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What is known?
•

Racial and ethnic disparities in health are extensively documented. Training in ‘cultural competence’ has originated as a
response to managing the complexity of a cultural diverse UK patient population.

•

Cultural competency training (CCT) is widely practiced in UK healthcare settings, and has been deemed mandatory for
mental health professionals.

•

There remains a lack of conceptual clarity around what ‘cultural competency’ training is and whether or not is it beneficial
to health professionals and patient outcomes.

What this paper adds
•

To date, there has not been a systematic review of the UK literature regarding cultural competency training in healthcare
settings.

It provides a critical analysis of UK health literature on CCT, and illustrates practical implications in policy, research and
practice that can inform and improve future trainings.

ABSTRACT
Cultural competency training (CCT) has been proposed
as a strategy for eliminating racial inequalities and ensuring
culturally appropriate services. However the literature
illustrates inconsistencies in the usage, understanding and
implementation of cultural competency training. The study
aimed to understand how cultural competency training is
conceptualised in UK healthcare settings, through a critical
interpretive review of the literature. The search strategy
involved the use of five electronic databases, supplemented
by citation tracking, consultation with academic experts and
library searches. Of 748 papers, 36 satisfied the inclusion and
exclusion criteria. Critical interpretive synthesis (CIS) was
used to analyse these papers. The study design assimilated
methods adopted in conventional systematic reviews within
the format of CIS, to combine the entire body of literature and

Introduction
Clinical practice occurs in a shared environment in which
aspects of culture, diversity and equality are in constant interplay
with each-other. Depending upon the clinical encounter,
issues of culture, diversity and equality may have competing

generate theoretical categories. Two synthetic constructs (overarching themes) were produced from the analysis; ‘conflicting
concepts’ and ‘incongruence between theory and practice’.
Together these constructs generated an outlined theoretical
framework (‘synthesising argument’) defined as ‘institutional
commitment’ towards CCT, which collectively explained the
findings of the review. ‘Institutional commitment’ provided
an explanation for the inconsistencies in the practice of CCT.
It illustrated the internal tensions towards those actively
committed to CCT versus those who are not and the lack
of institutional buy-in to the concept and practice of CCT
throughout the healthcare system.
Key Words: Cultural competence, culture, ethnic-minority,
healthcare, training, critical interpretive synthesis

perspectives which act as a lens in defining an individual’s
attitude, approach, expectation and standard of professional
practice (Sanchez-Runde, Nardon et al. 2013). Evidence has
shown the influence of culture, diversity and equality on the
availability, accessibility, acceptability and quality on healthcare
service provision (Napier et al. 2014; Bhui et al. 2007).
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UK healthcare services aim to ensure that services are
equitable, responsive to the diverse needs of patients and
culturally inclusive. However, consistent reports of health
inequalities, disparities in the quality of care, lower rates of
satisfaction and a convincing perception of culturally inadequate
healthcare provision for members of minority groups,
demonstrate that the UK healthcare system is struggling to meet
the needs of culturally diverse populations (Schouler-Ocak,
2015; Gallagher, 2015). There are continuous calls for health
professionals and health services to be ῾culturally competent’ so
that patient needs can be met. There are several definitions of
cultural competence but the commonly used is that of Cross et
al. (1989): ῾A set of congruent behaviours, attitudes and policies
that come together in a system, agency or among professionals
and enables that system, agency or those professionals to work
effectively in cross-cultural situations’. In reality ‘cultural
competence’ is often vaguely defined, poorly understood and
used synonymously with labels such as ‘cultural sensitivity’,
‘equality and diversity’ and ‘cultural awareness’ (Papadopoulos
et al. 2004). Dogra (2003) argued for a much broader definition to
represent the multifacted makeup of individuals and highlighted
how the field of cultural competence is subject to political rather
than educational influences (Dogra and Willians, 2006).
Cultural competence training (CCT) has been proposed as
a strategy that facilitates the provision of culturally appropriate
care (Dogra et al, 2005; Dogra and Karim, 2005). CCT is
specifically targeted at improving the competence of health
professionals in ethnically diverse settings by either enhancing
cultural knowledge, attitudinal responses or skills (Bentley et
al, 2008). A major justification for CCT is the hope that it will
reduce healthcare disparities and ensure accessible and effective
healthcare for the whole population.
CCT is widely variable in UK healthcare settings (Bentley
et al, 2008) in terms of their content, duration, delivery and
assessment but it has not been standardized or carried out
in a consistent manner although an increasing number of
professional guidelines, healthcare policies and statutory
requirements encourage and even mandate this training (Good
Medical Practice, 2013; Workforce Race Equality Standard,
2015; Equality Delivery System II, 2015). However, evidence
suggests that current CCT does not adequately prepare health
professionals to meet the needs of culturally diverse communities
(Bhugra, 2008; Moodley, 2002; Qureshi et al. 2008; Turner et
al, 2014). The UK literature in this field has been criticised for
being under-theorised, fragmented and piece meal in nature and
does not appear to be consistently improving over time in the
UK (George et al, 2015). In addition the trainings are often not
evaluated or assessed beyond subjective measures (Bentley et
al. 2008; Dogra et al. 2005). The lack of conceptual clarity has
inevitably created a great deal of uncertainty as to what CCT
actually is and whether or not it is beneficial.
To date, there has not been a systematic review of the UK
literature regarding CCT in healthcare. This paper reports on
a study which examined how cultural competence training is
conceptualised in the context of UK healthcare settings. The
two research questions were:
•• How is cultural competence defined and articulated in
the literature?

•• What are the underlying drivers for the development of
CCT, as reported in the literature?

Methodology
Critical Interpretive Synthesis
Critical interpretive synthesis (CIS) is a method for
interpreting a comprehensive body of literature in a useful and
insightful way (Dixon-Woods et al. 2006; Flemming 2010;
Heaton et al. 2012). In this study CIS offered an approach
to the whole process of reviewing a body of literature, rather
than merely a synthesising component (i.e. meta-analysis). It
advocates a preference for reflective, flexible, iterative analysis of
eligible studies. The primary aim is to explore the ways in which
a phenomenon and its underlying assumptions are constructed.
It allows the synthesis of diverse sources of information into
a format that is both empirically and theoretically grounded
whilst offering a sense of critique (Dixon-Woods et al.
2006). Although relatively new, this approach counteracts the
limitations of conventional systematic reviews and is justifiable
in this context as diverse sources of literature were relevant to
the research questions. A critical approach allowed clarification
of the current conceptualisation of CCT and relevant issues
surrounding the topic. CIS also allows a large body of literature
to be examined, unlike other interpretive techniques.
Although systematic reviews are a well-established
method for identifying, appraising and summarising a body of
evidence, they are best used where there is a basic homogenous
phenomenon and the comparability between studies is sufficient
to allow the data to be aggregated for analysis (Mays et al.
2005). Cultural competence is not consistently defined nor
operationalised across the field. The literature is diverse and
complex. In addition, there are substantial adjunct literatures
that contribute to the field and understanding of cultural
competence including values, minority health issues and interethnic relations.
CIS emphasised continual critical interpretive thought
whilst ensuring transparency and explicitness regarding the
method. The design incorporated methods used in conventional
systematic reviews within the format of CIS. Explicit pre-tested
search strategies were implemented to ensure replicability as
well as specified eligibility criteria ensuring broad inclusive
standards to aid in retaining diverse sources of evidence (Mays
et al. 2005). Transparent data extraction procedures, a co-rated
approach in determining the inclusion of studies and a quality
appraisal tool were used in the analysis of studies to dissipate
any personal informed judgement that might be present and to
enhance comparability between studies. CIS adopts a flexible,
iterative approach to formulating the research question,
searching the literature, study selection, quality appraisal and
extraction of data (Dixon et al. 2006). This integrated approach
was seen as important in ensuring explicitness in methods and
improving the accuracy of conclusions. A description of each
stage of the study is described below.

Search strategy
Five electronic databases were searched: MEDLINE,
EMBASE, CINAHL, PsycINFO, and Social Policy and
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Practice. NHS Evidence, PsycEXTRA and NICE Evidence
Search were also searched but did not yield any additional
items. The search strategy comprised of free-text terms and
a mixture of controlled-vocabulary terms, which varied, to
allow for any inadequacies in the indexing of certain databases.
Acknowledgement of the multiple/related terms and meanings
of the words ‘culture’, ‘competence’, ‘training’ and ‘ethnic
minority groups’ was considered to maximise the retrieval of
relevant studies.

OR Great Britain OR Britain OR England OR Scotland OR
Wales OR Ireland)

Pilot searches were developed, tested and adapted using
comparable indexing terms specific to certain databases. The
search strategy was continually refined iteratively and time was
taken to ensure it evolved organically. The search strategy was
heavily augmented through reference chaining, consultation
with experts and key-terms listed within relevant studies to
increase the empirical applicability. Reference chaining of
all relevant items was seen as essential, as the small body of
evidence relevant to this field is generally not well-defined and
is disparately spread out in different research areas. The pilot
searches revealed that in the UK literature ‘cultural competence’
was synonymous with ‘racial inequalities’ in healthcare; studies
which addressed issues of race could be easily captured by
using the terms ‘culture’ and ‘equality’ in the search strategy.
The term ‘race’ was not included in the search strategy to ensure
the studies captured were focused on ‘cultural competence’ and
not racial issues. The final search strategy is shown below:

a) Studies investigating CCT in healthcare institutions/
healthcare teaching settings among healthcare professionals or
prospective healthcare professionals who had or would have
direct contact with patients.

(Process OR processes OR outcome OR outcomes OR
assessment OR healthcare quality OR evaluation OR indicator*
OR effective* OR impact OR curricul* development) AND
(cultur* OR diversity OR equality OR cultur* awareness OR
cultur* sensitivity OR cultur* literacy OR multi-cultural
OR ethno-cultural care) ADJ6 (training OR assessment OR
education OR teaching OR curicul* OR competency) AND
(healthcare OR NHS OR National Health Service OR medic*
OR nurs* OR pharm* OR health-related OR private healthcare)
ADJ6 (setting* OR system* OR service* OR institution OR
course* OR student*) AND (UK OR United Kingdom OR GBR

Eligibility criteria
Inclusion criteria aimed to achieve ‘maximum explanatory
value’ rather than simply an aggregation of similar concepts
(Dixon-Woods et al. 2006). Consequently, preference was given
to conceptual relevance rather than methodological rigour.
The inclusion criteria were

b) All research designs and diverse sources of evidence
including opinion pieces, multi-component studies and or
training programmes which contained CCT.
c) Items/ papers published in English.
d) Items/ papers specific to the context of UK healthcare.
There was no set time period but where databases had a
specific time period papers were searched from 1990 to 2013.
Items/ papers that were not specific to UK healthcare or not
available in English were excluded.

Selection
A total of 748 unique items were found. Purposive sampling
in accordance with the inclusion and exclusion criteria was then
used to focus on the retrieval of items/ which explicitly described
CCT in the UK context within the title and abstract. Theoretical
sampling was then employed and items were selected based
on their relevance to theory generation and their explanation
regarding the review question to develop the emerging analysis
(Figure 1). The selection of items was an iterative process which
continued throughout the analytical stage. Items were co-rated
by RG and SF to enhance reliability and validity of the findings.
A total of 36 items, from a time span from 1996 – 2012, were
chosen to be included in the synthesis.

Broad Search Strategy combining free-text and
subject-heading terms

Reference chaining and hand searching
(n = 17)

Electronic Database Search
(5 databases)

748 records identified

Papers screened by title and abstract
(n = 179)

569 papers excluded

Full text papers reviewed and assessment of
duplication of papers across databases
(n = 102)

77 papers excluded

Full text Retrieved and papers included in the
synthesis
(n= 36)

66 papers excluded

Figure 1: Process of study selection.
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Quality appraisal
CIS does not formally appraise the quality of literature, as
a single quality appraisal tool would be insufficient to assess
diverse items and heterogeneous study designs. However, in
this study, a structured quality appraisal checklist constructed by
Hawker et al. (2002) was used. This offers a transparent scoring
system for each item, similar to the appraisal of randomised
control trials and has been shown to be beneficial for CIS as it
encourages reviewers to be unambiguous regarding the reasons
behind their judgments (Hawker et al. 2002, Sandelowski et
al. 2002). Judgements about credibility i.e. looking into the
background of the authors and the contributions of items to
current evidence through citation ratings were also explored
to ensure that seriously flawed items were excluded but
weak methodological papers which might prove theoretically
insightful were included (Annandale et al. 2007).

Data analysis
The data analysis involved in CIS is similar to qualitative
research and aims to produce a theoretical output in the form
of a synthesising argument. This argument is a comprehensible
theoretical framework which can be used to describe the findings
as a whole. The standard method for data extraction analysis
as outlined by Dixon Woods was adopted (Dixon-Woods et
al. 2005). Key information from each item was extracted and
formulated (Table 1(Included as supplementary data)).

Findings
Figure 2 shows a summary of the literature analysed. CIS was
performed on 36 items and 2 synthetic constructs, also known
as ‘themes’ or ‘categories’, were identified. Viewed together
these generated a synthesising argument termed ‘institutional
commitment’. Table 1 (Included as supplementary data) shows
which items in the review contributed to the following themes
and sub-themes below.

Conflicting concepts
This synthetic construct illustrates the areas of contention
around defining cultural competence. It reveals significant
political influence in the development of CCT and draws
attention to the conflicting tensions between the uses of core
terminologies relevant to the field. Finally it examines the lack
of clarity in the proposed outcomes of CCT.
i)

Interchangeable terms

Many of the items demonstrated that important terms were
often used inter-changeably. For example, the term ‘ethnicity’
was favoured over ῾race’, because of its progressive salience
and acceptance among service-users as well as its compatibility
with the concept of individualised care (Pfeffer, 1998; Afshari
and Bhopal, 2010). However, the manner in which ῾ethnicity’
was articulated appeared to be ‘colour-coded’, identifying social
groups based solely on their skin colour and was often applied to
those who were non-White. Issues of ῾race’ were thus subsumed
in the term ‘ethnicity’ and ῾many features of racial thinking have
permeated concepts of ethnicity and culture’ (Ahmad and Brady,
2007). ‘Ethnicity’ was rarely debated with regards to the ‘white’
race. Arguably the significance of ‘white’ ethnicity is equally

applicable to that of ‘black’ ethnicity but white ethnicities were
frequently overlooked (Pfeffer, 1998). The concept of the white
‘ethnicity’ was rarely addressed in relation to CCT. It seemed
entirely focused on oppressed minority groups, so called ‘other’
cultures (Ahmad and Bradby, 2007). In CCT, ῾minority groups
appeared to be more relevant than White British…..ignoring
reverse racism’ (Bennett et al. 2007; p.30).
The focus on ‘ethnicity’ appeared to stem from definitions of
῾culture’ which was frequently defined in terms of emphasising
group-based distinctions. Members of minority ethnic groups
Study Characteristics

Total (n)

Publication Source
Nursing Journals
− British Journal of Nursing
− Journal of Advanced Nursing
− Nurse Education Today
− Nursing Inquiry
Medical Journals
− Medical Education
− The Medical Teacher
− The Clinical Teacher
− British Medical Journal
− PLOS Medicine
− Clinical Medicine
− Current Anaesthesia & Current Care
− Journal of American Medical Association
Public Health Journals
− Journal of Public Health
Mental Health Journals
− Advances in psychiatric treatments
General Practice Journals
− British Journal of General Practice
Social Based Journals
− Diversity in Health and Social Care
− Sociology of Health and Illness
Other Journals
− Patient Education and Counselling Journal
− Physiotherapy
− Practice Pointers
Policy Documents

9
1
1
6
1
13
5
1
1
2
1
1
1
1
1
1
1
1
4
4
2
1
1
3
1
1
1
2

Authorship
Researchers
Lecturers
Professors
Other
Not Stated

5
10
9
5
6

Design
Qualitative Study
Cross sectional Study
Mixed Methods Approach
Opinion Piece: Literature Review
Systematic Review
Critical Appraisal
Editorials
Evaluation Reports
Discussion Paper
Policy Document

8
3
1
10
2
2
2
4
1
3

Methodology Quality
Low quality (score of 9 – 18 )
Medium quality (score of 18 - 27)
High quality (score of 27 - 36)

18
10
4

Location
UK

36

Figure 2: Process of study selection.
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were classed as having a ῾culture’ whereas the majority
population was not. Definitions of ‘cultural groups’ often
tended to categorise groups of individuals based on a ‘property
of factors’ (Bhui and Bhugra, 1998). The analysis suggested
racial inequalities were explained as a consequence of cultural
differences, which in simple terms described the tension
between the dominant white race and non-white races (Cully,
1996; Gurnah, 1984; Peckover and Chidlaw, 2007).
Definitions of cultural competence focused on catering for
members of ethnically diverse populations. For example, Cross
et al., (1989; p.2) described cultural competence as involving:
῾systems, agencies and practitioners with the capacity to
respond to the unique needs of populations whose cultures
are different than that which might be called the ‘dominant’ or
‘mainstream’
In another example cultural competence is defined as:
“A continuous process in which the nurse strives to develop
an ability to work effectively within the cultural contexts of an
individual, family or community from a diverse cultural/ ethnic
background.”(Camphina-Bacote, 2001; p.2)
The most common definitions were American; there was
minimal questioning of the validity of importing definitions for
UK settings.
Analysis suggested that CCT was introduced as a vehicle for
tackling racism and racial inequalities. A few authors questioned
the notion of CCT being a single-handed approach to resolving
discriminatory practices (Bennett et al. 2007; Dogra et al, 2007;
Bentley et al 2008). These papers conveyed the role of ‘culture’
in health related behaviours and appeared to suggest cultural
differences as an explanation for health inequalities experienced
by Black and ethnic minority groups. However authors like
Gregg (2004) felt that other reasons such as racial bias were
contributory factors to health inequalities. Gregg argued that
‘race is not culture and racism is not simply a lack of cultural
competence’ adding that issues based on individuals’ cultural
differences are questions of racial bias (Gregg, 2004). The root
causes of health inequalities appeared to be assumption-based
as opposed to evidence based.
‘Ethnicity’ and ‘race’ were often commonly used to refer
to ethnic minority groups, and ‘culture’ appeared sub-summed
with these two terms. There was a lack of conceptual clarity
in how these terms were defined and distinguished from each
other. Many authors saw CCT as a method of increasing the
capabilities of health providers in adequately meeting the
health needs of member of non-white minority ethnic groups.
Theoretical frameworks relating to ‘cultural competence’ were
noted in a few of the items. These used broader definitions of
culture and described the need for healthcare professionals
to tailor care to individual needs, as opposed to only those of
ethnic minority groups. The simplistic use of culture in policy
documents suggested that ethnic groups were categorised by race
as White, Black, Asian ῾who are all the same, thereby, having
a culture that is mutual and static’ (Le Var, 1998; p.3), this was
apparent in both early documents and more recent policies in
2015. The manner in which the complexity of ‘culture’ was
conceptualised was not reflected in policy documents.

Dogra et al. (2005) highlighted that the term ‘diversity’
encompasses a range of groups within society which are
identified by characteristics other than culture and ethnicity
(Dogra & Carter-Pokras, 2005). Diversity also acknowledges
a range of ‘differences’ relating to individual characteristics, as
exemplified in this example:
“working in partnership with service users, carers, families
and colleagues to provide care and interventions that not only
make a positive difference but also do so in ways that respect
and value diversity including age, race, culture, disability,
gender, spirituality and sexuality” (Hope, 2004: p.3).
Hope draws explicit attention to discrimination in healthcare
systems. ‘Diversity’ became a favourable term as it broadened
the concept of CCT and articulated it in a manner that did not
minimise racial equality but also considered other dimensions
(Bhopal, 2012; Hunt, 2007). ‘Diversity’ acknowledged
‘differences’ in systems of shared cultures and values. Although
values, beliefs and practices could be shared in a ‘culture’,
‘diversity’ recognises the heterogeneity among single cultures
and identifies characteristics that are autonomous and distinct
(Dogra, 2005). The notion of ‘diversity’ appeared compatible
with individualised care which drew attention to the unique
needs of each patient. One author termed diversity as the ‘more
modern term for inequalities’ (Pegg, 1997), this perception was
also reflected in recent equality and diversity NHS legislaions.
ii)

Politically driven versus clinically driven

CCT appeared to have developed out of efforts to bridge
the cultural divide between predominantly ‘White’ biomedical
cultural perspectives and those of Black and ethnic minorities.
It became largely targeted towards minority populations
and those whose health beliefs differed from Western ideas
(Hunt, 2007; Kai et al. 2001). Theoretical models of cultural
competence emphasised that clinicians and trainers needed to
develop ‘cultural expertise’ in particular cultures in order to be
effective providers (Curcio, Ward, and Dogra, 2014). Learners
were expected to formulate levels of knowledge about specific
cultures, their history, traditions and core beliefs as they affected
care provision. There was also the expectation that learners
would develop skills based on this knowledge including crosscultural communication skills, and the development of culturally
sensitive treatment plans. This model of ‘cultural expertise’
was reflected in definitions of ῾culture’ which favoured groupbased distinctions, categorising clusters of individuals based on
a property of factors such as religion, race or ethnicity (Bhui,
Ascoli, and Nuamh, 2012).
CCT appeared politically driven as a strategy to reduce
health inequalities, which primarily focused on the ‘victims
of inequality’ (Gould, 2009) who were non-white. Many of
the items demonstrated a continuous political progression
towards achieving equality in healthcare among service-users
and service-providers as conceptualised in the Royal College of
General Practitioners’ Curriculum statement; “equality is about
creating a fairer society in which everyone has the opportunity
to fulfil their potential.” (RCGP, 2007).
UK health services were designed to cater for more
homogeneous communities, with a few authors’ labelling it as a
‘White dominated NHS’ (Sheikh et al. 2008). Reports of health
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inequalities, disparities in the quality of care and lower rates of
satisfaction with healthcare provision among minority groups
illustrated that the NHS was struggling to meet the needs of
minority communities particularly where these differed from
the majority and disregarding the other contributing factors
which might be involved. CCT appeared to be conceptualised
in a way that divided the population into two; the majority and
the minority:
῾The training] feels like something that is done to us rather
than something that we participate in. Nature of the training is
‘us’ and them [non-British]. Training is imposed, no dialogue.
If you force the issue on people they will not listen῾ (Bennett et
al. 2007)
CCT was proposed as a response to some high profile
cases in which issues of race and racism had played a major
role, for example, the Stephen Lawrence Inquiry (MacPherson,
1999) and the David Bennett Report in 2003. Critics of the
definition of CCT claimed it was formatted according to
‘political correctness’ (Bennett et al. 2007), as exemplified in a
participant’s statement:
῾What we have at the moment are largely good intentions...
that's a start, I suppose...but we won't get anywhere without the
curriculum board grasping the nettle and getting proactive.’(Kai
et al. 2001)
Authors as well as study participants collectively raised
concerns that political requirements rather than clinical and
educational need were driving the development and delivery of
CCT (Dogra et al. 2009; Dogra and Wass, 2006). The literature
implied the field was more prone to being re-energised and
strengthened by political motives as opposed to the changing
training/ clinical needs among healthcare professionals.
Health policies emphasised theorising equality, at the
expense of providing a sound evidence-base for specific
teaching, training methods and defined measurable outcomes for
these programs. The literature conveyed the tendency to focus
on uniformity rather than diversity. There appeared a struggle in
mediating the need for ‘equality’ and the right to acknowledge
and cater for ‘diversity’. One participant’s observed that ‘you
feel a sense that what is done is being `politically correct without
the heart' (Kai et al. 2007). Authors argued that conceptualizing
CCT within the parameters of ‘political correctness’, might
inhibit change:
῾As awareness of racial and ethnic group oppression
increases, students are less likely to voice publicly an opinion
that might be construed as racist. It is difficult to determine
whether racist attitudes have actually decreased, or whether
‘political correctness’ merely inhibits people from expressing
them’ (Eliason and Raheim, 2000; p.4).
iii)

Equitable care versus individualised care

The analysis indicated a tension between the proposed
outcome of CCT in advocating either the practice of equitable
and individualised care. Ensuring equality was clearly
predominant in the majority of items and mirrored in authors’
opinions. For example Peckover and Chidlaw (2007, p.5) stated
that healthcare providers have ῾a responsibility to provide
services fairly and equitably to all clients, regardless of their

ethnicity or cultural backgrounds’. The language used in
advocating equitable care seemed to diminish the importance
of ensuring individualised, patient-centred care. Common
terminology in equality and diversity health policies such as
‘regardless of their ethnicity or cultural background’ (Peckover
and Chidlaw, 2007), ‘irrespective of difference’ or ‘without
regard to ethnicity’ (General Medical Council, 1993) seemed
to further exacerbate the perception that CCT was politically
rather than clinically defined.
῾what does treating all patients the same, irrespective of
their race or colour mean? Education and training should
prepare all healthcare professionals to treat each patient and
client as an individual, taking account of the specific cultural
background.’ Le Var (1998; p.6)
‘Diversity’, defined as recognising and valuing differences
challenged the practice of ῾equality’ in treating individuals the
same regardless of their differences. ‘Diversity’ questioned the
assumption that applying the same practice was generally valid
for all persons and that equal care resulted in equal outcomes.
The ethos of individualised care was deeply embedded and
accepted within the UK healthcare practice (Gerrish, 2000). The
analysis revealed a greater awareness of the concept of equality
in healthcare was needed: ῾equitable care does not mean the
same care. While public healthcare may be about services
to groups of the population, clinical care is about service
provision to individuals’ (Dogra and Carter-Pokras, 2005; p.14).
Although the ‘we treat everyone the same” approach was well
intended, it was often argued there should be a higher emphasis
on individualised care and developing individual solutions
to individual problems. For example research the care given
to minority groups needs to be approached differently to the
general population to ensure the health needs are met and there
are comparable health outcomes (Bheenuck et al.,2007).

Incongruence between theory and practice
This construct drew attention to CCT in action and the
simplicity of the content. It also examined the assumption
that cultural competence could be imparted either through
knowledge-based learning or practical experience and whether
cultural competence was indeed a specific attainable skill set.
i)

Over-simplification in teaching

There was a unanimous acknowledgment that definitions
of culture are complex, nuanced and varied depending upon
context and discipline. The literature conveyed the incongruence
between how ‘culture’ was theorised and how it was interpreted
and defined in CCT. The content of CCT was over-simplistic.
There was a preference for conceptualising cultural issues as
simplistic facts about specific ethnic groups’ religious and
dietary needs. Healthcare settings favoured a ‘recipe’ or ‘fact
file’ approach to learning (Hawthorne et al. 2009; Hutnik and
Gregory, 2008). Bennett et al. 2007; Kai et al. 2000; Dogra et
al. 2004, from a variety of different medical fields, advocated
recognising culture as a dynamic process and warned against the
presentation of cultural issues as facts, claiming that it promoted
stereotypical thinking which:
῾Stripped minority cultures of their complexity, contingency
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and dynamism and presented them as static, homogenous
artefacts, whereby all members of a ‘culture’ were assumed to
share common features’. (Bennett et al. 2007; p.2)
Insensitivity towards complex cultural issues encouraged
‘unwelcome stereotyping” (Kai et al. 2001). Items showed that
healthcare providers’ perceptions of learning about different
cultural groups were negative, as they felt it was impossible to
learn information about all cultures; ῾it is acknowledged that is
almost impossible to be expert in all cultures as there are more
than 3000 cultures’ (Narayanasamy, 2003: p.4).
CCT was often provided as a separate distinct course despite
its relevance in all areas of professional practice, values-based
practice and patient-centred care The content of most CCT
assumed that the healthcare needs of minority ethnic groups
were homogeneous and that individuals of the same group were
uni-dimensional, defined by their ethnicity alone. The simplistic
categorisation of ethnic groups into fixed classifications
was only marginally criticised; the grouping persisted as
῾unquestioned constructs’ (Kai et al. 1999). The cultural
practices/stereotypical knowledge learnt through training were
often incongruent with the reality of issues faced by patients.
Staff felt that individualised care was more appropriate but fears
of asking the wrong questions often prevented them:
῾I don’t really think we understand other cultures…We
can always very easily put our opinions (that) we think this is
what’s happening…but we can’t do that, because other people’s
cultures are different. We can only sort of see the outside of
what’s actually happening within these cultures. I think that’s
where patients lose out really’ (Kai et al. 2007).
ii) Cultural competence achieved through learning or
experience
There appeared to be an assumption that cultural knowledge
led to ‘cultural expertise,’ proficient knowledge of all
cultural groups, among practitioners and therefore to cultural
competence. There was little direct evidence of this. Research
tended to focus on expert opinion and what had been done
elsewhere, mostly USA (Dogra and Karnik, 2004). Whilst
studies did report positive results on the improvement of cultural
knowledge and attitudes, little evaluation was done to explore
the how this improved services for minority populations (Bhui
et al. 2007; Dogra and Wass, 2006).
The practical dimensions of cultural care took precedence
over other aspects of cultural competence in the teaching content
of CCT (Narayanasamy, 2003). A few authors’ noted that these
practicalities, such as language, food and religion were the
responsibility of health institutions rather than practitioners,
yet it appeared cultural issues in care were addressed as if this
was not the case. Teaching reflected a superficial understanding
of healthcare practitioners’ role. For example, when asked to
describe how they might meet a patient’s cultural needs, the
response was: ῾moving a bed in a side room so that the patient
was facing the correct way for praying’ (Narayanasamy, 2003;
p.6). Cultural care appeared synonymous with addressing
practical issues; minimal attempts were made to dissect the
complexity of cultural issues in the clinical context at both a
patient and provider level.

It was often strongly argued that, in order to achieve an
attitude change, CCT needed to occur outside the context of
clinical practice, during study-abroad programmes and work
within ethnic minority communities (Greatrex-White, 2008).
Evidence for this argument is lacking. One article in particular
strongly advocated the benefits of study-abroad programmes for
increasing cultural awareness and helping in the development of
cultural competence (Koskinen and Tossavainen, 2003, 2004).
The literature reflected an ethos of ‘clinical education by default’,
describing the persistent tendency to disregard situational,
cultural and contextual factors essential to professional practice,
due to the assumption they are ‘easily picked up’ (Edmond,
2001; p.1). Arguably the constant change in the demographics
of the healthcare system demands a clear understanding of the
expectations and pace of the clinical context which can only
be successfully achieved through practice education. Equating
academic excellence and rigour as the primary source for
preparation to practice is questionable. Curriculum developers
and educators appeared to overemphasise theory and devalue
the importance of practical clinical experience (Edmond, 2001;
Koskinen and Tossavainen, 2003, 2004) in regards to achieving
cultural competence. Authors often highlighted the impact that
lack of the practical experience with cultural issues can have on
professional development as a whole:
῾If work-based philosophy is rejected…we serve only to
deny practitioners the opportunity to become truly immersed in
their craft…thus stunting professional and personal growth and
decreasing an understanding of organisational development’
(Edmond, 2001;p.2).

Discussion
Synthesising argument
CCT is under-developed, under-theorised and piecemeal
in nature. A large proportion of CCT in the UK has been
founded on ‘shared political recognition’ and common goals
towards equality of outcomes as opposed to rigorous theoretical
frameworks which describe the role and influence of culture
in clinical encounters. The review demonstrated how the
literature is primarily framed in two broad directions; normative
persuasion and implementation recommendations. ‘Normative
persuasion’ describes the literature which advocates the
importance of CCT, highlighting its influence in clinical settings
and citing specific indicators of pervasive health inequalities
and the need for ‘culturally competent care’ (Good et al. 2002;
Richardson, 1999). ‘Implementation recommendations’ capture
the suggested ‘best practice guidelines’ often derived from
opinion based pieces around the implementation of training
programmes. CCT has blossomed fruitfully on a policy level
but has not been translated to actual changes in clinical practice
and service provision.
The growth of this field has been more susceptible to political
motives as opposed to clinical and educational need. This review
shows how the UK literature about ‘cultural competence’ is
predominantly empirically, rather than theoretically driven. As
a consequence, the field lacks conceptual clarity and rigour with
regard to addressing cultural issues in practice when caring for a
diverse population. Culture has become a characteristic that can
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be theorised as a 'property of certain individuals' conforming
to similar religious beliefs, norms and traditions irrespective
of the heterogeneity within each group. This has resulted
in the term ‘cultural competence’ emerging as an ‘umbrella
conceptual framework’ (Ming-cheng et al. 2008), denoting
῾an assorted array of efforts that aim to provide quality care to
patients irrespective of race, ethnicity, culture and language’
(Betancourt et al. 2005; pp.1). This conceptual flexibility in the
notion of cultural competence has allowed it to accommodate
the importance of racial and ethnic disparities in healthcare, but
also the ‘diverse needs of patients’ and even contradictory views
and approaches.
The lack of conceptual clarity and coherence can be
categorised into three categories: 1.) conceptualisation, 2.)
implementation and 3.) assessment and evaluation. Definitions
of ‘cultural competence are complex, nuanced and varied
depending upon context and discipline (Curcio, Ward, and
Dogra, 2012). Similar terms are used interchangeably with
one other. The way in which CCT is delivered varies widely
across the UK; it needs to be both broader and more systematic.
Trainers need to establish a credible connection between CCT
and improved patient outcomes. There remains a paucity of
well-designed evaluation tools and research, resulting in a
systematic lack of empirical evidence documenting the efficacy
of CCT.

Institutional commitment
‘Institutional commitment’, or the lack of it, represented
the heart of the ambiguity around the lack of conceptual clarity
and consistency in the development of CCT. Differentiating
between key terminologies appeared problematic, as
conceptualisations of key terms were blurred, prone to political
influence and open to a number of interpretations. There was a
lack of conceptual clarity and consistency in defining ‘cultural
competence’, the proposed outcome of CCT and how ‘cultural
competence’ can be learnt and ascertained. Over time, the
patient groups expected to benefit from CCT broadened to
include all those whose cultures differed from those of health
professionals and ‘diversity’ became an increasingly favoured
and utilised term. ‘Institutional commitment’ in particular, in
terms of leadership was needed to collectively conceptualise,
engage and frame CCT. There was a collective recognition
that cultural issues were far more multi-faceted than indicated
in statutory guidelines and policy documents. The literature
demonstrates the internal tension in health organisational
culture between these committed to CCT versus those who take
a very tokenistic view. There was a lack of institutional-buy in
to CCT. Collectively the findings indicated a predominant lack
of institutional commitment to the development and delivery of
CCT at multiple levels of the healthcare structure in healthcare
practice, organisational, research and health policy stance. This
suggests that little progress has been made from the findings of
Bentley et al. (2008) study and Dogra et al.’s (2005) survey of
cultural diversity teaching in UK medical schools.
The approach to CCT was superficial. Cultural issues were
frequently presented as one-dimensional phenomena and
stereotypes presented as facts. Healthcare providers appeared
to be encouraged to adopt premature conclusions and favoured

either a generalised, inclusive approach to teaching or a specific,
exclusive approach, neither of which had any evidence-base.
Aside from the desirability of making healthcare providers
aware of cultural differences, more emphasis should be placed
on treating each patient as an individual. CCT was primarily
assumption-based and in line with prevailing professional
preferences and opinions.

Research implications
The research-base in this field is severely underdeveloped.
A core challenge is how to ensure that culture is appreciated
and theorised in terms of cultural competence skills without
stereotyping. In-order for progress to occur, there needs to be
a change from an assumption-based approach to a researchoriented movement that prioritises evidence-based approaches.
The majority of papers reviewed were qualitative or descriptive
studies. Rigorous experimental designs were scarce, yet needed
to guide CCT and management decisions regarding minority
patients. The majority of suggestions regarding CCT are based
on expert opinions, studies from abroad or low/ medium level
evidence. Although various suggestions have been made as to
how to ‘ensure engagement’ in CCT, these are yet to be fully
investigated. The literature was predominantly focused on nonwhite minorities; literature exploring ‘white’ ethnicity in CCT
might have generated different patterns in the findings and is a
potential area for future research.
The literature contained discussions and descriptions
of health inequalities without adequate analysis to explore
the direction and nature of their cause and, frequently, little
detail in respect to the specificity of the ethnic group ‘at risk’.
Policy-making in the field of racial inequalities remains largely
intuitive and would benefit from the incorporation of rigorous
evidence-based research. Further research exploring what
racism means at the individual, interpersonal and institutional
level and how these influence healthcare delivery should be
encouraged. Greater attention also needs to be placed on withingroup variations and the inclusion of minority ethnic groups in
mainstream research.
It was also noted that CCT appears restricted to high-income
countries. Developed countries are known as ‘multi-cultural’
whilst developing countries are not recognised as having
diversity in their populations. CCT appears relevant when there
is an explicit racial difference in society. The recognition of
heterogeneity among ethnic groups appears overlooked.

Policy implications
Although there are a range of health policy documents about
‘cultural competence’ which are important guidelines to achieving
and setting good practice; these alone are limited in what they
can achieve (George et al, 2015). Education and training are the
mechanisms by which these guidelines and standards of good
practice are operationalised and instilled in individuals (Schneider
and Barsoux, 2003). Statutory documents need to provide a higher,
explicit level of clarity in what is expected from CCT, for example
Turner et al. (2014) suggest that organisations such as the GMC
should take a lead in ensuring implementation. Health institutions
must ensure a ‘collective authentic commitment’ towards
providing training that is compatible with statutory requirements
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and facilitates sufficient opportunities for its implementation.
The political influences and their philosophical stances on CCT
need to be made transparent to avoid misinterpretations. Policy
documents need to provide clear definitions and instructions to
ensure services are culturally-competent. Organisational policies
and plans for race equality should specify the training necessary
to achieve strategic aims. Racial equalities and issues of ethnicity
need to become a consistent focus in policy to ensure on-going
commitment.

adoption of this methodology. The lack of incorporation of a
quality appraisal method felt it would lead to bias estimates and
incongruent findings. However, the quality appraisal method
used was found to be inadequate as it could not be applied to
all study designs because of methodological diversity. Finding
a quality appraisal method that could be applicable to diverse
sources of evidence will be advantageous in promoting CIS.

Practice implications

Concern and attempts to reduce racial inequalities are not
confined to the UK; many of the issues identified in the UK
settings have parallels in other countries. Although the study has
an explicit focus on literature from the UK, the findings may
partly have a bearing on other contexts internationally which
are facing similar dilemmas with CCT. Current approaches to
this type of training are fundamentally flawed. It is important to
recognise CCT is not a single-handed strategy for eliminating
healthcare disparities; however it is influential in ensuring high
quality care to the entire population, if practiced effectively and
should be available in all clinical areas. The emphasis must be
on the improvement of professional practice and evaluation, be
an integral part of the commissioning of training, and should
aim to measure both short-term and long-term change. With the
ever changing demographics, the desire for CCT will increase.
Given the receptive climate towards recognising the importance
of cultural issues in the clinical context, the best time to reform
CCT is now.

Defining the core topics to be covered in CCT and
distinctions between key terminologies must be rectified inorder to effectively teach cultural competence. The emphasis
on training should be on the improvement of professional
practice and not simply the acquisition of knowledge of nonwhite groups. The guiding principle in CCT has been on
equality as opposed to achieving optimal care for all patients.
Instead, what is needed is a responsive programme that places
individualised care at the centre of CCT and is clinically as well
as politically informed. Training should be integrated into a
wider framework and be embedded within clinical governance
systems. It should address the needs of the organisation and
its employees and form part of an overall strategy in reducing
racial inequalities. An emphasis should be placed on the
interpersonal interactions between service-users and serviceproviders and the organisational processes that lead to unequal
treatments and outcomes. Current approaches to training are
inadequate in addressing issues of racism. Organisations should
involve their frontline staff or adopt a team-based approach in
the development and implementation of training to gain a better
understanding of current training needs regarding cultural care,
and be adequately prepared to teach cultural competence. In
addition, greater examination of the provision and application
of individualised care in the context of a multicultural society
is needed. Understanding the compatibility and relationship
between advocating the principles of ‘equality’ and ‘diversity’
needs to be further explored.

Limitations of the study
Despite the great potential this methodology offered in
exploring CCT within UK healthcare settings, methodological
concerns were raised. Concerns over the reproducibility were
raised regarding interpretations of the findings. Although
recognition of the ‘analyst’s voice’ was a firmly rooted principle
of the method, it was felt higher emphasis should be placed on
the author presenting findings grounded within the data in a
convincing and well-articulated manner. The literature primarily
consisted of opinion pieces that were often hard to synthesise
and, although interpretive synthesis offered great potential,
it was felt a higher level of clarity was needed as to how
opinions and expert recommendations could be constructively
synthesised. Another limitation of the collection of items is
the inconsistent focus on the topic throughout history and the
lack of recent research around the field in the UK context, the
majority of recent studies are originating from the USA.
Incorporating the methods of a conventional systematic
review were felt beneficial and should be encouraged with the

Conclusion
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