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ABSTRACT

Background

Whilst we live in multi-cultural societies most health researchers tend to take the cultural perspective of the majority ethnic group at the expense of the perspective of minority ethnic groups.

Aim

This paper discusses the need for the development of culturally competent health researchers in all areas of research and proposes a model for the achievement of this. 

Design

A snapshot review of research textbooks used in nursing curricula was conducted to identify whether culturally competent research was being promoted.

Results

The review found that whilst a few textbooks touched on ethnicity, race and culture, none of them addressed the issue of culturally competence. Subsequently the authors adapted their existing model of culturally competent health care practice, and in this paper they propose it as a model for the development of culturally competent researchers. 

Discussion

The model put forward by the authors consists of four concepts: cultural awareness, cultural knowledge, cultural sensitivity and cultural competence. A culturally competent researcher is one who is able to apply the related skills and knowledge in project design, data collection, analysis, report writing and dissemination. Furthermore, the authors identify two layers of cultural competence, those of culture-generic (knowledge and skills that are applicable across ethnic groups) and culture-specific competence (knowledge and skills that relate to a particular ethnic group).  The relationship between these two layers is a dynamic and spiralling process as illustrated by the model. 

Conclusion

Current health policy in many developed countries focuses on inequalities of health and managing diversity, including ethnicity. Thus the authors conclude that the development of culturally competent researchers will lead to both valid research and culturally competent practice by health care professionals.
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INTRODUCTION

Most countries saw significant changes in their demography in the last century due to migration across national borders, which resulted in them becoming multi-ethnic. This presents considerable challenges for those involved in health research, which needs to be responsive to the different needs, experiences, values and beliefs of ethnically diverse populations. Geiger (2001) proposes that as populations of patients grow ever more diverse, cultural competence and freedom from bias are becoming increasingly urgent responsibilities for health care providers and researchers.
Despite the existence of multi-cultural societies Porter & Villarruel (1993) argue that a unicultural perspective in research prevails, which assumes that concepts and explanations of relationships between concepts are universally applicable across different cultures. They suggest that this perspective curtails researchers’ awareness of alternate interpretations. The authors believe that one of the explanations regarding this practice is the lack of appropriate training for researchers in issues relating to culture and ethnicity. As Leininger (1995) points out, without cultural awareness researchers tend to impose their beliefs, values and patterns of behaviour upon cultures other than their own. It could be argued that this perspective leads to invalid research data. The need for culturally competent research is now urgent in view of the fact that current health policy in many developed countries attempts to address the needs of multi-ethnic populations. For example, the American Department of Health and Human Services (DHHS) Office of Minority Health (2000) has produced standards for Culturally and Linguistically Appropriate Services (CLAS) which include the recommendation that health care organisations should use a variety of methods to collect and utilise accurate demographic, cultural, epidemiological and clinical outcome data for racial and ethnic groups in the service area, and become informed about the ethnic/cultural needs, resources and assets of the surrounding community. The DHHS Office of Minority Health (2000) defines culture as integrated patterns of human behavior that include the language, thoughts, communications, actions, customs, beliefs, values, and institutions of racial, ethnic, religious or social groups, and competence as the capacity to function effectively as an individual and an organisation within the context of the cultural beliefs, behaviours and needs presented by consumers and their communities. 

In the United Kingdom in the last four years we have seen a shift in health policy from attempting to address ethnic variations in health to focusing on inequalities in health and managing diversity. Managing diversity involves acknowledging that human society may be differentiated in a number of ways – gender, class, religion, education and language as well as ethnicity (which is usually the most visible), and giving equal respect to all categories and not affording greater legitimacy to an one ‘majority’ group or ‘norm’ (Carr-Ruffino 1996). Furthermore, it recognises that the ‘majority’ itself is not undifferentiated. The authors argue that this new focus requires that researchers who have thus far included socio-biographical characteristics such as age, gender, education and class should now routinely include the variables culture, ethnicity and religion. This would avoid what Geiger (2001) has called the ‘application error’, that is the inappropriate application of epidemiological data to every individual in a group or every group in a population. 

Notwithstanding the lack of commitment to including these variables, a number of other factors have been debated that point to the difficulty of using them.  McKenzie & Crowcroft (1996) have stated that the terminology of race, ethnicity and culture is a source of continuing debate and will change because of fashion and political imperatives. The use of ‘ethnicity’ and ‘culture’ as variables in research, as well as the tendency to use these terms interchangeably, has been criticised due to the lack of precise definitions, which leads to difficulties of measurement, their inability to represent the heterogeneity of the populations being studied, and the possible dangers of essentialist research design (Senior & Bhopal 1994). However, critics have thus far failed to offer a user friendly, logical and practical alternative.  McKenzie & Crowcroft (1996) go so far as to state that discussion about research into cultural or ethnic groupings is often reduced to arguments about terminology.  They agree that ‘Given our diversity, the fact that ethnicity is now most often self-classified, and that both ethnicity and culture are dynamic it seems unlikely that an agreed taxonomy can be achieved’(p.1054).  Until a consensus is reached on how culturally or ethnically to demarcate the people of the world, they advise that researchers collect a range of information that will help to describe the groups being researched.  The link between ethnicity and culture is illustrated by Senior & Bhopal (1994) who describe the concept of ethnicity as implying shared origins, culture, traditions, language and religion that are distinctive, maintained between generations and lead to a sense of identity and group. 

The above highlights the need for all health research to be culturally competent because: a) most societies are now multi-cultural; b) up to this point research has tended to be unicultural; c) there is a recognition and requirement by national governments to manage diversity and address inequalities; d) previous research that focused on minority ethnic groups was generally not integrated into mainstream health policy; and e) epidemiological data, which did not include data from many ethnic groups and did not have culture as a variable, have frequently been generalised and applied to all groups. Overall the authors believe that culturally incompetent research is bad research, something which is unethical because it can waste resources and may lead to inappropriate policies.

In 1998 Papadopoulos et al. proposed a model to develop cultural competence in health care professionals. They argued that cultural competence requires cultural awareness, cultural knowledge and cultural sensitivity. This paper further refines the model and discusses its use for the development of culturally competent researchers.

Snapshot review of research textbooks
In order to illustrate the unicultural perspective found in health research the authors conducted a snapshot review of a number of research textbooks (see Box 2, Column 1). The following concepts, which were considered by the authors as relevant to culturally competent research, were searched for in the contents and index pages of these textbooks (see Box 1).  

Box 1  Concepts

Box 2  Snapshot Review of Nursing Research Textbooks

Limitations of review

The sample may not be representative of the range of research textbooks used by nurses.  It may be possible that the issues related to some of the chosen concepts did receive coverage in the content, but due to the variety of methods used to construct indices and structure chapters the concepts being searched for were not identified.  It should be stated that most textbooks included chapters on ethnography and other related methods but the essence of the argument in this paper is whether culturally competent research is promoted irrespective of methodology.

Findings

The findings of this review are reported in Box 2 Column 2.  Half of the textbooks did not contain in their index or contents pages any of the above concepts. The remaining books only had a limited content, usually amounting to one or two short paragraphs. Bowling’s book presents a short but well written paragraph on translation and cultural equivalence. Muir-Gray’s book has two pages on the globalisation of healthcare problems which addresses the problems shared by developed and developing countries. In Parahoo’s book ‘culture’ is identified in the index although within the book’s contents, this is in relation to the use of ethnography. ‘Culture’ is also used to refer to ‘nursing culture’. Peckham & Smith’s chapter on consumer involvement does not discuss the role of consumers/users from different cultures. Finally, Smith’s book spends four lines on advising exploration of the researcher’s own culture and its effect on an emic perspective if exploring cultural issues in a research study and uses a case study to illustrate racism in nursing practice.

Thus whilst these few textbooks touched on ethnicity, race and culture, they did so mainly in relation to the use of ethnographic approaches and none of them addressed the issue of culturally competent research.

DEVELOPING CULTURALLY COMPETENT RESEARCHERS

A model for the development of culturally competent researchers

Papadopoulos et al. (1998) first proposed a model for developing culturally competent health practitioners which consisted of the four concepts; cultural awareness, cultural knowledge, cultural sensitivity and cultural competence.  The authors have developed these concepts to address culturally competent research (Figure 1).

Figure 1 Concepts of Cultural Competence of Research

Cultural awareness 

This begins with the researcher examining and challenging their own personal value base and understanding how these values are socially constructed.  This culminates in the process of being reflexive whereby researchers reflect on how their own values, perceptions, behaviour or presence and those of the respondents can affect the data they collect (Parahoo 1997).  A reflexive researcher should be conscious of the need to be explicit about her/his position in the research process and how the cultural backgrounds of the researcher and the respondents interrelate. 

Cultural knowledge 

This is achieved through contact with people from different cultural groups as well as being drawn from many disciplines, including biomedicine, although knowledge derived from anthropology, sociology and psychology is particularly relevant. This knowledge is required because caring for people in a multicultural society requires understanding of similarities and differences as well as inequalities in health which may be the result of structural forces in society such as the power of health care professionals and the role of medicine in social control.  An example of the application of cultural knowledge is the avoidance of essentialism which assumes that there are essential cultural differences between people which always override other aspects of their being. A common essentialist practice in research is the assignment of health problems to the culture of an individual to the exclusion of other important influences, such as country of origin, area of residence, socio-economic status, gender and length of residence in Britain (Douglas 1998). This practice can lead to stereotyping, prejudice and discrimination. 

Cultural sensitivity 

This is achieved by considering participants in research as true partners, a crucial element in anti-oppressive practice (Dalrymple & Burke 1995). Partnership demands that power relationships are challenged and that real choices are offered. These outcomes involve a process of facilitation, advocacy and negotiation that can only be achieved on a foundation of trust, respect and empathy. An example of cultural sensitivity is the matching the ethnicity of the interviewer and participant whenever possible. This encourages a more equal context for interviewing which allows more sensitive and accurate information to be collected.  A researcher with the same ethnic background as the participant will possess ‘a rich fore understanding’ (Ashworth 1986) and an insider/emic view (Leininger 1991 and Kauffman 1994), will have more favourable access conditions and the co-operation of a large number of people (Hanson 1994) and a genuine interest in the health and welfare of their community (Hillier & Rachman 1996).  Whilst the authors encourage this as good practice, researchers should be aware that there are other concerns such as gender and socio-economic status that need to be considered (Douglas 1998). 

Cultural competence 

This requires the synthesis and application of previously gained awareness, knowledge and sensitivity. The most important component of this stage is the ability to recognise and challenge racism and other forms of discrimination as well as ethnocentricity. For example, to avoid an ethnocentric approach to analysis researchers should ensure that they look for ‘conceptual equivalence’, that is asking whether the concepts being investigated, and especially the way the concepts are being measured, have the same meaning in the different cultures (Brislin 1993).  

To ensure that a research design is sensitive to ethnic and cultural backgrounds of participants, consumers should be involved at this stage and throughout. In terms of data collection researchers should ensure that interviews are conducted in the mother tongue of the participants if that is their preference. If this is the case researchers should ensure accuracy of translation, English transcripts translated by the interviewer should be translated back to the original language by a second bilingual person (not involved with the original translation efforts). These two versions are then compared to determine the accuracy of the translation of the original transcript.  This practice is referred to as ‘back translation’. When it comes to analysis of this data ‘translation equivalence’ again should be ensured. This involves examining descriptions and measures of concepts as they are translated across languages. If concepts can be easily expressed in different languages then this suggests a culture-common concept, whereas if concepts do not translate well, this suggests a culture-specific concept. Therefore instead of discounting unsuccessful attempts to translate concepts, researchers should collect and analyse them for insights into behaviour in that culture (Brislin 1993).  Finally and crucially, reporting and disseminating findings should be done in such a way to reach all stakeholders groups.

The Culture-Generic, Culture-Specific Competency Model for Health Research
Through their experience in various research projects the authors have now modified and further developed the original model for use by all health researchers working in a multicultural environment (see Figure 2).

Figure 2  The Culture-Generic, Culture-Specific Competence Model for Health Research
Figure 2 illustrates the two layers which form the model; those of culture-generic and culture-specific competence. Gerrish & Papadopoulos (1999) defined culture-generic competence as the acquisition of knowledge and skills that are applicable across ethnic groups.  Culture-specific competence refers to the knowledge and skills that relate to a particular ethnic group and that would enable the researcher to understand the values and cultural prescriptions operating within the respondent’s culture.

As be can be seen in Figure 2 culture-generic competence is a prerequisite to developing culture-specific competence, which in turn feeds into the on-going expansion of culture-generic competence.  This is seen as a dynamic and spiralling process whereby further layers of culture-specific competence continue to be added as the researcher moves to investigate other ethnic groups.  This accumulation of culture-generic and culture-specific competence will enhance other research skills to enable the researcher to conduct high quality research in a multicultural society. 

The authors maintain that health researchers need to have culture-generic competence irrespective of research methodology and area of investigation. Moreover, the rationale for being culturally aware, culturally knowledgeable, culturally sensitive and culturally competent is the same whether one is a healthcare provider or a health researcher. For example, it is as important for researchers, as it is for practitioners, to be aware of their own cultural background and how this might affect their perception of other groups. The only difference between a culturally competent practitioner and researcher lies in the application of their specific skills; that is whilst a practitioner would use culturally competent assessment and planning tools, a researcher would develop culturally competent data collection tools, methods of analysis and reporting. 
CONCLUSION

It is unacceptable in the new millennium for health researchers to ignore the multi-ethnicity of society. It is therefore of the utmost importance that all health researchers conduct culturally competent research. Generic cultural competency skills are essential for all research, whether it be ‘ethnic’ or not.  These skills are also a prerequisite to developing specific cultural competency skills, which also further enhance the generic cultural competency skills. The authors recommend that all training of health researchers should address urgently the development of cultural competency. This dynamic process of skill development will lead to high quality, valid research irrespective of research design which can be used to inform the delivery of relevant health-care to all members of society.  

Furthermore, due to the increased use of evidence based practice in nursing, nurse practitioners are required to be more reflexive in their practice and to take on the dimensions of being an action researcher throughout their working lives.  Thus the development of culturally competent research will lead to culturally competent nursing practice.
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