 
actively seek ways to modify them 

Leininger (1994) defined transcultural nursing as being a subfield of nursing, [45] 
focusing on comparative study and analysis of different cultures and is the 
basis on which the theory of culture care diversity and universality was formed. 
The goal of transcultural nurses being to “identify, test, understand and use a 
body of transcultural nursing knowledge and practices which is culturally derived 
in order to provide culturally specific nursing care to people” 

“any actions that diminish, demean or disempower the cultural identity and [46, 47] 
well-being of an individual’ 

any action that diminishes, demeans, or disempowers the cultural identity and [48] 
well-being of an individual 

attitudes, policies, and practices that are destructive to cultures and consequently [29] 
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Table 1 Definitions and Concepts of Related Terms (Continued) 

Terms Definition/Concept Examples Sources 

to the individuals within the culture such as cultural genocide 

Cultural Incapacity system or agencies that lack the capacity to help minority 
clients or communities due to extreme bias, paternalism and a 
belief in the racial superiority of the dominant group 

[29] 

Cultural Blindness system or agencies that function with the belief that colour or 
culture make no difference and that all people are the same 

[29] 

Cultural Pre-competence an agency that realises its weaknesses in serving minorities and 
attempts to improve some aspect of their services to a specific 
population 

[29] 

Cultural Proficiency agencies that hold culture in high esteem, who seek to add to 
the knowledge base of culturally competent practice by conducting 
research and developing new therapeutic approaches based on culture 

[29] 
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Table 2 Key Definitions and Concepts of Cultural Competency 

Term Definition/Concept Examples Sources 

Cultural Competency a set of congruent behaviours, attitudes, and policies that come [29] 
together in a system, agency, or among professionals and enable 
that system, agency, or those professionals to work effectively in 
cross-cultural situations. 

acknowledges and incorporates - at all levels - the importance of [29] 
culture, the assessment of cross-cultural relations, vigilance towards 
the dynamics that result from cultural differences, the expansion of 
cultural knowledge, and the adaptation of services to meet culturally-
unique needs. 

a culturally competent counsellor must acquire ‘awareness, knowledge, [43] 
and skills needed to function effectively in a pluralistic democratic 
society’, i.e., develop the ‘ability to communicate, interact, negotiate, and 
intervene on behalf of clients from diverse backgrounds 

the ability of individuals to establish effective interpersonal and working [53] 
relationships that supersede cultural differences by recognizing the 
importance of social and cultural influences on patients, considering how 
these factors interact, and devising interventions that take these issues 
into account 

the ability of systems to provide care to patients with diverse values, [54] 
beliefs and behaviours, including tailoring delivery to meet patients’ 
social, cultural, and linguistic needs 

a more comprehensive, skill-based concept that purposefully involves the [50] 
system in addition to the patients and has been conceived of as an 
on-going quality improvement process, relevant across individual, 
organisational, systemic and professional levels 

a complex know-act grounded in critical reflection and action, which [55] 
the health care professional draws upon to provide culturally safe, 
congruent, and effective care in partnership with individuals, families, 
and communities living health experiences, and which takes into 
account the social and political dimensions of care 

the ability to work and communicate effectively and appropriately [33] 
with people from culturally different backgrounds. While appropriateness 
implies not violating the valued rules, effectiveness means achieving the 
valued goals and outcomes in intercultural interactions 

the ability to acknowledge, appreciate, and respect the values, preferences, [51] 
and expressed needs of clients. Cultural competence is also the ability to 
resolve differences and identify solutions that reduce interference from 
various cultural factors…This article defines cultural competency as 
encompassing open-mindedness and a respect for people, families, and 
societies of various cultural backgrounds. Being able to translate this cultural 
knowledge and these skills into practice may help enhance the cultural 
appropriateness of healthcare. 

the development of a skill set for more effective provider-patient communication. [56] 
They stressed the importance of providers’ understanding the relationship 
between cultural beliefs and behaviour and developing skills to improve quality 
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Table 2 Key Definitions and Concepts of Cultural Competency (Continued) 

Term Definition/Concept Examples Sources 

of care to diverse populations. Several informants expressed 
concern about the persistence of stereotypic teaching strategies 
(such as treating Hispanics one way and African Americans another). 
They mentioned additional components that were underemphasized 
such as empathy, exploring socioeconomic issues, and addressing 
bias in the clinical encounter 

Social workers describe cultural competence as a continual process 
of striving to become increasingly self-aware, to value diversity, and 
to become knowledgeable about cultural strengths 

[57] 

frequently approached in ways which limit its goals to knowledge 
of characteristics, cultural beliefs, and practices of different non-majority 
groups, and skills and attitudes of empathy and compassion in 
interviewing and communicating with non-majority groups. Achieving 
cultural competence is thus often viewed as a static outcome: One is 
“competent” in interacting with patients from diverse backgrounds much 
in the same way as one is competent in performing a physical exam or 
reading an EKG. 

[58] 

an awareness of cultural diversity and the ability to function effectively, 
and respectfully, when working with and treating people of different 
cultural backgrounds. Cultural competence means a doctor has the 
attitudes, skills and knowledge needed to achieve this. A culturally 
competent doctor will acknowledge: 
That New Zealand has a culturally diverse population. 
That a doctor’s culture and belief systems influence his or her 
interactions with patients and accepts this may impact on the 
doctor-patient relationship. 
That a positive patient outcome is achieved when a doctor and 
patient have mutual respect and understanding 

[23] 

At the level of the individual practitioner, cultural competence enables 
increased awareness and understanding of the perspectives and lived 
realities of Māori clients, which in turn facilitates genuine engagement, 
trust, and information sharing contributing to enhanced clinical outcomes. 

[59] 

Organisational Cultural Competency To achieve organizational cultural competence within the health care 
leadership and workforce, it is important to maximize diversity. This may 
be accomplished through: 
Establishing programs for minority health care leadership development 
and strengthening existing programs. The desired result is a core of 
professionals who may assume influential positions in academia, 
government, and private industry. 
Hiring and promoting minorities in the health care workforce. 
Involving community representatives in the health care organization’s 
planning and quality improvement meetings. 

[54] 

Organisational cultural competence involves strategies that maximise 
diversity and incorporate leadership and workforce issues. Specifically, 
ethnic matching and working with communities. The lack of diversity in 
health care leadership and the workforce has been identified as a barrier 
to culturally competent care, and studies have shown that health care 

[60] 
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Table 2 Key Definitions and Concepts of Cultural Competency (Continued) 

Term Definition/Concept Examples Sources 

quality and racial and ethnic diversity are linked 

Systemic Cultural Competency To achieve systemic cultural competence (e.g., in 
the structures of the health care system) it is essential 
to address such initiatives as conducting community 
assessments, developing mechanisms for community 
and patient feedback, implementing systems for patient 
racial/ethnic and language preference data collection, 
developing quality measures for diverse patient 
populations, and ensuring culturally and linguistically 
appropriate health education materials and health 
promotion and disease prevention interventions. 

[54] 

At the system level, the structures of the health care 
system are attended to and include strategies, such 
as ethnicity data collection and strategic planning. 
Ethnicity data collection can assist in the planning of 
improvements to services by comparing access to 
services and outcomes of care. 

[60] 
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Table 3 Key Definitions and Concepts of Cultural Safety 

Term Definition/Concept Examples Sources 

Cultural Safety is an outcome of nursing and midwifery education that enables safe service to be defined by those that receive the service [30] 

a focus for the delivery of quality care through changes in thinking about power relationships and patients’ rights [32] 

The skill for nurses and midwives does not lie in knowing the customs of ethnospecific cultures. Rather, cultural safety places an obligation on the nurse or midwife to 
provide care within the framework of recognizing and respecting the difference of any individual. But it is not the nurse or midwife who determines the issue of safety. It 
is consumers or patients who decide whether they feel safe with the care that has been given 

[32] 

The focus of cultural safety teaching is to educate student nurses and student midwives: 
- to examine their own realities and the attitudes they bring to each new person they encounter in their practice; − to be open minded and flexible in their attitudes 
toward people who are different from themselves, to whom they offer or delivers - not to blame the victims of historical and social processes for their current plight; − 
to produce a workforce of well educated, self-aware registered nurses and midwives who are culturally safe to practice 

[32] 

where there is no inadvertent disempowering of the recipient, indeed where recipients are involved in the decision making and become part of a team effort to 
maximise the effectiveness of the care. The model pursues more effective practice through being aware of difference, decolonising, considering power relationships, 
implementing reflective practice, and by allowing the patient to determine what safety means. 

[65] 

a nurse who could objectively evaluate his or her own culture and be familiar about the theory of power structures, is also a culturally safe nurse in all contexts [35] 

places an emphasis on the health worker understanding their own culture and identity, and how this manifests in their practice. Thus, cultural safety is concerned with 
both systemic and individual change with the aim of examining processes of identity formation and enhancing health workers’ awareness of their own identity and its 
impact on the care they provide to people from indigenous cultural groups. 

[42] 

aims to directly address the effects of colonialism within the dominant health system by focusing on the level of cultural safety felt by an individual seeking health care. 
The responsibility to recognize and protect a person’s cultural identity (and hence maintain their cultural safety) lies with the health service. Emphasis is placed on 
assisting the health worker to understand processes of identity and culture, and how power imbalances or relationships can be culturally unsafe (and thus, detrimental to 
a person’s health and wellbeing) 

[42] 

a strategic and intensely practical plan to change the way healthcare is delivered to Aboriginal people. In particular, the concept is used to express an approach to 
healthcare that recognizes the contemporary conditions of Aboriginal people which result from their post-contact history. 

[63] 

the movement from cultural competence to cultural safety is not merely another step on a linear continuum, but rather a more dramatic change of approach. This 
conceptualization of cultural safety represents a more radical, politicized understanding of cultural consideration, effectively rejecting the more limited culturally 
competent approach for one based not on knowledge but rather on power. 

[63] 

best nurtured in conjunction with other embedded philosophies such as decolonization, symbolic interactionism, understanding social interaction in context, and the 
social justice imperative to avoid further harm from domination and oppression 

[47] (  

a constant self-evaluation by a provider to ensure they’re focusing on the individual and are not being influenced by assumptions about that individual’s cultural back-
ground or social or economic status…also helps alter the colonial relationship and makes safe space for Indigenous peoples within the system and thereby allowing 
them to help reshape the system itself 

[62] 

provides for the formal recognition of power relations within health care (and in particular nursing) interactions. By adopting cultural safety it becomes not only possible 
but inevitable that an exploration of the assumptions underlying practice, brought by both individuals and the profession will occur. This reflective model is effective on 
the individual, institutional and professional levels, and encourages identification of the assumptions and preconceptions that structure practice 

[66] 

a powerful means of conveying the idea that cultural factors critically influence the relationship between carer and patient. Cultural safety focuses on the potential 
differences between health providers and patients that have an impact on care and aims to minimize any assault on the patient’s cultural identity. Specifically, the 
objectives of cultural safety in nursing and midwifery training are to educate students to examine their own realities and attitudes they bring to clinical care, to educate 
them to be open-minded towards people who are different from themselves, to educate them not to blame the victims of historical and social processes for their current 
plight, and to produce a workforce of well-educated and self-aware health professionals who are culturally safe to practice as defined by the people they serve. 

[46] 

does not emphasize developing “competence” through knowledge about the cultures with which professionals are working. Instead, cultural safety emphasizes 
recognizing the social, historical, political and economic circumstances that create power differences and inequalities in health and the clinical encounter 

[46] 

is underpinned by a social justice framework and requires individuals to undertake a process of personal reflection. Cultural safety is therefore a holistic and shared 
approach, where all individuals feel safe, can undertake learning [36] together with dignity, and demonstrate deep listening 

[36] 
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Table 3 Key Definitions and Concepts of Cultural Safety (Continued) 

Term Definition/Concept Examples Sources 

is grounded in critical theoretical perspectives and draws attention to critically oriented knowledge, such as racialization, culturalism, institutional racism and 
discrimination, and health and health care inequities 

[68] 

extends beyond cultural awareness, sensitivity, and skills-based competencies and is predicated on understanding the power differentials inherent in health care service 
delivery to redress these inequities through educational processes, focusing on reflexive thinking 

[70] 

is informed philosophically by “emancipatory or neocolonisation theoretical perspectives” and by an emphasis on social justice. Grounded in critical theory, cultural safety 
invites the nurse 

[71] 

goes beyond describing the practices of other ethnic groups, because such a strategy can lead to a checklist mentality that essentialises group members. Furthermore, a 
nurse having knowledge of a client’s culture could be disempowering for a client who is disenfranchised from their own culture, and could be seen as the continuation 
of a colonising process that is both demeaning and disempowering or appropriating. Culturally safe nurses focus on self-understanding and the emphasis is on what atti-
tudes and values nurses bring to their practice. A key tenet is that ‘a nurse or midwife who can understand his or her own culture and the theory of power relations can 
be culturally safe in any context’ 

[60] 

advocates that both professionals and institutions work to establish a safe place for patients, which is sensitive and responsive to their social, political, linguistic, 
economic and spiritual concerns. Cultural safety is more than an understanding of a patient’s ethnic background as it requires the ‘health professional to reflect on their 
own cultural identity and on their relative power as a health provider’ 

[72] 

The curriculum staircase or poutama assumes that students begin their cultural safety education at the bottom of the staircase where they bring with them their 
personal experiences, knowledge, and biases. Over the next 3 years of their training, the students are assessed on their ability to move to each step. This training focuses 
on racism awareness, the Treaty of Waitangi, ngā mea Māori (concepts important to Māori), and strategies for institutional change. Hence, the educational process 
involves movement from awareness to sensitivity, and ultimately to safety. 

[48] 

we envisioned that cultural safety might assist nurses to examine how popularized notions of culture and cultural differences are taken up; to develop greater awareness 
of how individual and societal assumptions and stereotypes operate in practice; and to better recognize how organizational and structural inequities and wider social 
discourses – within health care and in our society – inevitably influence nurses’ interpretive perspectives and practices. 

[73] 

Critical 
Consciousness 

If we try to move beyond cultural competency and instead focus on the development of this critical consciousness, what is its object of knowledge? In other words, 
“What stuff should we learn?” The object of knowledge is not just a series of lists of cultural attributes (which can quickly degrade into dehumanizing stereotypes), nor is 
it a skill set of questions and demeanours we should assume when encountering a patient who is not like us. We propose that the object of knowledge of these 
educational efforts is the development of critical consciousness itself, that is, the knowledge and awareness to carry out the social roles and responsibilities of a 
physician. This way of knowing is a different type of knowledge than that required when studying the biomedical sciences— complementary, but different all the same. 

[58] 

Cultural competency is not an abdominal exam. It is not a static requirement to be checked off some list but is something beyond the somewhat rigid categories of 
knowledge, skills, and attitudes: the continuous critical refinement and fostering of a type of thinking and knowing—a critical consciousness— of self, others, and the 
world. 

[58] 
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esteem, who seek to add to the knowledge base of cul-
turally competent practice by conducting research and 
developing new therapeutic approaches based on cul-
ture). Other points along this continuum include: cul-
tural incapacity, cultural blindness and cultural pre-
competence (Table 1). 
By the time that cultural competency became to be 

better understood in the late 1990s, there had been 
substantial growth in the number of definitions, con-
ceptual frameworks and related terms [31, 50–52]. 
Table 1 provides  a summary of  the multiple,  inter-
changeable, terms such as: cultural awareness; cul-
tural sensitivity; cultural humility; cultural security; 
cultural respect; cultural adaptation; and  transcultural 
competence or effectiveness. Unfortunately, this rapid 
growth in terminology and theoretical positioning(s), 
further confused by variations in policy uptake across 
the health sector, reduced the potential for a com-
mon, shared understanding of what cultural compe-
tency represents and therefore what interventions are 
required. Table 2 outlines the various definitions of 
cultural competency from the literature. 
Cultural competence was often defined within an 

individually-focused framework, for example, as: 

the ability of individuals to establish effective 
interpersonal and working relationships that supersede 
cultural differences by recognizing the importance of 
social and cultural influences on patients, considering 
how these factors interact, and devising interventions 
that take these issues into account [53] (p.2). 

Some positionings for cultural competency have been 
critiqued for promoting the notion that health-care pro-
fessionals should strive to (or even can) master a certain 
level of functioning, knowledge and understanding of In-
digenous culture [61]. Cultural competency is limited 
when it focuses on acquiring knowledge, skills and atti-
tudes as this infers that it is a ‘static’ level of achieve-
ment [58]: 

“cultural competency” is frequently approached in 
ways which limit its goals to knowledge of 
characteristics, cultural beliefs, and practices of 
different nonmajority groups, and skills and attitudes 
of empathy and compassion in interviewing and 
communicating with nonmajority groups. Achieving 
cultural competence is thus often viewed as a static 
outcome: One is “competent” in interacting with 
patients from diverse backgrounds much in the same 
way as one is competent in performing a physical 
exam or reading an EKG. Cultural competency is not 
an abdominal exam. It is not a static requirement to 
be checked off some list but is something beyond the 

somewhat rigid categories of knowledge, skills, and 
attitudes (p.783). 

By the early 2000s, governmental policies and cultural 
competency experts [50, 54] had begun to articulate cul-
tural competency in terms of both individual and 
organizational interventions, and describe it with a 
broader, systems-level focus, e.g.: 

the ability of systems to provide care to patients with 
diverse values, beliefs and behaviours, including 
tailoring delivery to meet patients’ social, cultural, and 
linguistic needs [54] (p. v). 

Moreover, some commentators began to articulate the 
importance of critical reflection to cultural competency. 
For example, Garneau and Pepin [55] align themselves 
more closely to the notion of cultural safety when they 
describe cultural competency as: 

a complex know-act grounded in critical reflection and 
action, which the health care professional draws upon 
to provide culturally safe, congruent, and effective care 
in partnership with individuals, families, and commu-
nities living health experiences, and which takes into 
account the social and political dimensions of care 
[55] (p. 12). 

Reviewing cultural safety 
A key difference between the concepts of cultural com-
petency and cultural safety is the notion of ‘power’. 
There is a large body of work, developed over many 
years, describing the nuances of the two terms [34, 36, 
38, 43, 46, 49, 59, 62–69]. Similar to cultural compe-
tency, this concept has varying interpretations within 
and between countries. Table 3 summarises the defini-
tions and use of cultural safety from the literature. Cul-
tural safety foregrounds power differentials within 
society, the requirement for health professionals to re-
flect on interpersonal power differences (their own and 
that of the patient), and how the transfer of power 
within multiple contexts can facilitate appropriate care 
for Indigenous people and arguably for all patients [32]. 
The term cultural safety first was first proposed by 

Dr. Irihapeti Ramsden and Māori nurses in the 
1990s [74], and in 1992 the Nursing Council of New 
Zealand made cultural safety a requirement for nurs-
ing and midwifery education [32]. Cultural safety 
was described as providing: 

a focus for the delivery of quality care through changes 
in thinking about power relationships and patients’ 
rights [32]. (p.493). 
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Cultural safety is about acknowledging the barriers to 
clinical effectiveness arising from the inherent power im-
balance between provider and patient [65]. This concept 
rejects the notion that health providers should focus on 
learning cultural customs of different ethnic groups. In-
stead, cultural safety seeks to achieve better care through 
being aware of difference, decolonising, considering 
power relationships, implementing reflective practice, 
and by allowing the patient to determine whether a clin-
ical encounter is safe [32, 65]. 
Cultural safety requires health practitioners to examine 

themselves and the potential impact of their own culture 
on clinical interactions. This requires health providers to 
question their own biases, attitudes, assumptions, stereo-
types and prejudices that may be contributing to a lower 
quality of healthcare for some patients. In contrast to cul-
tural competency, the focus of cultural safety moves to the 
culture of the clinician or the clinical environment rather 
than the culture of the ‘exotic other’ patient. 
There is debate over whether cultural safety reflects an 

end point along a continuum of cultural competency de-
velopment, or, whether cultural safety requires a para-
digm shift associated with a transformational jump in 
cultural awareness. Dr. Irihapeti Ramsden [75] originally 
described the process towards achieving cultural safety 
in nursing and midwifery practice as a step-wise pro-
gression from cultural awareness through to cultural 
sensitivity and on to cultural safety. However, Ramsden 
was clear that the terms cultural awareness and cultural 
sensitivity were separate concepts and that they were 
not interchangeable with cultural safety. Despite some 
authors interpreting Ramsden’s original description of 
cultural safety as involving three steps along a con-
tinuum [35] other authors view a move to cultural safety 
as more of a ‘paradigm shift’ [63]: 

where the movement from cultural competence to 
cultural safety is not merely another step on a linear 
continuum, but rather a more dramatic change of 
approach. This conceptualization of cultural safety 
represents a more radical, politicized understanding of 
cultural consideration, effectively rejecting the more 
limited culturally competent approach for one based 
not on knowledge but rather on power [63]. (p.10). 

Regardless of whether cultural safety represents move-
ment along a continuum or a paradigm shift, commenta-
tors are clear that the concept of cultural safety aligns 
with critical theory, where health providers are invited 
to “examine sources of repression, social domination, 
and structural variables such as class and power” [71] 
(p.144) and “social justice, equity and respect” [76] (p.1). 
This requires a movement to critical consciousness, in-
volving critical self-reflection: “a stepping back to 

understand one’s own assumptions, biases, and values, 
and a shifting of one’s gaze from self to others and condi-
tions of injustice in the world.” [58] (p.783). 

Why a narrow understanding of cultural 
competency may be harmful 
Unfortunately, regulatory and educational health organisa-
tions have tended to frame their understanding of cultural 
competency towards individualised rather than organisa-
tional/systemic processes, and on the acquisition of 
cultural-knowledge rather than reflective self-assessment 
of power, priviledge and biases. There are a number of 
reasons why this approach can be harmful and undermine 
progress on reducing health inequities. 
Individual-level focused positionings for cultural compe-

tency perpetuate a process of “othering”, that identifies those 
that are thought to be different from oneself or the dominant 
culture. The consequences for persons who experience 
othering include alienation, marginalization, decreased op-
portunities, internalized oppression, and exclusion [77]. To 
foster safe and effective health care interactions, those in 
power must actively seek to unmask othering practices [78]. 
“Other-focused” approaches to cultural competency 

promote oversimplified understandings of other cultures 
based on cultural stereotypes, including a tendency to 
homogenise Indigenous people into a collective ‘they’ 
[79]. This type of cultural essentialism not only leads to 
health care providers making erroneous assumptions 
about individual patients which may undermine the 
provision of good quality care [31, 53, 58, 63, 64], but 
also reinforces a racialised, binary discourse, used to re-
peatedly dislocate and destabilise Indigenous identity 
formations [80]. By ignoring power, narrow approaches 
to cultural competency perpetuate deficit discourses that 
place responsibility for problems with the affected indi-
viduals or communities [81], overlooking the role of the 
health professional, the health care system and broader 
socio-economic structures. Inequities in access to the so-
cial determinants of health have their foundations in co-
lonial histories and subsequent imbalances in power that 
have consistently benefited some over others. Health 
equity simply cannot be achieved without acknowledging 
and addressing differential power, in the healthcare 
interaction, and in the broader health system and social 
structures (including in decision making and resource al-
location) [82]. 
An approach to cultural competency that focuses on 

acquiring knowledge, skills and attitudes is problematic 
because it suggests that competency can be fully 
achieved through this static process [58]. Cultural com-
petency does not have an endpoint, and a “tick-box” ap-
proach may well lull practitioners into a falsely confident 
space. These dangers underscore the importance of 
framing cultural safety as an ongoing and reflective 
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process, focused on ‘critical consciousness’. There will 
still be a need for health professionals to have a degree 
of knowledge and understanding of other cultures, but 
this should not be confused with or presented as efforts 
to address cultural safety. Indeed, as discussed above, 
this information alone can be dangerous without deep 
self-reflection about how power and privilege have been 
redistributed during those processes and the implica-
tions for our systems and practice. 
By neglecting the organisational/systemic drivers of 

health care inequities, individual-level focused posi-
tionings for cultural competency are fundementally 
limited in their ability to impact on health inequities. 
Healthcare organisations influence health provider 
bias through the structure of the healthcare environ-
ment, including factors such as their commitment to 
workforce training, accountability for equity, work-
place stressors, and diversity in workforce and gov-
ernance [27]. Working towards cultural safety should 
not be viewed as an intervention purely at the level 
of the health professional – although a critically con-
scious and empathetic health professional is certainly 
important. The evidence clearly emphasises the im-
portant role that healthcare organisations (and society 
at large) can have in the creation of culturally safe 
environments [31, 32, 46, 60, 69]. Cultural safety ini-
tiatives therefore should target both individual health 
professionals and health professional organisations to 
intervene positively towards achieving health equity. 
Perhaps not surprisingly, the concept of cultural safety 

is often more confronting and challenging for health in-
stitutions, professionals, and students than that of cul-
tural competency. Regardless, it has become increasingly 
clear that health practitioners, healthcare organisations 
and health systems all need to be engaged in working to-
wards cultural safety and critical consciousness. To do 
this, they must be prepared to critique the ‘taken for 
granted’ power structures and be prepared to challenge 
their own culture, biases, privilege and power rather 
than attempt to become ‘competent’ in the cultures of 
others. 

Redefining cultural safety to achieve health 
equity 
It is clear from reviewing the current evidence associated 
with cultural competency and cultural safety that a shift in 
approach is required. We recommend an approach to cul-
tural safety that encompasses the following core principles: 

� Be clearly focused on achieving health equity, with 
measureable progress towards this endpoint; 

� Be centred on clarified concepts of cultural safety 
and critical consciousness rather than narrow based 
notions of cultural competency; 

� Be focused on the application of cultural safety 
within a healthcare systemic/organizational context 
in addition to the individual health provider-patient 
interface; 

� Focus on cultural safety activities that extend 
beyond acquiring knowledge about ‘other cultures’ 
and developing appropriate skills and attitudes and 
move to interventions that acknowledge and address 
biases and stereotypes; 

� Promote the framing of cultural safety as requiring a 
focus on power relationships and inequities within 
health care interactions that reflect historical and 
social dynamics. 

� Not be limited to formal training curricula but be 
aligned across all training/practice environments, 
systems, structures, and policies. 

We recommend that the following definition for cul-
tural safety is adopted by healthcare organisations: 

“Cultural safety requires healthcare professionals and 
their associated healthcare organisations to examine 
themselves and the potential impact of their own culture 
on clinical interactions and healthcare service delivery. 
This requires individual healthcare professionals and 
healthcare organisations to acknowledge and address 
their own biases, attitudes, assumptions, stereotypes, 
prejudices, structures and characteristics that may affect 
the quality of care provided. In doing so, cultural safety 
encompasses a critical consciousness where 
healthcare professionals and healthcare 
organisations engage in ongoing self-reflection and 
self-awareness and hold themselves accountable for 
providing culturally safe care, as defined by the pa-
tient and their communities, and as measured 
through progress towards acheiveing health equity. 
Cultural safety requires healthcare professionals and 
their associated healthcare organisations to influ-
ence healthcare to reduce bias and achieve equity 
within the workforce and working environment”. 

In operationalising this approach to cultural safety, or-
ganisations (health professional training bodies, health-
care organisations etc) should begin with a self-review of 
the extent to which they meet expectations of cultural 
safety at a systemic and organizational level and identify 
an action plan for development. The following steps 
should also be considered by healthcare organisations 
and regulators to take a more comprehensive approach 
to cultural safety: 

� Mandate evidence of engagement and 
transformation in cultural safety activities as a part 
of vocational training and professional development; 
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� Include evidence of cultural safety (of organisations 
and practitioners) as a requirement for accreditation 
and ongoing certification; 

� Ensure that cultural safety is assessed by the 
systematic monitoring and assessment of inequities 
(in health workforce and health outcomes); 

� Require cultural safety training and performance 
monitoring for staff, supervisors and assessors; 

� Acknowledge that cultural safety is an independent 
requirement that relates to, but is not restricted to, 
expectations for competency in ethnic or Indigenous 
health. 

Conclusion 
Cultural competency, cultural safety and related terms 
have been variably defined and applied. Unfortunately, 
regulatory and educational health organisations have 
tended to frame their understanding of cultural 
competency towards individualised rather than 
organisational/systemic processes, and on the acquisi-
tion of cultural-knowledge rather than reflective self-
assessment of power, priviledge and biases. This posi-
tioning has limited the impact on improving health 
inequities. A shift is required to an approach based 
on a transformative concept of cultural safety, which 
involves a critique of power imbalances and critical 
self-reflection. 
Health practitioners, healthcare organisations and 

health systems need to be engaged in working to-
wards cultural safety and critical consciousness. To 
do  this,  they must  be prepared to critique the  ‘taken 
for granted’ power structures and be prepared to 
challenge their own culture and cultural systems ra-
ther than prioritise becoming ‘competent’ in the cul-
tures of others. The objective of cultural safety 
activities also needs to be clearly linked to achieving 
health equity. Healthcare organisations and authorities 
need to be held accountable for providing culturally 
safe care, as defined by patients and their communi-
ties, and as measured through progress towards 
achieving health equity. 
We propose principles and a definition for cultural 

safety that addresses the key factors identified as be-
ing responsible for ethnic inequities in health care, 
and which we therefore believe is fit for purpose in 
Aotearoa New Zealand and internationally. We hope 
this will be a useful starting point for users to further 
reflect on the work required for themselves, and their 
organisations, to contribute to the creation of 
culturally safe environments and therefore to the 
elimination of Indigenous and ethnic health inequities. 
More work is needed on how best to train and 
monitor for cultural safety within health workforce 
contexts. 
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1. Introduction 

Understanding and eliminating health disparities requires a close 
examination of our past work and future focus in health care research 
across settings. How we approach the many factors that contribute to 
health disparities and social inequities requires an examination of the 
environment, context, and culture of those experiencing these 
disparities. Attention has been given to role of culture in the health 
care field recently. As the different parts of the world become 
increasingly diverse and multicultural, health care providers have 
been encouraged to become aware of cultural differences and their 
impact on health. Much focus has been given to be preparing health 
care providers, such as nurses and physicians, to give culturally 
competent care at the bedside (Waite & Calamaro, 2010). However, 
minimal attention has been on researchers to conduct culturally 
competent research. Nurse researchers are trained to view health and 
illness from a holistic approach and therefore should lead the way in 
this area to address the role of culture in the conduct of research. 
Papadopoulos and Lees (2002) acknowledge the need for culturally 
competent researchers in order to produce valid research and 
improve practice; they also note that for too long, research has been 
unicultural although generalized to a multicultural world. 

Initially discussed in the context of clinical practice, cultural 
humility is a process of self-reflection and discovery to understand 
oneself and then others in order to build honest and trustworthy 
relationships (Tervalon & Murray-Garcia, 1998). It is a promising 
approach with utility for researchers as well and can play a role in 
addressing health disparities in research. The purpose of this article is 
to provide a thoughtful examination of cultural humility with 
practical relevance for investigators involved in human subjects 
research. The concepts discussed are applicable to any clinical 
researcher who is studying someone different from her/himself— 
different in race, ethnicity, gender, religion, sexual preference, socio-
economic status, and geographic location—in any cultural context and 
in any part of the world. 

2. Cultural humility - what it is and what it’s not 

As we learn to appreciate the value of cultural humility in research, 
it’s important to explore the foundations of this concept and to clearly 
describe it. There are also related concepts (i.e., cultural competence 
and reflexivity) that may be inappropriately used interchangeably, so 
it’s important to understand the subtle differences among them. 

3. What it is 

Cultural humility, originally described as a tool to educate 
physicians to work with the increasing cultural, racial and ethnic 
diversity in the United States, is useful for all researchers involved in 
human subjects research. Cultural humility is a lifelong process of self-
reflection and self-critique whereby the individual not only learns 

http://dx.doi.org/10.1016/j.apnr.2013.06.008
mailto:kyeager@emory.edu
mailto:bauer-wu@virginia.edu
http://dx.doi.org/10.1016/j.apnr.2013.06.008
http://www.sciencedirect.com/science/journal/08971897
www.elsevier.com/locate/apnr
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Table 1 
Difference between cultural competence and cultural humility. 

Attributes Cultural Competence Cultural Humility 

View of culture 

Culture definition 

•Group traits 
•Group label associates group with a list of traditional traits and practices 
•De-contextualized 
•Minorities of ethnic and racial groups 

•Unique to individuals 
•Originates from multiple contributions from different sources. 
•Can be fluid and change based on context 
•Different combinations of ethnicity, race, age, income, education, 
sexual orientation, class, abilities, faith and more 

Traditions 
Context 
Results 
Focus 
Process 

Endpoint 

•Immigrants and minorities follow traditions 
•Majority is the normal; other cultures are the different ones 
•Promotion of stereotyping 
•Differences based on group identity and group boundaries 
•A defined course or curriculum to highlight differences 

•Competence/expertise 

•Everyone follows traditions 
•Power differences exist and must be recognized and minimized 
•Promotion of respect 
•Individual focus of not only of the other but also of the self 
•An ongoing life process 
•Making bias explicit 
•Flexibility/humility 
about another’s culture, but one starts with an examination of her/his 
own beliefs and cultural identities (Tervalon & Murray-Garcia, 1998). 
This critical consciousness is more than just self-awareness, but 
requires one to step back to understand one’s own assumptions, 
biases and values (Kumagai & Lypson, 2009). Individuals must look at 
one’s own background and social environment and how it has shaped 
experience. Cultural humility cannot be collapsed into a class or 
education offering; rather it’s viewed as an ongoing process. Tervalon 
and Murray-Garcia (1998) state that cultural humility is “best defined 
not as a discrete end point but as a commitment and active 
engagement in a lifelong process that individuals enter into on an 
ongoing basis with patients, communities, colleagues, and with 
themselves” (p. 118). This process recognizes the dynamic nature of 
culture since cultural influences change over time and vary depending 
on location. Throughout the day, many of us move between several 
cultures, often without thinking about it. For example, our home/ 
family culture often differs from our workplace culture, school culture, 
social group culture, or religious organization culture. The overall 
purpose of the process is to be aware of our own values and beliefs 
that come from a combination of cultures in order to increase 
understanding of others. One cannot understand the makeup and 
context of others’ lives without being aware and reflective of his/her 
own background and situation. 

4. What it’s not—related concepts 

4.1. Cultural competence 

In cultural competence training programs, the focus is to learn and 
examine the patient or research participant’s belief system. Many 
institutions have made cultural competency training required for 
clinicians to sensitize them to the special needs and vulnerabilities of 
different populations. The programs often focus on caring for racial 
and ethnic minorities and on traits and practices of these groups, with 
the goal to break down cultural barriers to quality health care. 
Unfortunately the traditional approaches of cultural cross-training 
have been criticized for potentially promoting stereotyping (Kumagai 
& Lypson, 2009). Also despite the emphasis on cultural competence in 
health care, a national survey of over 3,000 physicians found that one 
in five felt unprepared to deal with socio-cultural issues—such as 
patients with religious beliefs that impact treatment decisions, 
patients that mistrust the health care system, new immigrants, and 
patients with health beliefs at odds with conventional medicine 
(Weissman et al., 2005). 

Despite many resources devoted to cultural competence educa-
tion, shortcomings have been identified. Kumas-Tan, Beagan, Loppie, 
MacLeod, and Frank (2007) systematically reviewed the most 
frequently used cultural competence measures and identified as-
sumptions embedded in these measures: culture is usually equivalent 
to ethnicity and race, and little attention is given to other components 
of culture such as gender, class, geographic location, country of origin, 
or sexual preference. These instruments assume that culture is 
possessed by the patient or client or the ‘other’. In many of the 
measures, for example, whiteness is understood and represented as 
the norm. Cultural incompetence is due to a lack of knowledge about 
the ‘other’ and maybe related to the provider’s discriminatory 
attitudes toward the ‘other’. Education about the ‘other’ is the key 
to developing cultural competence. Therefore, cultural competence 
does not incorporate self-awareness since the goal is to learn about 
the other person’s culture rather than reflection on the provider’s 
background. Finally cultural competence is about the provider being 
confident and comfortable when interacting with the ‘other’. The 
authors conclude that the assumptions taken together create a 
worldview that culture is a confounding variable that white providers 
must control when they care for people of different races than 
themselves (Kumas-Tan et al., 2007). The goal of cultural competence 
is to produce confident, competent health care providers with a 
specialized knowledge and skills that can then serve the communities 
of ethnic or racial minority groups. Other terms such as cultural 
awareness, cultural knowledge, and cultural sensitivity often are 
supported by these same assumptions of cultural competence (Table 1). 

4.2. Reflexivity 

Reflexivity, a technique used in qualitative research, calls on the 
researcher to explore personal beliefs in order to be more aware of 
potential judgments that can occur during data collection and analysis 
(Jootun, McGhee, & Marland, 2009). Being reflexive often requires an 
awareness and reflection of what is happening while being present to 
one’s perceptions and internal experience in the moment. Reflexivity 
by the researcher is done by placing her/himself within the 
experience and meaning of the study participant and then examining 
the participant-researcher relationship (Hofman, 2004). In the 
absence of such contextual information, researchers and study 
participants are engaged in an impersonal and, often, hierarchical 
relationships. Reflexivity is often used with qualitative studies where 
sample sizes are small and the researcher and the research participant 
interaction is often somewhat intimate, however this process can be 
beneficial in all types of studies, including large quantitative trials, 
whenever researchers study groups different from themselves. 

5. Cultivating cultural humility in research 

Cultural humility is a process of reflection to gain a deeper 
understanding of cultural differences in order to improve the way 
vulnerable groups are treated and researched. Cultural humility does 
not focus on competence or confidence and recognizes that the more 
you are exposed to cultures different from your own, you often realize 
how much you don’t know about others. That is where humility comes 
in. Ideas of ethnocentrism and racism, where the underlying idea 
implies that the problem is due to the difference, are abandoned. 
Humility requires courage and flexibility. Strengths and challenges of 
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individuals and groups are explored as well as the advantages and 
privileges of certain group membership. 

When used by the researcher, this process of reflection includes 
the unpeeling of the layers that make up a person and incorporates an 
examination of personal, professional, and research values that may 
guide the researcher’s actions. In order to continue the process of 
cultural humility, this personal review is followed by an inspection of 
the research participant’s perspective. 

6. Inventory of values 

6.1. Reflection of person 

In the process of cultural humility, personal values, beliefs, and 
biases that are derived from your own culture must be examined. 
Beliefs about race, ethnicity, class, religion, immigration status, gender 
roles, age, linguistic capability, and sexual orientation are explored. 
Family experiences and values, peer influences, relationships with 
different types of people are also reviewed. Where you live or grew up 
matters (i.e., rural, urban, suburban, affluent, or impoverished) and 
shapes your views of others. What neighborhood you live and work in 
influences who you deal with on a day-to-day basis and how you define 
community. Everyday activities such as where you shop, how you travel 
to work, and what you eat tell something about your values. Political 
views and the way you express them are important. All of these 
attributes and the value given to them are important to examine. 

Examining and defining one’s culture is a complex process 
especially since today most individuals in the United States and 
other countries are a combination of more than one culture with 
many different variations and mixtures. Group identities often define 
our cultural perspective but these groups, whether based on religion, 
race, or ethnic classification, are broad categories. Minority groups 
such as American Indians, Alaska Natives, African Americans, 
Hispanics, Asians, or Pacific Islanders are often given certain cultural 
characteristics, but those descriptions can miss the mark. Within each 
group, many subpopulations exist with very different cultures, 
historical experiences, and views on health and illness. An individual’s 
culture is not a single identity; rather it’s a rich mixture of many 
influences and values. Thus understanding oneself and others is a 
complex and lifelong process. 

6.2. Reflection of profession 

Professional identity of the clinical researcher is also an important 
area to reflect on. Specifically nurse researchers first must identify 
that their own values, perspectives, and biases are derived not only 
from their own cultural origin, but also from the biomedical world 
view of their professional training. Health care itself is a cultural 
system with its own specific language, values, and practices that must 
be translated, interpreted, and negotiated with patients and family 
members. Training in Western medicine using a bio-medical 
framework often influences how one sees the world. This perspective 
often defines ‘normal’ as the modern Western culture. In the 
stereotypical perspective, difference is generally defined as anyone 
who is non-white, non-Western, non-heterosexual, non-English 
speaking, and non-Judeo-Christian. Often the values of medical 
training, and to some degree nursing training, reflect a strong 
inclination toward medications, procedures, and cure, and less focus 
on psychosocial and spiritual influences. In addition, health care 
providers and clinical researchers must consider the privilege and 
power of their profession and its effect on practice and research. 

6.3. Reflections of researcher 

An additional set of values worthy of examination are the values 
embedded in research often guided by ethical principles. Autonomy, 
beneficence, and justice are the basic ethical principles that should 
underlie the conduct of biomedical and behavioral research (The 
National Commission for the Protection of Human Subjects of 
Biomedical and Behavioral Research, 1979). Every clinical researcher 
must have at least basic training in these values and Institutional 
Review Boards (IRBs) ensure that researchers incorporate these values 
in their studies. Researchers need to keep these principles in mind 
when they select participants, obtain consent, and conduct research. 

How researchers define and operationalize these ethical principles 
in their research is important since research values may be 
conceptualized differently from person to person. At each step of 
the research process, thoughtful consideration of these values and 
principles is needed. For example, during informed consent, how does 
a researcher proceed when a patient is capable of making decisions for 
her/himself yet instead prefers that the family decides? For some, 
value is given to family-centered decision making instead of 
individual autonomy. In addition, the very definition of family is 
variable and evolving, sometimes including self-selected family 
members rather than the traditional family. The standard consent 
form that an individual reads and signs is only one part of the process 
and should take decision-making into account, which varies between 
cultures. The timing and flow of the research process may need to be 
adapted to allow for discussions of the risks and benefits based on a 
study participant’s personal values. The scientific values that the 
researcher brings to the potential participant may not be appreciated 
by others whose values are grounded in other areas such as religious 
teachings. Research procedures involving informed consent, confi-
dentiality, and patient safety may look differently when dealing with 
different groups. A researcher must consider how a participant’s 
cultural values align with the values of research and to be wary not to 
make assumptions about the values of others. 

In health research, cultural stereotypes and assumptions derived 
from notions of difference find their way into explanations of study 
findings (Hunt, 2005). Researchers often explain their findings and 
base their conclusions by making assumptions about cultural groups. 
It is problematic when researchers use cultural and racial stereotypes 
based on someone’s ethnic identity or national origin to explain study 
findings. For example, researchers have explained their study findings 
by saying that the reason foreign-born Mexican Americans had less 
mental illness compared to U.S. born Mexican Americans was due to 
(the researcher’s belief that) Mexican families being close knit; no 
measure of family structure or quality was included in the study 
measures (Grant et al., 2004; Hunt, 2005). Using cultural stereotypes 
in this way disregards the heterogeneity of groups and wrongly 
assumes that cultural beliefs and behaviors always go along with 
ethnic identity. In another example, a study about amniocentesis 
decision-making, clinicians described Latinos as part of large 
extended families, being especially family-oriented, and highly 
influenced by opinions of family members (Hunt & de Voogd, 
2005). In contrast, the sample of Latino women in this study did not 
behave as expected. The women made independent decisions about 
the testing and the clinicians seemed to steer the patients in certain 
direction due to the assumptions made about the patients’ cultural 
values. Therefore, when research results are reported, the bias of the 
researcher must be acknowledged. 

Research values also come from the larger research community, 
which has traditionally taken a paternalistic approach and sometimes 
denied participants the opportunity to evaluate the cost and benefits 
of research participation in light of their own goals and values. Also, 
unfortunately researchable questions go unanswered because re-
searchers shy away from doing research with vulnerable groups 
because of bureaucratic complexities, such as IRB policies created to 
protect vulnerable individuals. Regrettably, such well-intentioned 
protections may have compounded the issue. After some groups had 
experienced coercion, deception and disrespect, policy makers found 
it was easier to exclude or limit research participation of entire groups 



254 K.A. Yeager, S. Bauer-Wu / Applied Nursing Research 26 (2013) 251–256 
in order to prevent any further violations against them (List, 2005). 
These policies can be problematic because they exclude groups from 
participating in research and therefore also exclude groups from 
reaping the benefits of research. For example, many have voiced 
concern about conducting research with individuals at the end of life 
(Gysels, Shipman, & Higginson, 2008). Despite these concerns, a study 
of patients at the end of life showed that the majority reported no 
burden associated with participation in research and noted benefits of 
participating including social interaction, sense of contributing to 
society, and opportunity to discuss their experiences (Pessin et al., 
2008). End-of-life research certainly has some limitations and 
necessary precautions, yet it is a high priority topic (National Institute 
of Nursing Research, 2011), particularly with our current aging 
population. These examples highlight the importance of examining 
the values of the larger research community. 

7. Mindfulness as a tool to enhance awareness and insight 

Mindfulness is both a mental practice and a trait that involves 
paying attention to present-moment experience with an attitude of 
receptivity and acceptance (Bauer-Wu, 2011; Kabat-Zinn, 1990). 
Shapiro and Carlson (2009) define it as “the awareness that arises 
through intentionally attending in an open, caring, and nonjudgmen-
tal way” (p. 4). Through mindfulness practices one can cultivate self-
awareness through noticing bodily cues, thoughts, and emotions, and 
awareness and sensitivity to others, to context and circumstances, and 
to the environment. Mindfulness is essentially seeing and experienc-
ing things more accurately (as they are)—without mental filters, self-
narratives and judgments—in order to see clearly and respond 
thoughtfully. In this process, such mental processes are not pushed 
away or ignored. Rather, they are recognized as opportunities to learn 
about oneself and one’s biases. It is in this way that mindfulness has a 
role with developing cultural humility. 

Typically, busy researchers and clinicians go about their days on 
autopilot, going from one task to another, with little if any 
acknowledgement of their attitudes, assumptions, and biases or 
how their words and actions are affecting others. More often than not, 
these individuals are overextended and running short on time, 
so they may quickly proceed with their activities with little awareness 
of what they are doing or considering another’s perspective and 
how their actions (or lack of) have consequences on others. 
Mindfulness interrupts “automatic pilot” and allows for more 
thoughtful consideration leading to wise action (Bauer-Wu, 2011; 
Kabat-Zinn, 1990). 

Evidence is burgeoning on the effects of mindfulness training in 
areas such as: 

• brain function, including perceptual acuity (MacLean, Ferrer, 
Aichele, Bridwell, & Saron, 2010), working memory and 
attention (Jha, Krompinger, & Baime, 2007; Lutz et al., 2009; 

• self-regulation of emotions (Wadlinger & Isaacowitz, 2011); 
• interpersonal attributes of empathy (Krasner et al., 2009); 
• recognizing others’ emotions (Kemeny et al., 2012). 

It has been shown to be helpful to clinicians and can lead to being 
more mindful in the clinical setting and other aspects of everyday life 
(Krasner et al., 2009; Galantino, Baime, Maguire, Szapary, & Farrar, 
2005. While no studies have specifically explored if clinical re-
searchers can benefit from mindfulness practices, one can extrapolate 
such a role based on the evidence to date coupled with the theoretical 
underpinnings (Brown, Ryan, & Creswell, 2007) (Fig. 1). 

8. Building relationships with research participants 

After the researcher has an opportunity to explore his/her own 
issues related to culture, she/he next considers the culture of the 
research participant. Who is the person, who has a life and story of her 
own, on the other side of the consent form or the survey or lab 
specimen? Consider the dynamics at play during a dialogue between a 
person of privilege (i.e., an educated, middle class, healthy clinical 
researcher) and the vulnerable research participant who may be living 
in poverty with advanced disease and multiple co-morbidities. The 
power imbalance between the researcher and participant must be 
recognized and minimized in the research process (Kvale & Brinkmann, 
2009). Cultural humility calls on individuals to be flexible and humble 
enough to let go of the false sense of security that stereotyping brings 
and to explore the cultural dimensions of the experiences of each 
person. Humility is needed to check the power imbalances that exist in 
the dynamics of researcher-participant communication. In order to 
build productive relationships with the participant, the researcher must 
explore the values, beliefs, and biases of the research participant specific 
to health care and research participation. 

9. Understanding the past and present 

In order to understand how research participants may view 
research, one must be aware of history. Historically some groups have 
already been deprived of quality health care and have a long history of 
not being treated fairly and equitably (Smedley, Stith, & Nelson, 2003), 
and have experienced abuse and disrespect, as is the case with 
African Americans (Baker, Brawley, & Marks, 2005). The Public Health 
Service’s Syphilis Experiment at Tuskegee is an unfortunate landmark 
example that illustrates the worst of research with vulnerable groups. 
For forty years, the U.S. Public Health Service conducted an 
experiment on black men in the late stages of syphilis who were 
never told what disease they were suffering from or of its seriousness 
(Jones, 1993). 

This history of mistrust by vulnerable populations has led to 
skepticism about the purpose and outcomes of research thereby 
necessitating conscientious effort to build trust (Douglas et al., 2009). 
In order to build trust, the reasons for mistrust must be uncovered. 
Some point out that the focus should not be on the participants’ 
mistrust, rather the focus should be on the trustworthiness of the 
system (Corbie-Smith & Ford, 2006). The lack of trustworthiness in 
the system is rooted in history as well as the current state of 
health disparities. The history of slavery, racism, and segregation, 
and the continuing shortage of minority providers and researchers 
contribute to mistrust. In addition, poor patient-provider commu-
nication and a lack of true cultural understanding by health care 
providers and researchers influence level of trust (List, 2005). 
Health disparities and lack of access to quality health care can add 
to mistrust. How do you answer a potential study participant when 
he says, “you want me to help you with this research study but I 
cannot get health care coverage that I can afford.” 

Equally important to the recognition of historical influences is 
the need to understand the heterogeneity of groups. All racial and 
ethnic groups are heterogeneous and may have different histories 
and follow different lifestyles. Education, religion, sociocultural 
factors, geographic location, gender, sexual orientation, and age 
affect attitudes toward research as much as historical events. Also 
values, beliefs and attitudes may differ based on age and 
generational factors, need to also be considered (van Ryn & 
Burke, 2000). 

10. Breaking down stereotypes 

Relationships between the study team and study participants 
must be thoughtfully and courageously examined along with 
barriers imposed by the use of stereotypes to classify individuals. 
For example, many stereotypes exist about the poor and are often 
communicated with little hesitancy or shame (Lott, 2002). Common 
descriptors used to describe the poor include: uneducated, lazy, dirty, 
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Scenario: You, a nurse researcher, are planning to conduct a study with low-income immigrants 

from a different racial and ethnic background than yourself.  You are quickly working on the 

details of the study procedures to meet an impending grant deadline.  You take a few minutes to 

incorporate mindfulness techniques. 

Mindfulness tools you can use (sequentially): 

1) Intentionally pause from what you are doing.  

2) Take a few slow deep breaths, bringing awareness to the experience and sensations of 

breathing in and breathing out.  

3) Reflect on what it might be like to be one of the immigrants participating in the proposed 

complex clinical trial.  Consider how your life is different from these people.  Reflect on 

how difficult their lives are and how participation in this study will be a burden to their 

already stressful lives. 

4) Tune in and notice:  how your body feels (i.e., sense if your heart is beating fast or if your 

shoulder muscles are tense), thoughts coming to mind (i.e., is the study sensitive to the 

nuances of these individuals or is it asking too much of them?), and emotions arising (i.e., 

anxiety or worry).  

5) Take a few more slow  breaths with awareness. 

6) Further reflect on the specific issues and circumstances that the immigrants face and 

consider aspects of their living and working environments. 

7) Again, take a few more mindful breaths. 

8) Proceed with writing the study protocol with a greater sense of clarity and kindness 

toward the marginalized study population whom you’re studying.  

Fig. 1. Example of mindfulness as a tool for cultural humility in clinical research. 

 

stupid, immoral, criminal, abusive, and  violent (Cozzarelli, Wilkinson, 
& Tagler, 2001, Kemeny et al., 2012). Health care providers may also 
hold these stereotypes. For example they may perceive patients with 
lower socioeconomic status as having more negative personality 
characteristics, lower level of intelligence, less likely to be adherent, 
and less likely to want active lifestyle even when controlling for 
other demographic factors (van Ryn & Burke, 2000). Clinical 
researchers must be cautious to avoid stereotyping groups and 
must consider the individual who may be distinctly different than 
others in a similar group. Beyond being a study “subject”, the
research participant is a partner who is an expert in her/his own 
experience. Paternalistic behaviors and gate keeping activities 
specifically in research recruitment need to be replaced with honest 
communication and respect. 
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11. Conclusion and recommendations 

Cultural humility, a process of reflection and lifelong inquiry, 
involves self-awareness of personal and cultural biases as well as 
awareness and sensitivity to significant cultural issues of others. Core 
to the process of cultural humility is the researcher’s deliberate 
reflection of her/his values and biases. Looking toward the future, 
cultural humility and practices that cultivate it, like mindfulness, 
ought to be an essential component of the training of clinical 
researchers. Given that nursing naturally espouses a holistic perspec-
tive, it is logical that nurse researchers take a lead in this area. With a 
foundation in cultural humility, nurse researchers and other in-
vestigators can implement meaningful and ethical projects to better 
address and minimize health disparities. 
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