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editorial

From the

Editor’s desk
A man was once walking through an elephant camp,
and he spotted that the elephants weren’t being kept
in cages or held by the use of chains. All that was
holding them back from escaping the camp was a
small piece of rope tied to one of their legs.
As the man gazed upon the elephants, he was
completely confused as to why the elephants didn’t
just use their strength to break the rope and escape
the camp. They could easily have done so, but
instead, they didn’t try to at all. Curious and wanting
to know the answer, he asked a trainer nearby why
the elephants were just standing there and never
tried to escape.
The trainer replied, “When they are very young
and much smaller, we use the same size rope to tie
them and, at that age, it’s enough to hold them. As
they grow up, they are conditioned to believe they
cannot break away. They believe the rope can still
hold them, so they never try to break free.”
The only reason that the elephants weren’t
breaking free and escaping from the camp was
that over time they had adopted the belief that it
just wasn’t possible.
Today, I ask YOU, as I ask myself, what is the
rope that continues to tie you down? What is it that
prevents you from fulfilling your true potential, from
being the best YOU that you can be?
I ask this at this time because I know that we are
just all so tired – tired of work, tired of the pressures at
home and, quite honestly, tired of 2020. A funny thing
I saw the other day was a sign that read “the biggest
waste of money was buying a 2020 year planner!”
No one in their wildest imagination could have
predicted a year like this. I do not wish to rehash the
challenges of 2020 because I believe that many of
us are suffering from ‘COVID–fatigue’. We are just

so tired of all the stats, the protocols, the memos,
the rules, the sanitisers, the masks and everything
else that we have had to endure. We yearn for the
luxury of going out freely, gathering in our numbers,
socialising without restrictions, doing simple ‘normal’
things. Sadly, it appears that a second wave is affecting
many European countries and we too need to still
be on guard. Complacency will be to the detriment
of us all. We need to remain cautious and vigilant,
for in the absence of a vaccine, it is only changes in
human behaviour that will keep infection rates down.
Instead of focusing on the challenges and trauma
the pandemic has brought, I want to remind you of
how much we have all learnt, about ourselves and
the world around us. I want to remind you how, to
varying degrees, each one of us has grown and
developed, professionally and personally. Think
back to the hard lockdown, when we were largely
isolated from family and friends. This drastic, but
necessary, measure, required major adaptation on
our part. Among the biggest skills learnt during this
time was online meetings. Zoom suddenly became
the buzzword for everyone. “Let’s Zoom” became
the battle cry of the lockdown. The corporate world
engaged each other on Microsoft Teams and Google
Meets and who knows what else. The point is that
many of us had to learn about, and how to ‘Zoom.’
Now it is as common as using WhatsApp.
Many professions worked, and still are working,
from home; dining room tables became work stations,
grocery cupboards became filing cabinets and kettles
worked overtime to keep up with the constant need
for coffee. Our kids taught us about Google Classroom
and how to download and upload homework; we
did our best to supervise their online schooling; we
shopped online; we signed up for courses online or
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perhaps started a new project or hobby; we learnt
to make do with less; we shared the little we had
with those who had even less.
The point that I am making is that we have all learnt
a plethora of skills that we didn’t think was possible!
If you are reading this, then you have SURVIVED! The
key now is to continue to grow, to add more arrows to
your quiver. Complete the course you started online
or start a new one; enrol for professional or personal
enrichment and continue to be a conscious citizen.
You do not have to continue to be tied by a rope of
low expectations, of conditioning and societal norms.
Our lives are a myriad of infinite possibilities
where almost anything is possible. Cut the rope of
self-doubt, the rope of procrastination, and immerse
yourself in a world of self-belief, a world of opportunity.
Whatever you do, cut the rope so that you can be
free from whatever ties you down. The world awaits,
and needs, your greatness. Your time to soar is now.
Have a wonderful and safe vacation for those
lucky to go on holiday; special wishes to those who
celebrate Christmas and remember, Covid is not
over. If each one takes care of him/herself, then we
will all be okay. Until we chat again, take care… ●
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Dear OHASA Members and Colleagues
We are in the final quarter of 2020 and although
this year has not been an easy one, we hope that
after facing the many challenges, it has caused
positive change.
The Executive and Branch committees’ terms
have come to an end (2018–2020) and as such we
need to elect new committee members.
The OHASA Annual General Meeting has been
placed on hold for the moment. The committees
have offered to stay on for six months until there
is a semblance of normality. In the meantime, we
need to elect the new Branch Committee members
as well as a new Executive Committee. Cole Gilbert,
our President Elect, has resigned as he and his family
will be emigrating once the international lockdown
regulations allow. In the interim, I have nominated
Anri Bernard for President Elect hoping she will accept
this nomination. If any members have a candidate who
they would like to nominate, please email the name
and CV of the candidate to ohasanational@gmail.com.
Please send in your branch committee nominations
to the respective branch email addresses.
A survey has been sent out to all the members
regarding the future of our seminars and whether
or not we should have a combination of seminars
and webinars. A suggestion is that we have one
seminar per branch and a few national webinars.
This will allow members who live in remote areas
to take part in the national webinars.
We have had attorneys review our constitution
and suggestions have been put forward on how to
cope with a pandemic and/or a natural disaster, as
the Association must continue to run while facing
such challenges. Please remember that OHASA is an
Association and each member is afforded a say, thus
we need each member to please complete the survey
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president’s desk
and to vote online or by proxy as we need everyone’s
input. Fellow members please exercise your right
to help with the decision-making process. If, at any
point, a member is unsure of anything, we are but
a phone call/WhatsApp/email away to provide help.
Due to the COVID-19 pandemic the Executive
Committee has decided that OHASA Members
of 2020 will only be required to pay R500.00 to
renew their membership for 2021, regardless of
the category – unfortunately you will not be able
to change category. There will be no increase in
Membership Fees for 2021 for new members joining
OHASA. Our HPCSA Fees will increase by 7%. As
soon as I have the exact figures, an email will be
sent to all members. Membership application forms
and the financial payment plan forms will be on the
website as well as in this journal.
Board nominations were handed in to the HPCSA
and as soon as the Minister of Health has made
the selection everyone will be informed. The term
of the current Board members has been extended
due to the COVID-19 pandemic.
The HPCSA Professional Board for Dental
Assistants, Dental Therapists and Oral Hygienists.
has extended the deadline for expanded functions
to the end of 2021 and as a result they have also
requested that the universities extend their deadlines
for the expanded functions courses to the end of
2021. The Board has resubmitted the application for
the promulgation of regulations allowing independent
practitioners to purchase local anaesthetic, whitening
products and fluoride to the Medicine Control Council
(MCC), which is now referred to as the South African
Health Products Regulatory Authority (SAHPRA). The
Board Chair has indicated that traders may call him
to verify that independent practitioners may now
purchase their own products.

The National Accreditors Forum is currently
reviewing the Guidelines for Accreditors and Service
Providers as well as new Guidelines for Practitioners.
These guidelines will be sent out as soon as they
have been promulgated and will provide information
on the maintenance of licensure and continuous
development. Seminars and webinars will still form
part of our continuous development, however there
will be new categories and we will still have to
remain compliant each year to be able to practice.
The committees will have a meeting at the end
of November to finalise the details of seminars
and/or webinars. As soon as we have dates these
will be uploaded to the OHASA events calendar
on the website. The new accreditation guidelines
have accreditations for a calendar year and not a
twelve-month period. Consequently, all 2020 online
questionnaires will expire on 1 January 2021, so please
remember to complete your OHASAJ questionnaires.
Please take note of the following important dates:
• 31 January 2021 – deadline for dental protection
insurance as well as PCNS for independent
practitioners
• 28 February 2021 – deadline for OHASA fees
• 31 March 2021 – deadline for HPCSA fees.
The committee would like to extend Seasons
Greetings to all our members, dental traders, and
non-members. Thank you for your continued support
– as the committee we would not have been able
to do it alone. We wish you a most blessed Festive
Season filled with good health, cherished family
time and a prosperous 2021.
God Bless
Stella ●
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ABSTRACT
Introduction: South African adolescents consume relatively low fruit and
vegetables in spite of the development of food-based dietary guidelines
for South Africa.
Aims and objectives: The aims and objectives of the present study were
to investigate parents’ perception of their role in the prevention of the
health compromising behaviour of inadequate consumption of fruit and
vegetables among adolescents in South Africa.
Design: The study design was qualitative and exploratory and the research
strategy used was inductive, deductive and abductive.
Methods: Using a guiding question schedule data were collected from
five focus group interviews. A non-probability purposive theoretical
sampling method was utilized and the sample size of 37 determined by
theoretical saturation. Data analysis was performed using the grounded
theory approach.
Results: The findings of the study suggest that children should be
introduced to fruit and vegetables as early as possible.
Conclusion: The study recommends that infants should be exposed to
the taste of locally available fruit and vegetables followed by the gradual
introduction of fruit and vegetables into their diet together with a variety
of other nutrient-dense foods when solid foods are being introduced.
Keywords: Qualitative research, adolescents, taste buds, inadequate
fruit and vegetables, interventions, oral health, South Africa.
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INTRODUCTION
The perception that nutrient-based dietary guidelines are not effective in
promoting appropriate diets and healthy lifestyles has motivated a number
of countries including South Africa to develop food-based dietary guidelines
(FBDGs) in accordance with the recommendation of Food and Agriculture
Organisation/World Health Organization (FAO/WHO).
The South African FBDGs were satisfactorily tested for comprehension,
appropriateness and applicability in consumer groups of different ethnic
backgrounds in both rural and urban areas.1 Consuming a diet high in fruit
and vegetables is associated with a decreased risk of many chronic diseases,
including periodontal disease because fruits and vegetables are good sources
of many important nutrients such as potassium, vitamin C, folate, fiber, and
numerous phytochemicals.2
Even though the composition of the family unit has undergone considerable
change in recent decades due to a variety of socio-economic developments, it
remains the first learning environment for the child. The influence of the family
continues throughout adolescence and indeed throughout the life-course of
the individual to varying degrees because parents are powerful role models
and influence.3 Consumption of fruit/vegetables among adolescents is a healthy
behaviour consistently related to higher parental socio-economic status (SES).4
Foods high in fat and sugar are cheaper per unit energy when compared
with foods rich in protective nutrients such as fruits and vegetables.5 This is also
the reason why social support correlates positively with fruit/vegetable intake.6
The most important predictor of fruit and vegetable consumption is suggested
to be gender7, and this difference is also evident in children as young as four
years of age.8 A Norwegian study involving adolescents, found that boys ate
less fruit and vegetables than the girls because they like them less. However,
the reasons for this are yet to be identified.9
Rovner et al.10 indicate that the availability of fruits and vegetables in the
school environment is positively associated with the consumption of these
foods by younger learners. A Minnesota study on the other hand, indicates that
snack vending machines availability in schools are associated with a decrease
in the consumption of fruits among seventh graders.11
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South African adolescents consume relatively low fruit and vegetables in
spite of the development of food-based dietary guidelines.1 There is need to
understand the role of specific psycho-social factors associated with low fruit
and vegetables consumption among adolescents in South Africa and to provide
scientific evidence that may lead to the development of health promotion
strategies, targeted interventions that are appropriate and effective from the
perspective of parents.
This is because unhealthy lifestyles in adolescence including the low intake
of fruit and non-starchy vegetables may predict the occurrence of adult chronic
systemic conditions which may include or determine risk for poorer oral/general
health status in adults.12
The present study was therefore, designed to provide an opportunity to
generate new knowledge and improve the understanding of pathways to oral
health inequalities among adolescents through the investigation of parents’
perception of the psycho-social factors associated with inadequate consumption
of fruit and non-starchy vegetables among adolescents in South Africa.
MATERIALS AND METHODS
Study design and sampling procedure
The study design was a Double-Layer Design, which had geographic areas as
the first layer and the different audiences as the second layer. It was qualitative
exploratory and the research strategy used was inductive, deductive and
abductive. The sampling method utilized was the non-probability purposive
theoretical sampling method.
Profile of participants
The number of participants recruited was 37; mean age 46.3 years [95% CI
= 43.0-49.5]. They were homogeneous in the sense of shared experience of
residing in one community but diverse in terms of their professions.
No attempt was made to achieve a provincially representative sample but
in order to ensure that the data was not skewed the study endeavoured to
accommodate participation from both the urban and semi-rural areas. This was
also the reason why the four racial groupings in South Africa (Black, Coloured,
Asian/Indian and White) were recruited and the perspectives of the two major
global religious groupings (Christianity and Islam) obtained.
Data collection
Five focus group interviews of subjects who met the criteria of the study, of
being a past/current parent or caregiver to an adolescent were conducted
between the months of March and November, 2015. The interviews were
conducted in venues acceptable and accessible to all the invitees.
The researcher used the following opening question to ensure that the
participants met the inclusion criteria: Please, has any adolescents between
the ages of 10 to 19 year lived with you or living with you at the moment?”
Consent was obtained and the participants were then requested to complete
a short questionnaire on demographic characteristics.
A semi-structured interview guide developed for this study was used to
ensure consistency in data collection from the focus group interviews while
at the same time, allowing the interview sessions to be flexible enough to
optimize the natural flow of discussion. In order to allow the participants to
freely express themselves and reduce the chance of priming the discussion,
the interview guide included a series of open-ended questions.
These questions were designed to stimulate discussion among the participants
regarding their perception of their role in the prevention of inadequate
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consumption of fruit and vegetables among adolescents in South Africa. The use
of the layperson’s language for the benefit of all participants was encouraged
so as to reduce the odds of inhibition. The participants took turns. This was
to ensure that they all had equal opportunity to contribute to the discussion.
Data analysis
This study applied the grounded theory methodology in the data analysis.
Data analysis of the transcripts began with Open (Substantive) and Axial
Simultaneous Coding method (First and Second Cycle coding processes)
which was employed right from Initial Coding up to integrated data analysis.
A specialist in Community Dentistry was engaged as an independent coder
to reduce bias.
Ethical considerations
This study was approved by the Senate Research Ethics Committee of the
University of the Western Cape, South Africa (Ref No. 11/1/55). Details of the
sample procedure of this study have earlier been published.13,14 In brief, five
focus groups interviews (minimum of six participants each) were conducted
between the months of March and November, 2015.
Participants were past/current parents or caregivers to adolescents.
Pseudonyms were used to ensure confidentiality was maintained throughout
the study by not revealing the true identities of the participants.
The purpose of the study was explained by the researcher to the understanding
of the participants and were shown the ethical approval for the study before
they read and signed the informed consent forms.
Permission to use the audio recorder was obtained from each participant
at the commencement of every interview. The participants were informed that
their participation in the interview was entirely voluntary and that anyone may
decline to answer any questions.
The researcher made it clear that any of them was at liberty to withdraw
from the interview at any time without consequences.
RESULTS
The sample size of 37 which was determined by theoretical saturation included
23 fathers, one grandfather, 10 mothers and three grandmothers. Thirteen of
them had tertiary education while 14 had matriculated and 10 did not have
matric. Overall, 25 Blacks, seven Coloureds, three Indians and two Whites
were recruited. Thirty of these participants were Christians while the remaining
seven were Muslims.
The results of the data analysis using the grounded theory methodology
were articulated in the two substantive categories below:
1. Adolescent inadequate consumption of fruit and vegetables.
2. Parents’ perception regarding their roles.
Adolescent inadequate consumption of fruit and vegetables
The home environment
The study participants were unanimous regarding the important role of good
upbringing of children starting at a very young age and the importance of the
home environment in the formation and retention of the healthy behaviour of
consuming fruit and vegetables.
There was complete agreement among the participants that a parent’s
healthy behaviour had a significant effect on their adolescent children’s
tendency towards that behaviour because parents are powerful role models
that their children emulate.
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Therefore, parents should be positively exemplary. The participants also,
opined that different races eating differently; some consuming more vegetables
than others.
Children reject foods that do not taste “nice” such as certain vegetables and
they are also choosy. Below are some excerpts from the participants’ discussions:
Vegetables and fruits that’s based on the way you grew up. If you grew up
eating a lot of vegetables and fruits then you eat a lot.
…these kids when they growing up they …don’t eat fruits or veggies… they
are very choosy...
…people from certain cultures eat much more fruit or vegetables and
stuff like that…
You have to be a right role model from when the child is small they look
up at you as the parent. They imitate everything you do. So, if you do the
right stuff the child will remember...
What I can say is with that kids eating behaviour… it depends on the home
environment that they were growing up in.
Taming and training the taste buds
The participants expressed their concern regarding adolescents’ preferences
mainly on account of the taste of fruit and vegetables in comparison with
confectionaries.
If an adolescent grew up eating fruits and vegetables, the adolescents were
likely to remain so. Some excerpts below illustrate their concern:
I think with vegetables, some of these ……are not very nice…they don’t
taste nice. So, you can’t tell a child to eat them because they are not as
nice as burgers…
The wife, the mother trained that child from small, they never exposed
the child to sweets and that child eats vegetables, that child eat raw food
and vegetables with every meal. And for the child that is a normal thing
because they don’t know anything else. So, all the other cousins come
and look, and, they shocked to see the child eating so much vegetables…

…no-one advertises fruits or vegetables like sweet things… what’s advertised
is what attracts people.
If you advertise a cucumber in TV and you explain the goodness of it and
what I’m getting from it, may be, I will consider buying it but you don’t see
that. Because there is no-one that is going to benefit from advertising
cucumbers in the TV…
Affordability of fruit and vegetables
The participants lamented that fruits are not as cheap as sweet things but
they also indicated that eating unhealthily is also a matter of priority not
affordability only.
Some of their responses were:
May be the affordability. Fruit and vegetables are not very cheap. To buy
an apple maybe is three rand. Now fifty cents can buy sweets.
There is some families which are disadvantaged but with families that can
afford it, it may be all about priorities. Some people rather buy clothes
and other things than buy fruit. You know, they look at fruit, they say it is
expensive. But if you compare fruit and a pair of shoes, they will rather go
and buy a pair shoes.
Parents’ perception regarding their roles
This section is conceptualised as a multifaceted construct grounded in the
interview data and it had the following components:
Parental knowledge
The participants in the present study appeared to be knowledgeable regarding
the benefits of consumption of fruit and vegetables, including the nutritional/
health values and the cleansing effects on the oral cavity.
If you eat vegetables and fruits you become healthy because they add
vitamins, nutrients, all the carbohydrates, proteins. You grow up healthy.
Your teeth will be strong and clean. You have calcium and everything. But
if don’t take them you are not that healthy.

Influence of school environment
The study participants highlighted the significant influence of the school
environment on adolescents’ attitudes towards the healthy lifestyle of consuming
fruit and vegetables as illustrated by the excerpts below:

For example, carrots have a cleaning effect in your mouth but if you don’t
know that… you will, you keep eating sweets and what not. You leave
things that are healthy… so the disadvantage is that you are not eating
something that is keeping you alive, that is keeping your sight functional
well, that is cleaning you, that is giving you a good body, a good system.
You know because some fruits, some vegetables, they help clean your body.

Now at school they don’t sell veggies. I mean the school food kiosk. They
sell only sweets and chips, Doritos what do you call them. They sell coke
…no fruit salad, not vegetable salad…

Challenges faced by parents of adolescents
The challenges parents face include children’s general dislike for vegetables,
peer pressure and outside influences so parents cannot raise their children alone.

I don’t think the schools teach children about the importance of fruits and
vegetables. Even the midday meals don’t have fruits and veges. They give
fruit juice because it can go round when water is added…

I think we need help as parents with each other to, to raise kids. We can’t
raise these children alone.
Ah, yea, these days kids don’t like, love vegetables. They hate it, whoa.

Influence of advertisements, marketing, negative mass and social media
Advertisement and marketing of healthy behaviours and products attract
adolescents to such behaviours but nobody advertises fruit and vegetables
asserted the participants. Following are some contributions:
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You see we can try to do our best by our home. Outside, they at school, the
other ones, eating those sweet things, chocolates …so they will share as kids.
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DISCUSSION
While the development of affordable, positive, practical, sustainable and
culturally sensitive FBDGs to help South Africans, aged five years and over is
commendable, South African adolescents still consume relatively low fruit and
vegetables.2 This is likely because children as young as four years of age8,
perhaps much younger have already formed their taste preferences for fruit
and vegetables. The main concern of this study was adolescents’ preference
for sweets and confectionaries mainly on account of the perceived lack of
taste of fruit and vegetables.
The important role of good upbringing of children when they are infants and
also of the home environment in the formation and retention of the healthy
behaviour of consuming fruit and vegetables was highlighted by the present
study. There was also the opinion that different races eating differently; some
consuming more vegetables than others and that if an adolescent grew up
eating fruits and vegetables, the adolescents was likely to continue into their
adulthood.
This opinion is supported by a recent study conducted in the United States
of America, which found that older Black and White women eat differently
although the dietary pattern within each racial group varied considerably
depending on factors such age, socio-economic status and neighbourhood.15
Apart from different races eating differently, the interview outcome of the
present study did not perceive race has a dominant influence on adolescent’s
attitude towards fruit and vegetables. However, with both acculturation and
globalization there are changes in preferences for certain foods and these
changes may differ by ethnic groups. For example, in one study, first-generation
Asian and Latino adolescents consumed higher fruit and vegetables and lower
soda than the American white population. With succeeding generations, the
consumption of these items by Asians remains stable. In contrast, fruit and
vegetables consumption by Latinos decreased while their soda consumption
increases, so that by the third generation their nutrition has become poorer
than that of the American white population.16
Although, culture is a dynamic construct because it changes over time, it
still remains a significant influence over what adolescents consume because
of familiarity, and perceived healthfulness. Culture has food beliefs around
certain meals and food has indeed, been both an expression of cultural identity
and a means of preserving family and community unity.17,18 The present study
also identified parents’ healthy behaviours to have significant effect on their
adolescents’ tendency towards such behaviours because parents are powerful
role models, as their children emulate them. Parents should therefore, be
positively exemplary.
There are two main ways parents’ modelling can increase a child’s
consumption of fruit and vegetables. Observation could change behaviours
directly or frequent provision of fruit and vegetables at meals could increase
the possibility of consumption by promoting liking through increased taste
exposure.19 Parents therefore, need to be active and positive role models by
eating a wide variety of foods and fruit/vegetables regularly. Parents should
also expose their children to fruit and vegetables through movies, books, or
gardening to stimulate their interest in them.20 Consistent with previous studies
the present study highlighted the significant influence of the school environment
on adolescents’ attitudes towards the healthy lifestyle of consuming fruit and
vegetables.1,10,11 Schools should not only teach the value of fruit and vegetables
but should encourage their availability within the school premises in favour
of snack venting machines10 and also, include them in midday meals where
such are provided.21
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Adolescents are continuously exposed to a constant barrage of advertisements
for sweetened drinks, fast foods and high-caloric snacks on television
commercials.22 The parents in this study continually referred to the pervasiveness
of fast foods in today’s daily life. Another area of concern is that fruits are not
as cheap as sweet foods although it was also recognized that eating healthy
is a matter of priority not affordability only. In situations where affordability
is an issue, parents should be creative; preparing attractive and tasty meals
using vegetables.21 Vegetables are even more likely to provide optimum
nutrients and protection because they are usually prepared fresh for meals
preferably immediately after harvest, especially, in the rural areas; unlike
fruits that are often eaten many days after harvest. Availability and lower cost
of vegetables when compared with fruits that are also highly contingent on
seasonal fluctuations is therefore, a great advantage.23
The parents in the present study appeared to be knowledgeable regarding
the benefits of consuming fruit and vegetables. The perception of some of them
regarding adolescent inadequate fruit and vegetables consumption was that
in spite of the nutritional/health values and the cleansing effects on the oral
cavity, children of this age do not like consuming fruit and vegetables because
they do not taste nice when compared to the fast foods that are available.
This confirms the assertion of Vorster et al. that South African adolescents
consume relatively low fruit and vegetables despite the development of
food-based dietary guidelines.2 This situation is partly dependent on how the
adolescent was brought up and that it may improve if parents consumed fruit
and vegetables regularly at home. Besides gender,7 parents’ fruit and vegetable
consumption is one of the strongest predictor of a child’s consumption of
these foods because a parent’s healthy behaviour has significant effect on
their adolescents’ tendency towards that behaviour.3 Whereas some parents
understand quite well what they should be teaching and feeding their children,
they do not know how to encourage their children to eat healthily and avoid
unhealthy behaviours. They lack practical strategies on how to achieve this.24
Infants are known to naturally have intrinsic preferences towards certain taste
qualities and dislikes for others. They are also choosy and prefer sweet-tasting
foods and reject foods that do not taste nice such as certain vegetables.25 They
are also reluctant to try new foods. A reluctance to try new foods is called
neophobia.20 Neophobia seems to be minimal around the age of 140–180
days, so infants may be more willing to try new foods at this age26, making it
the ideal time to help them acquire a taste for vegetables.
However, neophobia can often be overcome in children who have positive
role models. Children are more likely to try unfamiliar foods if they have observed
someone else eating them, parents (and sometimes siblings).27 When parents
take a bite of their children’s food and show signs of delight or enjoying it,
children are more likely to try the food.19 Parents therefore, may see better
results from offering their children a variety of healthy foods containing fruit
and vegetables from a young age and also from repeated exposures to these
foods even if the child does not like them at first.27
It is important to note here that fruit juices are not as healthy as solid or
whole fruits and therefore should be discouraged. Solid or whole fruits not
only contain less sugars (approximately 35% less sugar), the intrinsic sugars in
them are healthier than the extrinsic sugars produced when cell membranes
rupture during the juicing process. Solid or whole fruits also provide a lot more
fibres and nutrition usually lost during the juicing process.28
Some of the parents reported that allergies to certain fruits and vegetables
could be one of the reasons why they are not eaten. While this claim may be
true, it is uncommon. A food allergy is an abnormal immune response to food.
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The signs and symptoms may range from mild to severe which may include
itchiness, swelling of the tongue, vomiting, diarrhea, hives, trouble breathing,
or low blood pressure. This typically occurs within minutes to several hours after
exposure. When the symptoms are severe it is known as anaphylaxis.29 Food
intolerance (e.g. lactose intolerance) and food poisoning are different from food
allergy. A type of food allergy known as oral allergic syndrome is characterize
by a cluster of allergic reactions in the mouth in response to eating certain
(usually fresh) fruits, nuts, and vegetables that typically develops with hay fever.30
It is pertinent to state here that WHO Fruit and Vegetable Promotion
Initiative had concluded that up to 2.7 million lives could be saved annually
with adequate fruit and vegetables consumption, and that a low intake of fruit
and vegetables is among the top 10 identified risk factors for global mortality.
Promoting adequate (>400 g/d) consumption of fruit and vegetables should
therefore be a key dietary goal.31 Most adolescent oral health behaviours are
initiated in infancy and childhood and are likely to track into adulthood with
their health implications.32
As previous documented1 it takes a whole community including the schools
and on-going efforts of parents to provide the enabling environment for the
development and retention of the healthy behaviour of consuming fruit and
vegetables. This is not a task for one parent alone and here lies the huge
challenge. However, findings of the present study should be considered in the
light of the following limitations. The generalizability of its findings is limited by the
qualitative nature of the study because of the use of non-probability, purposive
sampling strategy and also because of the small number of research participants.
CONCLUSION
Despite the limitations stated above the conclusion of the study is pertinent
and weighty. It suggests that targeting South Africans five years and older has
not been adequately effective in promoting appropriate consumption of fruit
and vegetables. The study therefore, recommends the introduction of infants
as early as possible to the taste of locally available fruit and vegetables as
well as the gradual introduction of these fruit and vegetables and a variety of
other nutrient-dense foods when solid foods are being introduced, in order
to promote their liking through increased taste exposure.
This practice has the potential to facilitate the mitigation of the adolescent
unhealthy behaviour of inadequate fruit and vegetables consumption. In
addition, parents and schools should provide enabling environments that
encourage consumption of fruit and vegetables. The study also suggests future
investigation of the effects of the introduction of infants very early to the taste
of locally available fruit and vegetables as well as the gradual introduction of
these fruit and vegetables in their meals when solid foods are being introduced
on adolescent healthy behaviour of fruit and vegetables consumption. ●
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Abstract
Background: Cross-cultural educational initiatives for professionals are now
commonplace across a variety of sectors including health care. A growing
number of studies have attempted to explore the utility of such initiatives on
workplace behaviors and client outcomes. Yet few studies have explored
how professionals perceive cross-cultural educational models (e.g., cultural
awareness, cultural competence) and the extent to which they (and their
organizations) execute the principles in practice. In response, this study
aimed to explore the general perspectives of health care professionals
on culturally competent care, their experiences working with multi-cultural
patients, their own levels of cultural competence and the extent to which
they believe their workplaces address cross-cultural challenges.
Methods: The perspectives and experiences of a sample of 56 health
care professionals across several health care systems from a Mid-Western
state in the United States were sourced via a 19-item questionnaire.
The questionnaire comprised both open-ended questions and multiple
choice items. Percentages across participant responses were calculated
for multiple choice items. A thematic analysis of open-ended responses
was undertaken to identify dominant themes.
Results: Participants largely expressed confidence in their ability to meet the
needs of multi-cultural clientele despite almost half the sample not having
undergone formal cross-cultural training. The majority of the sample appeared to
view cross-cultural education from a ‘cultural awareness’ perspective – effective
cross-cultural care was often defined in terms of possessing useful cultural
knowledge (e.g., norms and customs) and facilitating communication (the use
of interpreters); in other words, from an immediate practical standpoint. The
principles of systemic cross-cultural approaches (e.g., cultural competence,
cultural safety) such as a recognition of racism, power imbalances, entrenched
majority culture biases and the need for self-reflexivity (awareness of one’s
own prejudices) were scarcely acknowledged by study participants.
Conclusions: Findings indicate a need for interventions that acknowledge
the value of cultural awareness-based approaches, while also exploring the
utility of more comprehensive cultural competence and safety approaches.
Keywords: Cultural competence, Cultural safety, Cultural humility, Diversity
training, Public health.
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Background
In recent decades, several key public health care reports and research studies
on health care experiences have indicated that particular cultural groups are
more likely to be underserved, perceive negative treatment, and receive
differential treatment outcomes [1–3]. In response, health care systems in
North America and other CANZUS nations, have endeavored to adapt their
service delivery practices and policies to improve the quality and access
of health care to culturally and linguistically diverse groups [4–7]. Industry
objectives in health care settings contemporaneously aspire to, i) improve
cross-cultural communication ii) enhance responsiveness to the health care
needs of diverse patients iii) reduce health care provider discrimination and
iv) reduce health care disparities. Health care organizations have embraced
and enlisted a variety of cross-cultural educational approaches (e.g., cultural
awareness, cultural competence etc.) to achieve these objectives.
Cross-cultural education training for health care professionals is now
commonplace and in some settings, mandated [8, 9]. Its principles are often
embedded within the strategic plans of health organizations, and human
resource departments will often oversee the advancement of such initiatives.
Participating health care systems usually employ one, or a combination, of
several popular cross-cultural models that have emerged over the past four
decades. These include, but are not limited to, cultural awareness, cultural
competence, cultural safety, cultural humility and cultural intelligence. There
are also multiple off-shoots including anti-racism training and diversity
training. The cross-cultural models overlap considerably though they have
differing emphases. Cultural awareness focuses on learning about the norms
and customs of multi-cultural groups [10]. Cultural safety is concerned with
protecting the culture of vulnerable groups by identifying biases and power
imbalances within organizational structures [11]. Cultural humility promotes
openness and non-judgement while allowing the client to determine how their
culture impacts their experiential reality and by extension, the clinical encounter
[12]. Cultural intelligence focuses on an individual’s capacity to first recognize
and then successfully function in various cultural environments foreign to
their own [13]. And cultural competence (though often used generically) is an
institutional framework that expands an organization’s internal and external
capacity to support and implement protocols that improve worker attitudes,
cross-cultural communication, staff diversity, and ongoing relationships with
multi-cultural communities and stakeholders [14]. The adoption of these models,
or aspects of the models, are believed to ultimately reduce the obstacles that
still contribute to the poor health care experiences and unmet health needs
of particular cultural minority groups [15].
OHASA JOURNAL

research

While the uptake of cross-cultural education models has been widespread
across health care systems, evidence for the models’ ability to reduce crosscultural health care disparities has been slim. There has been some confirmation
of temporary improvements in practitioner attitudes and patient experiences
post model implementation (usually in the form of a workshop), however the
impact on patient treatment outcomes has been largely negligible [16–18].
While there are possible associated explanations for these findings (e.g.,
model implementation integrity, methodological rigor of validation studies,
broader organizational factors) is it uncertain as to why current cross-cultural
education strategies have not had stronger effects. In fact, there is evidence
indicating that certain delivery styles (e.g., coercive, shame-and-blame)
of cross-cultural education may have unintended contrary outcomes for
participating staff [8, 19]. Other literature has offered some speculation as
to why such trainings and associated initiatives may fall short in achieving
anticipated outcomes in health care settings [20–23]. Shepherd [9] points
to the impracticality of retaining and then utilizing ‘quickly-learned’ cultural
knowledges, customs and interaction styles beyond cross-cultural workshops.
The potential for essentializing and/or homogenizing cultural groups leading to
stereotypical pre-conceptions has also been referred to [22, 24–26]. Moreover,
numerous factors may impact a cross-cultural clinical encounter beyond
cultural differences (e.g., personality, temperament, cognitive ability, level
of education, socio-economic status, mental health, universally poor service
delivery). It is clear that further research efforts are required to explore how
cross-cultural education is typically delivered, received and implemented in
various health care settings.
One way to acquire this information is to ascertain the views and
experiences of health care professionals themselves. Cross-cultural training
workshops are often validated by health care professionals via pre-post
intervention surveys. However, the insights and perceptions of health care
professionals are infrequently sought when attempting to develop, define or
refine effective cross-cultural practice. Few studies globally, have explored
the perceptions of professionals on cross-cultural education initiatives in
health care. A number of studies from Australia (samples < n = 20) explored
the barriers to effective cross-cultural communication as identified by health
workers and the importance they afforded to cultural competence [27–30].
Similar studies were conducted with small samples of nurses in Scotland [31]
and Ireland [32]. In North America, a study from Canada assessed attitudes
towards cultural competence for 170 registered nurses [33] and a study
from USA explored how 31 public health nurses gauged their own levels
of cultural competence and experiences of culturally competent care [34].
The opinions of both health care providers and medical staff on some of
the challenges faced when working with diverse clientele, were obtained
in the context of broader studies on cross-cultural health care in the USA
[35] and Sweden [36]. Furthermore, health care professionals’ perceptions
of their own cultural competence has been examined across professions
(i.e., physicians compared to nurses) [37] and in relation to their alignment
with patient observations [38]. Overall, the above literature illustrates that
health care professionals, despite possessing varying levels of crosscultural knowledge, largely acknowledge the importance of cross-cultural
awareness and demonstrate a willingness to improve their cross-cultural
communication skills. Language barriers, low client health literacy and
bureaucratic constraints are regularly offered as barriers to effective crosscultural service delivery [27–30]. It is clear however, that further research is
warranted in this space to acquire a more nuanced understanding of how
health care providers and professionals view and experience intercultural
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encounters, and the educational initiatives implemented to enhance such
encounters. In response, this study aims to gather and explore i) the general
perspectives of health care professionals on culturally competent care, ii)
their experiences working with multi-cultural patients, iii) their perceptions
of their own levels of cultural competence and iv) the extent to which they
believe their respective organizations address cross-cultural challenges in
the workplace. Professionals were recruited from health care systems in a
Mid-Western region of the USA where no prior research of this nature has
been conducted. We anticipated that the majority of professionals will value
the importance of cross-cultural education and training but may differ with
regards to both their own and their organization’s perceived knowledge,
and which aspects of cross-cultural education they believe are relevant to
their practice.
Methods
Participants
Participants were recruited across three major health care systems and one
university student health center from a Mid-Western state in America. The first
health system, a major university medical training facility comprises a network of
two hospitals and 40 clinics. The second health system, is a state-run network
of over 30 major hospitals and clinics. The third, is a regional faith-based
network of 14 hospitals and over 400 clinics. The university student health
center provides a range of medical services on a major university campus.
Combined, the three health systems and university student health center,
operate the majority of medical facilities in the state.
Materials
Participants completed a 19-item questionnaire ascertaining their general
perspectives on culturally competent care, their experiences working with
multi-cultural patients, their own levels of cultural competence and the extent
to which they believe their organizations addressed cultural competence in
the workplace. The questions were both multiple choice (n = 15) and openended (n = 4). For the multiple choice questions, participants were asked
the extent to which they agree or disagree with various general statements
(e.g., do you think health service providers should consider a patient’s cultural
background when treating them?), to reflect on how often their own skills
align with best practice cross-cultural care (e.g., do you feel that you attend
to the cultural needs of patients from difference cultural backgrounds?)
and the importance they afford to various skillsets (e.g., do you think it is
important to learn about different cultures as part of your practice?). Open
ended questions prompted participants to elaborate on their perceptions
and experiences (e.g., what areas of cultural awareness/competence do you
feel that you and/or your organisation perform well?). The combination of
both closed and open-ended questions allowed for a baseline understanding
of participant views across key ideas, which could then elucidated through
nuanced personal narratives.
The questionnaire was developed by the study authors through their own
expertise and after reviewing the relevant public health and cross-cultural
health care literature. Questions were selected based on their relevance
to the study (e.g., health care environments) and their alignment with the
expectations and principles of cross-cultural communication philosophies
(e.g., cultural competence, cultural awareness, cultural safety). No previous
validated questionnaire specifically tailored to the cross-cultural experiences
of health care professionals was located for use.
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Procedure
Researchers contacted participating health care networks in mid-2016 to
ascertain their interest in being involved in the study. After receiving support
from their respective internal review boards, the organizations distributed an
online link to the study survey to clinical and professional staff via email. The
link was accompanied with a short passage enquiring if staff were interested
in participating in an anonymous online research study survey on cross-cultural
health care service delivery experiences.
Individuals who opted to click on the study link were presented with a
digital consent form outlining the requirements and their involvement in the
study. After consenting, participants then completed the anonymous online
health care provider cross-cultural experiences survey. The questionnaire was
conducted on an online research survey software program. The duration of
participation ranged from 10 to 30 min. All participants received a $10 online
gift voucher for their contribution. Data was collected across the months of
August and September in 2016. It is unknown as to exactly how many staff at
each organization received the study recruitment email.
Data analyses
A mixed methods study design was employed. First, percentages across
participant responses were calculated for all multiple choice items. Second, the
four open-ended questions were then qualitatively analysed. After extracting
the data from the online research survey program, a thematic analysis was
undertaken by a primary coder (author DN) using a progressive process of
classifying, comparing, grouping and refining groups of text segments to create
and then clarify the definition of categories, or themes, within the data [39].
For the purposes of reliability, another coder (author SS) independently coded
a subsection of interview notes and cross-checked these with the findings of
the primary coder. Following coding, dominant themes were cross-checked
between raters until a consensus was reached. Participant percentages across
categories for the 19 multiple choice questions were calculated and tabled.
Results
Data were collected from a total of 56 health care workers. Four additional
individuals elected not to consent to participate in the study after viewing the
information statement and consent form page. Due to the anonymous nature of
the study, the distribution of participants across the four health care organizations
was unknown. The mean age of the sample was 38.66 (SD: 12.03, range 20–65)
years. The majority were female (n = 52, 92.9%). Over 85% (n = 48) of the sample
identified as White/Caucasian, with 8.9% (n = 5) identifying as Hispanic/Latino,
3.6% (n = 2) identifying as Middle Eastern and 1.8% (n = 1) identifying as AfricanAmerican. The self-described professions of the participants included Nurse/
Nurse Practitioner (n = 18, 32.1%), Mental Health Professionals (n = 9, 16.1%),
Medical Assistants (n = 7, 12.5%), Hospital/Clinic Administrators (n = 7, 12.5%),
Medical Receptionist (n = 5, 8.9%), Physicians (n = 3, 5.4%), Physiotherapists

(n = 2, 3.6%), Interpreters (n = 2, 3.6%), Pharmacist (n = 1, 1.8%), Community
Support Worker (n = 1, 1.8%), Medical Lab Technician (n = 1, 1.8%). Regarding
years of experience in their current profession, 26.8% (n = 15) of the sample
reported more than 20 years of experience, 23.2% (n = 13) reported between
11 and 20 years of experience, 21.4% (n = 12) reported between 5 and 10 years
of experience, and 28.6% (n = 16) reported less than 5 years of experience.
Participant perceptions on the importance of cross-cultural education and
communication in health care settings are presented in Table 1. The vast
majority of participants clearly believed that cultural considerations are an
important component of best practice health care and that professionals should
be learning about different cultural groups. Responses varied as to whether
one’s organization should be making improved efforts to meet the needs of
diverse clientele and whether <?A3B2 thyc=cultural-specific approaches to
health (e.g., traditional/spiritual healers) should be accommodated.
Participants were also asked to designate the level of perceived importance
they afforded to having staff from diverse cultural backgrounds represented at
their workplace. Almost three-fifths (39.3%, n = 22) of the sample believed staff
diversity to be ‘extremely important’, 28.6% (n = 16) believed staff diversity to
be ‘important’ and a further 12.5% (n = 7), 17.9% (n = 10), 1.8% (n = 1), believed
staff diversity to be moderately, slightly, or not at all important, respectively.
Most participants (91.1%, n= 51) acknowledged that bi-lingual staff worked at
their organization. Three participants (5.4%) did not provide an answer to
this question.
Participant perceptions of their own cross-cultural awareness experiences
and capabilities are presented in Table 2. Health care providers acknowledged
that they regularly treat patients of color and that they would commonly attend
to their needs. The majority also noted that sometimes, and for some, often, it
was more challenging to treat or engage with patients from a different cultural
background to their own. Over 40% (n = 23) of participants believed that their
cultural background often makes patients from other cultural backgrounds
uncomfortable. Moreover one-fifth (n = 12) of the sample thought that their
cultural background sometimes made patients of color feel anxious or nervous.
Participants were also asked to describe how satisfied they were with their
own perceived level of cross-cultural knowledge. Under 15% (n = 8) reported
that they were ‘extremely satisfied’ with their level of knowledge, 64.3%
(n = 36) were ‘satisfied’ with their level of knowledge, 16.1% (n = 9) were neither
dissatisfied or satisfied, and 3.6% (n = 2) were ‘dissatisfied’. No participant
reported ‘extreme dissatisfaction’ with their level of cross-cultural knowledge.
Thematic analysis
Participants responded to four open-ended questions on cross-cultural health
care delivery. They were asked to reflect on ways to improve cross-cultural
health care and the extent to which they perceived their organizations to be
suitably performing in this area. Each question and the associated response
themes are presented below.

Table 1: Cross-cultural perceptions of health care professionals (Agree – Disagree)

Health care provider questions

Strongly
Agree
% (n)

Agree

Neither
Agree/
Disagree

Disagree

Strongly
Disagree

Do you think health service providers should consider a patient’s cultural background when treating them?

60.7 (34)

28.6 (16)

3.6 (2)

5.4 (3)

1.8 (1)

Cultural awareness is important in providing best-practice health care.

75.0 (42)

23.2 (13)

1.8 (1)

–

–

Being able to effectively communicate cross-culturally with patients is important to best practice health care.

83.9 (47)

16.1 (9)

–

–

–

Do you think it is important to learn about different cultures as part of your practice?

75.0 (42)

21.4 (12)

3.6 (2)

–

–

Do you think learning about different cultures improves service delivery with multi-cultural patients?

75.0 (42)

21.4 (12)

3.6 (2)

–

–

Do you feel that your organization could do a better job at accommodating the needs of patients from diverse cultures?

8.9 (5)

35.7 (20)

35.7 (20)

16.1 (9)

3.6 (2)

17.9 (10)

35.7 (20)

35.7 (20)

10.7 (6)

–

Do you think other cultural models of health are useful to complement conventional health care approaches?
n = 56
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Table 2: Cross-cultural perceptions of health care professionals (Always – Never)
Health care provider questions
Do you feel that you attend to the cultural needs of patients from different cultural backgrounds

Always
% (n)

Often

39.3 (22)

55.4 (31)

Sometimes
5.4 (3)

Rarely
–

Never
–

How often do you treat patients of color?

80.04 (45)

16.1 (9)

3.6 (2)

–

–

Is it more difficult to engage with/treat people from a different culture to your own?

–

21.4 (12)

62.5 (35)

14.3 (8)

1.8 (1)

Do you think your cultural background makes some patients from different cultural backgrounds uncomfortable?
Do you think that some patients of color feel anxious/nervous around you during treatment?
n= 56

What factors/skills do you think could improve cross-cultural health care?
Education/training
Many (n = 31) participants believed that formal cross-cultural education and
training would indeed improve their organization’s capacity to provide crosscultural health care. Most of the suggestions were oriented to learning about
multi-cultural customs.
“Knowledge regarding different cultures and customs”. (Registered Nurse).
“Educational lecturers and/or classes that can assist others in learning
about diverse cultures”. (Community Support Worker).
Some felt that this education should be mandatory or at least regularly
provided to staff.
“Regular educational seminars/courses on addressing different cultures in
health care settings”. (Registered Nurse).
Two participants felt that education and training should have a particular
focus on systemic issues experienced by patients from minority backgrounds.
“Trainings of awareness, bias and privilege”. (Mental Health Professional).
“Increased education regarding institutional inequality on the local, state,
and national levels”. (Mental Health Professional).
Interpreter services
The second most common response theme was having interpreter services
available and accessible to all patients.
“Interpretation services throughout all clinics in the area”. (Medical Assistant).
Some participants also suggested that that there should be more bi-lingual
professionals.
“More providers who are bilingual or who offer services in languages other
than English”. (Mental Health Professional).
Diversification of staff
One participant expressed that organizations should aim for cultural diversity
when recruiting staff.
“Increased recruitment and hiring of professionals who are people of
color and people of other-than-white cultural identities and experiences”.
(Mental Health Professional).
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1.8 (1)

39.3 (22)

–

41.1 (22)

17.9 (10)

–

1.8 (1)

19.6 (11)

42.9 (24)

35.7 (20)

What areas of cultural awareness/cultural competence do you feel that
you or your organization perform well?
Access to interpreters
Nineteen participants commented positively on the provision of interpreters
to patients requiring language assistance. “We provide free interpreters for
any clients who need one”. (Hospital/Clinic Administrator). “I love that we
have interpreters here”. (Registered Nurse). “We provide on-site interpreters
to translate for the patients to provide the best quality care”. (Interpreter).
Cultural awareness/sensitivity
Eleven participants believed that their organization was culturally aware,
respectful of cultural customs and mindful of the specific needs of patients from
different cultural backgrounds. “We are sensitive to everyone’s needs and go
over and beyond to meet those expectations”. (Medical Receptionist). “There
is a general cultural expectation in the organization that we are welcoming
and respectful of all kinds of people”. (Mental Health Professional). “We try to
be accommodating when at all possible regarding cultural customs”. (Hospital/
Clinic Administrator).
Education/training
A number of participants reported that their organization encouraged a
commitment to cross-cultural training. This was evidenced by cross-cultural
training undertaken by staff. “Having training to make us aware of cultural
beliefs”. (Mental Health Professional). “Education about our population
(catchment area) was provided so providers and staff had some background
and understanding”. (Registered Nurse). “Monthly diversity trainings”. (Mental
Health Professional).
Culturally diverse staff members
Five participants believed that their organization benefitted from hiring diverse
staff members. This was viewed as being of great value to the multi-cultural
patients attending their organization. “Our organization does an excellent job
of hiring diverse staff members, for the most part, especially in our refugee
services and support staff positions”. (Mental Health Professional). “Having
providers and staff with different cultural backgrounds has been useful”.
(Hospital/Clinic Administrator).
Assessment of needs/rapport development
Some participants underscored the benefits of directly asking patients about
their cultural needs and how best they could be accommodated. “Asking how
we can best care for their cultural needs at first appointment”. (Registered
Nurse). Other participants reported that professionals at their organization
spent some time ‘getting to know’ patients from different cultural backgrounds
in order to establish a relationship of trust. “We treat a lot of different cultures
and we ask questions sometimes in order to get to know them…culturally some
people need more time with a doctor than others which can make it difficult
but can also be beneficial in creating a bond”. (Interpreter).
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Resources
Four participants commented positively on their organization’s provision of
cross-cultural educational resources for both patients – “We have information
printed in different languages for communication of medical information”.
(Physician), and staff – “Education and resources related to all cultures
available to staff”. (Registered Nurse).
What was the nature of the training?
This open-ended question followed the initial yes/no question, “Did your health
care training include a cultural awareness/competence component”, to which
57.1% (n = 32) participants affirmed that they had received some form of cultural
training as part of their professional education. The thematic responses from
these 32 participants are illustrated below.
Format
Ten participants indicated that the training they had undertaken was online. A
smaller number of participants stated that cross-cultural training was conveyed
through presentations from guest speakers and a further two participants claimed
that their training was obtained through clinical experience. The majority of
participants stated that the training was a requirement for all staff members.
“The cultural competence training is an online course which all staff must
complete when they are first hired, and then annually afterwards”. (Mental
Health Professional). “Required for licensing”. (Mental Health Professional).
Content
Participants described the content of the training as primarily focused on
“cultural norms and differences”. (Nurse Practitioner, Physiotherapist).
How would you improve the cultural competence of your organization?
Further education/training
Most participants believed that cultural competence training should be “regular”
(Interpreter) and “mandatory” (Registered Nurse). More specifically, several
participants suggested that training should involve “speakers from different
cultural backgrounds”. (Hospital/Clinic Administrator). “It would be helpful to
have training/discussions with people from different cultures/ethnic backgrounds
who are willing to meet with health care staff in order to learn about their
cultures/norms and how health care providers would be most effective in
helping those clients”. (Nurse Practitioner). Some participants advocated
for regular organizational-wide meetings for staff to have discussions about
cultural competence. “Talking about the problems we may encounter based on
culture”. (Interpreter). Others felt that any cultural education should only focus
on the cultural groups within the organization’s catchment area. “Education in
regards to the geographical location of the patients we provide health service
to”. (Hospital/Clinic Administrator). “More detailed training on the specific
cultures that are prevalent in the area rather than presenting it as more global”.
(Registered Nurse). Only one participant referred to discriminatory behaviors.
“Increase accountability for micro-aggressions, institutional inequality, racism,
sexism etc. with the understanding that we all have these issues and the most
important thing is to be aware of them and work to challenge them within
ourselves”. (Mental Health Professional).
Staff diversity
Although few participants commented on staff diversity, disagreement was
evident. Three participants believed that their organization would be more
culturally competent if there was greater cultural diversity among staff members.
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“Increase the number of staff members of color and staff members who are
multi-lingual”. (Mental Health Professional). In contrast, two participants stated
that cultural background was not the main priority when hiring new staff
members. “I hire the best person for the job, not for their cultural background”.
(Hospital/Clinic Administrator).
Already competent
Several participants believed that their respective organizations were already
meeting cultural competence principles. “My clinic provides excellent services
and a willingness to diversify amongst multiple different cultures”. (Medical
Assistant). “I feel we provide all cultures with adequate care”. (Physician).
Discussion
Cross-cultural educational initiatives for professionals are now commonplace
across a variety of sectors including health care. A growing number of studies
have attempted to explore the utility of such initiatives on workplace behaviors
and client outcomes. Yet few studies have explored how professionals perceive
cross-cultural educational models (e.g., cultural awareness, cultural competence)
and the extent to which they (and their organizations) execute the principles
in practice. This study aimed to address this gap in the literature by gathering
the perspectives of a sample of health care workers from a Mid-Western state
in the United States of America. The insights gained from the research provide
a useful contribution to the practical literature on cross-cultural professional
training. It is important to ascertain the attitudes and professional experiences
of health workers when working cross-culturally, to assist in developing
functional and effective trainings that are endorsed by the very professionals
that they are designed for.
Like prior research [29, 31, 33, 35], the vast majority of the sample acknowledged
that a consideration of a client’s culture was of importance. Possessing cultural
knowledge was widely perceived to be ‘best practice’ and necessary for
effective cross-cultural communication and service delivery. Half the sample
agreed that alternative cultural models of health would augment existing
approaches to care. There is a wide body of literature illustrating culturally
bound models of health and symptom expression styles that are believed to
deviate from, or partially overlap with western diagnostic categories [40, 41].
Other participants may have been unaware of the differing concepts of health
and wellbeing possessed by particular cultural groups. Some may also have
perceived that certain cultural or ‘folk’ health beliefs clash with conventional
methods to the detriment of their patient, a view documented in prior research
with health professionals [27–29, 42]. Nonetheless, approximately 95% of the
sample believed that they always or often attend to the cultural needs of their
patients. This near consensus arose despite over 80% of participants sharing that
they often or sometimes found it more difficult to engage with or treat patients
from cultures different to their own. Additionally, almost 60% acknowledged
that their own culture may make some patients uncomfortable. The sample’s
apparent confidence in their own abilities to work effectively cross-culturally
despite obvious challenges may reflect workplaces committed to cultural
competence initiatives and diversity. Some participants in this study may also
genuinely be equipped with cultural knowledge and the facility to recognize
the limitations of their own knowledge when working with different cultures as
per the cultural humility model. However, there is also a possible incongruity
between the assumption that one is commonly addressing cultural needs and
the frequent experiencing of challenges when working with minority patients,
which may signal an over-confidence and/or unawareness. This is often referred
to in the cultural safety literature as a failure to interrogate one’s own cultural
beliefs, and how a vocation may have built-in entrenched dominant culture
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norms and standards that impact cross-cultural clinical encounters [43]. It was
unknown as to how participants discerned that their cultural background had
made their patients uncomfortable. They may have been acutely aware of
how the dominant culture is viewed through the lens of historically oppressed
minority patients. Alternatively, they may have received negative feedback or
complaints from patients because of their actions.
In a similar pattern to the above findings, just over half of the sample (57%)
had received some form of cross-cultural training as part of their overall
health care education, yet almost 80% were satisfied with their level cultural
knowledge. The cross-cultural training undertaken, was largely described as
learning about the norms and customs of other cultural groups (either online or
through presentations) which is reminiscent of the cultural awareness model.
Alternative cross-cultural models (cultural humility, cultural safety) critique the
cultural awareness approach for homogenizing cultural groups, and effectively
‘trading in stereotypes’ [12, 44]. A possible discrepancy between real and
perceived cross-cultural knowledge is conceivable here.
Participants were asked to outline what areas of cross-cultural care they
believed that they (or their organization) perform well. Answers here, would
perhaps illuminate the apparent confidence many participants possessed when
working cross-culturally despite a significant minority not having undertaken
formal cross-cultural training. The availability of interpreters was the most
common example of effective cross-cultural care as denoted by participants.
A lack of interpreter services has been identified as a common obstacle for
cross-cultural service delivery in prior studies [27, 29, 30, 34]. There was also
a belief from numerous participants, that their respective organizations were
culturally respectful and attentive to the cultural needs of clients. Several
participants stated that their organizations offer cultural training (some on a
regular basis), employ multi-cultural staff, and provide educational resources for
staff and patients. Staff diversity was emphasized as beneficial for multi-cultural
patients. Perhaps this was in regard to their capacity to speak languages other
than English – over 90% of participants indicated that they work alongside
bi-lingual staff. It is possible from the above testimony that many participants
work in organizations that possess some of the attributes allied with the cultural
competence model. Cultural competence is an organizational-wide approach
to enhancing effective cross-cultural communication which includes a number
of interconnecting initiatives (e.g., staff diversity, staff training, interpreter
services, improving staff attitudes to cross-cultural care) [15]. Such a framework
could potentially engender a safe multi-cultural working environment despite
staff not having undergone direct cultural training themselves. In contrast, it is
perhaps more likely that participants viewed effective cross-cultural care as
essentially a communication matter as opposed to a multifaceted institutional
framework. Rather than perceiving cross-cultural care as a broader phenomenon
encompassing power imbalances, dominant culture biases and contrasting
worldviews (interpretations seldom articulated by the sample), most participants
may have simply regarded cross-cultural care from an immediate practical
standpoint whereby interactive/informational barriers require alleviation; hence
the highlighting of interpreter services, staff bi-linguicism and assessment
rapport development. Starr and Wallace [34] found that the availability (or
lack of) interpreters and gender-specific providers were some of the most
commonly raised themes in a sample of American public health nurses when
discussing culturally competent care. Only a small number of participants
referred to diversity hiring strategies directly. A tension between affirmative
action and colour-blind approaches was evident among some of the responders.
Participants were asked to identify which factors/attributes improve crosscultural care, and more pointedly, to offer recommendations to improve the
cultural competence of their own organizations. Two main themes were
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canvassed in relation to the first question. Participants cited the need for
ongoing cross-cultural education and training in the workplace. Responses
again appeared to denote the cultural awareness approach – a focus on
cultural norms, customs and health beliefs – which is the most common form
of cross-cultural education universally, yet the most criticized in the literature.
Only two participants described the need for training to encompass themes of
systemic bias and privilege which reflect the cultural safety approach. Crosscultural education was the leading recommendation among the sample for
improving organizational cultural care. A desire for regular staff meetings on
cross-cultural issues was posited. There was also a preference among several
respondents to focus attention on the cultural needs of clientele within the
organization’s catchment area, a recommendation proffered in previous research.
No participants referred to any bureaucratic procedures that constrained their
ability to work effectively cross-culturally, a finding noted in several prior studies
[27, 29, 30]. Somewhat surprisingly, several participants disclosed that their
organizations were already culturally competent and as such, did not offer any
recommendations to improve cross-cultural care. Cultural competence is often
described by its proponents as an evolving process rather than a ‘clear-cut’
actuality [45]. There is some evidence however from the same mid-western
region that multi-cultural patients are generally satisfied with their treatment
from health care providers. Shepherd et al. [46] found that racial minorities
from a mid-Western state reported that they had good access to health care
services, were not afraid to visit mainstream medical services and experienced
low levels of racism and poor treatment.
Implications
Findings from the study should be considered in light of several limitations.
First, caution is advised when generalizing results beyond Mid-Western health
care settings. Second, the sample, like previous cohorts in the extant literature,
was predominantly female and White/Caucasian. Prior research has suggested
that female health care staff are more likely to possess patient-centered
communication styles [47, 48] which may be more conducive to cross-cultural
care. Ohana & Mash [38] discovered that discrepancies between physicians’
perceptions of their own cultural competence and their patients’ perceptions
are reduced if the physician is female. Moreover, few cultural minorities
participated, which may reflect the demographics of health care professionals
in the region, and more broadly, the state population. Health professionals
from cultural minority backgrounds may be more cognisant of the systemic
and/or historical challenges faced by minority patients and may therefore be
inclined to support broader cross-cultural educational approaches that address
explicit/implicit discrimination, power structures and historical injustices [11,
12, 49–51]. Furthermore, the exact response rate in the study was unknown
– health systems were unable to disclose how many study invitations were
distributed across their respective networks. Third, no direct patient data
was collected to corroborate the cohort’s generally optimistic assertions that
they and their organizations provide care that is meeting the needs of their
multi-cultural clientele. Prior research has found a weak relationship between
medical professionals’ perceptions of their own cultural competence and their
patient’s perceptions of their cultural competence [38]. Last, the terminology
on the questionnaire (i.e., ‘diverse cultures,’ ‘cultural background’ etc.) was
left open to interpretation. It is possible that these broad descriptors may
have influenced responses.
The health workers in our sample appeared to view cross-cultural education
from a ‘cultural awareness’ perspective. Effective cross-cultural care was often
defined in terms of cultural knowledge (e.g., norms and customs) and facilitating
communication (e.g., the use of interpreters). A dearth of respondents referred
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to broader, systemic components of cross-cultural care such as a recognition
of racism (explicit and implicit), power imbalances, entrenched majority culture
biases and the need for self-reflexivity (awareness of one’s own prejudices).
Although a number of participants supported workplace diversity, this appeared
to be in the course of improved communication with minority patients rather
than advocating for diversity per se, or for cultural diversity at the executive,
or ‘decision-making’ levels. As speculated earlier, cross-cultural education was
perhaps viewed as an immediately applied or ‘hands on’ phenomenon rather
than a holistic, structural approach. Prior research has found that clinicians
have a preference for ‘active behavioural simulations’ as a cross-cultural
training method [52].
While most models of cross-cultural education encompass learning about
the ‘other’ to some degree, simply absorbing the health beliefs, idiosyncrasies
and traditions of particular cultural groups is somewhat superficial and as
such, unlikely to advance cross-cultural communication [9, 44]. Advocates
of later cross-cultural models (cultural competence, cultural humility, cultural
safety) would indeed stress the need to augment the cultural awareness
styled training undertaken and demanded by participants in the study. The
compelled awareness of one’s own biases and their institutions’ potential
to marginalize patients from non-mainstream cultural groups would be
likely additions to teachings. In fact proponents of later models may argue
that the over-confidence displayed by some participants in our study could
be a reflection of their inability to recognize their own limitations and
prejudices – and as such, underscoring the need for participants to undergo
broader, holistic training. Intuitively, there is merit to multi-faceted models
that incorporate socio-historical and political factors. At the same time,
robust evidence for cross-cultural educational models, regardless of their
content, is meagre [9, 44, 53–55]. Interpreter and bi-lingual health worker
services possess some empirical support [56–58] though further research is
warranted [17]. Thus, a conundrum unfolds whereby participants appear to be
content with a limited model (in cultural awareness) yet the more expansive,
recommended alternatives (cultural safety etc.) have yet to demonstrate
rigorous utility beyond anecdotal evidence. The potential consequences of
politically charged ‘blame and shame’ approaches (which are more likely to
occur within cultural safety-styled trainings) have also been documented [8,
19]. Further research is required to rigorously test the validity of the various
models and their specific assumptions. It is also important to ensure that
cross-cultural models are relevant to specific workplaces, flexible enough to
address immediate challenges identified by frontline staff, and seek realistic,
practical goals that are clear, quantifiable and have evidence for their utility.
Conclusions
This study finds that health care professionals from a Mid-Western region
of the USA value the possession and pursuit of cultural knowledge when
working with multi-cultural populations. Practical cross-cultural approaches
endorsed by staff (e.g., interpreter services) appeared to be enthusiastically
supported and were thought to be associated with effectual cross-cultural
care. However, the principles of systemic cross-cultural approaches (e.g.,
cultural competence, cultural safety) were scarcely acknowledged by study
participants. The findings indicate a need for interventions that acknowledge
the value of cultural awareness-based approaches, while also exploring the
utility of more comprehensive cultural competence and safety approaches.
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Abstract
Background: Limited guidance exists on culturally sensitive communication
related to interactions between clinicians, patients and families.
Objectives: To explore the concept of culturally sensitive communication
and identify clinical practice implications and knowledge gaps related
to culturally sensitive communication in healthcare.
Methods: A concept analysis was undertaken, using Walker and Avant’s
(2011) framework which comprises eight consecutive steps to explore the
concept and clinical practice implications. A systematic literature search
was undertaken to identify papers published between January 1, 1995
and December 20, 2017, leading to the inclusion of 37 relevant research
papers in the concept analysis.
Results: Based on the research literature, examples of model, borderline and
contrary cases of culturally sensitive communication were developed. Three
major uses of culturally sensitive communication were identiﬁed, including
understanding one’s own culture, open and sensitive communication, and
strategies to collaborate with the patient and family for optimal patient
care. An awareness of one’s own cultural beliefs, values, attitudes and
practices was identiﬁed as an essential ﬁrst step before learning about
other cultures. This awareness includes being sensitive and adaptive to
individual cultural differences and relies on clinician self-understanding
and reﬂection. Strategies to collaborate with the patient and family for
patient care include respectful and supportive clinician interactions with
the family that enable a collaborative approach to care.

Summary of relevance
What is the problem
• Despite an international focus on improving the quality of care and
safety of hospitalised patients, culturally sensitive communication
remains poorly understood.
What is already known about the topic
• Understanding the concept of culturally sensitive communication is
essential for clinicians to increase their awareness and understanding
of best practice when communicating with culturally diverse patients
and families.
• When culturally sensitive communication is used, patients are likely to
experience a more positive and beneﬁcial relationship with clinicians,
and better health outcomes.
What this paper adds
• Ideally, the nature of culturally sensitive communication should be
determined by the recipient of care, be individualised and holistic,
and incorporate any cultural considerations necessary.
• The deﬁning attributes of culturally sensitive communication explored
and explained in this paper, aid in establishing and maintaining a
trusting therapeutic relationship.
• This concept analysis enhances understanding of culturally sensitive
communication and the beneﬁts and challenges to its use in healthcare.

Conclusions: This concept analysis aids understanding of culturally
sensitive communication, the beneﬁts and challenges associated with
its use, and clinical practice implications.
Keywords: Communication, Cultural diversity, Cultural sensitivity, Culture,
Health, Quality of healthcare.
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1. Introduction
Global migration is higher than ever before, with migrants accounting for
more than ten per cent of the total population in Europe, Northern America
and Oceania (United Nations, 2017). As a result, populations are culturally
diverse (World Health Organization, 2016). Cultural diversity not only relates
to a person’s country of birth, but also to their ancestry, the country of birth
of their parents, languages spoken, Aboriginal descent, reli- gious afﬁliation,
ideas, belief systems, customs and social behaviour (Australian Bureau of
Statistics, 2017). Cultural diversity can create many challenges in the provision
of healthcare (State of Victoria, 2016).
Since the 1990s, global population and socioeconomic changes have resulted
in an increased number of hospitalised patients from diverse backgrounds
(United Nations, 2017). Clinicians must be cognisant of patients’ individual
healthcare preferences that are inﬂuenced by cultural diversity, and the
importance of communication to ensuring safety and equity in the provision
of healthcare (Bellamy & Gott, 2013).
Table 1: Concept analysis approach
Concept Analysis approach
(Walker & Avant, 2011)

1 Select a concept
2 Determine the aims or purposes of analysis
3 Identify all uses of the concept that you can
discover
4 Determine the deﬁning attributes
5 Identify a model case
6 Identify borderline, related, contrary, invented and
illegitimate cases
7 Identify antecedents and consequences
8 Deﬁne empirical referents

Cultural sensitivity requires an awareness of cultural diversity, including
how culture may inﬂuence patients’ values, beliefs and attitudes, and involves
acknowledging and respecting individual differences (Crawley, Marshall, Lo, &
Koenig, 2002). Yet, culturally sensitive communication may be more difﬁcult to
deﬁne. Research suggests that clinicians may not know how to communicate with
persons from culturally diverse backgrounds (Beckstrand, Callister, & Kirchhoff,
2006; Efstathiou & Clifford, 2011), and when communication is not culturally
sensitive, there is a potential for it to negatively impact the care provided, and
patient and family satisfaction (Williamson & Harrison, 2010). The purpose of
this paper is not to prescribe how culturally sensitive communication is to be
used in diverse situations. Rather, the purpose is to explore and explain the
concept of culturally sensitive communication.
2. Background
It is assumed that clinicians have the knowledge and skills to communicate in
a culturally sensitive way (Betancourt, Corbett, & Bondaryk, 2014). Culturally
sensitive communication demonstrates understanding and respect for
individuals and promotes patient and family satisfaction (Claramita, Tuah,
Riskione, Prabandari, & Effendy, 2016; Douglas et al., 2011). Through verbal
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and nonverbal communication, clinicians attempt to identify individualised
patient needs; yet, culturally sensitive communication also relies on clinicians
being able to critically reﬂect on their own values, beliefs, preferences and
culture, as well as understandings of traditions, perspectives and practices of
culturally diverse individuals, families and communities (Douglas et al., 2011). An
assumption is made that clinicians are educationally prepared to use culturally
sensitive communication in care provision (Williamson & Harrison, 2010). Yet,
evidence suggests that clinicians are ill-prepared to communicate with cultural
sensitivity, and opportunities for clinicians to undertake education in this area
are often limited to isolated opportunities (Fleckman, Dal Corso, Ramirez,
Begalieva, & Johnson, 2015; Maier-Lorentz, 2008; Narayanasamy, 2003).
When communication is not culturally sensitive, patients and families are
less likely to be satisﬁed with their perceptions and experiences of care,
there is an increased risk of miscommunication, and cultural disparities may
result; leading to poor adherence to treatment, poorer health outcomes and
an increased prevalence of adverse events (Anderson, Scrimshaw, Fullilove,
Fielding, & Normand, 2003; Betancourt et al., 2014; Paternotte et al., 2016).
Despite an international focus on improving the quality of care and safety
of hospitalised patients, culturally sensitive communication remains poorly
understood (Esposito, 2013; Flowers, 2004; Friganovic et al., 2016). The aim of
this paper is to explore the concept of culturally sensitive communication and
identify clinical practice implications and knowledge gaps related to culturally
sensitive communication in healthcare, using Walker and Avant’s (2011) concept
analysis framework (Table 1). It is important to acknowledge that the features
that make communication culturally sensitive will vary amongst patients. Hence,
culturally sensitive communication should be determined by the patient, as
recipient of care, to ensure the approach to communication is individualised
and holistic, and incorporates the cultural preferences and considerations
identiﬁed by the patient (CATSINaM, 2016; CDNM, 2017).
3. Method
Cumulative Index of Nursing and Allied Health Literature (CINAHL) Plus, EMBASE,
Medline and PsycINFO were searched to obtain Australian and international
literature published in English between January 1, 1995 and December 20, 2017,
related to culturally sensitive communication in healthcare. The year 1995 was
chosen as the starting point for searching as this was the time when increased
interest was generated about cultural sensitivity and diversity in healthcare, and
Leininger, who deﬁned Transcultural Nursing (Leininger, 1995) published seminal
work in this area. The search used the following major terms combined with AND
or OR ‘culturally sensitive’, ‘communication’ and ‘healthcare’. Literature obtained
included research papers, literature reviews, integrative reviews and editorials.
Reference lists of papers already located were manually scanned for additional
papers. Government websites and reports were also reviewed for literature relevant
to the concept. The initial literature search returned n = 4930 papers, of which n =
258 papers were comprehensively examined for eligibility. After full text review,
n = 221 were excluded as they did not speciﬁcally examine culturally sensitive
communication, and n = 37 papers were included in the concept analysis (Fig. 1).
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4. Results
4.1 Deﬁning culturally sensitive communication
As recommended by Walker and Avant (2011), various dictionaries were
consulted to complete an initial exploration of how the term culturally sensitive
communication is deﬁned and used. A dictionary deﬁnition for culturally sensitive
communication was not located. Hence, for the purpose of this paper, culturally
sensitive communication is deﬁned as effective verbal and nonverbal interactions
between individuals or groups, with a mutual understanding and respect of each
other’s values, beliefs, preferences and culture, to promote equity in healthcare
with the goal of providing culturally sensitive care. The words ‘culture’, ‘cultural
sensitivity’, and ‘communication’ are individually deﬁned here to facilitate
understanding of how these words relate to each other. Culture is deﬁned as “.
. .the sum total of the ideas, beliefs, customs, values, knowledge, and material
artefacts that are handed down from one generation to the next in a society”
(Colman, 2015, para. 1). Culture is also deﬁned as the “. . . knowledge, beliefs,
arts, morals, laws, customs, and any other capabilities and habits acquired
by a human as a member of society” (United Nations Educational, Scientiﬁc &
Cultural Organisation, UNESCO, 2017, para. 2). Cultural sensitivity is deﬁned as
“. . .the ability to recognise, understand, and react appropriately to behaviours
of persons who belong to a cultural or ethnic group that differs substantially
from one’s own” (Porta & Last, 2018, para. 1). The deﬁnition of communication
in healthcare, more speciﬁcally, the clinician-patient relationship, has changed
dramatically over time. Historically, clinicians engaged in communication with
patients and their family that was paternalistic, authoritarian and hierarchical,
however, this has slowly evolved into a style of communication that is more
collaborative and patient-centred (McArthur, Lam-McArthur, & Fontaine, 2018,
para 1). Communication in healthcare is deﬁned as:
The exchange of information between a patient and their healthcare provider,
and includes communications with the family and carer. It involves two-way
communication (spoken, written and non-verbal) that engages patients in
decision making and care planning. It is tailored, open, honest and respectful
and there is an opportunity for clariﬁcation and feedback (Australian Commission
on Safety & Quality in Healthcare, 2016, p. 1).

Records identified through
database searching
(n = 4915)

Additional record identified
through other sources
(n = 15)

Records after duplicates removed
(n = 3883)

Records screened
(n = 3883)

Records excluded after
title and abstract review
(n = 3625)

Full-text articles assessed
for eligibility
(n = 258)

Full-text articles excluded
(n = 221) (did not meet aim
of analysis)

Studies included in
concepts analysis
(n = 37)

4.2 Use of culturally sensitive communication
The literature suggests that the concept of culturally sensitive communication
is used in three ways: developing an understanding about one’s own cultural
beliefs, values, attitudes and practices and those of others; to describe open
and sensitive communication; and to describe strategies used to collaborate
with the patient and family for optimal care (Claramita et al., 2016; Douglas
et al., 2011).
4.2.1 Understanding of one’s own culture
The essential ﬁrst step to learning about other cultures is an awareness of
one’s own cultural beliefs, values, attitudes and practices (Maier-Lorentz,
2008). This need for awareness is because cultural beliefs, values, attitudes
and practices may vary considerably, and clinicians ought to accept and be
respectful of these differences (Crawley et al., 2002; Maier-Lorentz, 2008).
Being sensitive and adaptive to individual cultural differences rely on clinician
self-awareness and reﬂection (Maier-Lorentz, 2008), and can lead to greater
interpersonal cultural awareness and associated patient and family satisfaction
(Gallagher & Polanin, 2015). By increasing one’s knowledge and understanding
of different cultures, cultural beliefs, values and attitudes, clinicians are more
likely to provide individualised care for patients that is culturally sensitive
(Bellamy & Gott, 2013; Friganovic et al., 2016). Clinicians must also understand
that individual patient encounters may require differing approaches (Matteliano
& Street, 2012). An evaluation of one’s own ability to use culturally sensitive
communication is also important for clinicians to gain the trust of the patient
and family (Maier- Lorentz, 2008).
4.2.2 Open and sensitive communication
Open and sensitive communication includes active listening and respect of an
individual’s cultural beliefs and practices (Douglas et al., 2011). Active listening
and respect relate to interactions that are transparent, and foster a therapeutic
relationship built on trust and respect (Fleckman et al., 2015). Examining ways
in which patients and families from diverse cultural backgrounds communicate;
including verbal and nonverbal cues, and how this examination may differ
within and amongst cultures is necessary for attaining cultural sensitivity
(Maier-Lorentz, 2008).
4.2.3 Strategies to collaborate with the patient and family
Culturally sensitive communication is also essential for collaborating with the
patient and family in decision-making regarding care. Multiple barriers may
impact upon a clinician’s ability to collaborate with the patient and family,
including language barriers, cultural beliefs and values. Subsequently, family
members may experience feelings of helplessness regarding their role in care
provision and ability to assist their sick relative (El-Amouri and O’Neill, 2011;
Parisa, Reza, Afsaneh, & Sarieh, 2015). Clinicians who use culturally sensitive
communication can demonstrate an understanding of patient and family beliefs,
goals and values. This approach includes family-centred care, which involves
respectful and supportive interactions with the family, fostering partnerships and
promoting continuity of care (King, Desmarais, Lindsay, Pierart, & Sylvie, 2015).
Recommended initiatives to increase family participation in patient care
include listening to the family, and encouraging family members to speak ﬁrst
and to contribute to care planning and decision-making, ahead of clinicians (King
et al., 2015). Other initiatives include familiarising the family with the hospital
environment to assist family members to interpret the clinical environment in a
culturally meaningful way, and decrease any fears and insecurities associated
with the hospital environment and care provided (Johnstone, Hutchinson,
Rawson, & Redley, 2016).

Fig. 1: PRISMA
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4.3 Deﬁning attributes
From the literature, four deﬁning attributes of culturally sensitive communication
have been identiﬁed (Table 2). The deﬁning attributes of the actual communication
between clinicians, patients and families determine whether and how culturally
sensitive communication occurs.
The ﬁrst attribute involves encouraging patients and families to participate in
communication and decision making to the degree where they feel comfortable
(Johnstone, Hutchinson, Rawson et al., 2016). Clinicians should also be encouraged
to engage in open communication by encouraging patient and family input,
and by promoting effective interactions to overcome communication barriers
(Flowers, 2004; Johnstone, Hutchinson, Redley, & Rawson, 2016; Maier-Lorentz,
2008). For effective interactions to occur, the views of key individuals in the
patients’ care should be sought, including the family.
The second attribute involves prioritising cultural considerations in the planning
and provision of care. This prioritisation can be achieved by demonstrating
respect for the culture of the patient and their family by asking culturally sensitive
questions about the patient’s and family’s values, beliefs and practices; obtaining
information about the patient’s perceptions and beliefs associated with their
presenting illness; and assessing the individual’s psychological, physiological
and sociocultural needs, secondary languages, non-verbal communication
techniques, religion and food preferences (Campinha-Bacote & Munoz, 2001;
Maier-Lorentz, 2008). Findings should then be communicated to other clinicians,
verbally and in writing in the medical record, and incorporated into a plan to
prioritise care (Maier-Lorentz, 2008).
The third attribute involves developing a trusting relationship with the
patient and family. This trust can be achieved through using open and nonthreatening body language that demonstrates a willingness to help and
learn. Establishing rapport and trust are critical to the communication process
between clinicians, the patient and family (Cross & Bloomer, 2010; Matteliano
& Street, 2012). Clinicians can build rapport and trust by using communication
strategies including demonstrating a willingness to learn about different
cultural practices and openness in communication exchange (Matteliano &
Street, 2012). Trust can be created through active listening, using appropriate
body language, using the patient’s actual words to communicate, and being
ﬂexible and respectful to the needs, beliefs and practices of the patient and
their family (Bloomer & Al-Mutair, 2013).

The fourth attribute involves the use of a professional interpreter, a best
practice recommendation where language differences exist between clinicians,
patients and families (Amouri and O’Neill, 2011; Ciofﬁ, 2003; Douglas et al., 2011).
The use of a professional interpreter, in person, is the preferred method for
many health services, as it involves a trained professional directly participating
in the conversation with the patient, family and clinician, helping to address
language and cultural difﬁculties, and communication challenges (Matteliano
& Street, 2012). The use of a professional interpreter is preferred over use of
staff or family members, to ensure accurate, unbiased information is being
communicated (Campinha-Bacote & Munoz, 2001; McCarthy, Cassidy, Graham,
& Tuohy, 2013). Accurate interpretation is crucial to clinician-patient and
clinician-family interactions, as it demonstrates respect for the other person’s
language and input, contributing to the development of a trusting therapeutic
relationship (Eckhardt, Mott, & Andrew, 2006; McCarthy et al., 2013).
4.4 Clinical cases
Model, borderline and contrary cases of culturally sensitive communication
are presented below. The cases are based on the following clinical scenario:
Mrs. Chen Xie is a 64-year-old woman from northern China, admitted with
infective exacerbation of chronic obstructive pulmonary disease. This is her
second admission. Mrs. Xie immigrated to Australia with her son and his family
ten years ago when her husband died. Mrs. Xie speaks ﬂuent Mandarin,
speaks limited English and practices Buddhism. Her son and his family speak
ﬂuent English.
4.4.1 Model case
Mrs. Chen Xie is on the respiratory ward, where she is receiving oxygen therapy
via nasal prongs. Her family, including her son Bo and his wife are with her.
Dr Carlos Pineda the respiratory physician, Jenny Tran the associate nurse
unit manager (ANUM), Laurel Bishari the bedside nurse, and a professional
interpreter, Andy Zhang are in attendance. Laurel has inquired about Mrs. Xie’s
cultural and religious beliefs and traditions, and the inﬂuence these may have
on Mrs. Xie’s healthcare needs. Laurel has identiﬁed Mrs. Xie would prefer her
son, Bo, to be involved in all communication regarding her care. Mrs. Xie and
her son Bo, are offered the opportunity to meet with a non-denominational
pastoral care worker.

Table 2: Concept of culturally sensitive communication: antecedents, attributes and consequences
Antecedents

Deﬁning attributes

Consequences

The antecedents of culturally sensitive communication
include:
• The environment and culture of the ward.
• Organisational structures and policies.
• Education and communication experience of
clinicians.
• Sociocultural characteristics of patients, families and
clinicians.
• Personal characteristics and professional
experiences of clinicians.

From the literature, four deﬁning attributes of culturally
sensitive communication have been identiﬁed:
• Encouraging patients and families to participate in
communication and decision-making to the degree
where they feel comfortable.
• Prioritising cultural considerations in the planning
and provision of care.
• Developing a trusting relationship with the patient
and family.
• The use of a professional interpreter, a best practice
recommendation where language differences exist
between clinicians, patients and families.

Outcomes associated with the use of culturally sensitive
communication include:
• Increased patient and family satisfaction.
• Improved adherence to treatment regimens.
• Better engagement in patient and family centred
care.
• Improved health outcomes.
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All staff have received undergraduate education and clinical simulation training
in culturally sensitive communication.
Dr Pineda: Hello, Mrs. Xie. My name is Dr Pineda. I am the respiratory
physician on shift. Here, I have with me Jenny, the nurse in charge of the
shift, Laurel your bedside nurse, and a professional interpreter Andy. How
would you like me to address you? Would you like to involve one of your
family members in this conversation?
Interpreter: Repeats Dr Pineda’s introduction in Mandarin.
Mrs. Xie [in Mandarin]: Thank you doctor, please call me Chen. Yes, I would
like my son Bo to be involved.
Interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda: Thank you Chen. Bo, I will ask you some questions soon. For
now, how are you feeling today Chen?
Interpreter: Repeats Dr Pineda in Mandarin.
Mrs. Xie [in Mandarin]: Thank you doctor, it’s really important to me that Bo
is involved in my care. I don’t feel well at all today, it’s very hard to breathe.
Interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda: I’m sorry to hear you are not feeling well Chen. Is there anything
we can do to make you more comfortable?
Interpreter: Repeats Dr Pineda’s statement in Mandarin.
Mrs. Xie [in Mandarin]: Laurel has been helping me but I’m just so tired and
my chest really hurts from all the coughing.
Interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda: Are there any remedies you use at home to assist with your
breathing?
Interpreter: Repeats Dr Pineda’s statement in Mandarin.
Mrs. Xie [in Mandarin]: I don’t usually use anything at home, besides my
medication and rest.
Interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda: Do you have any suggestions, Bo, to improve your mothers
breathing?
Interpreter: Repeats Dr Pineda’s response in Mandarin for Mrs. Xie.
Bo: Mum gets really breathless and tired at home. My wife and I have
started caring for her a lot more, but we have noticed lately she has been
a lot more breathless, and has needed more assistance.
Laurel, bedside nurse: Chen, how would you rate your pain at the moment? If
zero is equivalent to no pain at all, and ten is the worst pain you can imagine?
Interpreter: Repeats Laurel’s response in Mandarin.
Mrs. Xie [in Mandarin]: I’m just uncomfortable in my chest, I can’t stop
coughing. I don’t know about the number, it just hurts.
Interpreter: Repeats Mrs. Xie’s response in English.
Laurel, beside nurse: Chen and Bo, is there anything that makes the pain
worse?
Interpreter: Repeats Laurel’s response in Mandarin.
Mrs. Xie [in Mandarin]: When I feel I lack control over my breathing, I feel
negative and I worry, which makes the pain worse.
Interpreter: Repeats Mrs. Xie’s response in English.
Bo: Mum also gets breathless and her pain increases when she is laying
down. Mum has to sit up most of the time to make sure she can breathe.
We have some pain medication at home [oxycodone], but mum doesn’t like
taking it due to the side effects.
Interpreter: Repeats Mrs. Xie’s response in English.
Laurel, bedside nurse: Thank you Chen and Bo. Chen, what kind of side
effects do you experience with your pain relief?
Interpreter: Repeats Laurel’s response in Mandarin.
Mrs. Xie [in Mandarin]: I get dizzy and feel sick in the stomach.
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Interpreter: Repeats Mrs. Xie’s response in English.
Dr. Pineda: There is medication we can give you to relieve those symptoms
as they are common adverse effects of the medication. I will chart you some
medicine to reduce the dizziness and nausea.
Interpreter: Repeats Dr. Pineda’s response in Mandarin.
Mrs. Xie [in Mandarin]: That would be good if you could thank you, as I don’t
like taking the medication as I am worried about the serious side effects.
Interpreter: Repeats Mrs. Xie’s response in English.
Laurel, bedside nurse: Chen, I will go and get the pain relief and the
medication Dr Pineda is charting for you to reduce the side effects. There
is also some medication charted that I can give you that should make
breathing easier. I think we could also improve your position to assist with
your breathing. Would that help?
Interpreter: Repeats Laurel’s message in Mandarin.
Mrs. Xie [in Mandarin]: Thank you Laurel, I think it would help. Perhaps a
glass of water as well? My mouth is very dry.
Interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda [to bedside nurse]: I think analgesia and repositioning sounds
like a good idea Laurel.
Laurel, bedside nurse: Chen, I’ll go and get the medications and water, then
we will reposition you to get you more comfortable. How does that sound?
Interpreter: Repeats Lauren’s communication in Mandarin.
Mrs Xie [in Mandarin]: That sounds good, thank you.
Interpreter: Repeats Mrs. Xie’s response in English.
Jenny, ANUM: Chen and Laurel, I’ll seek another nurse to come and assist
to help you get in a more comfortable position.
Interpreter: Repeats ANUM’s response in Mandarin.
Mrs. Xie [in Mandarin]: Thank you, you have all been very kind.
Interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda: Our aim is to keep you as comfortable as we can Chen. Please
let us know if there is anything more we can do.
Interpreter: Repeats in Mandarin.
Mrs. Xie [in Mandarin]: I don’t think there is anything, not now anyway.
Dr Pineda: Bo, you said you and your wife have been doing more for your
mother at home. Have you considered seeking the support of professional
care services to assist you?
Bo: No we haven’t. According to our culture, it is my responsibility to support
mum. I would like to get some support but I don’t know where to start.
Dr Pineda: I appreciate this is a difﬁcult time for you, and making decisions
like this can be challenging for families, particularly if decisions like this may
go against your cultural beliefs. We have a non-denominational pastoral
care worker who you might like to talk to. Perhaps they could support you
and assist you with thinking this through. Is this something you would be
interested in?
Interpreter: Repeats Dr Pineda’s response in English.
Bo: Yes, I think we could all beneﬁt from meeting with the pastoral care
worker, mum, me, and my wife.
Bo [in Mandarin to his mother]: They have someone we can talk to, not a
nurse or a doctor. They can support us as a family.
Dr Pineda: Laurel, would you be able to arrange this meeting at a time that
works for everyone?
Interpreter: Repeats Dr Pineda’s response in English.
Laurel, bedside nurse: Yes, certainly, I will contact the service after
repositioning Chen. Chen, here is your patient call bell, please call it if you
need me. I will go and get your water and come straight back.
Interpreter: Repeats bedside nurse in Mandarin.
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In this model case, all the deﬁning attributes of culturally sensitive communication
are present. The clinicians are working together to ensure the patient and her
family are receiving the best possible, culturally sensitive care. The bedside
nurse enquired about the patient’s cultural beliefs and values. The patient and
her son were given the opportunity to express their needs and any ongoing
concerns. They were also given the opportunity to meet with a non-denominational
pastoral care worker for further support. All clinicians have received education
in providing culturally sensitive communication and are focused on the patient
and her needs. A professional interpreter is also used to facilitate effective
communication between clinicians, the patient and her family.
4.4.2 Borderline case
Mrs. Chen Xie is currently on the respiratory ward, where she is receiving
oxygen therapy via nasal prongs. Her son, Bo Xie is in attendance. The
respiratory physician, Dr Carlos Pineda and ANUM, Jenny Tran are conducting
the ward round. The bedside nurse, Laurel Bishari is on her break and is not
aware the ward round has commenced. Laurel is the only staff member who
has completed education and clinical simulation training in culturally sensitive
communication. A phone interpreter has been organised.
Dr Pineda: Mrs. Xie. How are you feeling today?
Phone interpreter: Repeats Dr Pineda’s question in Mandarin.
Mrs. Xie [in Mandarin]: I don’t feel well at all, it’s very hard to breathe.
Phone interpreter: Repeats Mrs. Xie’s response in English.
Dr Pineda [to Jenny, ANUM]: How has Mrs. Xie been today?
Jenny, ANUM: She has been in a lot of pain, you can see she has an increased
work of breathing. We commenced antibiotics earlier for her chest. Is there
anything else you recommend?
Mrs. Xie: [Expression of concern on her face].
Dr Pineda [to Jenny, ANUM]: Continue antibiotics and I’ll write her up for
some more analgesia. She may need a cannula and some intravenous ﬂuids.
Jenny, ANUM: Great, thank you. I’ll let Laurel the bedside nurse know. Can
you please let Mrs. Xie know that we will get her some more pain relief and
her bedside nurse will be back soon [speaking to the phone interpreter]?
Phone interpreter: Repeats ANUM in Mandarin.
Mrs. Xie [in Mandarin]: Thank you, I don’t feel well at all.
Jenny, ANUM: We must go now, here is your patient call bell Mrs. Xie, please
call it if you need assistance.
Phone interpreter: Repeats ANUM in Mandarin.
In this borderline case, some of the deﬁning attributes of culturally sensitive
communication are present. A phone interpreter has been arranged to
communicate with Mrs. Xie, however, the interpreter is not used to effectively
engage in optimal communication. The clinicians are working together, although
they are not communicating with Mrs. Xie about her physical, psychosocial and
cultural needs. Mrs. Xie’s son is not invited into the conversation, limiting the
patient and family involvement in clinical decision-making. Mrs. Xie is given
limited opportunity to express her concerns and the clinicians are focused
communicating with each other, rather than engaging the patient and her family.
4.4.3 Contrary case
Mrs. Chen Xie is currently on the respiratory ward, where she is receiving
oxygen therapy via nasal prongs. Dr. Carlos Pineda, the respiratory physician
is busy and needs to commence the ward round with Jenny Tran, the ANUM,
however without the bedside nurse and no interpreter service is available.
Mrs Xie’s son Bo Xie is on his way to the hospital. Staff have not completed
any education or training in culturally sensitive communication.
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Dr Pineda: Mrs. Xie. You look like you are in pain. How are you feeling?
Jenny, ANUM: Sorry Dr Pineda, Mrs. Xie doesn’t speak English. We can’t
arrange an interpreter service this afternoon.
Mrs. Xie: [Tries to speak in Mandarin].
Dr Pineda [to ANUM]: That’s not ideal but we have to move on. How has
Mrs. Xie been today?
Jenny, ANUM: I think she has had signiﬁcant chest pain associated with
her chest infection. You can really see she is working hard. She is quite
tachypneic. Antibiotics were commenced earlier for her chest. Do you
recommend anything else?
Dr Pineda [to ANUM]: Let’s continue the antibiotics and I’ll chart some more
analgesia. She may also need some intravenous ﬂuids.
Jenny, ANUM: Okay, thank you. I’ll let Laurel the bedside nurse know.
Mrs. Xie: [Appears distressed].
Jenny, ANUM: We better move on Mrs. Xie, here is your patient call bell,
Laurel will be back soon.
In this contrary case, there is little evidence of the deﬁning attributes of
culturally sensitive communication. The physician and bedside nurse have
sought to assess the patient; however, they have not appropriately considered
possible language barriers. The clinicians engage in conversation about Mrs.
Xie, without encouraging patient participation and this lack of participation
causes Mrs. Xie some distress. There is no evidence of open and sensitive
communication, and no staff members have completed education in providing
culturally sensitive communication.
4.5 Antecedents
The antecedents are the aspects that precede the circumstance or event, in
this case, culturally sensitive communication (Manias, 2010). The antecedents
of culturally sensitive communication include: the environment and culture of
the ward; organisational structures and policies; education and communication
experience of clinicians; sociocultural characteristics of patients, families and
clinicians; and the personal characteristics and professional experiences of clinicians.
4.5.1 Environment and culture
The environment and culture of the ward impacts the communication experience
for clinicians, patients and families (Claramita et al., 2016). The layout of the
clinical area, for example, single or multiple-occupancy patient rooms, the
availability of family spaces within patient rooms, and the spaces allocated
for private and sensitive conversations, differ within healthcare facilities and
may affect clinicians’ ability to prioritise cultural considerations and engage
in culturally sensitive communication (Douglas et al., 2011). The culture of the
clinical environment and whether it fosters interdisciplinary collaboration between
healthcare teams and individuals, inﬂuences culturally sensitive communication
(Almutairi & Rondney, 2013). A strategy to foster interdisciplinary collaboration
for effective culturally sensitive communication includes implementation of
interdisciplinary simulation-based training (Efstathiou & Walker, 2014). Teams are
better equipped than individual practitioners to provide holistic care to patients
and families with complex needs, as there is a larger group of individuals with
a range of cultural knowledge and skills (Matteliano & Street, 2012). Fostering
a culture of interprofessional collaboration is essential to delivering culturally
sensitive communication.
4.5.2 Organisational structures and policies
Organisational structures, including hierarchy and signiﬁcant power differences
between physicians and other healthcare professionals, and healthcare
policies inﬂuence the outcomes and satisfaction of patients and families
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(Douglas et al., 2011). Organisations need to ensure policies are supportive
of and enable culturally sensitive communication (Douglas et al., 2011).
An environment that fosters effective communication practices requires
organisational support through policy, resources and professional development
opportunities to enhance critical skills and knowledge related to culturally
sensitive communication (Almutairi & Rondney, 2013).
4.5.3 Education and communication experience of the clinician
The availability of education on culturally sensitive communication directly
impacts the quality of culturally sensitive communication (Douglas et al., 2011).
Clinicians have expressed their frustration at the lack of education in this area,
acknowledging the resultant limitations in caring for culturally diverse patients
and families (Maier-Lorentz, 2008). Ideally, education to facilitate culturally
sensitive communication would be scaffolded, occurring in undergraduate or
professional pre-registration programs followed by communication simulations
in clinical practice post-registration (Axtell, Avery, & Westra, 2010; Williamson
& Harrison, 2010). Undergraduate programs that have been implemented
using guidelines for culturally sensitive communication skills with nursing
students, have been associated with increased patient satisfaction (Claramita
et al., 2016). The environment for education also impacts culturally sensitive
communication (Maier- Lorentz, 2008). For example, for clinicians to gain the
knowledge and skills required to practice culturally sensitive communication,
the environment should be free of noise and distraction, however, this is not
always the case in a busy teaching hospital (Blanchet Garneau & Pepin, 2015).
4.5.4 Sociocultural characteristics of patients, families and clinicians
Culturally sensitive communication may be inﬂuenced by the sociocultural
characteristics of patients, families and clinicians, if they differ in their beliefs
regarding decision making, supportive care and active treatment. Shared decision
making is recognised as a prerequisite for optimal patient and family outcomes,
however, some individuals see the doctor as the main decision maker, which can
lead to a compromise of the clinician-patient relationship (El-Amouri & O’Neill,
2011; Williamson & Harrison, 2010). Sociocultural characteristics that inﬂuence
culturally sensitive communication include the languages spoken at home, cultural
values, religious beliefs and socioeconomic background (Hart & Mareno, 2014).
4.5.5 Personal characteristics and professional experiences of clinicians
The personal characteristics and professional experiences of clinicians may
impact their ability to engage in culturally sensitive communication, and can
help them develop therapeutic relationships with their patients (Matteliano
& Street, 2012). To engage in culturally sensitive communication, clinicians
should be able to reﬂect on their own personal values and beliefs, as well as
their professional experiences and related understanding of the perspectives
and practices of culturally diverse patients and families (Douglas et al., 2011).
4.6 Consequences
Consequences are those events or incidents that occur as a result of culturally
sensitive communication (Walker & Avant, 2011). Outcomes associated with the
use of culturally sensitive communication include increased patient and family
satisfaction, improved adherence to treatment regimens, better engagement in patient
and family centred care and improved health outcomes (Betancourt et al., 2014).
4.7 Empirical referents
Empirical referents, which are categories of phenomena that provide ways
of measuring concepts and demonstrate the occurrence of the concept,
validate the importance and existence of the concept (Walker & Avant, 2011).
Multiple empirical referents are available to measure characteristics related to
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communication (Schmid & Svarstad, 2002). While these instruments are useful,
many aspects remain unexplored, including the impact of different clinical and
sociocultural contexts. Despite this focus on communication, culturally sensitive
communication does not receive the same attention (Claramita et al., 2016).
Methods to increase cultural competency such as the ACCESS (assessment,
communication, culture negotiation and compromise, establishing respect
and rapport, sensitivity and safety) model, offer nurses a framework to deliver
culturally sensitive care (Narayanasamy, 2002). While this model is viewed as
a useful framework (Kanchana & Sangamesh, 2016), it does not examine all
antecedents that may impact the quality of culturally sensitive communication.
4.8 Implications for nursing
The concept analysed in this paper, including the antecedents, attributes and
consequences that are deﬁned and explained, provide clinicians with concrete
examples of what should be considered in culturally sensitive communication.
Although this concept analysis provides a level of scope for clinicians, one of
the most pressing requirements to improve culturally sensitive communication
is education. It is widely recognised that clinicians are ill-prepared to have
conversations with patients and their families that reﬂects cultural sensitivity,
however this lack of preparation has only recently been emphasised as an
issue in contemporary literature (Meuter, Gallois, Segalowitz, Ryder, & Hocking,
2015). Education programs should be focused on equipping clinicians with
the necessary knowledge and skills to enable them to use culturally sensitive
communication with patients and families from diverse backgrounds (Betancourt
et al., 2014; Esposito, 2013), with the goal of greater cultural awareness and
improved patient satisfaction (Gallagher & Polanin, 2015). To implement education
programs and evaluate their effectiveness, organisations, educators and policymakers must ensure clinicians are supported and encouraged to use culturally
sensitive communication, in the form of ﬁnding ways to communicate, facilitating
interpreters and actively involving family members (Johnstone, Hutchinson,
Redley et al., 2016). This is because the evidence demonstrates that culturally
sensitive communication improves outcomes for patients and families, and they
are more satisﬁed with care (Douglas et al., 2011). Opportunities for education
in culturally sensitive communication should therefore be a priority.
The concept of culturally sensitive communication is applicable to all
healthcare settings and all countries. Culturally sensitive communication is
necessary for all patients in all healthcare environments. Gaps in evidence
that require further exploration include the experiences and perspectives of
culturally sensitive communication of the clinician, patient and family (Evans et al.,
2012), and implementation and evaluation of education programs (Johnstone,
Hutchinson, Redley et al., 2016; Maier-Lorentz, 2008). Research to further
advance understanding of this concept should be focused on these areas.
Limitations
One of the limitations of this concept analysis include the lack of speciﬁc research
evidence on culturally sensitive communication. Globally, multiple terms are used
to deﬁne cultural sensitivity, with terms such as ‘culturally competent’, ‘culturally
appropriate’, ‘culturally safe’, and ‘culturally aware’ often used interchangeably
(Flowers, 2004). Most of the research in this area focuses on the broader topic
of ‘culturally competent’ or ‘culturally sensitive’ care, rather than relating these
concepts to communication (Almutairi & Rondney, 2013; Garneau and Pepin,
2015). Distinguishing features of culturally sensitive communication highlighted in
this concept analysis include communication styles that are open and sensitive,
clinician awareness of their own culture and beliefs, and collaborating with the
patient and family. Effective communication is essential to providing optimal
patient care, therefore there should be a focus on understanding culturally
sensitive communication practices (Meuter et al., 2015).
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Conclusion
This concept analysis was undertaken to reﬁne and explain the concept
of culturally sensitive communication, to better understand the concept
and how it can be applied to global healthcare and research. This concept
analysis enhances understanding of culturally sensitive communication and
the beneﬁts and challenges associated with its use in healthcare. Reﬁning
and explaining the concept of culturally sensitive communication is important
to support clinicians and improve their awareness and understanding of the
concept when caring for culturally diverse patients and families. By evaluating
and explaining the antecedents of the concept, clinicians can consider the
environment or space in which the conversation is carried out. Clinicians can
use the deﬁning attributes to prioritise cultural considerations and establish a
trusting therapeutic relationship. By using culturally sensitive communication,
patients should experience better outcomes; families should be more actively
involved in healthcare, and staff should feel less emotional, with less physical
and psychological distress. Further research is needed to gain an understanding
of current communication and decision-making practices.
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When it comes to providing a health service to
children, health professionals are faced with
many challenges, the most important of these
being issues of consent and guardianship and
how these impact on the treatment that can
be provided. According to the Constitution, a
child is defined as a person under the age of 18
years.1,2 Excluding cases of mental impairment,
it is accepted that individuals at 18 years of age
are able to make their own decisions and are
therefore able to consent to issues involving their
health and any treatment they may require.3 For
healthcare professionals in particular, the patients
that pose the biggest challenges where ethics
are concerned are those that fall below this age
of majority.
The Children’s Act is administered by the
Department of Social Development and provides
a framework and guide for all individuals dealing
with children. When it comes to the provision of
health care, the main objectives of the Children’s
Act are as follows:2,4
• Children should be protected from maltreatment,
neglect and abuse.
• The child’s best interests are always the
primary concern.
• The general health and well-being of every
child should be promoted.
• The special needs of children with disabilities
(including learning disabilities) should be
recognized. The child should be provided with
appropriate care and the caregiver must be
provided with the necessary support. These
special needs children should not be subjected
to any practices (medical, social, cultural or
religious) that would negatively impact on
their health, well-being or dignity.
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• Children should have access to healthcare services.
Accessibility means that services should be provided
without discrimination and services should be
affordable and physically and ‘environmentally’
accessible i.e. they should be within easy reach.
• In cases where these services are not affordable,
the government has to step in.1 Children will be
provided with the basic healthcare services in
cases where their parents or caregivers cannot
afford treatment.
The Constitutional rights1 of the child also include:
• The right to be treated equally;
• The right to privacy;
• The right to confidentiality regarding their
health status (except where maintaining such
confidentiality is not in the best interest of the
child). Children also have the right to keep
the health status of their parent or caregiver
confidential so as to avoid discrimination against
them e.g. children may be stigmatized if their
parent’s HIV status becomes known.5
The Committee on the Rights of the Child is particularly
concerned about the issue of HIV and children’s
rights as well as the health rights of adolescents
who have reached puberty.2 Regarding healthcare
needs, the Act states that children are entitled to
be informed about their health status. Information
should be provided in such a manner that the child
is able to understand and comprehend the situation.
‘Child-friendly’ language should be used.5 Children
have to be informed about any decisions that are
made regarding their healthcare needs and they
have the right to participate in these decisions.6 Their
wishes should always be considered before any
decisions are made regarding their well-being.4

Issues of consent
Consent is the agreement to medical treatment
where a person can indicate his or her
will.6 Informed consent is when a person agrees
to treatment after being fully informed about the
risks, benefits and possible negative consequences
of a particular procedure as well as what might
happen if consent is not given and treatment
not delivered.5
If consent is not obtained, and treatment
intervention nevertheless proceeds, the healthcare
worker’s actions could be considered ‘assault’ as
any actions that are administered without consent
would be considered ‘unlawful’ actions.6
Consent for medical treatment should be sought
from the child’s biological or adoptive parents or
other caregivers. A caregiver is someone other than
the parent who is taking care of the child and can
be any of the following:5
• A foster parent. 7 Foster parents can be
appointed by a court or the Department of
Social Development;
• A person who cares for a child with the blessing
or consent of the biological parent;
• A person who cares for a child in temporary
safe care;
• Head of a child youth centre in which the child
has been placed;
• Head of a shelter;
• Superintendent of a hospital;
• A child or youth care worker who cares for a
child who does not have family in the community;
• A child at the head of a child-headed household.
A child can be considered to be the head of a
household only when they are old enough to
qualify for a South African identity document
i.e. 16 years.6
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Biological parents are considered the natural guardians.
Even if a child has been conceived through artificial
insemination using the gametes of another person,
this child born to a married couple is considered to be
the couple’s biological child.2 The donor of the gamete
cannot claim paternity or guardianship.2 A child who
is adopted may be regarded as the natural child of
the adoptive parents. Biological and adoptive parents
are considered legal guardians and have full parental
rights. A legal guardian can also be someone who is
appointed to be a guardian either in a will or by a court
and has the proper documentation. The High Court
is the supreme guardian of all children and only that
body can grant permission to someone to become
a guardian or limit or stop parental responsibilities.2
Even if caregivers do not have parental responsibilities
over the child, they should still protect the child
and safeguard the child’s health, well-being and
development. It should, however, be noted that there
are limitations for the types of procedures to which
these caregivers can consent on behalf of a child.
Consent for medical treatment
Medical treatment has not been defined by the
courts but it includes medical or pharmaceutical
remedies but not surgical procedures.5 Counseling
can also be considered a form of treatment.
The minimum age for independent consent is 12
years. The Children’s Act4 allows a child of 12 years
or older to give consent to medical treatment or
procedures provided that the child is ‘sufficiently
mature’ and has the mental capacity to comprehend
the benefits, risks and other implications of the
procedure in question. If sufficient maturity is
displayed, the child’s consent is adequate and
additional parental consent is not required.6 The
nature of the treatment varies according to the level
of invasiveness of the procedure and the degree
of complication. The type of procedure therefore
also has to be taken into consideration.5
Children mature at different rates.5 It is therefore
imperative that the healthcare worker first
determines the child’s level of maturity by asking
appropriate questions which test the child’s level
of comprehension. The stage of schooling and
age-appropriate language skills could be used as a
means of gauging the child’s level of maturity. The
child should understand the relevant information,
the consequences of the treatment and be able
to reason around issues concerning the treatment
required.8 Further, the child should be able to
articulate that he or she is aware of the risks and
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consequences if consent is given or not. Care needs
to be exercised when assessing whether the child
can provide independent consent.
Caregivers may consent to medical treatment even
though they may not be the child’s legal guardian. By
allowing a person caring for a child to provide consent
to medical treatment, the administrative processes for
healthcare providers are simplified. In the absence
of a legal guardian, the Children’s Act4 makes
provision for these caregivers to provide consent
in cases where emergency pain relief is required.
If a caregiver refuses to consent to treatment and
there are no other resources available, the Minister
of Social Development, court or superintendent of
the facility may be approached for consent.4
The HIV status of a minor may not be disclosed
without the consent of his or her legal guardian. If
the child is old enough to decide on whether or not
to disclose his or her status, the child’s freedom of
choice must be respected.
Testing a child for HIV can only be done if it is in
the best interest of the child or if it is necessary to
establish whether a healthcare worker or any other
person may be at risk of contracting HIV. Consent
for HIV testing must be obtained from either the
child if he or she is old enough to understand the
situation (including the risks and benefits) or the
parent if the child is not of sufficient maturity. The
provincial head of social development, a designated
child protection organization, superintendent of the
hospital or children’s court may be contacted in the
absence of the parent. A court order may also be
sought if necessary in cases of refusal on the part
of the parent or child.5
Consent for surgical treatment
Knowing which caregivers are able to grant consent
is essential when planning for surgical procedures
like treatment under general anaesthesia or
sedation. Only the following caregivers can consent
to surgical treatment:2
• Married biological mother and father;
• Divorced mother and/or father (depending on
the court’s decision);
• Adoptive parents;
• Unmarried biological mother.
Unless the courts grant the father full parental rights,
unmarried biological fathers are only expected
to provide maintenance and are allowed to have
contact with the child. Guardianship and care are
usually the responsibility of the unmarried mother.2

The Children’s Act4 does, however, now make
provision for unmarried fathers to claim parental
responsibility5,9 if they:
• were living with the child’s mother in a serious longterm relationship at the time of the child’s birth;
• want to claim paternity of the child even if he and
the child’s mother do not have a relationship;
• contribute to the child’s upbringing;
• contribute or try to contribute to the maintenance
of the child.
The unmarried father can also claim parental rights
(by applying to the High Court) if the mother is an
unfit parent, has passed away or if it is in the best
interests of the child.3 Paternity cannot be claimed if
the child has been conceived due to rape or incest
or the person is biologically related to the child
because of artificial insemination.2
The mother of an unmarried parent may also be
considered the guardian of her grandchildren3 but
unless stipulated by the court, she would not be
considered a legal guardian. Caregivers who are
not the child’s legal guardian may not consent to
surgical treatment.6 Even though foster parents
have rights similar to parents, they cannot consent
to surgical procedures, including treatment under
general anaesthesia and sedation. In such cases,
or in cases where consent cannot be obtained
from the biological parents or legal guardian
for whatever reason, consent from the Minister
of Social Development must be sought.5 If the
medical condition is of such an urgent nature that
consent from the Minister needs to be granted as
soon as possible, it is perhaps better to request
consent from the High Court or local children’s
court.5 There is a children›s court in every magisterial
district.6 In emergency situations where there is
no time to approach the Minister or the court, the
superintendent of a facility can grant consent for
surgical procedures.4 The superintendent cannot
however delegate his or her powers of consent
to anyone else unless that person is acting as a
‘person in charge of the hospital’.5
Children of 12 years of age can give consent to a
surgical operation provided they are “duly assisted
(in writing) by a parent or guardian”.4 The meaning
of the words «duly assisted» has not been clarified
by the courts but involves certification by the parent
that the child understands the nature of the operation
and is sufficiently mature to comprehend the risks
and benefits of the procedure.5 A contradiction
is also noted in the Children’s Act which states
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that children between the ages of 12 and 18 can
consent to surgery without the permission of their
parents.6 Discretion on the part of the healthcare
worker is therefore important.
In cases where the child refuses treatment,
surgical procedures can be carried out against the
child’s will provided that it is in the best interests
of the child.5 The parent or Minister of Social
Development will then have to grant consent on
behalf of the child.
Young parents under 18 years: consent
for treatment for their children
Individuals who are younger than 18 years but who
have children of their own, can consent to medical
and/or surgical treatment for their children provided
they are of sufficient maturity and can understand
the implications of the procedure. If these teenage
parents are not mature enough to comprehend
the situation, this responsibility rests upon the
shoulders of their parents. These grandparents
then have to ‘duly assist’ their children and provide
consent in writing.5
Withholding of consent
Both parents have equal guardianship over children
that have been born within a marriage. In cases
where one parent refuses, the other parent may
grant consent if the procedure is in the best interests
of the child. Parents should consult each other and
their views should be given due consideration.
However, legally, one parent’s consent is sufficient.
If a parent wants to overturn consent granted by the
other parent, a court order will need to be sought.5
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If parents are no longer together, the holder
of parental responsibility should consult with the
other parent regarding decisions which affect the
child’s health. Even though parents have a duty to
consult each other, it is not the place of the health
service provider to check that this has been done.5
According to the Children’s Act,4 no parent can
withhold consent for religious or other similar
reasons. If they refuse the recommended treatment,
they will be required to provide proof that a
medically acceptable alternative exists. If they are
unable to show that such an alternative exists, the
parent can be overruled by the Minister of Social
Development.5 This ensures that strongly held
religious beliefs will not stand in the way of a child
receiving lifesaving treatment.
Suspicion of cases of abuse
A healthcare worker is required by law to report
cases of suspected abuse or neglect.5 The Children’s
Act4 states that “failure to report a reasonable
conclusion that a child has been abused or
deliberately neglected would make the health
professional liable to be found guilty of an offence
and liable upon conviction.”5 This will be dealt with
in more detail in another article.
Conclusion
As health professionals, the basic tenets of the
Children’s Act should always inform our treatment
practices and the best interests of the child should
always be considered. All healthcare professionals
should therefore be familiar with the laws that
govern the health issues of children. ●
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Amendments to the

Children’s Act
2016: Act No. 17 of 2016: Children’s
Amendment Act, 2016
To amend the Children’s Act, 2005, so as to insert
certain definitions; to provide that a person convicted
of certain offences be deemed unsuitable to work
with children; to afford a child offender an opportunity
to make representations as to why a finding of
unsuitability to work with children should not be
made; to provide that the National Commissioner
of the South African Police Service must forward to
the Director-General all the particulars of persons
found unsuitable to work with children; to provide
for a child offender to apply in the prescribed
manner to have their particulars removed from the
Register; to provide for the review of a decision to
remove a child without a court order; to extend the
circumstances as to when a child is adoptable; to
extend the effects of an adoption order by providing
that an adoption order does not automatically
terminate all parental responsibilities and rights
of a parent of a child when an adoption order
is granted in favour of the spouse or permanent
domestic life-partner of that parent; and to provide
for matters connected therewith.
2016: Act No. 18 of 2016: Children’s
Second Amendment Act, 2016
To amend the Children’s Act, 2005, so as to extend
a definition; to insert new definitions; to provide that
the removal of a child to temporary safe care without
a court order be placed before the children’s court
for review before the expiry of the next court day;
to provide for the review of a decision to remove
a child without a court order; to provide for the
provincial head of social development to transfer a
child or a person from one form of alternative care
to another form of alternative care; to provide that
an application for a child to remain in alternative
care beyond the age of 18 years, must be submitted
before the end of the year in which the relevant
child reaches the age of 18 years; and to provide
for matters connected therewith.
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2007: No. 41 of 2007: Children’s
Amendment Act, 2007
To amend the Children’s Act, 2005, so as to insert
certain definitions; to provide for partial care of
children; to provide for early childhood development;
to make further provision regarding the protection
of children; to provide for prevention and early
intervention; to provide for children in alternative
care; to provide for foster care; to provide for child
and youth care centres and drop-in centres; and
to create certain new offences relating to children;
and to provide for matters connected therewith.
Applicable to occupational health practitioners
is the insertion of the following sections in the
principal Act (Act 38 of 2005):
Section 76 – Partial care
Partial care is provided when a person, whether
for or without reward, takes care of more than six
children on behalf of their parents or care-givers
during specific hours of the day or night, or for a
temporary period, by agreement between the parents
or care-givers and the provider of the service, but
excludes the care of a child–
(a) by a school as part of tuition, training and other
activities provided by the school;
(b) as a boarder in a school hostel or other residential
facility managed as part of a school; or
(c) by a hospital or other medical facility as part of
medical treatment provided to the child.
Section 110 – Reporting of abused or
neglected child and child in need of care and
protection
(1) Any correctional official, dentist, homeopath,
immigration official, labour inspector, legal
practitioner, medical practitioner, midwife,
minister of religion, nurse, occupational therapist,
physiotherapist, psychologist, religious leader,
social service professional, social worker, speech
therapist, teacher, traditional health practitioner,
traditional leader or member of staff or volunteer

(2)

(3)

(4)

(5)

worker at a partial care facility, drop-in centre or
child and youth care centre who on reasonable
grounds concludes that a child has been abused
in a manner causing physical injury, sexually
abused or deliberately neglected, must report
that conclusion in the prescribed form to a
designated child protection organisation, the
provincial department of social development
or a police official.
Any person who on reasonable grounds believes
that a child is in need of care and protection may
report that belief to the provincial department
of social development, a designated child
protection organisation or a police official.
A person referred to in subsection (1) or (2)–
(a) must substantiate that conclusion or belief
to the provincial department of social
development, a designated child protection
organisation or police official; and
(b) who makes a report in good faith is not
liable to civil action on the basis of the
report.
A police official to whom a report has been
made in terms of subsection (1) or (2) or who
becomes aware of a child in need of care and
protection must–
(a) ensure the safety and well-being of the child
concerned if the child’s safety or well-being
is at risk; and
(b) within 24 hours notify the provincial
department of social development or a
designated child protection organisation
of the report and any steps that have been
taken with regard to the child.
The provincial department of social development
or designated child protection organisation
to whom a report has been made in terms of
subsection (1), (2) or (4), must–
(a) ensure the safety and well-being of the child
concerned, if the child’s safety or well-being
is at risk;
(b) make an initial assessment of the report;
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(c) unless the report is frivolous or obviously
unfounded, investigate the truthfulness of
the report or cause it to be investigated;
(d) if the report is substantiated by such
investigation, without delay initiate
proceedings in terms of this Act for the
protection of the child; and
(e) submit such particulars as may be prescribed
to the Director-General for inclusion in Part
A of the National Child Protection Register.
(6) (a) A designated child protection organisation
to whom a report has been made in terms
of subsection (1), (2) or (4) must report the
matter to the relevant provincial department
of social development.

(b) The provincial head of social development
must monitor the progress of all matters
reported to it in terms of paragraph (a).
(7) The provincial department of social development
or designated child protection organisation which
has conducted an investigation as contemplated
in subsection (5) may–
(a) take measures to assist the child, including
counselling, mediation, prevention and early
intervention services, family reconstruction
and rehabilitation, behaviour modification,
problem solving and referral to another
suitably qualified person or organisation;
(b) if he or she is satisfied that it is in the best
interest of the child not to be removed

from his or her home or place where he
or she resides, but that the removal of the
alleged offender from such home or place
would secure the safety and well-being of
the child, request a police official in the
prescribed manner to take the steps referred
to in section 153; or
(c) deal with the child in the manner contemplated
in sections 151, 152 or 155.
(8) The provincial department of social development
or designated child protection organisation
which has conducted an investigation as
contemplated in subsection (5) must report the
possible commission of an offence to a police
official. ●

Continuing Professional Development
Questionnaire
1.

The main objectives of the Children’s Act are:

4. Who should consent be sought from for the medical treatment of a child?

a. To provide protection from maltreatment, neglect, abuse or
degradation

a. The biological parents of the child

b. That the best interests of a child are of primary concern in
every matter concerning a child

c.

c.

b. The adoptive parents of the child
Other caregivers of the child

d. All of the above

To provide free medical services if they cannot afford it

d. Both a and b

5. Can a donor used by a married couple for artificial insemination
provide consent?

2. Who are the patients who pose the biggest challenges where ethics
are concerned?

a. No
b. Yes

a. Patients above the age of majority
b. Patients below the age of majority
c.

6. Who is legally considered the supreme guardian of all children?

Patients above the age of 21 years

a. The biological parents

d. Patients below the age of 21 years

b. A guardian appointed by the court or in a person’s will
c.

3. The right to maintain confidentiality regarding a child’s health status
is constitutionally entrenched, except:
a. Where it is in the best interests of the child not to
b. Where it is not in the best interests of the child
c.

Where it affects the health status of the child’s parent or caregiver

7.

A child may consent to medical treatment:
a. If the child is over 12 years and of sufficient maturity to
understand the risks
b. If the child is over 16 years and of sufficient maturity to
understand the risks
c.
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If the child is over 18 years and of sufficient maturity to
understand the risks
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8. Which caregivers may consent to a surgical treatment?
a. Married biological mother and father
b. Divorced mother and/or father (depending on court order)
c.

Adoptive parents

d. Unmarried biological mother
e. Unmarried biological father
f.

a, b, c and d

9. When may an unmarried biological father consent to surgical treatment?
a. If the court has granted full parental rights to the unmarried
biological father
b. If the unmarried biological father pays maintenance
c.

If the unmarried biological father has contact with the child.

10. Unmarried fathers have no parental rights and responsibilities unless
they approach the High Court to be assigned parental rights

14. HIV testing of a child can be done in the following circumstances
a. If pre- and post-counselling for the child and care-giver are
done
b. If, during the course of a medical procedure, a health worker
has had contact with any substance from the child’s body
that may transmit HIV, and there is a suspicion that the health
worker may have contracted HIV due to contact
c.

If any person may have contracted HIV due to contact with
any substance from the child’s body that may transmit HIV

d. If it is in the best interests of the child
e. Both b and d
15. Can individuals younger than 18 years, but who have children of their
own, consent to medical and/or surgical treatment for their children?
a. Yes, provided they are of sufficient maturity and can
understand the implications of the procedure
b. No, as they have not reached the age of majority

True or False?
16. One parent’s consent is sufficient for a child to have treatment
11. The grandmother of an unmarried parent may also be considered
the guardian of her grandchild but, unless stipulated by the court,
she would not be considered a legal guardian
True or False?
12. In an emergency situation where there is no time to approach the
minister or the court, who can grant consent for surgical procedures?
a. The superintendent of a facility
b. The senior doctor
c.

A person with delegated authority from the superintendent.

True or False?
17. Health professionals are obliged by law to report cases of suspected
abuse or neglect
True or False?
18. Failure by a health professional to report suspected abuse or neglect
makes them liable to be found guilty of an offence and liable upon
conviction
True or False?

13. Who must give consent for the HIV testing of a child?
a. The child, where the child is 12 years
b. The child where the child is 12 years or under and of sufficient
maturity to understand the risks and benefits
c.

The parent or caregiver where the child is 12 years and under
and is not of sufficient maturity to understand the risks and
benefits

d. The provincial head of social development where the child
is 12 years and under and is not of sufficient maturity to
understand the risks and benefits
e. A designated child protection organisation where the child
is 12 years and under and is not of sufficient maturity to
understand the risks and benefits
f.

A superintendent of the hospital where the child is 12 years
and under and is not of sufficient maturity to understand the
risks and benefits and the child has no parent or caregiver.

g. Children's court where the child, parent or caregiver are
incapable of giving consent
h. All of the above
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Special feature

Oral-B
– the end of an era
After being a part of our lives for so long, Oral-B has decided to withdraw from South Africa. Having developed long standing relationships
with all the Oral-B representatives OHASA takes this opportunity to celebrate each of them and wish them well in their future endevours.

Anne Galinos
35 years

My career with Oral-B started in the early 1980s
as a dental rep in the Eastern Cape with Cooper
Laboratories who brought Oral-B to South Africa. At
that stage we only had the Oral-B Plus basic core
range of toothbrushes from brush-head sizes 10
up to 60, the most popular being the 32, a small
compact head. This range was introduced only to
dental professionals, by sampling copious numbers
for their and their patients use. Later came the
Right-Angle manual brush and the famous Star
Wars character brushes. All brushes were washed
in a washing machine and packaged in a factory in
Wynberg, Sandton. The Oral-B range was the only
range with different head sizes and different softness.
After a few years we started selling Oral-B into
pharmacies and then, only much later, into retail
outlets. The range extended to interdental products,
power toothbrushes (Triumph) and more recently
dentifrices with the Pro Expert Toothpaste. We also
had topical fluorides and centrays, amalgam and
composites and even an amalgamator.
Cooper Laboratories became Oral-B Laboratories
which was eventually bought out by Gillette SA
which was based in Springs at that time.
I moved to Johannesburg and was a representative
for Oral-B in the East Rand and Eastern Transvaal
area and worked my way up to Pharmacy Field Sales
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Manager with Gillette SA, managing an internal
team as well as agents in outlying areas, and the
dental profession side of the business. Eventually I
moved over to managing only the profession side
of the business as Country Leader for Profession.
The Oral-B team had started working through
the distributor at Wright-Millners in 2004 and then
Gillette was sold to Procter and Gamble in 2005.
During the years I was responsible for congresses,
conferences, seminars, marketing initiatives,
university programmes and sales for the dental
profession, and reporting to Oral Care in Switzerland.
Oral-B was always a niche team of extraordinary
people and many, many oral hygienists wanted to
work for us throughout the years. We even had a
Dental Panel where we had monthly meetings to
gain input on marketing initiatives.
To OHASA and all its past and current Presidents
and Executive, we have always worked hand-inhand with you and appreciate all the collaboration
over the years, in particular from Stella Lamprecht.
OHASA has certainly made huge strides within the
dental industry to the benefit of all oral hygienists.
We are proud to have been involved with you
spanning all these years.
As with all other marketing arms of corporate
companies, a lot has changed over the years and
we were really privileged to have good times with
Oral-B here in South Africa! It would be extremely
difficult to replicate what we had, as we were
always the innovators!
It has been an honour to be associated with the
Oral-B brand for 35 years of my working career.
I hereby thank and honour all the wonderful
colleagues and friends who I worked with in
these years and all the dental professionals who
became much more than customers, colleagues
and co-workers. I am grateful to each and every
one of you who came onto my path. I will always
be loyal to the Oral-B brand which has been a
huge part of my life, since the age of 28.
May you all be blessed!

Louis Nel
30 years

The first thing that comes to mind when I think
of the time I worked for Oral-B is the people I
met and the friends I made. There are a number
of them who, still today, have an influence on
my life – good, honest human beings who I will
remember for as long as I live. Karin, my wife
used to mock me that I lived to work, and not
worked to live. I loved and treasured the times
I had calling on all of you.
The second thing that comes to mind is how
the industry, and in particular the Oral-B products
changed. I can recall launching Permite Amalgam,
Simpliflos, the Satin Floss range, Oral-B Plus
Toothbrushes, Cross Action, and then the first
Braun Power Brush. My last product launch was
our toothpaste, and now I know that it was a good
way to finish my career with Oral-B.
I want the dental profession, dentists and oral
hygienists to know that to me, you are simply the
best, and I miss you – all of you.

OHASA JOURNAL

Special feature

Lynette Jacobs
21 years

After working as an oral hygienist in private practice for five years,
I had the awesome opportunity to join the Oral-B Profession Sales
Team in September 1996. I never imagined that I would stay there
until January 2018! What a journey!
We went through so much during my 21 years with this stunning
brand – congresses, conferences, sponsorships, launches and new
challenges, making memory after memory. I had the privilege to
work with incredible people, not to mention the professionals I
met from town to town and the friendships we built over the years
… some of them for life!
I will always have a special place in my heart for Oral-B and I
still love using the products myself. Dentistry will always be my
passion and I thoroughly enjoyed my journey with Oral-B. New
challenges await us all and I wish my former colleagues the best
in their journeys ahead.

Minette Wescomb

Chrismarie Barnardt

16 years

2 years

The dream rep position of many a hygienist...
Oral-B product specialist! I was in the privileged
position for 16 years promoting the ultimate
products in mechanical oral care.
Then with the introduction of Pro Expert
Toothpaste we entered a new field of innovation.
We worked hard but also played hard, amassing
fond memories of sales and dental conferences
at exotic venues – travelling throughout the
country on trains, planes and automobiles (even a
motorbike at the Warmbaths congress); meeting
dental professionals from Musina to Upington;
and building professional as well as personal
relationships with amazing people.
What a team we were – always recognised
at conferences for our professional look and
outstanding exhibition stands. Proud times! Some
still see us as Lynette and Minette from Gillette.
After a career of 16 years, which ended in 2016,
I'm still seen as Minette from Oral-B. The brand
will be a legacy with the older folk.
I salute every colleague/friend that was and
still is part of my life. Thank you for every chat,
and every cup of coffee when en route.
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My dream of working for Oral-B started after
their representative, Lynette Jacobs, visited
the oral hygiene students at the University of
Pretoria. I wanted to be part of this innovative
and progressive company. I never saw myself
as a sales person, but someone who can
confidently promote such a well-researched
and developed product.
A few months after I started working for
Oral-B, I unexpectedly lost my mother. Anne
Galinos will always be a woman who made a
huge impact on my life. She personified, to me,
what a true leader is – someone who can act,
take charge and inspire, without losing humility,
compassion and kindness. She was the glue and
the fuel that made the Oral-B team more than
just colleagues – we were friends.
The dedication and passion of the team left a
permanent mark in the dental field and established
Oral-B as a well-known and trusted brand of high
quality products. I believe that without Oral-B
and the people involved, the world would have
fewer healthy and happy smiles.

Charlotte van Tonder
6 years

My journey with Oral-B started in 2004. As a huge
fan of the products, it was a dream of mine to
become a representative for the brand. I really
learned so much over the next six years that I
worked as a detailing representative/product
specialist. Thank you, Oral-B, for giving me
opportunities that I will never forget.

Yasmeen Kasker-Turner
8 years

It was a great privilege and honour to be part
of the Oral-B team for eight years. We were a
happy and motivated team serving the profession
and it is very sad to hear and see the end of a
brilliant and wonderful relationship with the dental
profession. The time with Oral-B will always be a
passionate time of my life. Wishing every one of
the team good luck wherever your journey takes
you as I know the friendships will last forever,
since we will always carry the name with pride.
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Emmerentia Landsberg
5 years

Oral-B has always been a brand leader
in the dental field and known for its
thorough research, excellent service
and ethos. The brand’s ethos, and to
a large extent its success, is grounded
in its thorough understanding and
appreciation of the consumers it serves:
their needs, attitudes and behaviours
(https://azcdn.cassini.pgsitecore.com).
I was extremely excited when I was
appointed as Product Specialist. I have
learnt so much more about preventative
dentistry. I'm still a passionate oral
hygienist and even more so due to the
knowledge I gained. I am thankful for
the opportunity to have met and get
to know so many colleagues and you
will all be missed dearly.

I worked as a product specialist for
Oral-B for almost eight years. As a
dental therapist who worked only
in private practice, it was my first
job in the corporate sector. Being
passionate about oral health care, it
was a privilege to work for a company
that pioneered advancements in oral
hygiene. I am forever grateful for the
learning experience, the first class
training and the lasting friendships
and relationships I’ve forged along
the way. Anne, Minette, Lynette, Louis
and Emma, thank you for the wonderful
memories. Lots of love.

Brianne Khan
8 years

Marlene Aucamp

Danelle Oberem

Mateenah Jajbhay Amod

4 years

1 year

3 years

Thank you to Oral-B for giving me a lifetime of
experience in just four short years – too short
in my mind. For the wonderful scientifics, the
knowledge, the amazing people, the colleagues,
hygienists, dentists and supporting staff that I
met on my journey, I am truly thankful. I will
miss all of it.
Yours truly Marlene from Oral-B ... not Minette
and Lynette from Gillette ... you were wonderful
additions to my practicing days. To Anne thanks
for always being there for us and all the KIs. Lots
of love. Auf wedersehen.
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The experience I have gained from Oral-B has
placed me in good stead to broaden my choices
within the dentistry profession field. The team
I worked with were professional, experienced
and were proud to share their product specialist
knowledge of Oral-B. Thank you for making me
part of the team.

My time with Oral-B has been a spectacular
journey that is incredibly difficult to put into
words. It is hard not to be passionate about a
brand with such an outstanding reputation. I
most enjoyed interacting with dentists and oral
hygienists in the field. The individuals I have
had the privilege of meeting in the field and the
relationships I have built with these colleagues
are something that I will treasure eternally. This
might be the end of Oral-B Professional in South
Africa, but I have no doubt that the brand, due
to its excellent product quality, will continue to
flourish. This is not goodbye, instead the start
of a brand-new chapter.
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INDUSTRY NEWS

Colgate

gifts members PPE
During the nation-wide Level 4 lockdown Colgate
generously gifted many practitioners who were
returning to work personal protective equipment.
Thank you Colgate!
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Gauteng Branch News
A toast is needed to give 2020 a send-off! This has
been a year of wins for some and losses for others
but we have made it to the end of the year and we
now have 2021 in sight, just around the corner. The
1st toast will be to Health and the ability to wake up
every morning and see a new day. The 2nd toast will
be to Happiness – the joy of experiencing it and
sharing it with those around us. The 3rd toast will
be to Growth – this year has forced us to overcome
and carry on pushing through the tough times and
embracing the ‘new normal’. We are older and wiser
after all that we have gone through and conquered.
This has been a time that none of us could ever
have anticipated or prepared for, but coming out
on the other side shows that we can survive the
huge adversities that come our way, even a global
pandemic. COVID-19 has highlighted the need for
adaptation to change, discipline and for new and
safer practices in the dental room. Never in our
lives could we have imagined that we would be
seeing every single person wearing a mask and
gloves on a casual day, outside the dental room.
This brought me to the realisation that anything

can happen and I should never take anything
for granted.
Many of our close friends and family members have
lost their jobs and faced company shutdowns and
retrenchments and have been put through difficult
times financially, emotionally and psychologically. For
those of us who are still employed, it is vital to be
thankful that we have not suffered a complete loss
of income and mental setbacks that may have been
caused by the difficult situation that others have faced.
The pandemic has tested us but it is important that
we all stand together and face the obstacles that we
are yet to encounter, and ensure that we have or are
a listening ear to others who may seek our counsel.
Social distancing, sanitising every 30 minutes, not
seeing a person smile under a mask and lockdowns,
have not stopped us or killed our will to continue
being loving, patient and compassionate people.
We hope you will have a great break over the festive
season and take some time to reflect on the year that
was, and prepare for a new year filled with adventure,
abundant joy, unforeseen opportunities, patients who
comply with treatment and overall health and wealth.

We as the OHASA Gauteng branch would like to
thank every single one of our members who have
supported us from our 1st day in office. We have
come to the end of our three-year term but will
not be leaving OHASA. We will continue to keep
the profession in high regard and do all we can to
highlight all the good that dental professionals do
for the many communities out there.
We have hosted seminars that have reconnected
friends and colleagues and enriched our knowledge
and awareness of our chosen careers. We have
had some sombre and challenging moments over
the years but the great moments, and memories
shared, definitely overshadow them. We are looking
forward to 2021 and are eagerly waiting for a new
dawn filled with real hugs, less virtual meetings
and walking and breathing freely with no masks!
We’re nearly there…We Hope!
Regards
Mmakaoka “Kaokie” Sepuru
OHASA Gauteng Chairperson ●

OHASA

Eastern Cape Branch News
One of our loyal members retired after a long and fulfilling career. Mano Ranjinee Padayachy, known as
Paddy, qualified as an oral hygienist in March 1982 at the University of the Western Cape. We asked her
to give us a trip down memory lane…
I started working at the Department of Health
and Population Development, then CPA, in Port
Elizabeth for a while and then went into private
practice.
In 1987, I joined Department of Health again, but
this time in Durban. I was the first oral hygienist
employed in this department in the region. I had
the rather difficult task of initiating promotive and
preventative oral health programmes at schools.
In 1992 I transferred back to Port Elizabeth as
chief oral hygienist and have worked here ever
since. For many years I acted as the oral health
coordinator for the Nelson Mandela Metro and
thoroughly enjoyed working with a great team
especially my oral hygienist colleagues. We were
able to initiate many very successful promotive and
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preventative programmes, like controlled brushing,
fissure sealant programmes and expos at crèches,
primary schools and other interdepartmental and
private organisations.
The Eastern Cape branch of OHASA was founded
in June 1982. The first meeting took place at my
home with three colleagues, Ms Herta Kron,
Ms Ruth McKaizer and Ms Lachmie Harri. I was
elected Treasurer. By the time I left Port Elizabeth
in 1987, we had recruited nine other hygienists,
some whom are still members of OHASA today.
I have had a rewarding career as an oral
hygienist, but after 37 years of practicing, it is
time to hang up my gear. I retired in June 2020.
Good luck and stay safe as you all continue
to spread the gospel of sound oral health care.

We would like to thank Paddy for her valuable
contribution to OHASA and the communities she
worked in. May she have a healthy and happy
retirement.
OHASA EC is having one last get together on
21 November. It will be the first time that we will
actually be seeing each other after this year we
called 2020.
May our members have a blessed festive season
and spend some valuable time with their families.
We look forward to 2021! ●
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WESTERN
Cape
Branch
News

Survey Results

Dear OHASA friends and colleagues
This year started with a very successful and lovely
branch breakfast meeting in February 2020. Soon
afterwards, the news broke that the country would
go into lockdown due to the COVID-19 pandemic
that arrived so unexpectedly on our doorsteps. We
all had to learn how to re-organise and reprioritise
our lives and all of us have experienced losses in
many different ways due to the pandemic.
I do not want to say much more regarding the
COVID-19 pandemic because I am sure you are just
as tired of it as I am, but the reality is that it is here
and we still have to deal with it. We have to make
the best out of what remains of this year! We will
all meet again and enjoy our lovely seminars; we
just have to shift our mind-sets a little bit and think
in different ways.
I urge you to please check your emails regularly,
because a lot of information will be given to you
via email, including information regarding earning
CPD points. Information regarding the AGM will
also be given as well as the way forward regarding
seminars for 2021.
If you have any suggestions for our seminars for
2021, please email us your thoughts or suggestions
to ohasawc@gmail.com
From me and the Western Cape Branch Committee
we wish all our members, non-members and traders
a blessed festive season ahead with your families
and friends. We are looking forward to seeing you all
in 2021 and making the best out of the year ahead.
I leave you with the words of Albert Einstein: “In
the middle of every difficulty lies opportunity”. Let’s
take the difficulties we had in 2020 and make them
our great new opportunities in 2021.

Dear OHASA Members
You were recently asked to complete a survey in order for the Exco to understand what the
majority opinion is regarding the type of seminars wanted for 2021. We rely on our dental traders to
subsidise these seminars in order to make it affordable for all our members to keep up to date with
their continuous professional development. As such the data is required for the planning that will
take place in the coming weeks. OHASA has 547 members this year – this total fluctuates because
membership is voluntary. We had a total of 295 responses, approximately 54% of members. Over
half of the members voiced their opinion and helped us to take a decision regarding everyone’s
ability to keep up with their continuous professional development. Based on the data received
continuous professional development will take place in the form of seminars as well as webinars. The
OHASA Journal will of course continue as part of the continuous professional development process.
Thank you to all the members that voted – we appreciate your input. ●
Question: What would you prefer online webinars or face to face seminars?
200
161
150

100
68

65

Face to face
seminars

Webinars

50

0

Total = 295
Webinars and
seminars

Question: How do you access the internet?
WhatsApp Bundle 1.0%
Home limited ADSL/Fibre 9.2%
Prepaid 1.7%
Home unlimited ADSL 2.4%

Data on contract 15.3%

45 (15.3%)
182 (61.7%)

Data Pay As You Go 2.7%
Data on a contract 1.7%

Home unlimited
ADSL/Fibre 61.7%

Cape Town Greetings
Anri Bernardo
Western Cape Chairperson ●
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NEW NAME. SAME TRUSTED FORMULA.

Now part of the ELGYDIUM family.

Oral Hygienists’ Association of South Africa

IFDH Member

VAT Number 4070262862

OHASA 2020–2021 FINANCIAL AGREEMENT
Financial Agreement to be completed and returned with your OHASA Membership Application Form via e-mail (ohasatreasurer@gmail.com) on or
before 28 November 2020.

Name and Surname:
HPCSA No:
E-mail Address:
Cellphone No:
Type of Membership and Amount:

Terms:
Payment 1, 30 NOVEMBER 2020:
Payment 2, 31 DECEMBER 2020:
Payment 3, 31 JANUARY 2021:
Payment 4, 28 FEBRUARY 2021:
TOTAL (Membership fee):
PAYMENT PERIOD: 4 months only
No correspondence will be entered into. It is your responsibility to pay on time. In case of a payment not made this financial agreement is cancelled
and an administration fee of R250.00 will be charged additional to your membership fees.

I, 					 (ID), 				 agree to abide to the above-mentioned agreement.
BANKING DETAILS:
OHASA National
FNB Business Account
Account Number: 62837436048
Branch Code: 252445
Reference: HPCSA number, Surname

Signature:

Date:

Directors: Stella Lamprecht (President) Gail Smith (Vice-President)
Anri Bernardo (Secretariat) Suné Herman (Treasurer) Elaine Johnson Mart-Marié Potgieter (Additional Members)
PO Box 830 Newlands Pretoria 0049 Fax: 0866967313 Website: www.ohasa.co.za
E-mail: ohasanational@gmail.com Mobile: 0828906949
Incorporated Association not for gain
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NOW AVAILABLE AT DIS-CHEM

Please ask your representative for an easy reference script pad

Application for OHASA Membership for 2021

IFDH Member

Personal Details:
Title:

Surname:

First Name(s):

Preferred Name:

Maiden Name:

ID Number:

HPCSA No: OH/DA/DT/DP

Postal Address:

Physical Address:

Postal Code:

Postal Code:

Tel. (Work):

OHASA Number:

Cell Phone:

Tel. (Home):

E-mail Address:

Independent Practice

Supervised Practice

Branch:
(Please mark all sections with X)
Western Cape

Eastern Cape

Gauteng

KwaZulu-Natal

Current Member

New Member

Important notices:
1. The e-mail address you provided above is the e-mail address that you elect to be used to send you important notifications, including but not limited
to the notice of the annual general meeting and any special general meeting which may be held.
2. ALL MEMBERSHIP FEES ARE DUE ON OR BEFORE 28 FEBRUARY 2021.
3. All current members who renew and pay their membership fees after this date will be charged an additional administration fee of R250.00.
4. A 4-month interest free pay-off financial agreement is available (Nov 2020–Feb 2021). The form is attached.
5. All membership categories have full access to the OHASA website www.ohasa.co.za (own personal profile. CPD activities, etc.)
6. When you apply for membership of OHASA, you confirm your acceptance of the provisions of the Constitution of OHASA, the Code of Conduct and
the Code of Ethics, and agree to be bound by the provisions thereof, including any amendments made to the aforesaid codes and Constitution.
By renewing your membership, you annually confirm your acceptance of the provisions of the aforesaid codes and constitution, as they stand
particularly indicating your acceptance of any amendments made during the preceding year.
Covid-19 Relief 2020 – If you were a member of OHASA in any category during 2020 you may join in the same category in 2021 for a flat rate fee of R500.00
Please note NEW BANKING DETAILS
OHASA MEMBERSHIP CATEGORIES:
Memberships

Mark with X

Membership Information

CORE
(Any Dental Professional)
R660.00

• 4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
• Discounted fee per full day seminar
• Core Members will not have voting rights

FULL MEMBERSHIP
(Oral Hygienist only)
R880.00

•
•
•
•

2 Full-day subsidised CPD OHASA Seminars (2 x 6 CEUs = 12 CEUs)
4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
3rd Full day seminar at a discounted fee
Full Membership Oral Hygienists have voting rights

ASSOCIATE
(If you are a qualified Oral Hygienist
but not registered with the HPCSA)
R880.00

•
•
•
•

2 Full-day subsidised CPD OHASA Seminars (2 x 6 CEUs = 12 CEUs)
4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
3rd Full day seminar at a discounted fee
No voting rights

ALLIED
Dental Assistant R1 441.00
Dental Therapist R1 771.00
Dentist
R2 255.00

•
•
•
•

2 Full-day subsidised CPD OHASA Seminars (2 x 6 CEUs = 12 CEUs)
4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
3rd Full day seminar at a discounted fee
No voting rights

HONORARY
(No membership fee applicable)

•  
•  
•
•  

2 Full-day subsidised CPD OHASA Seminars (2 x 6 CEUs = 12 CEUs)
4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
3rd Full day seminar at a discounted fee
Honorary Members have voting rights
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Application for OHASA Membership for 2021

Memberships

Mark with X

Membership Information

RETIRED
(No membership fee applicable)

• 4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
• OHASA seminars at a discounted fee
• No voting rights

STUDENT
(No membership fee applicable)

• 4 CPD Questionnaires inserted in OHASA Journal (4 x 3 CEUs per Questionnaire = 12 CEUs)
• OHASA seminars at a discounted fee
• No voting rights

DONAR
(No membership fee applicable)

• Per agreement
• No voting rights

INTERNATIONAL DENTISTRY SA JOURNALS
(Mark with X)
1. Annual subscription – 6 x journals

R345.00

2. Online subscription option (Journal and 6 x CDP Questionnaires) R1 035.00
3. 10% discount if paid in full before 28/02/2021

R931.50

4. For CPD ONLY (Read journal online)

R690.00

I understand that OHASA prefers to communicate with its members and applicants via email and SMS. OHASA does not communicate with applicants via postal
service. It is therefore important that I immediately notify OHASA of any change in details i.e. e-mail address or cellular contact number.
In order to provide you with the best possible service OHASA would like to inform you of other products, training and services within the profession.
May we send you this information via e-mail and sms?

YES

NO

I have read, understand and agree to the provisions of the Constitution of OHASA, the Code of Conduct and the Code of Ethics and agree to abide
by the provisions thereof, including any amendments made to it from time to time.
YES

Signature:

NO

Date:

Please complete this application form and email it with a copy of your payment and/or financial agreement to:
E-mail: ohasatreasurer@gmail.com

Postal Address:
OHASA Secretariat
PO Box 830
Newlands, Pretoria
0049

BANKING DETAILS:
OHASA National
FNB Business Account
Account Number: 62837436048
Branch Code: 252445
Reference: HPCSA number, Surname
For office use only
Western Cape
HPCSA #
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Eastern Cape

Gauteng
OHASA Membership #

KwaZulu-Natal
Processing Date:
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Gum problems?
®
Try NEW meridol

1: Plaque

2: Tartar

3: Gum Problems

4: Germs

Dentistry
Mini Atlas App
Available for iOS and Android devices
GSK has created a digital dentistry information guidebook (we
call the “dentistry mini atlas”), which is available as an App.
This App allows you to educate your staff, students and patients
on various dental subjects; like dental anatomy, physiology,
pathology and GSK oral healthcare products information and use.
Professional Access

Explore Content

This application is aimed at healthcare professionals.

Access the contents.
Orderly and easily accessible index.

Image Options
Each image included in the application can be sent
by email, saved to the device library or sent to print
directly from the application.

You can zoom in on the illustrations.
In addition, it has explanatory text
associated with each illustration.

Edit Tools
The tablet and iPad versions of the application also
allow adding elements such as text, lines and ﬁgures
to images with basic editing tools.

Where can I download it?
From the Apple App Store and Google Play Store

APP MINIATLAS
DENTISTRY

Type in the search engine “Dentistry Mini Atlas”.
For Apple device click “Get”. For Google Play Store click
on the app where it says “Free”
Click “Install”
The first time you open the application it will ask you if
you are a medical doctor.
Please click “Yes”

5

Scan QR code:
IOS

Android

Please enter the username and password
exactly as is below:
Username: GSK | Password: Sensodyne

If you need any detailed information, assistance with download or a user demonstration, please contact to GSK
to assist you by sending a request to consumer.queries@gsk.com.

Corsodyl Mouthwash Original (Solution). Mouthwash containing 2 mg/ml chlorhexidine gluconate with 5,4% m/v ethanol as a preservative. Reg.
No.: S/16.4/182. Corsodyl Mouthwash Alcohol Free (Solution). Mouthwash containing 2 mg/ml chlorhexidine gluconate.
GlaxoSmithKline Consumer Healthcare South Africa (Pty) Ltd Reg.No. 2014/173930/07. 39 Hawkins Avenue, Epping Industria 1, Cape Town,
7460. PM-ZA-SENO-20-00054
For full prescribing information refer to the package insert approved by the medicines regulatory authority. For any safety information, please
contact the GSK hotline on +27 11 745 6001.
© SA Agent Infodoc Health cc Tel: 011 792 4657 Website: www.infodoc.co.za Email: nanette@infodoc.co.za

