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Introduction


The Importance of Transcultural (Intercultural) Comptetence in Health Care


The Federal Office of Public Health (FOPH) in Switzerland claims that one of the inadequacies of the Swiss health system is the qualified staff’s «lack of transcultural skills and inadequate sensitization to the specific health problems of the migrant population» (2008, p. 17). The research of Casillas et al. (2014) on cultural competencies of health care providers in Swiss hospitals also supports the need for improvement of cultural competency among health care providers. Further, the FOPH states that investing in the health of the migrant population is not just a noble gesture; it is worthwhile in terms of cost effectiveness. For example, in a study conducted in the USA by LaVeist, Gaskin and Richard (2009) it becomes clear how costly health care can be when health disparities remain. They state, «Researchers have determined that between 2003 and 2006 the combined direct and indirect costs of health disparities in the US was $1.24 trillion» (p. 6). This figure only reflects the monetary cost, not the personal suffering of the patients and their families. Napier et al. (2014) claim that «the systematic neglect of culture in health and health care is the single biggest barrier to the advancement of the highest standard of health worldwide» (p. 1610). Failure of health professionals to acknowledge ethnicity, language, cultural beliefs and values in the provision of health services exacerbates health disparities, creates distrust and reduces health care quality specifically pertaining to noncompliance, inaccurate diagnosis and treatment, and ultimately causes poor health outcomes (IOM, 2010; Casillas et al., 2014; Purnell, 2014). So, what is this hidden elusive aspect called culture?


What is Culture?


For the purpose of this booklet, culture will be broadly defined as the «learned and shared patterns of beliefs, behaviours, and values of groups of interacting people» (Bennett, 1998, p. 197). So, culture does not just refer to persons who come from another nation. Sharing a common language, behaviour patterns and values allows individuals to predict the responses of others. Coming into contact with individuals who are culturally different may increase the chances of cultural misunderstanding because these individuals interact in ways that are not predictable (Bennett, 1998, p. 2). Unfortunately, behaviours that are effective or correct in one culture can be considered the opposite in another culture. Utilising one’s own cultural norms is indicative of a more monocultural or ethnocentric perspective in comparison to a more intercultural or ethnorelative mindset where cultural differences and commonalities in their own and other cultures are recognised and adaptation takes place. Individuals with a monocultural perspective make sense of cultural differences and commonalities based on their own cultural values and practice – this perspective does not allow for culturally sensitive patient care.


Bhawuk and Brislin (as cited in Altshuler, Sussman & Kachur, 2003) argue that intercultural sensitivity is regarded as an attitudinal forerunner to successful intercultural encounters and a predictor of cultural competence. Bennett (2004) supported this with the view that the potential for more intercultural competence is related to the development of intercultural sensitivity. Hammer, Bennett, and Wiseman (2003) explained that «the crux of the development of intercultural sensitivity is attaining the ability to construe (and thus to experience) cultural difference in more complex ways» (p. 421–443). In 1986, Bennett introduced a six-stage developmental model of intercultural sensitivity (DMIS) to explain one’s ability to experience cultural difference, as illustrated in Figure 1.
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Figure 1: The Developmental Model of Intercultural Sensitivity (Bennett, 2004)





Note: You can find a more detailed description of the model in the analysis of Critical Incident 10.


What is Intercultural Competence?


Intercultural competence in health care is not just about a positive attitude or common sense or using an interpreter or matching staff to the patient population or learning about specific cultures, or dos and don’ts. In a Delphi study of intercultural experts, the favoured definition of intercultural competence is «the ability to communicate effectively and appropriately in intercultural situations based on one’s intercultural knowledge, skills, and attitudes» (Deardorff, 2006, p. 247). Intercultural competence is indispensable for providing safe and effective health care; it is also about patients having real options that are acceptable to them and it is about them being valued for the person they are. The lack of intercultural competence in health care professionals creates a need to develop intercultural competence. The Institute of Medicine in the US recommends the «integration of cross-cultural education into the training of all current and future health professionals» (Smedley, Stith & Nelvson, 2003, p. 21).


The Critical Incident Method


For this booklet, multiple sources contributed to the critical incidents – lecturers, undergraduate and international students at the ZHAW and health professionals in Switzerland. Each critical incident is accompanied by four or five possible explanations and an analysis. The critical incidents require careful analysis and reflection. The analyses include culture-specific and culture-general knowledge from the intercultural field. Recommended solutions are based on interviewees’ best practice, literature as well as recommendations from intercultural experts.


The critical incident approach is recognised as an effective tool used in intercultural training (Bhawuk & Brislin, 2000; Landis, Bennett & Bennett, 2004). It is useful for health care professionals to become conscious of their own cultural pattern and of the interpretation process in intercultural encounters and to suspend judgement long enough to allow for the contemplation of multiple interpretations. The basic rule is «You might be right, but probably you are wrong».


The introduction section was kindly provided by Susan Schärli, 2017.


What Is a Critical Incident?


Critical incidents are descriptions of situations where people from different cultures experience misunderstandings which are caused by another culturally different background. The CIs are followed by at least four possible alternative explanations of why the member of the other culture has acted in a specific way. The reasons for the likelihood of each alternative are then explained in the rationale for alternative explanations section. The possible options are selected and checked against the option that is the most appropriate in the other culture, based on research by the CI creator (Herfst, van Oudenhoven & Timmermann, 2008). Each incident is short but it clearly highlights at least one area for potential miscommunication or challenge faced in health care professions.


Why Use Critical Incidents?


(Adopted from Fowler & Blohm, 2004, p. 59)


–They engage participants at a personal level in examining attitudes and behaviour that will be critical to their effectiveness.


–They can be written for a variety of situations.


–They require analysis and reflection, decision-making; reduce idea of answers being available from an «expert».


–They require short reading time; move quickly into reflection.


–They can be used singly or grouped to illustrate concepts or processes.


–They can lead to role-playing and situational exercises to provide practice.


–They appeal to concrete experience and reflective observation learning styles.


How to Use Critical Incidents


1.The incident should be read carefully before the alternative explanations are evaluated. Each alternative explanation should be considered, as there could be more than one alternative explanation that may be considered appropriate for the situation described in the critical incident. This is congruent with the fact that there could be more than one explanation for incidents encountered in everyday life.


2.Each alternative explanation should be marked with the following words:


–Very likely


–Likely


–Unlikely


–Very unlikely


3.The responses made by the reader should be compared with the rationales for the alternative explanations for the particular critical incident, which are available on the next page following the alternatives.


4.If training takes place in a group, readers can compare results with each other, discuss their responses to the alternative explanations or role-play some of the incidents.


5.Readers could take notes and reflect on how the points raised in the incidents may be related to their own intercultural experiences.


Steps to use critical incidents for self- or group-study are illustrated in Figure 2.
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Figure 2: Steps to use critical incidents for self- or group-study (adapted from Gan & Tan, 2017)





The Critical Incident section (What is a Critical Incident? Why Use Critical Incidents? How to Use Critical Incidents?) was kindly provided by Hwei Sue Gan and Jie Min Tan, 2017.




Descriptions of Themes and Related Critical Incidents




Table 1: Descriptions of categories and related critical incidents


















	

Category




	

Descriptions




	

Critical Incident (CI) No.













	

Power distance (Hofstede, 2017)




	

The extent to which less powerful members of a society people accept and expect that power is distributed unequally. People who accept that there is power inequality score high on power distance. People who have less acceptance towards power inequality score low on power distance. The distribution of power is based on the relative importance placed on age, status, social class, hierarchical position in the organisation and other societal markers. The level of inequality is determined by subordinates as much as by the leaders.


Note: The critical incidents under power distance could also be viewed under the aspect of status ascribed versus status achieved (Trompenaars & Hampden-Turner, 2012). See explanations under these critical incidents.




	

2, 3, 7, 9, 11, 13, 14, 15, 16, 18, 19, 21, 23









	

Individualism vs communitarianism (Trompenaars & Hampden-Turner, 2012)




	

The extent to which people attain their self-identity by relying on their own efforts or through group membership. People who are more individualistic focus strongly on themselves as individuals. By contrast, people who are more communitarian focus strongly on the group.




	

2, 4, 5, 13, 15, 16, 22









	

Outer vs inner directed (Trompenaars & Hampden-Turner, 2012)




	

Inner and outer direction explains how people experience the world they are in. These orientations define the relation with nature and the environment. Some believe in controlling the environment and events around them and some believe in embracing these external realities.




	

3, 4, 11, 12, 15, 16, 18, 20, 21, 24, 25









	

Time orientation




	

People in a society have different styles in planning and managing their time to conduct their work and non-work activities. Some people are inclined to carry out work activities in a straight time line. Tasks are completed preferably one after the other. This is also referred to as monochronic (Hall, 1976). Others carry out numerous tasks concurrently; this is also referred to as polychronic. Time can also be viewed in long or short-term orientations and the relative importance of the past, present and future (Trompenaars & Hampden-Turner, 2012)




	

9, 17, 22









	

Expression of feelings (Trompenaars & Hampden-Turner, 2012)




	

The extent to which people openly express their emotions in public, either neutral or affective.




	

1, 2, 6, 8, 12, 16, 20









	

Rules and relationships (Trompenaars & Hampden-Turner, 2012)




	

The extent to which people place importance on rules or on the relationship with the person they are dealing with. Societies which are rule-based tend to follow contracts strictly, while societies which are relationship-based tend to renegotiate contracts.




	

1, 9, 17, 22, 24, 25









	

Context in communication (Hall, 1976)




	

High-context communicators express their messages implicitly, and the receiver needs to have a lot of background knowledge and observe non-verbal communication to understand the message.


Low context communicators express their messages explicitly and the receiver can understand the message directly.




	

1, 6, 13, 17, 19, 20, 22









	

Developmental Model of Intercultural Sensitivity (Bennett, 2013)




	

For a detailed explanation of this model, please refer to the analysis of critical incident 10.




	

7, 8, 10, 13, 25

















CRITICAL INCIDENT 1: A Cup of Tea
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Anita, a Swiss occupational therapist, is going for a first-time home visit to one of her patients who has immigrated from Nepal.


She met Mrs Maiya at the rehabilitation hospital where she was treated after a stroke. Part of the therapy involved making tea in the occupational therapy kitchen as this is a meaningful task for Mrs Maiya. It took much longer for Anita to establish a good therapist-client relationship than usual.


Anita does a home visit at Mrs Maiya’s house. Mrs Maiya invites Anita to sit in the kitchen while Mrs Maiya prepares the tea. Anita is surprised to see that the tea is prepared very differently to the one they made in the hospital and learns that the traditional Nepali tea is a salted milky version. She remembers seeing a documentary about it and that refusing it would cause great offence.


Anita knows that drinking the salty tea would make her nauseous immediately. She worries that declining the tea would have a negative impact on her relationship with Mrs Maiya.


What should Anita do?





Please select the alternative(s) which are the best action(s):


1.Anita politely declines to drink the tea on the basis that she does not like it.


2.Anita politely declines the tea by saying that she is allergic to milk products, which is a white lie.


3.Anita drinks the tea and feels nauseous.


4.Anita takes a sip and remarks that this is a very new taste for her. She can then ask Mrs Maiya if she had a similar experience with Swiss food when she came.


Analysis


1.This is one of the solutions but not the best one. Anita’s answer is an example of a low context communication in which the message is stated explicitly, vested in words of precise and unambiguous meanings (Hall, 1976). This contrasts to «high-context» communication in which most of the information is inarticulate, involves shared knowledge, experiences and assumptions and is conveyed even through non-verbal communications. The communication of many Nepalese tends to be high-context oriented, which appreciates a roundabout message if unpleasantness has to be conveyed. As such, it is not sensible for Anita to decline to drink the tea, as there are better strategies for Anita to cope with this undesirable social situation. Such one-sided behaviour is likely to stress the relationship building process. Please select again.


2.A white lie is a possible answer. Some people may feel uncomfortable using a white lie. In a professional context, a white lie may not be ideal for everyone. On the other hand, if you’re building a relationship with a patient, a white lie can be used to give face to the tea maker by not explicitly confronting her. Maybe there is an even better answer – look for it.


3.This is probably not the best solution, although some people may do it and suffer. Anita needs to be fit to carry out the home visit assessment.


4.This is the best solution for both Mrs Maiya and Anita. By drinking a sip of the tea, Anita reinforces Mrs Maiya’s ability to carry out her task in tea making. This boosts Mrs Maiya’s confidence and fosters their relationship. Anita knows that a good patient-therapist relationship is crucial for the recovery of the patient. As personal relationships are often very important in Nepal, much time is spent on building the relationship, in this situation, over a cup of chai (this is common in high-context and/or particularistic cultures). Popular conversation topics to help building the relationship include family, work, life experience etc. According to Kim et al. (2012), changing the topic of conversation can disinvite further attention to the undesirable situation. One other option could be for Mrs Maiya to offer a choice in drinks.




CRITICAL INCIDENT 2: Newborn Baby




Mr and Mrs Bhavin, an Indian couple that moved to Switzerland a couple of months ago due to Mr Bhavin’s promotion in a multinational information technology company. They are at the University hospital in Zurich for their third baby. The grandmother brings along the two sisters of the newborn baby and they are asked to wait outside the delivery room until labour is over. The couple are both excited and curious about the gender of their third baby as the ultrasound was not able to detect the genitals of the foetus during the pregnancy.


After a few hours, Mrs Bhavin gives birth to a baby girl. The midwife congratulates the couple on the newborn baby, but they seem unhappy. Mr Bhavin then leaves the room without saying a word. His wife looks disappointed and is left alone taking care of the baby.


Mr Bhavin is then seen talking to his mother. After the conversation, the mother’s expression changes. The midwife feels that there is something wrong and hence she asks Mr Bhavin if any help is required. However, he just replies things are fine with them.


The midwife invites the grandmother and the children to see the newborn. The children are excited to see their sister, but their grandmother looks worried. The midwife is very confused to see the whole situation because she expects the couple to be rejoicing at the sight of their newborn baby.


If you were the midwife, what would you think explains the reaction of Mr Bhavin best?





Please select the alternative(s) which likely explain(s) his behaviour


1.Mr Bhavin is just behaving like a typical Indian who does not show affection openly to his wife.


2.Mr Bhavin is worried that the family could face monetary problems due to an additional daughter.


3.Mrs Bhavin and her mother-in-law are not on good terms. Therefore, Mr Bhavin tries not to show concern to his wife in the presence of his mother. In Indian culture, elderly women are highly respected.


4.Mr Bhavin is dissatisfied with the hospital service. So, he just shares his dissatisfaction with his mother.


Analysis


1.Hugging or kissing in public in India is often frowned upon and is considered a strictly private matter as it displays affection (Purnell, 2014). This seems to be a possible answer, but it does not explain the reaction of the grandmother. There is a better explanation for this incident. Please look further.


2.This is the most likely explanation. According to Murat (2013) India has a long tradition of practising dowry; it is defined as a cash gift that parents must give to the groom and his family at the time of their daughter’s marriage. In the modern context, the dowry system places great financial burden on the bride’s parents as it often exceeds the annual income of the household (Bloch & Rao, 2002). This tradition leads to impoverishment of some families who are not rich. Dowry payments have come to be known as the number one reason for parents to want sons rather than daughters (Anderson, 2004; Murat, 2013). In this incident, Mr and Mrs Bhavin already have two daughters; the additional daughter will add an extra financial burden to the family. In addition, most of the families prefer to have sons rather than daughters because the birth of a son is a blessing as the son carries the family name and is expected to take care of the parents in their old age (Galanti, 2004). In India, gender is often a factor for ascribed status (Trompenaars & Hampden-Turner, 2012). Other factors can be age, family background, wealth, social class, educational level, castes etc.


3.This could be a possibility, but there is no indication that this is the case. As explained in the paragraph above on Trompenaars and Hampden-Turner’s (2012) ascription versus achievement, status is attributed to a person not exclusively by gender, social status or education, but also age. Although men are considered important, grandmothers and mothers are at the centre of Indian society. Often older people are deemed to have superior wisdom and so are treated with reverence and respect (Purnell, 2009). If this is the reason, it is fitting for Mr Bhavin to respect his mother by not showing affection or concern to his wife, at least until the conflict between the two women is over. However, it is not mentioned in the incident that the women had a conflict earlier. There is a more appropriate answer.


4.This is not the best answer, but there is a nugget of truth as most Indians generally do not share their thoughts and feelings with anyone not close to the family (Purnell, 2014). In addition, Asians are generally more sensitive about not making others uncomfortable and may think that a direct comment of displeasure would be too embarrassing (Cushner & Brislin, 1996). Please choose again.




CRITICAL INCIDENT 3: Hands Off!




Otto Banz is an experienced senior occupational therapist working in a psychiatric outpatient clinic. He is treating Som Phon, an immigrant from Thailand who has lived in Berne for 15 years. He is diagnosed with an anxiety disorder after a traumatic incident. Today a round table discussion with his whole family is scheduled. As the patient’s wife, his two young sons and his brother-in-law arrive, Otto gently pats the two boys on their heads as a sign of affection. All the adults sigh in disbelief, the boys start to cry, Som Phon starts to shout at Otto, the brother-in-law walks towards Otto and stops in front of him. The family is ready to leave the room.
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