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Rethinking Cultural Communication Competence in the Medical Interview: Negotiating Cultural Mismatches between Physicians and Patients

In the health care setting, medical interactions require effective communication between health care providers and patients. The achievement of effective communication, however, is complicated by a variety of situational factors including cultural issues. In an effort to prescribe approaches for reaching effective communication, some scholars have debated how communication competence should be defined (Campinha-Bacota, 2002; Gibson & Zhong, 2005). Other scholars have specifically raised questions about how issues of culture factor into the notion of communication competence (Dinges & Baldwin, 1996; Witte & Morrison, 1995). However, extant literature has failed to yield consensus on a definition of cultural competence. Thus, understanding and defining cultural communication competence in a health care context is a necessary requisite for improving the training of health care providers as well as educating patients and their families. Toward that end, the present paper will first explore the intersection of culture and health. Next, this paper proposes a definition of cultural competence by discussing the aspects of effective communication that occur within inherently intercultural health encounters (Pachter, 1994; Rao, 2006) between physicians and patients. Importantly, the proposed definition builds upon and expands previous literature by accounting for cultural mismatches that occur when physicians are perceived, by patients from the mainstream culture, as being from a non-dominant culture. Next, empirical studies and theoretical literature are reviewed to test the proposed definition of cultural competence. Finally, implications for medical training and education are discussed and future lines of research are suggested.
The purpose of the present paper is to explore how doctors and patients negotiate cultural mismatches in the medical interview. Specifically, situations in which physicians from different cultural backgrounds interact with patients from mainstream American culture constitute the subject of concern. Unfortunately, much of the extant literature concerning the relationship of health care and culture involves situations in which physicians from mainstream American culture interact with patients from different cultural backgrounds (e.g., Cooper-Patrick et al., 1999; Witte & Morrison, 1995). Although this line of research is valuable and demonstrates the need for medical professionals to develop intercultural communication competence, less attention has been devoted to situations in which the cultural backgrounds of the doctor and patients are reversed. Yet, there is a need to study circumstances in which physicians from different cultural backgrounds interact with patients from mainstream American culture. 
How do doctors navigate cultural differences, real or perceived, between themselves and mainstream American patients of Caucasian descent? For instance, if the physician is of Filipino/a descent and the patient is an American of Caucasian descent, it is likely that the American patient will perceive the physician to have different cultural and, perhaps, health beliefs than himself or herself. In situations such as this, the physician might find herself or himself answering questions about his or her cultural background posed by the patient. In this instance, then, the physician represents the Western medical perspective but finds herself or himself answering questions that may seemingly have little to do with the medical encounter. Thus, as opposed to the data reported in extant literature addressing how physicians adapt to the cultural background and health beliefs of their patients, the present paper seeks to explain how patients must adapt to the cultural background of their physicians. Several questions will guide the construction of a new definition of cultural communication competence. How do doctors negotiate these interactions? What unique problems must physicians deal with in these encounters? How do physicians overcome the cultural misconceptions of their patients? 

The Intersection of Culture and Health

Prior to defining the concept of cultural competence within a health care context it is imperative to critically examine the medical setting itself. Specifically, health care encounters among physicians as well as other health care providers and patients and their families constitute a unique communication phenomenon. Part of the reason why such encounters are unique is due to the cultural elements at play in the medical setting. Of course, when physicians and patients come from different cultural backgrounds, the role of intercultural communication is obvious. Importantly, though, most literature has explored situations in which patients from non-dominant cultures encounter physicians from the dominant culture (e.g., Cooper-Patrick et al., 1999; Witte & Morrison, 1995). In other words, health communication and culture literature typically assumes the non-dominant culture is represented by the patient, not the doctor. Thus, exploration of situations in which physicians represent the non-dominant culture and their patients belong to the dominant culture is warranted. 
In addition to the cultural backgrounds represented by physicians and patients, there is the more inherent notion that these roles represent different cultures in and of themselves. In fact, there are always two cultures in the medical encounter (Pachter, 1994; Rao, 2006). For instance, if both the physician and the patient belong to the same culture outside of the medical setting, that does not make them cultural equals within the context of the medical encounter. As Rao (2006) argued, “the interaction between a physician and patient is inherently an intercultural encounter even when the two parties perceive they are from the same culture” (p. 309). He concluded that “since there are at least two people involved in a physician-patient communication, there are at least two cultural perspectives interacting in their communication” (p. 316). Medicine itself could be considered a culture to which physicians belong, since doctors subscribe to the beliefs and values of the particular type of medicine they practice. Likewise, the role of the patient represents a second culture that is present in the health care setting. Thus, medical encounters are always situations involving intercultural communication.

Importantly, any discussion of cultural competence must resolve the difference between cultural competence and intercultural competence. Specifically, cultural competence could be interpreted as competence within one’s own culture, while intercultural competence could refer to competence when communicating between cultures. For the purposes of the definition advanced here, it should be acknowledged that both dimensions of competence exist within the health care context. Not only must physicians and patients become culturally competent, or able to communicate well within their own cultures, but they also must become interculturally competent, or capable of communicating with cultures other than their own. In sum, then, the idea of communication competence within medical settings should conflate cultural and intercultural competence when applicable.
Proposed Definition of Cultural Competence
Like most definitions of complex variables, the concept of cultural competence has generated a great deal of discussion and research. Unfortunately, however, no consensus has emerged within the literature with regard to defining cultural competence. Thus, this paper advances a new definition of cultural competence that is specifically sensitive to a communication perspective within health care contexts. As opposed to reviewing extant literature first, this paper will propose a new definition of cultural competence upfront and then use a review of relevant literature to test the validity of the proposed definition. The ultimate objective behind advancing a new definition of cultural communication competence is to span new ways of thinking about how physicians are trained and patients are educated to communicate competently in culturally diverse encounters.
Cultural competence within a health care setting should be defined as the process whereby communicational partners employ both cultural and intercultural communication skills to successfully negotiate culturally influenced meanings of health in a reciprocal and dynamic interaction. This definition incorporates three important claims about the nature of cultural competence that shall be explained in turn. Underlying these claims are implicit assumptions about the related variables involved in the process of cultural competence.
First, the idea of reciprocity means that the communicational partners, who often consist of physician and patient, but also typically include other health care providers and family members of the patient, engage in an exchange. Importantly, reciprocity necessitates that one cannot be interculturally competent absent the presence of another. More specifically, reciprocity means that cultural competence is a bi-directional relationship that is achieved only when the interactants are able to respond competently in kind. In other words, communicators in a medical encounter should adapt to their audience or communicational partner. The idea of adaptation recognizes that interactants need to attempt to alter their communication patterns and content of their messages to fit with the frame of reference of the other. Failure to adapt to one’s communication partner would, thus, represent incompetence. Although the notion of reciprocity might seem rather obvious, it is far too easy for medical professionals and patients to bypass each other with meaning out of a sense that they are acting in the best interests of themselves or the other party. Thus, recognition of the reciprocity of communication may not come naturally to interactants involved in a medical encounter.
Second, competence is not an individual trait that a person either holds or does not hold; it is dynamic and, therefore, subject to change. Intercultural competence must be achieved through interaction with others. In fact, one’s intercultural communication competence is constantly tested as one encounters each new interaction. Thus, it is not something that should be considered a permanent trait; communicators can lose competence as well as achieve it. It is meaningless to label communicators as intrinsically, or permanently, competent or incompetent. For instance, intercultural communication competence may vary from one cultural interaction to another. More specifically, a physician might achieve cultural competence in one medical encounter, yet turn around in the next encounter and embody cultural incompetence. For some individuals, cultural competence might come easier or more naturally in certain situations or in communication with particular individuals, than it does in others. The dynamic nature of the interaction also allows for the development of the doctor-patient relationship over time. Some scholars have argued for more relational talk in the initial medical interview (du Pre, 2002). But, why is open and personal talk desired in the first communication encounter between a doctor and patient? Do some people prefer to open up and increase levels of personal talk as the number of visits increase? Surely, we must recognize that different individuals with develop relationships with relational partners in various ways. Thus, relationships between medical professionals and patients ought to be regarded as dynamic process that constantly evolves with each new encounter.
Third, the idea of negotiating culturally influenced meanings recognizes that rather than reaching a shared understanding or meaning of health, the interactants are more likely to negotiate through a give-and-take process that affords each participant the opportunity to derive meaning from the medical encounter that is influenced by his or her own cultural background. That cultural background might actually represent a particular cultural belief and value system that is common to a particular group of people, such as the Hmong (Fadiman, 1997; Witte & Morrison, 1995). Or, the various cultural backgrounds represented in a medical encounter between communicational partners could simply be the culture of medicine versus the role of the patient (Pachter, 1994; Rao, 2006). Regardless, though, communicators in the medical visit cannot leave their culture behind; thus, they derive meaning from the encounter based upon the culture to which they belong. In other words, it would be inaccurate to assume that participants could bracket their cultural beliefs and values, set them aside, and discuss medicine in a vacuum devoid of pre-conceived ideals. Recall also that the medical visit necessarily involves both cultural competence and intercultural competence. So, interactants must attempt to master an understanding and awareness of both their own culture and at least a partial understanding and awareness of the other’s culture.
Review of Relevant Literature

By reviewing relevant literature on the topic of cultural communication competence and comparing that literature to the proposed definition, the validity of the proposed definition can be tested. Thus, empirical studies and theoretical literature concerning cultural competence are examined in comparison to the present definition.
Cultural Differences

Initially, one implicit assumption underlying the proposed definition is that cultures differ. This assumption is supported by extant literature that has suggested a great deal of diversity exists both within and among cultures (Samovar & Porter, 2001). Because various cultures hold different views of the self, either independent or interdependent, it may be impossible to make generalizations about all cultures (Markus & Kitayama, 1991). Thus, to become culturally competent, one cannot simply study and understand a culture in a broad sense; but, unique differences within a particular culture must also be appreciated. Furthermore, an appreciation should be developed for the possibility that each individual within a given culture may differ in regard to beliefs, values, and attitudes. Cultures are not monolithic and not all members of a given culture can be said to be identical. For instance, Montgomery (2006) explained that physicians eventually learn that each patient should be viewed as an uncertain individual case incapable of being generalized. Although she was referring to the unique medical qualities of a particular patient’s case, it is not difficult to also imagine that such an appreciation ought to be extended to the cultural variability among patients. At the same time, however, communicators should recognize that culture functions in an important way that influences how individuals construct meaning. For example, one’s interpretation and evaluation of stimuli is directly influenced by one’s culture (Samovar & Porter, 2001). Thus, culture influences how we interpret and evaluate incoming stimuli, such as messages. But, that does not mean that all members of a given culture will arrive at a similar interpretation or evaluation of the message. Variance exists both within and between cultural groups.
Cultural differences inevitably cause us to initially resist the idea of intercultural sensitivity. According to the Developmental Model of Intercultural Sensitivity (DMIS), individuals begin with ethnocentric stances. Ethnocentrism refers to the belief that one’s own culture is superior to the culture of others. Thus, individuals judge other cultures on the basis of their own culture. Unfortunately, according to M. J. Bennett (1993) “intercultural sensitivity is not natural” (p. 21). However, he suggested that intercultural communication training and education are viable approaches to changing this “natural” behavior. More specifically, he posited that individuals move through stages of ethnocentrism to stages of ethnorelativism in a developmental model. Ethnorelativism refers to the experience of one’s own culture in the context of the culture of others (M. J. Bennett, 1993). For a Western physician who may be perceived as a cultural “other” by patients from the mainstream culture, for example, “conflicts between two cultural voices competing for attention with oneself” (J. M. Bennett, 1993, p. 112) may arise. According to J. M. Bennett (1993), these individuals would experience cultural marginality. Importantly, though, she argued that cultural marginality can be negotiated through intercultural training. In sum, then, intercultural sensitivity must be learned. While experience may lead to intercultural sensitivity, we must also recognize the role that training and education may play in acquiring intercultural sensitivity. Not only is the proposed definition consistent with the premises of the DMIS, but the new definition would support the idea of training and education as a means of accelerating the learning curve of communicators’ intercultural sensitivity. Thus, an important implication of accepting the proposed definition entails rethinking how medical professionals as well as their patients are trained and educated about cultural issues.
Power in the Medical Encounter


Within the medical encounter, the process of negotiation operates within particular power structures. For example, Turner (1995) argued that medicine is a form of social control, subtle and otherwise. Thus, the physician is inherently negotiating from a position, or culture, that occupies greater power in the medical encounter. Moreover, medical decision-making reproduces ideological hegemony by subordinating the patient’s lay knowledge to the scientific expertise of the physician (Geist & Dreyer, 1993). Thus, the ideology of medical care may restrict dialogue between patients and physicians. More specifically, some patients may enact a passive role, due in part to the unequal power relationship between physicians and patients, which results lack of awareness of alternatives (Roter, 2000). In addition to this power discrepancy between physicians and patients, cultural differences may have a multiplier effect in expanded power differentials. If, for instance, the patient faces a dual power imbalance due to both their cultural identity as well as their role as a patient, then all of the hegemony in the medical encounter would rest with the physician. If, on the other hand, the physician belongs to a culture that is different from the mainstream culture, then the power imbalance might be different in the medical encounter. Unfortunately, however, extant literature has failed to examine such circumstances. Thus, the proposed definition seems to provide a mechanism through which to build upon and expand current research by further problematizing power imbalances in culturally diverse encounters.

One solution to power imbalances within a health care setting involves a shift in the approach taken by the physician. Indeed, Roter (2000) argued that “physicians have a responsibility and obligation to help patients assume an authentic and responsible role in the medical dialogue and in decision making” (p. 8). Roter found that participatory models were associated with higher levels of patient and physician satisfaction as well as more positive health outcomes. She posited that balancing the power between physicians and patients would lead to better communication. Thus, a shift in the present balance of power is warranted. Importantly, however, Roter appears to operate from the assumption that the physician belongs to the mainstream or dominant culture, thus begging the question of how a participatory model would be enacted if the cultural identities of the physician and patient were reversed such that the physician was in the non-dominant cultural position. 

Negotiating Meaning


Within these power structures, meaning is negotiated by both the medical professional and the patient. More specifically, meaning is negotiated in several ways within the health care context. For instance, one study by Cegala, Gade, Broz, and McClure (2004) found that what physicians and patients value and perceive to be important at any given moment is not necessarily the same for both parties. More specifically, they discovered little evidence that physicians and patients share similar judgments about the communication competence of patients. However, physicians and patients did agree that communication competence behaviors should include categories of competence in information provision, information seeking, and preparedness. The results of this study tend to support the concept of culturally negotiated meaning included within the proposed definition.

Another study by Pachter (1994) cautioned that “physicians and patients often hold discrepant models of health and illness that may affect the effectiveness of communication during the clinical visit” (p. 690). She further argued that “most clinical encounters can be analyzed as an interaction between two cultures—the ‘culture’ of medicine and the ‘culture’ of patients” (p. 690). Thus, she advocated culturally sensitive health care, which includes awareness of intragroup differences, respect for beliefs, attitudes, and cultural lifestyles, flexibility, knowledge, inquiry, and nonjudgmental acceptance of folk illness beliefs. Because many patients hold cultural beliefs about illness that lie outside of the biomedical model, physicians should recognize such constructed meanings for illness (Pachter, 1994). However, since Pachter approaches the idea of an intercultural encounter from the standpoint of the physician being in the culturally dominant role, the proposed definition offers a means of expanding her basic premise to include situations in which the physician has a non-dominant cultural identity.

Finally, it should be recalled that competence and the negotiation of meaning are a process. As Parrott (2004) concluded, “communicating about health implicitly reflects multiple discourses but usually only explicitly addresses one component at a time” (p. 774). Thus, the negotiation of meaning mentioned in the proposed definition is clarified by literature that explains the complicated and messy process involved in negotiating meanings of health between physicians and patients. Specifically, Parrott’s conclusion is consistent with the concept of process included in the proposed definition.

Components of Competence

The proposed definition of culturally competent communication implies that in order for successful negotiation of meaning to occur, communicators must effectively enact certain competence skills. So, what skills would make up the components of competence? One line of research has sought to examine the variables and skills that can be said to comprise or predict cultural competence. For example, research has frequently sought to discover individual variables that predict intercultural competence, while recognizing situational factors (Dinges & Baldwin, 1996). At the same time, however, biological dimensions and social power variables have largely been ignored by scholars exploring intercultural competence (Dinges & Baldwin, 1996). Three recent works shed more light on the components of competence.
In one study, Gibson and Zhong (2005) found that empathy and experience with intercultural interactions were related to competence in intercultural communication. Specifically, empathy was found to be positively related to intercultural communication competence, but was perceived as more crucial by patients than by physicians. Thus, empathy is “a primary component of intercultural communication competence in the health care environment” (p. 629). Interestingly, their findings also supported the conclusion that patient perceptions of the intercultural communication competence of their physicians should take precedence over physician self-reports of competence because “self-perceptions of intercultural communication competence are higher than other-reports of intercultural communication competence among medical providers and patients” (p. 630). Gibson and Zhong further speculated that the better the intercultural skills of physicians, the greater the likelihood that patient satisfaction and compliance will be higher. Thus, empathy should be considered a key component of competence. Although the proposed definition does not specifically address the need for empathy in the medical encounter, the concept of negotiation and its assumption that communicators adapt to one another is not inconsistent with these findings and is, in fact, an underlying assumption of the definition.
In a second study, Witte and Morrison (1995) observed that “in the health context, members of different cultures often bring different sets of interpretive assumptions to a communication interaction” (p. 216). They further posited that physician understanding and patient motivation can be encouraged through competent communication. Witte and Morrison defined culture as the lens through which individuals view their world, since culture influences the interpretation as well as the transmission of messages. In fact, they observed that “large differences in cultural backgrounds lay the foundation for miscommunication and misunderstanding” which, in turn, result in negative health outcomes (p. 220). Miscommunication that leads to misunderstanding most frequently occurs due to linguistic barriers or misinterpretation of nonverbal and verbal messages. Differences in politeness behaviors may also contribute to miscommunication and misunderstanding in the form of noncompliance. Fatalism and family values determine a patient’s threat perceptions. For instance, the investigators recommend that physicians consider the patient’s family values and fatalism as variables that may either enhance or interfere with the predictable effects of threat, efficacy, and barriers to determine motivation. Moreover, Witte and Morrison noted that “many patients come into health encounters with culturally prescribed conceptions and expectations of a physician’s behavior and/or the medical encounter” (p. 228). Consequently, they advised that health professionals attempt to determine what patients think cause their illness by making inquiries. They argued that within-culture diversity means that physicians should avoid making assumptions that treat all individuals from particular backgrounds as falling within specific cultural beliefs. They furthered posited that it is better and easier to suggest beliefs that fall within the patient’s frame of reference as opposed to attempting to change the patient’s beliefs. In their modified version of the Extended Parallel Process Model, Witte and Morrison suggested that health communication messages “should emphasize low barriers, high efficacy, and moderate levels of threat” (p. 245). They insightfully concluded that “great healers are also great communicators” (p. 246). “Great healers also know how to motivate patients. They frame messages in a way that achieves acceptance and adherence” (p. 246). Thus, understanding and motivation are key attributes of medical providers who could be considered competent. The proposed definition of competence, however, goes a step or two further than these conclusions. For instance, the proposed definition suggests that although a communicator might exhibit competence in one situation, that same individual could be incompetent under different circumstances. Thus, when compared to the proposed definition, Witte and Morrison appear to present a view of competence that is far too static and does not account for the changing and situational nature of competence within health care settings.

A third piece of literature, by Campinha-Bacota (2002), suggested that cultural competence includes such components as awareness, which requires a combination of respect and cultural humility, skill, which requires listening and refrain from judgment, knowledge, which seeks the goal of unconscious competence, encounters, which refer to experience, and desire, which requires motivation. This multi-faceted approach to competence tends to reinforce the idea that cultural competence is a process that evolves and changes over time. Thus, Campinha-Bacota’s dimensions of competence appear to be consistent with several fundamental assumptions of the proposed definition. In contrast with the idea of unconscious competence, however, the proposed definition rejects any suggestion that cultural communication competence can evolve into a permanent trait. Moreover, the proposed definition recognizes that one’s competence varies from one encounter to the next, thus denying the notion that competence can be unconscious across various situations.
Cultural Training

In addition to the components of competence, attention should be given to how cultural competence skills are cultivated. Several decades ago, Edward T. Hall argued that culture and communication are inexorably intertwined (Rogers, Hart, & Miike, 2002). Consequently, he recommended that communication skills be included in intercultural training. As a result, Hall was a proponent of participatory training methods that taught the learner to actually practice intercultural communication rather than to simply discuss it (Rogers et al., 2002). In other words, Hall’s objective was to switch the role of the trainee from that of a cultural outsider to one of being a cultural insider. But, does intercultural communication competence training allow us to switch from an outsider’s view to that of an insider? Can training ever completely achieve this goal? The proposed definition is not incompatible with the aim of training culturally competent communicators in the manner that Hall recommended. In fact, the idea of reciprocity, which implies that the communication partners must adapt to one another would allow for and even encourage cultural competence training. The more training the individual receives, the better his or her theoretical ability to adapt to others. But, because meaning is negotiated between members of different cultures, one cannot truly become an insider to a culture that one does not belong to. Thus, the proposed definition would not align completely with all the underlying assumptions behind Hall’s approach to training. 

More recently, Rosenberg, Richard, Lussier, and Abdool (2006) found that both patients and physicians demonstrated a limited knowledge of the impact that cultural differences can have on illness and treatment. However, according to their findings, normal training in intercultural communication competence and empowerment training for patients promises to improve the quality of health care. These results appear to align with the implications of this paper. In other words, the proposed definition recognizes that cultural competence is not always achieved without training and education. Furthermore, the definition allows room for admitting various roadblocks that might exist in achieving culturally competence communication within a health care context. More specifically, the “science” of medicine often impedes recognition of cultural differences between the roles of physicians and patients (Lupton, 2003). Thus, Rosenberg et al.’s results reinforce many of the underlying assumptions and resulting implications of the proposed definition.

Medical schools would, therefore, appear to be logical point at which future physicians would be exposed to cultural training. Unfortunately, the extent to which medical schools accomplish this objective is questionable. Some have charged that medical school curriculum is inadequate (Turner, 1995). Specifically, the traditional curricula of medical school have been criticized for failing to prepare students to deal with the interactional problems presented by their patients (Turner, 1995). For example, although medical students are socialized to cope with uncertainty (Montgomery, 2006; Turner, 1995), doctors have “emotional difficulties” when “communicating uncertainty” to patients (Lupton, 2003, p. 130). These difficulties certainly extend to the realm of culture. For instance, Lupton (2003) posited that “people construct their understandings of the world, including their beliefs about medicine and disease, from their interaction with cultural products as well as personal experience and discussions with others” (p. 19). Thus, within the health care context, cultural competence training must extend to medical school curriculum and socialization. Although some of this training is happening now, more needs to be done to refine medical pedagogy. And, as Hall suggested, there is an important difference between discussing cultural issues and practicing intercultural communication (Rogers et al., 2002). When compared to the proposed definition of culturally competent communication, these criticisms of medical pedagogy provide reinforcement for the claim that training and education are necessary to achieve competence. Recall, however, that the proposed definition goes a step further by implying a need to educate patients and physicians alike.

Finally, it should be noted that cultural competence training and education is advantageous for both physicians and patients. Betancourt, Green, Carrillio, and Ananeh-Firempong (2003) concluded that interculturally competent health care is crucial to attempts to resolve ethnic and racial disparities. They also noted that effective communication leads to patient satisfaction, which, in turn, produces positive health outcomes. Thus, the goal of competence training and education is a worthwhile pursuit. Has health care reached a point where intercultural competence is consistently practiced? In light of the criticisms mentioned previously (Lupton, 2003; Turner, 1995), it is likely that more attention should be devoted to the practice of interculturally competent communication. For instance, Betancourt et al. and others (e.g., Cooper-Patrick et al., 1999; Witte & Morrison, 1995) operationalize intercultural health encounters as those involving a medical professional from the mainstream or dominant culture and patients from non-dominant cultures. Thus, conceptualizations of intercultural competence should be expanded to include situations in which the cultural identities of the parties are reversed.
Behavioral Change


Ultimately, the goal of cultural competence, at least on the part of physicians and health care providers, is that achieving competence will necessarily lead to behavioral changes. For instance, one form of behavioral change could involve the approach that physicians take to the medical encounter. Salgo (2006) explained that business language, such as using terms like “customers” instead of “patients,” is now common. Worse still, managed care practices and insurance restrict the amount of time that the patient and physician are permitted to interact to an average of a seven minute visit, which often leads to patient dissatisfaction (Salgo, 2006). Thus, situational and policy constraints may function as a barrier to competence. Although training and education may help to ameliorate some of these situational constraints, structural barriers and policy constraints cannot be removed entirely through behavioral change on the physician’s part. Since structural barriers may be more difficult to remove, physicians would be well advised to enact culturally competent communication behaviors where possible within existing institutional and policy structures. The proposed definition would suggest that physicians and patients attempt to achieve cultural communication competence within these structures.
In order for true behavioral change to occur, though, second-order change must be affected. The distinction between first and second-order change is that first-order change happens within a particular system but leaves the system itself unchanged, whereas second-order change is a change of the system itself or a metachange (Watzlawick, Weakland, & Fisch, 1974). Second-order change is best introduced from outside the system (Watzlawick et al., 1974). Ultimately, real behavioral changes are second-order changes (Watzlawick et al., 1974). But, how does one bring about second-order change? 
One type of change that has been shown to demonstrate promise involves participatory decision-making. Specifically, Cooper-Patrick et al. (1999) found that patients of all ethnic groups preferred a participatory decision-making style, as evidenced by higher levels of patient satisfaction. Importantly, in spite of the objective diagnosis, the perceptions of patients still influence their behavior (Cooper-Patrick et al., 1999). Thus, patients ought not to be viewed as tabula rasa, or clean slates. Rather, participatory decision-making would recognize that patients bring a whole set of cultural beliefs and values with them to the medical encounter. In order for second-order change to be achieved, though, medical training and education would need to socialize physicians in such a way as to alter their approach to the medical interview.
Discussion


Since medical encounters inherently constitute intercultural encounters (Pachter, 1994; Rao, 2006), the need for cultural communication competence in health care settings is clear. Unfortunately, although much empirical research and theoretical literature has explored the notion of cultural competence, little agreement exists about how cultural competence should be defined (Betancourt et al., 2003; Dinges & Baldwin, 1996). Thus, the present paper proposed a new definition of cultural competence that accounts for cultural mismatches that occur when physicians are perceived, by patients from the mainstream culture, as being from a non-dominant culture. Specifically, cultural competence is defined here as the process whereby communicational partners employ both cultural and intercultural communication skills to successfully negotiate culturally influenced meanings of health in a reciprocal and dynamic interaction. Based upon the review of relevant literature to test and establish validity for the new definition, the proposed definition demonstrates face validity since it is not inconsistent with extant literature. Moreover, this new definition extends previous research by suggesting fresh ways of thinking about and exploring cultural competence. 
The next logical step is to apply this definition of cultural communication competence to training and education of medical professionals and patients. Although the proposed definition provides a starting point from which to engage in dialogue about cultural communication competence in a health care setting, the implications of this definition should be addressed.
Implications

Accepting the proposed definition of cultural communication competence has several ramifications for medical encounters. Specifically, the definition suggests implications for both medical professionals and patients. First, the present paper suggests a need to educate patients from mainstream American culture about intercultural communication competence, thus indicating that patients share in the responsibility of communicating in interculturally competent ways. Since patients bring their own culture into the medical encounter, which directly impacts how they negotiate meaning, at least part of the responsibility for competent communication rests with patients and their families. For instance, patients and their families should recognize and be aware of the various ways in which cultural issues are manifest within medical interactions. Not only should patients be educated about the cultural differences that exist in the roles of physicians and patients (Pachter, 1994; Rao, 2006), but they should also be educated about the more traditionally defined cultural identity differences that may exist between their particular physician and themselves. Whether the patient is from the mainstream culture or a member of a non-dominant culture, the patient’s own cultural identity will affect how both the patient and the physician negotiate meaning in the medical encounter. Thus, disclosing cultural beliefs and values about health, medicine, and treatment regimes seems to be a necessary starting point from which patients ought to be encouraged to begin the process of reciprocal and dynamic interaction. Without such disclosure, it is likely that cultural differences will either go unexamined or, worse still, become potential barriers that disrupt effective and competent communication in the medical interview.
Second, an additional implication is that medical training and education should socialize physicians to become sensitive to cultural differences and teach them to adapt to their patients through practice. Such a change in the socialization of medical students entails a rethinking of medical pedagogy. In addition to encouraging more participatory decision making (Cooper-Patrick et al., 1999; Roter, 2000), greater empathy (Gibson & Zhong, 2005), and more relational communication (du Pre, 2002), medical curricula that teach students to practice medicine should be expanded to more fully address cultural issues. For instance, standardized patient programs should incorporate training about such cultural interactions into the medical school pedagogy for all students. In addition, standardized patient programs should be revised to specifically address situations in which cultural mismatches occur where physicians are perceived, by patients from the mainstream culture, as being from a non-dominant culture, for applicable medical students. It is likely that improved training and education on the part of both physicians and doctors will lead to higher levels of satisfaction for both physicians and patients.

Standardized patient programs. Standardized patient programs are a commonly used to teach and assess both clinical and communication skills in medical school and through continuing education programs (Atlas et al., 2005; Carter, Wesley, & Larson, 2006; Gilliland et al., 2006). In these programs, individuals are hired to act as patients that simulate illness in a standardized fashion and give feedback to the physicians (Harter & Kirby, 2004). Through these interactions, medical students engage in diagnosis and communication. Importantly, standardized patient programs have been shown to provide realistic, convincing, and accurate representations of clinical signs and symptoms, afford summative assessment of physician skills, and reinforce skills learned in training (Atlas et al., 2005). Thus, the use of standardized patients serves as a pedagogical tool to convey a set of values to medical students, construct and reinforce ideologies, and socialize medical students into the profession (Harter & Kirby, 2004). But, are the values and ideologies that medical students are being socialized to adopt consistent with culturally competent communication? Since the emphasis of these programs is primarily placed on accurate diagnoses (Atlas et al., 2005), it is doubtful that cultural issues are given the attention they deserve. Moreover, recent trends would indicate that standardized patient programs are becoming more reliant on technology and, thus, less capable of addressing cultural issues.
With recent technological advancements, there has been a movement toward using computer-based or vitual patients in standardized patient programs (Harter & Kirby, 2004). Unfortunately, virtual patients provide vastly different experiences than interactions with live actors (Harter & Kirby, 2004). Whereas live actors promote uncertainty management and allow for appreciation of uncertainty, virtual patient interactions are not as appreciative in nature (Harter & Kirby, 2004). Thus, incorporating cultural competence training into the standardized patient programs is best accomplished with live actors rather than virtual patients. In fact, the use of virtual patients would seem to impede the development of cultural communication competence.

By incorporating cultural competence training into the standardized patient programs used in medical schools (Gilliland et al., 2006; Harter & Krone, 2001; Su, Chin, & Lin, 2006), pedagogy could be specifically targeted to help physicians who may be perceived as the cultural “other” by patients from the mainstream culture negotiate the medical interview in culturally competent ways. Furthermore, such pedagogical revisions would allow physicians to educate patients to negotiate the medical interview in culturally competent ways. The mechanism to socialize medical students to become culturally competent in their communication with patients already exists. Standardized patient programs provide an ideal opportunity to train and educate physicians to exercise cultural communication competence. However, as long as cultural issues are not heavily emphasized, the opportunity is squandered. And, if the trend toward using virtual patients in place of live actors continues, the possibilities for integrating cultural communication competence training into standardized patient programs will become increasingly more difficult.
Suggestions for Future Research

Based on the proposed definition of cultural communication competence and the implications for patients, physicians, and medical pedagogy outlined here, several suggestions for future research are suggested. First, the proposed definition of cultural communication competence should be used to generate an instrument that can be used to assess the cultural communication competence of physicians and patients. This instrument would then need to be compared to other available instruments measuring competence in order to establish construct validity. Second, the new instrument should be used in pretest/posttest research designs to measure the ability of various treatments, such as patient education programs, medical training and education, and standardized patient programs, to determine how successful these treatments are at facilitating the development of cultural communication competence. Importantly, though, future research should follow a mixed-methods approach that combines survey data with observations of medical interviews, to investigate these interactions in a way that includes quantitative variables along with rich, qualitative data. Of course, a limitation to each of these two proposed lines of research is that the proposed definition claims that competence is not a static or trait quality that individuals process. Thus, the use of a new instrument measuring cultural communication competence would, at best, provide a snapshot of one’s competence rather than a more generalizable conclusion about a person’s competence. However, the instrument might provide useful information about how to refine and improve various treatments, such as training and education programs. Third, future research should devote specific attention to developing training and education aimed at helping physicians and patients negotiate medical encounters in which cultural mismatches occur when physicians are perceived, by patients from the mainstream culture, as being from a non-dominant culture.
Conclusion


At least two cultural variables exist in medical interactions; physicians and patients play different cultural roles, and the cultural identities of each communicator add another layer of complexity to the situation. Thus, medical encounters are rife with the potential for confusion and misunderstanding due to cultural differences. Consequently, the goal of achieving cultural communication competence in these intercultural situations is important. In an effort to expand upon previous literature, the present paper proposed a new definition of cultural communication competence aimed at rethinking the medical encounter from the perspective of a variety of cultural differences that exist in intercultural medical encounters. Defining cultural competence as “the process whereby communicational partners employ both cultural and intercultural communication skills to successfully negotiate culturally influenced meanings of health in a reciprocal and dynamic interaction” provides a starting point from which to rethink training and education programs for physicians and patients. A review of empirical studies and theoretical literature was employed to test the validity of the new definition of cultural competence. Since the proposed definition is not inconsistent with extant literature, and since this body of literature supports several of the underlying assumptions of the definition, it appears to be a valid means of conceptualizing cultural competence in the health care context. Importantly, the proposed definition suggests implications for medical training and education of physicians and patients. As a result, more should be done to educate patients and their families in order to enhance their cultural communication competence. Additionally, more should be done in medical school training and education programs to facilitate the development of cultural communication competence for physicians and other medical professionals. Finally, future lines of research are recommended to implement and assess the implications of the proposed definition.
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