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n family medicine we need heart, as well as content knowledge, to work with and apply the beauty
of patient-centred care.1 To recognize the beauty
of patient-centred care, every clinician must keep an
open mind, which includes remembering that patients
and their families can learn with us or be our teachers
and mentors regardless of their age, appearance, culture, or ethnicity.2-4 Thus, within our world of increasing cultural diversity, we must continue to build on the
work of the CanMEDS–Family Medicine5 and the Triple C
Competency-based Curriculum6 documents to develop
the knowledge, skills, and attitudes required for patientcentred care within a cultural context. Further efforts
should be focused on implementing objectives for culturally appropriate care, initiating strategies for integrating culturally appropriate care into the curriculum,
and developing faculty capable of addressing culturally
appropriate care at the local level.7

Defning the need
Why is there a need for patient-centred care within a
cultural context? Canada is well known throughout
the world for its cultural diversity and for providing an
environment that supports newcomers from different
cultures. These newcomers contribute to Canadian culture in many ways (eg, economically, culturally, through
innovation).
Providing culturally appropriate care means that
health care providers and the organizations for which
they work are sensitive to cultural differences and tailor
their approaches to meet the specifc needs of patients
and their families. 8 To do this, health care providers
need to better understand the many words that describe
culture and the effects of culture on the people that they
serve. As teachers, educators, and facilitators in family
medicine, we need to ensure that undergraduates, residents, and faculty members facilitate culturally appropriate, patient-centred care1 in all situations, not just ones
with which they are comfortable.
As the newcomer population in Canada continues to
grow, it is increasingly important that resident education about culturally appropriate care refects this changing demographic landscape.9 In the current context of
postgraduate education and training, competencies
around cultural sensitivity and the provision of culturally
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appropriate patient-centred care are listed under the
communicator role. 5 The newly developed Triple C
Competency-based Curriculum6 defnes and emphasizes
the importance of competence specifcally in developing patient-centred, trusting relationships with patients,
families, and communities. As part of the communicator role,5 the assessment of cultural competence has
begun to be developed within the theme of cultural and
age appropriateness (ie, adapting communication to
the individual patient for reasons such as culture, age,
and disability)7; however, Laughlin et al have gone on
to indicate that observable behaviour by colleagues has
yet to be developed and might be better assessed in the
context of communication with patients and families.7

Culturally appropriate care
Culture is defned as a set of similar ideas and practices
shared by a group of people about appropriate behaviour and values.8 Frequently, people who share these
basic cultural attributes tend to act, eat, and dress, as
well as think about life, in similar ways.10 Cultural awareness refers to the recognition that not all people are from
the same cultural background.10 It also refers to recognizing that people have different behaviour, values,
and approaches to life.10 Cultural sensitivity “begins with
recognition that there are differences between cultures.
These differences are refected in the ways that different
groups communicate and relate to one another, and they
carry over into interactions with health care providers.”11
Cultural competency is “a set of congruent behaviors,
attitudes, and policies that come together in a system,
agency, or among professionals that enables the system or professionals to work effectively in cross-cultural
situations.”12 It is a process and not an outcome.12 The
Nova Scotia Department of Health has identifed 8 activities related to cultural competence in which all primary
health care providers, regardless of their own cultural
backgrounds, should engage (Box 1).12

Refective practice
The Johari window model (Figure 1)13-15 is a tool that
can help us better understand how we communicate
with others. When it is applied to personal practice, it
provides a framework or context from which to refect
on interactions with patients. As a tool, it can be used
to clarify self-awareness and mutual understanding
Cet article se trouve aussi en français à la page 316.

VOL 60: APRIL • AVRIL 2014

| Canadian Family Physician



Le Médecin de famille canadien

313

Commentary
Box 1. Eight activities related to cultural competence
Nova Scotia Department of Health has identifed these 8
activities that primary health care providers should engage
in:
• Examine your own personal values, behaviour, beliefs, and
assumptions
• Recognize racism and the institutions and behaviour that
breed racism
• Engage in activities that help you to reframe your
thinking, allowing you to hear and understand other
worldviews and perspectives
• Familiarize yourself with core cultural elements of the
communities being served
• Engage patients and their families to share how their
reality is similar to, or different from, what you have
learned about their core cultural elements
• Learn, and engage patients and their families to share,
how they defne, name, and understand their disease and
its treatment
• Develop relationships of trust with patients, families, and
co-workers by interacting with openness, understanding,
and a willingness to hear different perceptions
• Create a welcoming environment that refects the diverse
communities being served
Data from Nova Scotia Department of Health.12

between individual members of a group and with members of other groups.
When taking a closer look at the 8 activities of cultural
competence of the Nova Scotia Department of Health
(Box 1)12 and the Johari window model, a theme evolves:
the need for refective practice. Practice advice and general principles related to refective practice have been
developed based on the 3-stage cycle of plan, do, and
review.16 The following are the general principles.16,17
• Know when and where reflective practice is appropriate. If we as clinicians do not frst identify areas of
insuffcient competence, it is not possible to take steps
to improve practice.
• Refect on the situation, the actions taken, and why.
This includes personal thoughts and feelings at the
time; biases, values, and assumptions; patients’ perspectives; and past experiences that might have led to
a specifc action or inaction.
• Seek out sources for feedback (eg, a literature review,
consultation with colleagues).
• Refect on lessons learned.
• Create an action plan to modify actions and improve
outcomes.
• Take action on an established plan and continue to
monitor change over time.
It is important to emphasize that effective refection
goes beyond simply thinking about a particular event
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Figure 1. Johari window model
Known to self

Unknown to self

Known
to others

Open or
public

Blind or
unaware

Unknown
to others

Hidden

Unknown or
unconscious

Adapted from Luft and Ingham,13 Luft,14 and Verklan.15

or circumstance to creating an action plan designed to
result in the desired change. It also includes monitoring
the action plan over time. Thus, a clinician who engages
in refective practice will be able to recognize areas in
practice, teaching, or research that require improvement.
Here we present a case for refective practice.
I went to visit Mr A. in hospital to see how he and his
wife were doing, as they have 2 young children to care
for. I always thought of Mr A. as a jolly man, but seeing
him lying in a hospital bed crying in pain did not match
with the person that I knew. His wife and another family
member were at his side. He had been assessed by the
attending physician and was told that he had a low pain
tolerance and that it was probably just “muscle pain.”
Mr A. had expected the attending physician to order
some medication to relieve the pain, get him to stand up,
and send him home as soon as possible.
Mr A.’s wife, a strong, enthusiastic, and well educated woman, sat tearfully beside her husband’s bed. On
further discussion, I learned that Mr A., who continued
to cry in agony from the pain, had not been invited or
asked to tell his story by the attending physician, which
would have allowed Mr A. to elaborate on his history
and the reasons he had presented for care. The attending physician did not make eye contact with Mr A.’s
wife and did not speak to her—actions that might have
helped to provide a better understanding of Mr A.’s
condition.
While chatting with the patient in the next bed,
Mr A. and his wife learned that he and his family were
very impressed with the care provided by the attending
physician; how the physician had made sure that the
patient and the family clearly understood the diagnosis;
and how he had explained to them about what would
happen next.
Mr A. and his wife were surprised at how different
that same attending physician was in communicating
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and engaging with that patient and his family about the
disease process and prognosis; how differently the same
physician provided care to both patients.

The following questions arise from the case presented.
• Was the physician aware that he treated these 2
patients and their families differently?
• What might be some of the reasons that the physician
treated these 2 patients and their families differently?
• If the physician and Mr A. were from different cultures,
was the physician uncomfortable treating patients and
their families who were from a different culture?
• Did the physician’s cultural background or ethnicity
affect patient-centred care?

Conclusion
Although scenarios such as the one above should be
avoided, they are not uncommon. Thus, that cultural
competencies are addressed in foundational documents5,6 is promising; however, work in the areas of
implementation and faculty development will be necessary to ensure that the beauty of applying patientcentred care within a cultural context is integrated into
daily practice.
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