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ABSTRACT
Background: Cultural competence resides at the core of undergraduate and postgraduate medical
and health professional education. The evolution of studies on cultural competence has resulted in
the existence of multiple theoretical frameworks and models, each emphasising certain elements
of culturally appropriate care, but generally lacking in providing a coherent and systematic
approach to teaching this subject.
Methods: Following a meta-ethnographic approach, a systematic search of five databases was
undertaken to identify relevant articles published between 1990 and 2022. After citation searching
and abstract and full article screening, a consensus was reached on 59 articles for final inclusion.
Key constructs and concepts of cultural competence were synthesised and presented as themes,
using the lens of critical theory.
Results: Three key themes were identified: competences; roles and identities; structural compe-
tency. Actionable concepts and themes were incorporated into a new transformative ACT cultural
model that consists of three key domains: activate consciousness, connect relations, and transform
to true cultural care.
Conclusion: This critical review provides an up-to-date synthesis of studies that conceptualise cul-
tural competence frameworks and models in international medical and healthcare settings. The
ACT cultural model provides a set of guiding principles for culturally appropriate care, to support
high-quality educational interventions.
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Introduction

The provision of culturally appropriate care resides at the
core of medical and health professional education, with a
multitude of policies demonstrating an expectation that
healthcare professionals can work effectively with an
increasingly diverse population (e.g. General Medical
Council 2009; Department of Health 2012; Singapore
Medical Council 2014; Association of American Medical
Colleges 2019). Regulatory bodies stipulate that medical
and healthcare graduates are required to provide culturally
sensitive and appropriate care. This is evidenced in guide-
lines and/or outcomes published by, for example, the
Liaison Council on Medical Education in the United States,
the General Medical Council in the United Kingdom, the
Australian Health Practitioner Regulation Agency, the
Association of Faculties of Medicine in Canada and
Singapore Medical Council in Singapore. An international
study (Dogra et al. 2010) found that medical and health-
care educational institutions aiming to meet the above out-
comes are seen to have varying degrees of teaching,
resulting in a patchy and mixed picture internationally. The
situation remains the same since this study (George 2015;
Dogra et al. 2016).

Cultural competence theoretical frameworks and
models

Cultural competence education has been informed by an
assortment of theorisations on what constitutes cultural
competence. As a subject, it was initially proposed as a
strategy for eliminating racial/ethnic healthcare inequalities,
with recent definitions more expansive in addressing the
healthcare needs of socially marginalised and disadvan-
taged cultural groups. It has dual emphases, culture and
competence, so its definitions vary depending on which
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component is in focus (Shen 2015). Among several defini-
tions, the most commonly cited is “a set of congruent
behaviours, attitudes and policies that come together in a
system, agency or among professionals and enables that sys-
tem, agency or those professionals to work effectively in
cross-cultural situations” (Cross 1989, p.2).

The evolution of cultural studies in medicine and health-
care has resulted in the existence of multiple theoretical
frameworks and models, each emphasising certain ele-
ments of culturally appropriate care, but generally lacking
in providing a coherent and systematic approach to teach-
ing this subject (George et al. 2019). Since its introduction
in the 1980s, a range of cultural frameworks and models
have flourished, and the conceptualisation of the subject
has evolved through several phases from a reductionist
approach focusing on cultural knowledge, towards a more
dynamic approach underpinned by critical social theory
(Kumagai and Lypson 2009; Dogra et al. 2016).
Traditionally, cultural frameworks and models emphasised
the importance of developing cultural knowledge or
“cultural expertise” as a way of becoming proficient in serv-
ing culturally diverse populations. These notions of cultural
competence were reflected in definitions of culture which
favoured group-based distinctions, categorising sets of indi-
viduals based on factors such as religion, race or ethnicity
(Bhui et al. 2012). Over the years, cultural competence
models have increasingly attracted negative criticisms con-
cerning the underpinning assumptions that healthcare pro-
fessionals can learn or know enough about other cultural
groups and develop a full understanding of cultures differ-
ent from their own. Criticisms were made of the inherent
disregard for the complexity of culture and the assumption
that one could become culturally competent by simply
acquiring general facts about certain cultural groups (Kai
et al. 2007). Consequently, alternative terms were used to
challenge the limitations of conventional behavioural-based
cultural competence, such as cultural care (Rosenbaum
1990), cultural sensibility (Dogra 2003), cross-cultural effi-
cacy (N�u~nez 2000), cultural safety (Fraser et al. 2018), cul-
tural humility (Foronda 2020), and critical consciousness
(Kumagai and Lypson 2009).

Recent research on cultural competence demonstrates a
theoretical progression away from knowledge-based
models to process-oriented models, where understanding
one-self takes precedence over gaining knowledge and
expertise about others (Bintley and George 2020).
Therefore, in this study, we use cultural competence as an
umbrella term for its merit of emphasising healthcare pro-
fessionals’ ability to deliver optimal care and make cultural
changes. The more recent publications have also incorpo-
rated the principles embedded in other cultural terms as
mentioned above, covering the requirements at interper-
sonal, institutional and systemic levels.

Limitations of existing systematic reviews

Our initial search identified an absence of systematic
reviews that specifically synthesise cultural competence
conceptualisation. Existing reviews mainly focus on studies
of educational/training interventions, most of which use
one or several published frameworks/models as a guiding
structure for their interventions. This is evidenced in

Alizadeh and Chavan’s (2016) systematic review that
explores cultural competence dimensions and learning out-
comes. While this review identifies descriptive lists of cul-
tural competence models relating to specific outcomes, it
is limited in elaborating on the distinctions between mod-
els, the meanings of desired attributes and the intercon-
nectivity across different dimensions. George (2015, p.110)
conducted a critical interpretive review of cultural compe-
tence training in UK healthcare settings and similarly pro-
vides only a descriptive list of interventions and concludes
that the education is “under-developed, under-theorised and
piecemeal in nature”. Other recent reviews have similarly
tended to focus on synthesising interventions to improve
cultural competence (Truong et al. 2014) or evaluative/out-
come measures used to determine the effectiveness of
teaching (Anderson et al. 2003; Bhui et al. 2007; Kumaş-Tan
et al. 2007; Renzaho et al. 2013; Shen 2015).

Various theoretical frameworks to achieve cultural com-
petence have been applied in medical and healthcare edu-
cation, but the literature infrequently refers to a clear
theoretical position. The reviews highlighted above, illus-
trate the limited clarity and rigour in identifying a sound
theoretical framework to guide education. Different educa-
tional philosophies and theoretical frameworks view culture
differently, leading to educational programmes with differ-
ing intentions (Dogra et al. 2016).

Societal and political influences on cultural
competence

Cultural competence education is laden with issues of sen-
sitivity, notions of “political correctness” and entrenched in
historical contexts around healthcare inequalities and social
justice. For a long time, it has been seen as a separated
part of the healthcare curriculum, as opposed to being
embedded within all aspects of patient care (George 2015;
Dogra et al. 2016; Hudelson et al. 2016; Hordijk et al. 2019).
Studies report that medical and healthcare educators feel
ill-equipped and poorly prepared to facilitate discussions
on social and diversity issues that commonly provoke dis-
comfort and resistance (Abrams and Gibson 2007; Stith-
Williams and Haynes 2007). The passing of the Equality Act
(2010) in the UK, for instance, generated immediate
responses from regulatory bodies of health schools in the
country, which subsequently fuelled the theoretical and
educational development of cultural competence as a cur-
riculum subject in its own right. The Black Lives Matter
movement and the COVID-19 pandemic have foregrounded
the long-standing inequality in society and healthcare,
making the provision of culturally appropriate care more
necessary than at any other time (Liu et al. 2022).

In this context, training has been shifting from conven-
tionally reductionist learning of static cultural knowledge,
towards a more dynamic internalised development. The
more recent scholars (Kumagai and Lypson 2009; Almutairi
et al. 2015; Halman et al. 2017) align themselves more
closely with the transformative approach and critical the-
ory, emphasising that cultural competence development
should actively address marginalisation and social injustice.
Critical theory focuses on reflective assessment and critique
of society and culture to change power structures and soci-
ety as a whole (Deetz 2005). Applying it to health
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inequalities can advance the scholarly exploration of the
root causes of health disparities and actively seek solutions.
This review was therefore designed with this ideology,
which guided us to actively problematise current issues
and seek solutions in our data synthesis and
conceptualisation.

Methods

As a valuable qualitative synthesis technique, meta-ethnog-
raphy allows the interpretive properties of primary data to
be analysed (Sharma et al. 2015), and reviewers to produce
new interpretations that go beyond the findings of individ-
ual studies (France et al. 2015). It is also useful for under-
standing the inter-relationships across studies and
considering the contextual and social factors underpinning
theoretical frameworks and models (Bearman and Dawson
2013). The seven-phase interpretive meta-ethnographic
approach of Noblit and Hare (1988) guided this review
(Supplementary Appendix 1). The eMERGe meta-ethnog-
raphy reporting guidance was followed to report the
important aspects of this review. Critical theory was applied
to inform the delivery of this review.

Inclusion criteria

A systematic search was conducted for theoretical frame-
works and models of cultural competence in medical and
healthcare settings. We limited the search results to include
only peer-reviewed journal articles published in English
(that all reviewers can speak) from 1990 to 2022.
Qualitative studies were included if they presented a dis-
tinctive conceptualisation of cultural competence in a the-
oretical framework/model in the context of medicine and
healthcare. Literature reviews, descriptive studies, opinion
pieces and qualitative components of mixed methods stud-
ies were also included if they provided a distinct conceptu-
alisation of cultural competence. The reason for inclusion
of literature reviews and opinion pieces is that many of
these articles were written by scholars who developed
influential cultural competence models in the past.
Important discussions were elicited from these articles
although they did not contain primary data collection.

Search strategy and study inclusion

Five databases were used to conduct the search: 1) Web of
Science (core collection); 2) Medline; 3) CINAHL; 4)
PsycINFO (APA); 5) ERIC. Following a pilot scoping search
using three of the selected databases (Medline, CINHAL,
and Web of Science), the search strategy was refined itera-
tively. It was augmented through reference chaining, con-
sultation with experts and key-terms checking listed within
relevant studies.

The final search strategy encompassed three key
concepts: (a) cultural competence/diversity, (b) health/
healthcare, and (c) theoretical frameworks/models
(Supplementary Appendix 2). Concepts (a) and (b) were
searched in study abstracts but Concept (c) was only
searched in study titles. The reason for this was that
searching for frameworks/models in abstracts generated a
large number of irrelevant studies. The authors performed

citation searching of the included articles to minimise
potential bias due to only searching Concept (c) in titles. It
was also found, by trialling our search strategy, that the
search strategy was appropriate.

The search terms were customised according to the
requirements of each database (Supplementary Appendix
3). The search was initially carried out in 2020 and updated
in 2022, with the final search covering publications from
1st January 1990 to 30th September 2022. EndNote X9.3.3
and the systematic review software “Rayyan QCRI”
(rayyan.qcri.org/welcome) were adopted to facilitate the
screening process. A calibration exercise, performed by the
whole research team, ensured consistency and clarity when
screening papers. The resulting citations were divided
between the research team and each publication was
screened by at least two review members in all stages of
review. Disagreements were collaboratively discussed until
consensus was reached and reasons for inclusion/exclusion
documented.

Appraisal of studies

The quality of the included articles was assessed using the
CASP criterion, which includes criteria about the aims of
the study, suitability of the methodology, design, and
methods of data analysis (CASP 2014). The nature of meta-
ethnography allows the researchers to draw on a range of
publications that are relevant to the review aims and can
inform the new theorisation of cultural competence. The
CASP checklists were adapted for quality assessment of
each type of included study and the feasibility of using the
adapted CASP checklists (Supplementary Appendix 4) was
tested. Each article was appraised by KM and another
review member independently and disagreements were
resolved through discussion with team members. This qual-
ity assessment is not used as an inclusion/exclusion criter-
ion. Although previous research points out that opinion
papers and low-quality empirical studies usually add less
weight to the synthesis (Dixon-Woods et al. 2007), this
review incorporated important discussions elicited from
these articles, many of which were written by scholars who
developed influential cultural competence models in the
past.

Data extraction and synthesis

Before commencing data analysis, the authors randomly
selected 10 articles using a random number generator to
explore how to best extract and synthesise the data. Pilot
coding of the 10 articles was carried out using NVivo 1.6.1
software. A data extraction table was developed using an
Excel spreadsheet. Revisions were made and agreement
was achieved in discussion with the team members.

Identifying recurring concepts
The 59 included articles were listed alphabetically by KM
and then divided between the six team members. Each
member repeatedly read their share of 9 or 10 articles. The
iterative reading allowed us to identify the recurring con-
cepts in each article. NVivo software was used and collab-
oratively a coding tree was developed. When developing
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the coding tree, we undertook a critical approach by focus-
ing more on the concepts that were about reflection and
critique of society and actionable changes. Each author
coded the cultural competence components from their
share of articles within NVivo in an inductive process and
codes were added or collapsed as required. All new con-
cepts were sought, and both confirming and refuting
points were coded. These concepts led to the identification
of first-order (participants’ interpretations in their own
words) and second-order constructs (original authors’ inter-
pretations based on first-order constructs). During this
stage, we combined first- and second-order constructs
since not all articles presented original data (e.g. quotes
from interview participants). Even for studies that did con-
tain such data, some of the datasets were incomplete and
were presented as an integral part of the authors’
interpretations.

Determining how studies are related
Noblit and Hare (1988) recommended creating “a list of
key metaphors, phrases, ideas and/or concepts used in
each account, and to juxtapose them” (p.28) in order to
conceptualise how the extracted studies may relate to
each other. In this stage, we tabulated an Excel docu-
ment to conduct further analysis of each study. Detailed
information was extracted from each article including
the publication year, author names, discipline, type of
study, sample/data collection method (if relevant), and
name/aim of each model. This information assisted the
authors to explore the interrelations among different
studies in terms of the conceptualisations of cultural
competence, the study contexts and disciplines.
Diagrammatic presentations of models were analysed
separately by two authors (RG and SL) to explore the
interrelations of competence components within and
across different models.

Reciprocal translation of studies
As a key component of a meta-ethnographic synthesis,
the concepts or codes in each study and their interactions
were continuously and systematically compared or trans-
lated within and across accounts. To conduct this level of
synthesis, three authors (SL, JL and KM) reviewed all
codes using a shared NVivo file and compared the con-
cepts/codes in one article with that in others. We
approached the reciprocal translation following a chrono-
logical order, by comparing an earlier study with the
most adjacent later publication, and so on. In this process,
we examined the similarities or discrepancies of concepts
or codes across studies in relation to a range of context-
ual factors such as their geographic location, year of
study, and healthcare discipline. We also noted participant
demographic factors (if available), such as participant gen-
der, ethnicity and socio-economic status, and considered
the influence of these on the translation. We synthesised
both first- and second-order constructs collectively and
presented these as themes and subthemes (see Table 2).
The definitions of each theme and subtheme are our syn-
thesised results.

Synthesising translation
The data synthesis proceeded through several iterations of
conceptualisation to develop overarching review author
(third-order) constructs and a final line of argument synthe-
sis. According to critical theory, contemporary ideology
constrains certain social groups from fully accessing social
resources and, therefore, leads to marginalisation (Fay
1987). Social researchers should not be satisfied with just
describing observable social phenomena, or iterative
understanding of the literature (Madison 2011). Instead,
they should use their expertise to advocate for the margin-
alised by transforming existing social constructs and
empowering human beings. Adopting critical theory
allowed us to organise the recurring concepts into further
conceptual categories, which resulted in the development
of higher third-order constructs. We presented our third-
order constructs as actionable themes/subthemes and a
transformative cultural model was generated (see Table 3
and Figure 2). Regular team meetings facilitated discussion
of conceptualisations and presentation of the results.

Cross-checking was applied throughout the data extrac-
tion and synthesis. At least two team members checked
the coding and analysis of any paper. Any discrepancy in
decision making was discussed until agreement was
achieved. JL, KM and SL held meetings on a regular basis
to discuss the identification and synthesis of the three
orders of constructs and the presentation of themes. All
authors discussed the synthesis in a series of face-to-face/-
online group meetings and agree with the results.

Applying critical theory

Critical theory informed our data extraction, data synthesis
and model development, during which we bore in mind
two questions: 1) what are the social problems and 2) what
may be the solutions. When identifying key concepts, we
focused on the concepts that are about the critique of soci-
ety with indications for cultural and social transformation.
This has influenced the development of our coding tree
and subsequent theme development. Critical theory par-
ticularly informed the development of our third-order con-
structs, which we presented as actionable themes. The
results section was structured to foreground the problems
and our conceptualisation was oriented toward resolving
these problems.

Results

Overview of studies included in the review

A total of 1,364 publications were generated after search-
ing in the five databases. The results were exported to
EndNote and deduplication occurred. Title and abstract
screening resulted in 250 papers for full-text review. After
full-text review, 57 papers were agreed as suitable for
inclusion. The search was updated in all five databases
from 1st January 2021 to 30th September 2022 with the
identification of 2 further articles. This led to a total of 59
articles for final inclusion (Figure 1).

The 59 articles were published between 1990 and 2022.
The studies were conducted in North America (30), global/-
mixed countries (11), Europe (9), Asia (7) and Australia (2).
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The two main disciplines in the included articles were gen-
eral healthcare (23) and nursing (20), followed by mental
health/psychiatry (7), public health (3), education (2), mid-
wifery (1), occupational therapy (1), paediatrics (1), and
rehabilitation (1). Seventeen articles were qualitative
research, and other types of articles included were opinion
pieces (21), literature/systematic reviews (12), qualitative
aspects of mixed methods studies (4), cohort studies (3)
and theoretical studies (2). All articles presented conceptu-
alisations, theories or models of cultural competence.
Underlying theoretical perspectives were made explicit in
sixteen articles and briefly mentioned in another three
articles. The method of data analysis was described in
twenty-one articles and was most commonly content or
thematic analysis. The characteristics of included studies
are shown in Table 1.

Description of themes

Combining the first- and second-order constructs allowed
us to generate three primary themes and 38 secondary
themes (Table 2). These themes were based on the two
orders of constructs but were further synthesised. The defi-
nitions of each theme are the result of our synthesis taking

into account the original authors’ interpretations. The first
primary theme, competences, discerns the categorical com-
petences that can be developed as part of cultural compe-
tence education for medical and healthcare professionals.
The granular level actionable competences are further
defined in the 17 secondary themes. The second primary
theme, roles and identities, correlates with the competen-
ces, although not strictly. Professional roles and identities
are being formed as a result of relevant competences that
are gradually developed, sustained and internalised. There
are 11 roles and identities that emerged from the reviewed
literature. The last primary theme is structural competency,
which deals with systemic discrimination and restrictions
for marginalised and vulnerable communities through the
means of socially, historically and culturally constructed
norms, systems and policies. Structural competency goes
beyond individual and interpersonal development but
acknowledges the power of culturally competent individu-
als in transforming the restricting status quo in society.

Guided by critical theory, we further synthesised and
developed the themes and sub-themes presented in Table 2
to give third-order constructs (Table 3). These third-order
constructs are actionable themes and subthemes reflecting
our interpretations and synthesis using the lens of critical
theory. Through the lens of critical theory, the review reveals
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Table 2. Themes and Subthemes Synthesised from First and Second Order Constructs.

Themes Subthemes Description

Competences The actionable cultural competences that can be developed by medical and
healthcare professionals

Adaptation to diversity Provide a safe environment for patients to discuss their cultural health beliefs
and practices;
Address the needs of diverse patients through its commitment to serving
diverse patients

Advocacy Advocate for health with and on behalf of marginalised patients
Attitudes Demonstrate openness, respect, non-judgemental and non-egoistic attitudes

toward cultural differences
Awareness Develop awareness of different cultural backgrounds, diversity and potential

biases/assumptions
Capacity building and empowerment Recognise and minimise power differences between patients and clinicians;

develop individualised care not only for the other but also for the self, have
flexibility, make bias explicit, and make cultural competence development an
ongoing process

Collaboration Have multi- and inter-professional cooperation and community outreach for
public health practitioners;

Collaborate with all stakeholders, including policymakers, health organisational
managers, specialists, communities, patients, family and important others, as
well as researchers

Compassion Demonstrate compassion for the disadvantaged/vulnerable groups, leading
towards commitment to advocacy actions

Critical thinking Think beyond individual care (to a much more analytic and creative approach
that recognises both the structural and individual factors that determine and
define needs in contemporary society)

Cultural formulation and application skills Formulate a comprehensive understanding of patients’ culturally laden illness
experiences and help-seeking behaviours to allow for a broader assessment
of patients and adaptations

Engagement Possess the motivation to engage in the process of developing cultural
competence by thinking and acting creatively in reducing healthcare
inequalities

Knowledge application Assess and respond to cultural problems, and potentially plan/develop
interventions based on existing cultural knowledge and knowledge of
methodology for assessment and interventions

Organisation and leadership Build an inclusive environment with a diverse workforce that is representative of
its patient population;
Aspire to take leadership in addressing cultural barriers both with patients
and within the healthcare team

Professional commitments Show commitments to ethics, actions for change, lifelong learning, and constant
self-evaluation

Scholarship Conduct research and analytic activities that advance the relevant knowledge
base about culturally competent care, and expand professional expertise in
terms of clinicians’ own professional practice for innovating care and support

Self-assessment and reflection Reflect on past events with the intent of identifying opportunities for future
improvement and learning and transforming one’s frame of reference

Sensitivity Be sensitive to differences in patient experiences/responses and social justice
issues for vulnerable groups;

Have the desire and spend efforts to develop programs and services that respect
the cultural diversity of populations

Skills Possess skills such as rapport building, relationship building, self-reflection,
effective communication, culturally inclusive clinical skills, managing
complexity in care, and prioritising social justice

Roles and identities Professional roles and identities being formed by medical and healthcare
professionals as a result of gradually developing, sustaining and
internalising the above-mentioned cultural competences

Humble learner One who is humbled by the cultural knowledge of others, depth of the cultural
knowledge system, and who is constantly seeking opportunities to learn
cross-culturally

Advocate One who advocates for health with and on behalf of marginalised patients
Collaborator One who works in collaboration (not exclusively within healthcare) with family

members, and community members
Communicator One who communicates to establish rapport and trust, formulates a diagnosis

and goal interventions, delivers information, strives for mutual understanding,
and facilitates a shared plan for treatment

Expert One who has the appropriate cultural knowledge and effective methods for
cultural assessment and interventions

Leader One who elevates the priority of cultural competence, drives systematic efforts
and inspires staff support, and applies cultural competence to organisations
and systems

Organiser One who organises and manages care and services, focusing on integral
connectivity, and continuity of care and support for patients of diverse
cultural backgrounds

Professional One who is guided by professional regulations/laws and committed to the life-
long development of cultural competence at all levels

Reflective practitioner One who constantly reflects on their cultural encounters and evaluates their
own practices for improvement

Resource allocator One who ensures sufficient resources are available to foster cultural competence
practice

Scholar
(continued)
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the covert expression of the suffering of people who are
identified as from the other culture. The sufferings systemic-
ally prevail across intrapersonal, interpersonal and environ-
mental encounters. To inform clinical education, the authors
particularly looked for actionable themes and concepts that
can be incorporated into educational development so that
trainees can apply them to transformative clinical cultural
practice in all types of encounters. As a result, the third-order
constructs (Table 3) form a new ACT cultural model (Figure
2), the name of which indicates the transformative nature of
this model. A, C and T stand for Activate consciousness,
Connect relations, and Transform to true cultural care.

Activate Consciousness

Most of the authors (e.g. Durey et al. 2012; Hammell 2013)
of the reviewed studies propose obtaining knowledge,
increasing awareness and heightening sensitivity as the
starting point of internal cultural competence
development.

Awareness
The awareness resides at intrapersonal, interpersonal and
organisational/systemic levels. Intrapersonal awareness is
about the larger sociohistorical background, social position

Table 2. Continued.

Themes Subthemes Description

One who is a lifelong learner that conducts research and assessments and
renews the methods being used

Structural competency Competences beyond the individual level concerning the institutional and
systemic structure

Recruitment & management strategy Recruit a diverse workforce and establish professional and staff training
programs that enhance their cultural competence;
Implement strategic and organisational management to ensure health equity

Formal references in policies Produce formal statements about organisational values, principles, goals, policies,
and visions that can serve as references for the provision of culturally
competent care

Partnership between professionals Establish connections and network with multidisciplinary team and local
community members

Partnership with community Collaborate with community partners, such as other public, private, or non-profit
organisations that help minority groups

Physical environment Build a positive and inclusive work environment for multicultural staff
Professional development Dedicate to professional development through activities such as organised/self-

directed training, participation in professional organisations, enrolment in
training programs, and research

Research and information gathering Conduct research activities that improve understanding and practice of the
provision of culturally appropriate care

Structural innovations, interventions, evaluation Design and create a physical and symbolic multicultural environment that
ensures users’ open access to services through the elimination of socio-
cultural barriers

Contextual influence Understand the social context within which the vulnerable and marginalised
groups live

Systematic barriers Aspire to remove barriers that might be related to beliefs, values, and
assumptions of clinicians and patients, professional standards of practice,
organisational structures, and national policies

Table 3. Third order constructs/themes.

Third Order Constructs/Themes Description

Activate consciousness The development of individual cultural awareness, acquisition of
cultural knowledge and demonstration of cultural sensitivity

Awareness Develop cultural awareness at intrapersonal, interpersonal and
systemic/organisational levels

Knowledge and sensitivity Acquire the two-dimensional knowledge that includes both cultural
knowledge and critical knowledge;

Demonstrate sensitivity to cultural differences and similarities between
people without assumptions and judgement

Connect relations The connection and collaboration among all stakeholders to achieve
culturally competent care provision

Personal connectivity Work together with patients, caregivers and their families to make sure the
care provision is patient- and family-centred

Community connectivity Involve and collaborate with community healthcare professionals, healers,
and spiritual leaders in carrying out health program planning,
implementation, and continuous formal and informal evaluation of the
provision of programs

Interprofessional connectivity Connect with multiple health workers from different professional
backgrounds

Transform into true cultural care The transformation to culturally appropriate care in healthcare and the
development of social justice at the systemic level

Empowerment strategies Utilise strategies whereby individual healthcare professionals enact their
agency to go beyond merely recognising cultural differences, to also
addressing power imbalance operating within the social, historical and
political context

Cultural skills Master good practices in care provision, interaction, communication,
decision making, and policy making, as well as essential skills such as
cultural consultation and clinical cultural formulation

Professional commitment Demonstrate commitment to internalise holistic cultural competence as
part of their professional identity
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and personal experience in which an individual’s attitudes,
beliefs, values and biases develop. The starting point is to
be aware of one’s cultural heritage and present context
(Bernal 1993; Schim et al. 2007; Seeleman et al. 2009;
Nastasi et al. 2015), while acknowledging the (dis)advan-
tages and different power status that derive from multiple
dimensions of one’s social position (Willis and Porche 2006;
Hammell 2013; Wesp et al. 2018). This contributes to the
individual’s readiness to learn and act (Bernal 1993).

Intrapersonal awareness is about firstly being aware of
contradictions, oppressive relationships and structures
within professions and organisations (Giddings 2005), and
secondly potential clashes and conflicts of different beliefs,
norms and behaviours as a result of cultural diversity
(Leininger 2002). A lack of such awareness may lead to cul-
tural imposition, where one imposes their values upon
others (Campinha-Bacote 2002). This usually leads to dis-
empowerment, vulnerability and inequities among margin-
alised cultural groups (Koskinen et al. 2012; Almutairi et al.
2015). Intrapersonal awareness is also about self-care and
nurturing an attitude towards self that allows one to “let
go” of trying to please others from the mainstream cultures
and follow the rules they set. Instead, the recommendation
is that one should focus on their own needs and those of
marginalised groups (Giddings 2005; Wesp et al. 2018).

Awareness at the interpersonal level means to be aware
of the cultural differences associated with different norms,
values, practices, behaviours, religions and languages
(Seeleman et al. 2009; Almutairi et al. 2015). Clinically this
can be the awareness of the differences in biocultural

ecology, high-risk behaviours, nutrition/diet, pregnancy and
childbearing practices, death rituals, spirituality (Purnell
2000), as well as disease prevalence, incidence and treat-
ment efficacy in different populations (Brach and Fraser
2000; Campinha-Bacote 2002; Betancourt et al. 2003).
Increased awareness can reduce intercultural uncertainty
(Ahn 2017) and increase professionals’ satisfaction at work
(Castillo and Guo 2011).

Systemic/organisational awareness is to be aware of the
institutional and social norms and structures that are his-
torically and temporally shaped by a given society. They
govern the healthcare system, the constitution of biomedi-
cine, and the culture of healthcare academics (Leininger
2002; Hernandez et al. 2009; Soul�e 2014). From a critical
theory point of view, these norms and structures naturally
deprive certain communities of the equal opportunity to
participate in social activities, including accessing health-
care, as a result of power asymmetry caused by social
determinants, such as class, racialisation, gender, geo-
graphic location and poverty (Clingerman 2011; Almutairi
et al. 2015).

Cultural awareness cannot be static. Culturally compe-
tent healthcare professionals should be aware of the fluid
nature of culture and its dynamic process, and acknow-
ledge the danger of having fixed and rigid views of other
cultures, which often results in inappropriate stereotypes
and false assumptions (Almutairi et al. 2015). Such aware-
ness can motivate healthcare professionals to seek positive
actions to break and transfer the unsatisfactory status quo
(Clingerman 2011; Zahiruddin et al. 2020).

Figure 2. The ACT Cultural Model.
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Knowledge and sensitivity
Obtaining knowledge is a critical means of developing
awareness. Soul�e (2014) characterises awareness as a con-
tinuum of conscious knowledge and discernment of self,
others, and systems. The more one knows, the more they
are aware of the potential collisions between different cul-
tures and the need for change. In return, the accumulative
growth of knowledge can sensitise one’s awareness and
contribute to their sensitivity towards differences and social
justice issues for vulnerable groups (Clingerman 2011;
Koskinen et al. 2012). Cultural sensitivity in a way is a
heightened awareness that leads to openness to learning,
which will in turn improve knowledge (Kim-Godwin et al.
2001). To acquire knowledge, one needs to have empathy,
sensitivity and an appropriate knowledge base (Hart et al.
2003; Koskinen et al. 2012).

The review shows that the lack of knowledge is a barrier
to providing competent cultural care (Wang et al. 2022).
Knowledge here can be defined into two categories, cul-
tural knowledge and critical knowledge. Cultural knowledge
is the understanding of the worldview of others but also of
the epidemiological, biological and psychological aspects
of colleagues, patients and families (Campinha-Bacote
2002; Hart et al. 2003). It also includes knowledge of the
healthcare system, such as understanding the healthcare
management systems and available resources to address
cultural issues (Betancourt et al. 2003). Static cultural know-
ledge may be useful to guide healthcare professionals to
approach a familiar encounter, but when applied without
caution, it can lead to stereotyping of certain cultural
groups, which usually impedes good practice (Kim-Godwin
et al. 2001; Wesp et al. 2018).

Critical knowledge recognises knowledge as an active
process, through which it is constructed and reconstructed
over time and space. Prior knowledge is questioned, and
new knowledge gets integrated into a dialectical relation-
ship between reflection and action. This process not only
renews knowledge but also transforms ways of thinking
(Nastasi et al. 2015; Garneau 2016), which pushes the
boundaries and limitations of marginalised social groups.
Therefore, a culturally competent healthcare professional
should be one who can reconceptualise culture and the
notion of cultural knowledge, which includes the specific
knowledge of communication challenges and knowledge
of cultural skills (Almutairi et al. 2015; Ojo et al. 2020).

Connect relations

In addition to activating consciousness, the ACT cultural
model denotes that culturally competent care can only be
achieved when all stakeholders are connected. Our review
reveals three relations to be connected – personal connect-
ivity, community connectivity, and interprofessional
connectivity.

Personal connectivity
At the personal level, culturally competent healthcare pro-
fessionals should connect among themselves, with patients
and their families to make sure the care provision is
patient- and family-centred (Brach and Fraser 2000; Moore
et al. 2015; Nastasi et al. 2015; Olaussen and Renzaho 2016;

Broughten et al. 2021). Treatment goals should be set tak-
ing into account the perspectives of each of the healthcare
team, the patient, their family and significant others
(Nguyen and Baptiste 2015; Dijkman et al. 2017; L�opez
et al. 2020). Family should be not only the immediate
nuclear family but also extended kinships (Airhihenbuwa
1990). This is crucial when dealing with long-term condi-
tions and dealing with community health services in
general.

Community connectivity
The involvement of community members is critical
(Airhihenbuwa 1990). Members should include community
healthcare professionals, healers, and spiritual leaders
(Carnegie et al. 2017). They can contribute to assessing
unmet health needs in the community and be a part of
health program planning, implementation, and continuous
formal and informal evaluation (Airhihenbuwa 1990; Bernal
1993; Carnegie et al. 2017). Such connectivity empowers
the community to help healthcare professionals overcome
structural barriers that cause health inequality (Shattuck
et al. 2020). The community members also provide support
in patient care, which could be preferred by the patients
(Carnegie et al. 2017). Close collaboration with the commu-
nity may make healthcare professionals more aware of dif-
ferent worldviews (Garneau 2016) and increase their
empathy and compassion, which may lead to health policy
changes (Leininger 2002; Clingerman 2011). However, the
caveat is that interacting with just some members of a
community group does not make one an expert on this
cultural group, nor is it effective for the development of
cultural competence (Campinha-Bacote 2002). Instead, it
may lead to false confidence, which should be avoided.

Achieving such connectivity requires skilled negotiation
(Teal and Street 2009) and reciprocal collaboration, which
seeks to establish relational synergy; that is to seek “new,
mutually respectful and beneficial connections” between
the community and the health system (Rich et al. 2010,
p. 59). Cultural consultants, who have established relation-
ships with healthcare professionals, can be identified from
the community (Owiti et al. 2014).

Interprofessional connectivity
The interprofessional working of healthcare team members
is key to achieving equitable and culturally competent care
(Dijkman et al. 2017; Broughten et al. 2021). Andrews and
Boyle (2019, p. 326) define interprofessional working as
“multiple health workers from different professional back-
grounds working together with patients, families, care-
givers, and communities to deliver the highest quality of
care”. Interprofessional connectivity is in essence a partner-
ship that includes all involved healthcare professionals
working together to deliver patient or family-centred care
(Mahoney et al. 2006; Lor et al. 2016; Dijkman et al. 2017;
Andrews and Boyle 2019). Such partnership requires mul-
tiple disciplines to work together as a synergistic team
drawing on their strengths, to comprehensively address
patient and family healthcare needs (Mahoney et al. 2006;
Andrews and Boyle 2019). In this process, mutual trust and
an appreciation of each team member’s role are central to
effective interprofessional collaboration (Andrews and
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Boyle 2019). This means that healthcare professionals need
to recognise their scope of practice and experiences and
have a clear understanding of and appreciation for other
members’ capacity to contribute to the delivery of care
(Mahoney et al. 2006; Andrews and Boyle 2019). Effective
communication among members is critical for optimal
teamwork, which is the foundation for effective transcul-
tural care (Lor et al. 2016; Dijkman et al. 2017).

The Andrews/Boyle Transcultural Interprofessional
Practice (TIP) model also highlights the importance of a sys-
tematic, scientific problem-solving process, which can guide
interprofessional team members in determining what deci-
sions, actions and interventions are needed to achieve opti-
mal patient care (Andrews and Boyle 2019). In our view,
research-informed and evidence-based interprofessional
collaboration, as a means to facilitate collaborative problem-
solving, forms a unique approach to interprofessional work-
ing. This approach is congruent with the patient or service
users’ cultural needs and personal preferences and has the
potential to inform innovation in policies and practices
(Willis and Porche 2006; Andrews and Boyle 2019).

Higher-level interprofessional connectivity is required to
achieve structural cultural change. This involves policy-mak-
ers, planners, and practitioners (Rich et al. 2010), who can
recognise and minimise power differences and promote
respect for others as well as self (Foronda 2020). High-level
connectivity leads to positive changes because healthcare
professionals and patients would become more open
(which leads to changing attitudes), better informed and
equipped (which leads to changing the knowledge system),
and more effective (which leads to changing skills) in deal-
ing with challenges arising from cultural diversity.
Therefore, both patients and professionals will become
more empowered as they have increased ability and confi-
dence to act in challenging situations (Almutairi et al.
2015), enabling them to promote culturally responsive pol-
icy, planning, and service delivery more collaboratively and
effectively (Rich et al. 2010).

Transform into true cultural care

The last part of the ACT cultural model is to understand
existing barriers and transform practice into true cultural
care. The major barrier to culturally competent care is the
structural barrier caused by disadvantage as a consequence
of marginalisation and the lack of social justice (Michael
2016). Therefore, transformation into true cultural care has
to reinstate social justice at the systemic level so that
healthcare professionals and the healthcare system can
adapt based on the understanding of the patterns of disad-
vantages encountered by minority groups (Betancourt
et al. 2003). The studies we reviewed illustrate the cultural
strategies, skills and commitments that can transform acti-
vated consciousness, and connected relations into true cul-
turally competent care.

Empowerment strategies
Critical empowerment is a strategy whereby individual pro-
fessionals enact their agency to go beyond merely recognis-
ing cultural differences, to also address power imbalance
operating within the social, historical and political contexts

(Almutairi et al. 2015; Wesp et al. 2018). The key to this is to
evaluate and avoid the disempowerment of individual pro-
fessionals because of their gender, economic circumstances,
cultural perspectives, geographic location or institutional
racism in their working environment (Almutairi et al. 2015).
With more agency, healthcare professionals have a better
chance to work, in a collective force, towards increasing the
diversity of the organisation’s leadership and the workforce
that can represent their patient population (Betancourt et al.
2003; Castillo and Guo 2011). This can subsequently incur
changes in the administrative and organisational proce-
dures, such as decisions on clinic locations, hours of oper-
ation, network membership, physical environments, and
written materials, as they affect patients’ access to care and
utilisation of services (Brach and Fraser 2000).

Cultural skills
Cultural skills refer to the mastery of good practices in
care provision, interaction, communication, decision mak-
ing, and policy making. Our review also identifies other
skills that are less discussed in established cultural compe-
tence models. Owiti and colleagues (2014) designed a
new model called “cultural consultation services”, involv-
ing a set of cultural skills applied in ethnographic inter-
viewing that can be mastered by healthcare professionals
through working alongside healthcare researchers. These
skills lead to a clinical cultural formulation, which is the
process whereby healthcare professionals learn and con-
textualise patients’ culturally laden illness experiences and
help-seeking behaviour to make a holistic assessment of
the patients. Such a cultural consultation approach,
informed by research, leads to improvement in patient
engagement with care and establishes a therapeutically
effective relationship, which is echoed by Gustafson
(2005) and L�opez et al. (2020). Cultural formulation helps
healthcare professionals to gain clinical skills as part of
their cultural competence development. In return, higher
cultural competence allows them to reconfigure the diag-
nosis and treatment plans for patients and cultivate cul-
turally safe environments that respect each patient’s
unique identity (Zahiruddin et al. 2020).

Cultural communication is widely mentioned as one of
the cultural skills in the reviewed literature. To ensure that
intended meanings are conveyed appropriately, healthcare
professionals need to develop skills in understanding and
utilising different communication styles (Castillo and Guo
2011), using multiple methods (Moore et al. 2015) and pro-
viding information to patients who speak different lan-
guages (Brach and Fraser 2000; Carnegie et al. 2017). The
skills to work with a trained interpreter are crucial as they
can promote effective communication with patients and
their communities (Brach and Fraser 2000; Campinha-
Bacote 2002; Andrews and Boyle 2019).

Other meta-cultural skills are identified, which include
the ability to conduct systematic cultural assessments of
beliefs, values and practices of individuals, groups and
communities the healthcare system is serving (Leininger
2002; Koskinen et al. 2012; Peterson et al. 2017). These
assessments should reflect the cultural complexity of
healthcare practices (Purnell 2000; Wikberg and Eriksson
2008; Peterson et al. 2017), healthcare professionals or
patients’ divergent expectations and goals (Owiti et al.
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2014) and transitions during the healthcare journey
(Nguyen and Baptiste 2015).

Professional commitment
True cultural care relies on committed healthcare professio-
nals to internalise holistic cultural competence as part of
their professional identity. Professionals need to be com-
mitted to adhering to ethical standards and professional
regulations (Dijkman et al. 2017). On a daily basis, they are
committed to best practices through continuous reflection
on their actions and creatively and meaningfully improving
and innovating such practices in response to ever-evolving
cultural diversity (Seeleman et al. 2009; Janzen et al. 2010;
Nastasi et al. 2015; Dijkman et al. 2017). The key to reflec-
tion is the ability of critical thinking, which fosters compas-
sion to inspire and solidify the commitment to the
transformation of cultural care (Westerholm 2009; Shattuck
et al. 2020). Over time, reflective healthcare professionals,
who are also critical thinkers, can achieve a deeper aware-
ness of themselves and expand their frame of reference to
examine their own biases and prejudices (Hart et al. 2003;
Clingerman 2011; Garneau 2016; Foronda 2020; Zahiruddin
et al. 2020). Such commitment nurtures the growth of cul-
tural desire (Campinha-Bacote 2002), which in return
encourages a lifelong self-evaluation and self-critique,
through which healthcare professionals can redress the
power imbalances in patient-professional dynamics and
develop partnerships for advocacy (Foronda 2020).
Individual healthcare professionals should also be commit-
ted to developing their scholarship to learn to utilise evi-
dence-based research to expand professional expertise and
support the innovation and transformation of care (Willis
and Porche 2006; Dijkman et al. 2017).

In addition, professional commitment needs to go
beyond the individual level to the systemic and structural
level. Structural competency is restricted by ingrained sys-
temic barriers (Owiti et al. 2014), including discriminatory
attitudes, or less inclusive organisational structures and pol-
icies (Giddings 2005; Garneau 2016; Di Stefano et al. 2019).
Supporting transformation in patient-centred care requires
commitment from healthcare professionals to adopt a crit-
ical approach to challenge societal norms and inequalities
in the health system (Hart et al. 2003), as well as commit-
ment from leadership to enact strategies and interventions
for structural change (Gertner et al. 2010). A long-term
commitment to the innovative reconstruction of healthcare
systems is required (Janzen et al. 2010; Foronda 2020).
Advocacy for change requires a professional commitment
to develop community and professional partnerships and
to utilise the resources available within these partnerships
(Di Stefano et al. 2019; Shattuck et al. 2020). Professional
commitment needs to recognise and understand the inter-
connectivity of components of the ACT model, such as
awareness, knowledge, skills and resources, and apply
these to empower system-wide transformation to true cul-
ture care.

Discussion

Overall, the findings of this review reveal the complexity of
defining, developing, and enacting culturally appropriate

care. All the papers included in this review presented vari-
able conceptualisations, theories, or models of cultural com-
petence, with only a minority of articles including an
underlying theoretical perspective that drives their under-
standing of cultural competence. The three primary themes
of competences, roles and identities and structural compe-
tency inhabit themselves within three interconnected and
mutually synergistic domains: namely the intrapersonal
(individual level), interpersonal (team or community level)
and the institutional (organisational or systems level).
Definitions of cultural competence included in this review
vary in their focus regarding these domains and the findings
of our review reveal a more expansive definition is required
that accounts for the coactive and reciprocal relationship
between them in enacting and transforming cultural care.
The ACT transformative cultural model, developed based on
the authors’ collective interpretation and synthesis of the
findings, demonstrates the intricacies involved in teaching
this subject, developing cultural competence in one’s pro-
fessional identity and the challenges in enacting meaningful
systemic changes. Cultural competence is not confined to
individual actions but rather, is situated within a historical
and ever-changing context that is influenced by the rela-
tionships one has with others and the systems within which
we operate. It necessitates the ability to deconstruct com-
monly held premises and foundations of healthcare; disman-
tling systems of categorisation, exclusionary practices of
“othering” and labelling of social spaces and people.

Collectively the first part of the ACT model, “activating
consciousness”, denotes the importance of developing
one’s awareness, demonstrating sensitivity and acquiring
knowledge of self, others and the systems in which they
operate. This habitual practice contributes to one’s sense of
professional identity which should not be perceived as dif-
ferent parts additive to one another or as (solely) the pre-
scribed protected characteristics as outlined in the Equality
Act (2010), but rather infused, with certain parts becoming
more salient depending upon the encounter and the con-
text. This has been noted by a few authors who have cri-
tiqued the notion of intersectionality (Anderson and Collins
1992; West and Fenstermaker 1995; McCall 2005; Anderson
and McCormack 2010). For example, Anderson and Collins
(1992) highlighted the significance of “interlocking catego-
ries of experiences”, describing how one experiences the
intersection of one’s identities in different interactions.
Kessler and McKenna (1978, p.42) made prior note of this,
explaining how different social identities intersect with
each other, or to “abrade, inflame, amplify, twist, negate,
dampen or complement each other”. Some authors included
in this review have attempted to create graphical models
which distil one’s different and overlapping identities and
roles pertinent to cultural competence using Venn dia-
grams (Bernal 1993; Leininger 2002; Wesp et al. 2018),
demonstrating that one’s cultural identity cannot be
reduced to fixed social categories, but should be seen as
emergent, fluid and interconnected. This first part of the
ACT model also warrants further discussion on the context
in which cultural competence education is received, per-
ceived, and put into practice. In particular, the way cultural
information/knowledge regarding groups of individuals is
presented has been criticised by authors in this review as
stereotypical, reductionist and fixed, stipulating a discord
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between how culture is defined for a group of individuals
and how it is defined for an individual. Several papers in this
review highlighted how individuals’ experiences of assump-
tions made about their culture were incongruent with how
they defined their identity, reiterating the importance of con-
tinually questioning cultural information/knowledge and for
cultural information to be presented as both an individual
and shared notion. Supporting this research, studies stem-
ming from the Social Identity Theory (Tajfel and Turner 2004)
and Self-Categorisation Theory (Turner et al. 1987) have
documented the plethora of negative outcomes that arise
from solely focusing on social/cultural categorisation includ-
ing prejudice, stereotyping, outgroup homogeneity and in-
group favouritism (Fuller 2002; Vignoles and Moncaster
2007). Moreover, it is important to note that the notion of
“activating consciousness” is closely consistent with a term
frequently cited in cultural competence literature titled
“critical consciousness” (Kumagai and Lypson 2009; Azzopardi
and McNeill 2016). Critical consciousness has conceptual
roots in research concerning the critical theories of Paulo
Freire (Moraes 1992) and posits that one’s practice of self-
awareness and reflection does not exist in isolation but
rather in relationship to others in the world. These scholars
describe the development of critical consciousness as the
reflective awareness of the difference in power and privilege
and the inequalities that are embedded in social relation-
ships. This development of critical consciousness leads to
cognitive and affective changes, engaged discourse, collab-
orative problem solving and “re-humanisation of human
relationships” (Hurtado 2005; Kumagai and Lypson 2009). The
intrapersonal dimension in this review describes the internal
experience of how we see ourselves in relation to others as
well as the different ways one can categorise, position, and
align oneself with others. The findings demonstrate a strong
over-lap with the concept of critical consciousness and argu-
ably build upon this theory in a more tangible and action-
orientated manner.

Together, the second part of the ACT model,
“connecting relations”, incorporates the interpersonal rela-
tionships and attributes defined under “roles and identities”
and the importance of recognising the multi-faceted iden-
tity healthcare professionals embody and the acknowledg-
ment that their role extends beyond the consultation room
to encompass issues around advocacy and scholarship to
achieve meaningful culturally competent care. The dimen-
sions of personal, community and interprofessional con-
nectivity signify the relational and social aspects necessary
to achieve structural cultural change (e.g. capacity building
and leadership). These relationships or spheres of connect-
ivity can contribute to locally defined patterns of behaviour
that are based on inherited, written, or unwritten social
agreements, assumptions, and norms. Although often
unrecognised and unarticulated, the findings of our review
illuminate their importance in influencing one’s profes-
sional identity and subsequently systematic cultural practi-
ces. From the literature the prior conceptualisation of
professional identity as a single and distinct entity has
shifted to a dynamic conception of multiple identities situ-
ated in different clinical and social situations (Shotter and
Gergen 1994; Eisenberg 2001; Gergen and Davis 2012;
Goldie 2012). Frost and Regehr’s (2013) review of papers
exploring the discourses between standardisation

(describing the importance of uniformity, consistencies, and
commonalities among healthcare professionals) and diver-
sity (emphasising one’s unique, personal, and multiple
social identities) in one’s professional identity construction,
highlight the need for greater connection between the
intrapersonal and interpersonal domains. They concluded
that constructing one’s professional identity becomes chal-
lenging primarily due to the increasing diversity among
healthcare professionals. To effectively address this, faculty
and trainers must first invest in acknowledging that these
tensions between standardisation and diversity arise and
adopt a social constructivist understanding of identity.
These conclusions are arguably endorsed by the findings of
this review, in the recognition that cultural competence at
the intrapersonal, interpersonal and organisational/systemic
levels are not mutually exclusive, but rather interconnected
and subject to influence one another.

The last part of the ACT model, “transform to true cul-
tural care”, underpins the aspects highlighted in the theme
of structural competency and the acknowledgement of the
institutional factors at play (e.g. systematic barriers and
contextual influences). The notion of true cultural care
closely aligns with the well-defined concept of “patient-
centred care”, or “person-centred care” in advocating the
importance of acknowledging the patient as a person, cus-
tomised, individualised care and attention to the whole
person and their needs (Morgan and Yoder 2012). Similar
to cultural competence, although patient-centred care is
frequently used in the literature, ambiguity remains in its
meaning and how its principles are translated into practice.
Patient-centred care shares many of the same challenges
as cultural competence training/education in terms of
establishing a consistent definition, identifying best practi-
ces and addressing uncertainty over measures to assess
effectiveness. A review by Mead and Bower (2000) pro-
posed a conceptual framework that outlined the following
key dimensions: patient as a person, sharing power and
responsibility, therapeutic alliance and “doctor as a person”.
Whilst the dimension “doctor as a person” is included to
emphasise the influence of their attitude, personality, and
cultural background on the doctor-/healthcare professional-
patient relationship, it is unclear how this is acknowledged
and in what way it affects the clinical relationship. The find-
ings of this review hopefully alleviate this in conveying the
causal and influencing factors present at the intrapersona-
l/individual level (within the healthcare professional), the
interpersonal level (with patients and relations with others
more broadly) and the institutional level (in the creation of
social practices and norms) and the mobility required at
each level to enact meaningful cultural change.

Furthermore, drawing on critical theory, our review paid
special attention to problematising the status quo and seek-
ing methods for positive change during the iteration of inter-
pretation and synthesis of the reviewed articles. The ACT
model attempts to provide educational guidance to alleviate
disabling factors that lead to the lack of culturally appropri-
ate care and inequality in health and access to care.

Practical implications and recommendations

Activate consciousness requires cultural competence devel-
opment to begin with sensitising one’s own culture and
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behavioural patterns (intrapersonal awareness). Classroom-
based reflexive discussion may create a safe environment
for students to explore themselves and their positionality
in relation to others. The ACT model highlights the import-
ance of self-care and respect in learning. This approach
puts all students at the centre of education and, therefore,
makes it relevant to all and not just to the few who tend
to be from minoritised backgrounds. Even with a seemingly
homogeneous group of students, this approach can effect-
ively foreground the diversity of culture and behavioural
preferences and help students develop their cultural know-
ledge. The appreciation of one’s desire to be treated fairly
and respectfully will lead to their willingness to do the
same for others (interpersonal awareness). This can be fol-
lowed by skills training to discuss how to be fair and
respectful in social interactions. Awareness development
should allow students to recognise the limitations and frus-
trations of the structural barriers in society. The ACT model
suggests that the curriculum should not shy away from dis-
cussing contentious social-political issues and engage with
cultural change at the structural level (systemic/organisa-
tional awareness).

Knowledge is important but should be learned as a
dynamic entity constructed and reconstructed over time
and space. Prior cultural knowledge should be questioned,
and new knowledge generated and integrated into clinical
practice. To develop critical knowledge, the curriculum
should teach students knowledge of research skills so stu-
dents can participate in knowledge generation. At the
same time, it is crucial that educators also engage with
research themselves to ensure their teaching reflects the
evolving social challenges.

Connect relations requires a collaborative approach
involving all relevant stakeholders to contribute to different
aspects of students’ development. Development should go
beyond classrooms and into clinical placements, as well as
the local communities where healthcare services are pro-
vided. These opportunities will allow students to gain first-
hand cultural knowledge and build connections with other
professionals and people in the communities they will serve
in the future. Co-creating teaching with community advoca-
tes/leaders, and patient educators can empower them and
make teaching more relevant to the communities. However,
financial remunerations should be provided to pay for peo-
ple’s contributions to education. Only then can we make
sure the marginalised and vulnerable are able to participate.
To achieve systematic and sustainable learning, students
should be taught how to learn in these experiential con-
texts, including the skills to take care of themselves as well
as the vulnerable people they may encounter. Regular
reflexive sessions should be held with experienced educa-
tors to help students consolidate their experience.

Transform into true cultural care points out the need to
develop students’ empowerment strategies, cultural skills
and professional commitment. Students need to develop
the ability to critique current procedures, regulations, poli-
cies and laws. Scholarly/research modules, for instance, can
provide methodological training and allow students to
problematise care provision and interrogate health dispar-
ity. Cultural skills learning should be incorporated into clin-
ical simulations, reflexive discussions and clinical
placements (also see Liu & Li 2022). Our model particularly

highlights the value of clinical cultural formulation, which
suggests that skills teaching should incorporate transferra-
ble scientific methods. It points out that professional com-
mitment is key to sustainability but takes time to achieve.
A longitudinal curriculum is preferred over one-off sessions.
Teaching should be embedded at different stages of the
curriculum with increased integration of all ACT
components.

Informed by critical theory, the ACT model suggests that
researchers can use their research to advocate for the mar-
ginalised by transforming the existing social constructs and
empowering human beings (Madison 2011). Future
research should not only describe but also aim to eliminate
disabling factors to address inequality in healthcare.

Strengths, limitations and reflexivity

The results of this review provide clarity and a comprehen-
sive picture of existing literature around the debated terms
of cultural competence and diversity. Adopting the lens of
critical theory allowed the authors to generate actionable
themes that led to an improved understanding of the
social responsibilities of healthcare professionals in address-
ing healthcare inequalities. At the same time, we acknow-
ledge that the adoption of critical theory means that we
were more selective of actionable concepts or constructs
during the data extraction and synthesis. Putting more
weight on reflective assessment and critique means that
our review aims to provide theoretical guidance to initiate
positive changes and challenge power structures around
cultural competence. The results provide useful and prac-
tical points for healthcare professionals, educators and poli-
cymakers, and contribute to solving healthcare disparities
at the root cause.

One potential limitation of this review is the inclusion of
a number of opinion papers, the results of which were not
empirically tested. This decision was deemed appropriate
as these studies have contributed significantly to our con-
ceptualisation of cultural competence. This also points out
a general lack of empirical research in this field. Another
limitation of this review is that the majority of studies are
found in developed regions. This unavoidably limited our
global perspectives and the model’s international rele-
vance. Future reviews, with more resources for language
translation services, may extend the search to include pub-
lications in other languages and from other countries.
Lastly, the included studies in this review rarely discussed
the potential influences of wider political or socio-cultural
changes on the study. This limited incorporating the polit-
ical and socio-cultural influences specifically into our
methods.

The authors also reflected on the impact of the research
team on synthesising the findings. As a group of reviewers
from diverse subject fields, we found that each reviewer
had their specific focus during the data extraction and syn-
thesis. Therefore, calibration exercises were carried out to
ensure consistency during the review. A second reviewer
was assigned to cross-check all review stages to ensure
trustworthiness. Moreover, we believe the multidisciplinary
perspectives of the research team contributed to a more
nuanced understanding of the subject field.
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Conclusion

Definitional ambiguities around “cultural competence” have
existed for decades. Associating the word “competence” with
“culture” has triggered discussions throughout the literature
on the interpretation of what being competent in culture
means. The two terms appear at opposite ends of a spectrum,
with competence perceived as a term that is fixed, measurable
and specific and culture as a concept that is fluid, nuanced
and evolving; with obscurity about how these two different
notions become one concept. The findings of this research
and in particular the ACT model provide a way of operational-
ising the definition of cultural competence in terms of educa-
tional faculty development and training. Contrary to many
theoretical frameworks on cultural competence, the ACT cul-
tural model is action-orientated and transformative in its con-
ceptualisation and approach. Efforts to enhance culturally
competent care without the professional understanding of
oneself and the impact of the professionals’ relationships
with their colleagues (others) and the organisation have the
potential to exacerbate existing disparities in care and result
in a lower quality of care for all patients. Whilst the ACT
model warrants further research, it aims to provide concep-
tual clarity on how cultural competence can be educational
driven and enacted in practice; thereby ensuring health serv-
ices are aligned to meeting the needs of all patients.
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