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The New Zealand health care system, like that of other
countries from Europe to the Americas, does not pro-
vide equal health outcomes to all members of its popu-
lation.' Poor health is disproportionately greater among
those whose cultural background differs from the ma-
jority population.*” Culture thus serves as a marker of
special needs and, as such, awareness of culture is an
important skill for a doctor to possess.

Introduction

Culture can influence expectations and perceptions of
the health care system on the parts of both the patient
and provider. It can also affect factors that play a role in
effective communication, such as body language, com-
fort with expressing disagreement, modesty traditions,
and disease attribution (i.e. beliefs regarding the nature
and causality of wellness, disease, and injury).

What is cultural competence?

Although some mistakenly assume that ‘culture’ means
‘race’ or ‘ethnicity’, people may be members of many

cultures simultaneously, based on gender, religion, age,
occupation, geographic location, leisure activities, so-
cial class, sexual orientation, or many other characteris-
tics.® For example, a 44-year-old person may simultane-
ously be a member of numerous groups, such as men,

Maori, rugby players, bankers, sailors, world travellers,
fathers, and gourmet cooks. This individual may alter

his speech patterns, conversational topics, body language,
and behaviours based upon which cultural group he is

engaged with at any given time. Similarly, his doctor

should take all these different aspects of his life into

account when discussing his health and considering di-
agnostic and therapeutic options.
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Particularly in the case of fam-
ily practice, clinical care is founded
upon effective communication, yet
communication relies heavily upon
cultural referents and practices. Thus
the need to understand the cultural
context of the patient within their
community, as well as their views
of illness. Accord-

the cultural competence of health
care providers and the quality of
health care received by minority
populations. After reviewing over
3500 papers (of which 91 were suit-
able for full evaluation), the authors
of the study concluded that cultural
competency training can improve

the knowledge, at-

ing to Professor
Mason Durie, ‘Cul-
tural competence
is about the acqui-
sition of skills to
achieve a better
understanding of
members of other
cultures’so that the
patient/doctor re-

Particularly in the case of
family practice, clinical
care is founded upon
effective communication,
yet communication relies
heavily upon cultural
referents and practices

titudes, and skills
of health care pro-
viders and that
there is additional
evidence that the
training can also
improve patient
satisfaction and ad-
herence to care."
Neuwirth and

lationship is as
close and productive as possible and
the best possible clinical outcome
can be achieved for the patient.’

Because cultures differ in body
language, how to show (dis)respect,
modesty and privacy concerns, ex-
pressions of (dis)agreement, and
what constitutes courtesy, it is easy
when dealing with someone from
another culture to unwittingly give
offence or to unintentionally make
someone feel awkward, uncomfort-
able, or confused. In a medical set-
ting, patients are often already un-
certain, intimidated, and/or appre-
hensive, so anything that worsens,
rather than improves, these feelings
tends to create additional barriers
between the doctor and patient.™
Numerous studies, reviewed by
Levinson, demonstrate that patient
outcomes improve when patients’
cultural, emotional, and personal
concerns are considered along with
their medical condition."

Just as general communication
skills can be learned, as when stu-
dents are taught to take a medical
history, so too can study improve
cultural competence.'>'* Evidence
for this comes from work recently
sponsored by the United States
Agency for Healthcare Research and
Quality (AHRQ),which reviewed a
variety of strategies to improve both
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Lockyear compare
learning how to communicate with
patients effectively to learning a mu-
sical instrument — some people may
be more naturally gifted at it, but

everyone can learn the basics, eve-
ryone can improve with effort, and
everyone requires continual prac-
tice to maintain their skills.'»®"”
This is why useful training in cul-
tural competence cannot be accom-
plished in a ‘one off’ course but

rather requires lifelong learning. A
goal of the Health Practitioners Com-

petence Assurance (HPCA) Act is to
encourage clinicians to incorporate
cultural competence skills into daily
practice, making continuous adjust-
ments as practices and patient
populations change over time.

The more a doctor understands
about a patient, the more likely he
or she will be able to make the
proper diagnosis and suggest an ef-
fective (and acceptable) course of
treatment. ‘How does one take care
of patients without knowing the so-
cial and cultural contexts from
which they come or without know-
ing the complex interplay of patients’
values and beliefs with their concep-
tions of health and illness?’'® After
all, the patient’s understanding of
their illness or injury influences their
decision to seek care, as well as af-
fecting their understanding (or ac-
ceptance) of the doctor’s explana-
tion for it and the associated treat-
ment.” Nor do patients view their
medical experiences as separate
from the issues of their everyday
lives." As Levinson writes, ‘patients
expect physicians to go beyond
merely attending to their biomedi-
cal needs...Many patients view their
physicians [particularly their GPs]
as individuals whom they can trust

Case Study

JM, a 62-year-old Maori man, appears at the office of Dr B, a general practitioner. He

explains that Dr B is his daughter's doctor and she encouraged Mr M to seek medical

care for an injury to his leg. Dr B takes a few minutes to talk about Mr M's daughter and

her family, as well as to ask about the rest of Mr M's family. Upon learning that several

members of the family are in the waiting room, he asks Mr M if he would like them to

be present. At Mr M's affirmative reply, the practice team take time to introduce

themselves and get acquainted. Although this takes a few minutes, Mr M is now much

more relaxed and talkative. He, with some comments from family members, describes

the injury to his foot. His wife mentions that she is concerned that the injury has been

very slow to heal and wonders if this is because Mr M has diabetes. Arrangements to see

a specialist regarding the ulcer that has developed from the injury are made and in

follow-up visits it is confirmed Mr M has diabetes. Dr B acknowledges the insight that

Mrs M has and, in consultation with a Maori nurse educator, establishes a plan to assist

Mr M and his whanau to learn more about diabetes and take control of his condition.
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with their most intimate information
- including the stresses of their daily
lives and their personal worries.™
Patients were four times more likely
to bring up psychological concerns,
family problems, and life stresses to
their primary care doctor than to a
specialist (surgeon) - suggesting that
it is particularly critical for GPs to
be familiar with their patients’ so-
cial and cultural milieu."

Why do we need to develop
cultural competency?

Research has shown that the persist-
ent disparity in Maori health is due,
at least in part, to behaviours on the
part of their health care providers.2*?!
Maori receive fewer referrals, fewer
diagnostic tests, and less effective
treatment plans from their doctors
than do non-Maori patients;** They
are interviewed for less time by their
doctors and are offered treatments at
substantially decreased rates.”¢ They
are also prescribed fewer secondary
services such as physiotherapy,
chiropractors and rehabilitation. All
this, despite the fact that compared
to non-Maori, Maori are on average
sicker, for longer periods, during
their shorter* lives.>?72

Maori comprise at least 4.5% of
every local authority within New
Zealand, including 13.1% of
Invercargill, 11.6% of Auckland,
and 44.7% of the Far North Dis-
trict.? However,
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views. For example, in a 2002 study,

McCreanor and Nairn found that de-
spite being familiar with Maori-re-
lated health disparities, many non-

Maori GPs ‘either blame Maori for

their plight or justify existing [inad-
equate] service provision.”" Simi-
larly, Johnstone and Read’s anony-
mous survey of 247 New Zealand

psychiatrists found that the major-
ity of European New Zealand-born

male psychiatrists with more than 10
years experience believe Maori are

naturally inclined to psychiatric ill-
ness, despite the complete absence

of any scientific evidence to that ef-
fect.?? These attitudes likely under-
lie many provider-based inequali-
ties, and visiting such a provider can
hardly be a comfortable experience
for Maori patients.

For reasons noted above, it is
both logical and necessary that the
HPCA direct special attention to the
ways in which the health care sys-
tem can become more effective in ad-
dressing the health of Maori and
other special needs groups.

The HPCA

The HPCA came into effect on 18 Sep-
tember 2004, and covers all health
professionals.

In a nutshell, it was enacted so that
New Zealanders will know ‘that who-
ever provides their health care is com-
petent, registered and subject to some

form of sound regu-

only 2.3% of ac-
tive New Zealand
medical practi-
tioners are

Maori,*® and so

tients will be seen
by someone who
does not share

Research has shown that
the persistent disparity in
Maori health is due, at
most Maori pa- leastin part, to behaviours
on the part of their health
care providers

lation.™

The HPCA re-
quires that pro-
fessional registra-
tion bodies set
standards of cul-
tural competency,
clinical compe-
tency and ethical

their cultural

background. Despite the sizable
Maori population in all regions,
many doctors remain ignorant of
Maori cultural practices and others
hold inaccurate or inappropriate

standards and to
ensure that practitioners meet those
standards (Section 118). Since com-
mencement of the Act, health prac-
titioner registration bodies have be-
gun development of standards of

* On average, non-Maori live eight to 10 years longer than Maori."”
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Key Points

e (Culture affects the provision of
effective health services as well
as health outcomes.

e Health disparities are particu-
larly great among members of
minority cultures, and there is
evidence that provider behav-
iour is a significant contribut-
ing factor to these inequalities.

e (Cultural competence training
can assist providers to be more
'in tune' with their patients and
overcome bias.

e (Cultural competence training is
effective in updating providers'
knowledge, skills and attitudes.
Training can improve the
satisfaction of clients with
services, reduce complaints,
increase the acceptability of
care and can improve adher-
ence to care.

e (Cultural competence training
and organisational policies
have been shown to reduce
disparities in care.

e Aswith other quality improve-
ment activities, cultural
competence needs to be
demonstrated through inde-
pendent assessments of
performance, comparison with
established standards, and
provision of feedback to
organisations and workers.

competence and processes regard-
ing ongoing assurance of both clini-
cal competence and cultural com-
petence.

For example, the Medical Coun-
cil of New Zealand (MCNZ) has de-
veloped a statement and explanatory
booklet regarding cultural compe-
tence. The Council writes, in part,
‘It is expected that improved inte-
gration of cultural and clinical com-
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petence should lead to better out-
comes through improvements in com-
munication, acceptability of treat-
ment, adherence to treatment plans,
and through measurements of doc-
tor performance in delivery of serv-
ices to Maori.**

Specialist bodies such as the Royal
New Zealand College of General Prac-
titioners, have also begun work in the
area of cultural competence of their
members. As stated by the RNZCGP,
‘Cultural competence skills will help
you to develop strong relationships
with your patients and their families,
leading to greater accuracy in diag-
nosis and improved treatment plans
when consulting with people of cul-
tural backgrounds that are different
to your own. Ultimately, the result is
greater doctor and patient satisfaction,
with better health outcomes.”®

The Medical Laboratory Scientists
Board and registration bodies in
pharmacy, podiatry, physiotherapy,
occupational therapy nursing and
others are actively developing frame-
works for inclusion of cultural com-
petencies into the training and reg-
istration of their practitioners.

In addition, funding bodies have
also moved to incorporate cultural
competence into contractual require-
ments. This is seen in the require-
ment of PHOs to develop specific
Maori Health Action plans to address
inequalities within their enrolled
populations.

These initial efforts will lead over
time to measures of performance and
will need to be supported by ongo-
ing educational programmes for
health professionals.

In other words, once appropriate
standards are developed, registration

authorities must ensure that provid-
ers perform in the appropriate man-
ner. This was signalled in a series of
articles published in the New Zea-
land Family Physician in 2004, by
Ian St George, Medical Advisor to the
New Zealand Medical Council.*¢*!

In particular there is a need to de-
velop objective and independent as-
sessment of performance against stand-
ards with accurate feedback to prac-
titioners. This type of approach is
needed because self-evaluation, which
has historically been used to evaluate
competency, has not proved to be ef-
fective. Research has repeatedly
shown that we overestimate our abil-
ity to communicate effectively with
patients, misinterpret what issues pa-
tients view as important, and gener-
ally misjudge our own abilities.'164>43
In addition, doctors are selective in
applying learned skills and only do
so with certain patients, without real-
ising that they are doing this.**

In order to achieve the goal that
all registrants are not only familiar
with the concept of cultural compe-
tence but are also able to demonstrate
it, teaching programmes and regis-
tration bodies must develop and sup-
port competency standards as the first
step. Furthermore, any cultural com-
petence teaching programmes will
need to be designed so that it assists
practitioners in the performance of
their daily clinical work.

What will be the benefits of
developing cultural competency?

Because culture has a broad influ-
ence on health through communica-
tion, attitudes, behaviours, practices
and customs,* developing cultural
competency will provide patients

with better care, more comfort with
the health care system, and better

health outcomes. Recent work such
as that by Lieu et al.*® confirms that
training in cultural competence, ob-
jective assessment of practitioner per-
formance with regular feedback sup-
ported by organisational cultural

competence policies does lessen dis-
parities in clinical care.

Summary

Research shows that numerous dis-
parities exist among different cultural
communities in New Zealand, with
the most dismal health status con-
sistently noted among Maori. These
overall disparities persist even after
controlling for associated factors

such as poverty and education, in-
dicating that culture is an independ-
ent determinant of health status.”” Re-
search has documented that cultural
misunderstanding and (unconscious)
bias on the part of some clinicians
are partially responsible for these dis-
parities, so improved cultural com-
petence should yield improved out-
comes.”* By making patients more
comfortable in the health care set-
ting, clinicians will be better able to
work with patients and, as appropri-
ate, their families to obtain the best
possible clinical outcomes.
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