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Abstract
Culture provides the context for all health care and social service throughout the human lifespan.
Improving end-of-life and palliative care and enhancing patient and family outcomes requires
nuanced understanding of cultural contexts for those who provide care and those who receive it.
This article proposes an emerging model of culturally-congruent care that can guide intervention
for social workers, mental health professionals, nurses, and other health care workers caring for a
diverse population of patients, families, and communities.
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Culture provides the context for all health and social services throughout the human lifespan
across conditions, settings, and situations. Culture is the mechanism through which people
learn how to be in the world, how to behave, what to value, and what gives meaning to
existence. Culture underlies health care delivery at client, provider, and system levels
because it is the foundation for expectations, actions, interactions, and meanings of care. As
patients, families, and communities grapple with the realities of human mortality, issues of
culture come into focus in ways that heighten the relevance of cultural concerns at this time
in life. As social workers and other health care providers interact with people dealing with
life-limiting conditions, issues of culture and care across cultural boundaries become
critically important. Improving end-of-life and palliative care and enhancing patient and
family outcomes requires nuanced understanding of cultural contexts for those who provide
care and those who receive it. The purpose of this paper is to describe an emerging model of
culturally-congruent care and discuss ways in which it can guide intervention for social
workers, mental health professionals, nurses, and other health care workers caring for
diverse patients, families, and communities.

Culture and End-of-Life
Suboptimal palliative and end-of-life (EOL) care for dying people and inadequate support
for families and communities remain major concerns in spite of the growth of hospice and
palliative care services across the U.S. In the 2004 National Institutes of Health State of the
Science Conference Report it is noted that theoretical and empirical bases remain
insufficient for many common palliative and end-of-life interventions (2004). Many people,
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including those in racial/ethnic and cultural minority groups, remain at-risk for poor-quality
EOL care. Inequities in access to and use of available EOL services constitute major public
health and social justice problems. The National Institute of Nursing Research cites the
elimination of health disparities as a top area of research emphasis along with enhancing
quality of life at end of life among diverse groups (2006). The need for understanding and
adapting care across a variety of cultural contexts is nowhere more evident than in the area
of hospice and palliative care at end of life.

Culture is a construct that is still being defined and debated in the literature of many
academic and professional disciplines. There is emerging consensus, however, that culture
has three main characteristics: 1) culture emerges in interactions between humans and
environments, 2) culture consists of shared elements, and 3) culture is transmitted across
time periods and generations (Triandis, 2007). There are also many current calls for
expansion of our thinking about cultural variables to include more than just race and
ethnicity (Cohen, 2009). In the proposed model, culture is broadly defined as a “socially-
transmitted and socially-constructed constellation consisting of such things as practices,
competencies, ideas, schemas, symbols, values, norms, institutions, goals, constitutive rules,
artifacts, and modifications of the physical environment” (Fiske, 2002, p.85). Cultural
variables form a background to human interaction across all areas of health and illness care
and come to the foreground when people face the realities of imminent mortality. Issues of
tradition, ritual, family relationships, and the meaning of life and death become exquisitely
relevant at end of life as patients, family caregivers, and clinicians negotiate care towards
dignified dying (Coenen, Doorenbos, & Wilson, 2007).

Although death is a universal human experience, there is ample evidence that in the context
of the western biomedicine, the dying process is often accompanied by excess pain and
suffering (Cintron & Morrison, 2006; Doorenbos, Given, Given, & Verbitsky, 2006);
caregiver burden (Doorenbos, et al., 2007); and a lack of effective communication between
professionals, lay caregivers, and terminally-ill patients (Fried, Bradley, & O'Leary, 2003).
Hospice programs across the nation have responded to many of these concerns and have
pointed the way towards better care of dying patients and their families. In hospice the goal
is “dignified dying” in which care is guided by patient and family values; dignity is
maintained; pain and suffering are relieved; and dying is experienced as a growth process
that is a normal part of human life (Coenen, et al., 2007; Egan & Labyak, 2001). Hospice
programs focus on interdisciplinary collaboration to provide comfort for the patient and
family within their unique cultural contexts. However, even within hospice programs, there
continue to be problems with providing care in ways that respect cultural diversity and
maximize availability, accessibility, and acceptability of services (AHRQ, 2009).
Additionally, many people facing chronic, debilitating, life-threatening conditions do not
enroll in hospice programs. According to the National Hospice and Palliative Care
Organization, 82% of hospice patients are White, 7.5% Black, and the rest from other
backgrounds (2005). The data suggest that Whites (about 75% of the U.S. population) are
overrepresented and Blacks (±12%) and persons from other groups (±13%)
underrepresented among hospice patients (Census, 2005).

Cultural Competence
A great deal of recent interest has centered on enhancing cultural competence among
healthcare providers as a means of eliminating some of the chronic disparities that mark the
American healthcare system (Fortier & Bishop, 2004; National Association of Social
Workers, 2007; National Center for Cultural Competence, 2009) and improving EOL care.
Clinicians are people engaged in healthcare services who focus on direct client care from
within one of the professional disciplines such as social work, nursing, or medicine.
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Providers include all members of the interdisciplinary healthcare team including clinicians,
administrators, clerical and support personnel. Most prior research has focused on the
professional clinician side of healthcare by seeking better ways to define, measure, and
improve clinician knowledge and/or performance in response to expanding cultural
challenges. Definitions of cultural competence vary (e.g. Campinha-Bacote, 1999; Giger &
Davidhizar, 2004; Purnell, 2002). In the proposed model cultural competence is considered a
developmental process characteristic of a person rather than an attribute of an agency,
population, program, or object. Previous cultural competence measurements have mostly
focused exclusively on clinicians and often include discipline-, setting-, or population-
specific tests of knowledge or assumptions that limit their usefulness (Kumas-Tan, Beagan,
Loppie, MacLeod, & Frank, 2007). Efforts to improve clinician cultural competence and to
better prepare students to enter the health and social service fields as clinically-competent
professionals have dominated the discussion. Most educational efforts have focused on
physicians (Griswold, 2006; Haidet, 2006) and nurses (Anderson, Ruiz, & Fongwa, 2007;
Brown, 2008; Leiper, Van Horn, & Upadhyaya, 2008) with the rationale that these two
disciplines represent the majority of clinicians and therefore should have the greatest
potential impact on client outcomes. The disciplines of social work and mental health have
largely been omitted from this discussion as have the growing spectrum of ancillary staff
involved in providing patient care. What has also been lacking is a clear association of
cultural competence with client outcomes (Fortier & Bishop, 2004). Although clinician and
provider cultural competence is widely mandated and intuitively attractive, much of the
work so far has been based on observation, case study, and anecdotes. Sufficient evidence
has not yet been presented to support the commonly-held belief that cultural competence is
sufficient to produce desired patient and family outcomes. In EOL care, positive patient and
family health outcomes are defined as a dignified dying for the patient (Coenen, et al., 2007)
and sufficient support for family caregivers to prevent or decrease negative health effects of
caregiving (Mystakidou, Tsilika, Parpa, Galanos, & Vlahos, 2007).

Culturally-congruent Care
In part, the difficulty in linking cultural competence to patient and family outcomes derives
from failure to consider the cultural domains that patients bring to healthcare encounters.
The authors have articulated a conceptual model, derived from synthesis of extant
theoretical work in transcultural healthcare, to guide research, education, and practice
(Schim, Doorenbos, Benkert, & Miller, 2007). Whereas this earlier conceptual work
emphasized the provider cultural competence level of the model, the present work adds
more detailed discussion of the client level dynamics, some of the societal cultural
confounders, and ramifications for culturally-congruent clinical practice. The model
describes both provider and client-level elements that must be considered in order to begin
to capture the complexities of culturally-congruent health care. Cultural congruence is a
process of effective interaction between the provider and client levels. The model is based
on the idea that cultural competence is ever-evolving; providers must continue to improve
their quality of communication, leading to improved quality of care. However, care offered
is not always equal to care received. Patients and families bring their own values,
perceptions, and expectations to health care encounters which also influence the creation or
destruction of cultural congruence.

Our revised model (shown in Figure 1) describes key constructs as a 3-dimensional jigsaw
puzzle, with one layer showing provider elements, another layer with client elements, and
the culturally-congruent care that occurs when provider and patient layers fit together
effectively. The terms and constructs defined in discussing this model are those of the
authors unless a source is otherwise noted.

Schim and Doorenbos Page 3

J Soc Work End Life Palliat Care. Author manuscript; available in PMC 2011 July 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Provider Level of Model
The provider level of the puzzle has 4 components: (a) cultural diversity, (b) cultural
awareness, (c) cultural sensitivity, and (d) cultural competence behaviors. This level of the
model has been more fully articulated elsewhere (Schim, et al., 2007) and has been used as
the basis for a Cultural Competence Assessment tool for use with diverse healthcare
providers and professional students (Doorenbos & Schim, 2004; Doorenbos, Schim,
Benkert, & Borse, 2005; Schim, Doorenbos, & Borse, 2005, 2006; Schim, Doorenbos,
Miller, & Benkert, 2003)

Cultural diversity is a reality in today’s healthcare and social environments. Although much
of the extant work on cultural diversity has focused on issues of race, ethnicity, language,
and religious difference, we endorse a much broader diversity perspective that includes
many dimensions of both difference and similarity between groups and within groups. Issues
of age, gender, sexual orientation, socioeconomic status, and education also must be
considered when working with concepts of culture. Individual backgrounds, experiences,
and exposures to diverse human cultural patterns vary widely from place-to-place and
change over time based on the number and type of people encountered and the nature and
intensity of cross-cultural interactions.

Cultural awareness is a cognitive construct. Regardless of the facts of an individual’s
diversity environment, knowledge and thought are necessary to appreciate the ways in which
cultures vary and are similar, the ways that cultural contexts influence personal meaning,
and the profound effects that culture has on healthcare from both provider and recipient
perspectives.

Cultural sensitivity is an affective or attitudinal construct. Each clinician’s attitudes about
themselves and others and their openness to learning about cultural dimensions and diversity
are essential to cultural sensitivity. Openness to self-exploration of personal cultural heritage
and experiences, the disciplinary heritage into which clinicians are socialized, and the
organizational cultures within which services are provided is essential to cultural sensitivity.

Cultural competence is a behavioral construct consisting of actions in response to the
demands of cultural diversity, awareness, and sensitivity. It is demonstration of behaviors in
practice that help to bridge the differences and barriers that often occur when people of
diverse cultures interact and communicate. The process of developing cultural competence
is dynamic over time in response to changing diversity environments and experiences,
acquisition of new awareness (knowledge and insights) and skills, and growing sensitivity to
self and others.

Client Level of Model
The client level of the model consists of those patient, family, and community attitudes,
beliefs, and behaviors that represent areas of greatest similarity and difference both between
and within cultural groups, subgroups, and individuals. The term client refers to individuals,
families or other groups, or whole communities that are the objects of practice in the health
disciplines in various clinical settings. In palliative and EOL practice the most-frequent
clients are individual patients and their families. Although patients and families certainly
could also be described in terms of their personal cultural diversity, awareness, sensitivity,
and competence, we chose to reserve those construct labels for the provider level in order to
be consistent with the usage common among current authors in the field. We added the
client level of the model to particularly highlight some of the cultural dimensions that lend
themselves best to assessment and interventions that can lead to more effective cross-
cultural care. Much of our thinking about the client level of our model is derived from the
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landmark theoretical work of Madeleine Leininger (1991; Leininger & McFarland, 2002).
Although variation within cultures can be great as or greater than the variations between
cultures, there are central features that are relevant to both global and individual cultural
contexts. Understanding ways in which groups tend to differ on these dimensions of culture
allows for ways to “think globally” about diversity. Recognizing that individuals within any
one group also may differ on these dimensions allows for providers to “act locally” in
tailoring assessment and intervention to specific client needs and wants and guards against
inappropriate stereotyping. A list of common and unique cultural aspects is presented in
Table1. This list is in no way intended to be exhaustive, but rather to serve as a starting point
for critical thinking about what patients and families bring with them to each health care and
social service interaction. Which aspects at the client level are particularly salient to
healthcare in general and palliative and end-of-life care specifically may vary depending on
the nature of the community of service at any given point in time.

Putting the Provider and Client Levels Together
Culturally-congruent care can occur when the provider and client levels fit well together. It
is the process through which providers and clients create an appropriate fit between
professional practice and what patients and families need and want in the context of relevant
cultural domains. Through culturally-congruent care patient and family desires and needs
are skillfully addressed in interaction with providers who adapt care to meet the patients and
families’ unique needs. The construct of culturally-congruent care moves the field forward
by recognizing that it is in a dynamic interaction between clients and providers that care
occurs and that both client patient, family and provider attitudes, perceptions, and behaviors
influence outcomes.

Cultural Confounders
In developing the 3-D Puzzle Model and sharing ideas with a variety of students and
colleagues it became apparent that there is an often-overlooked layer of issues that gets in
the way of providers and clients coming together to create culturally-congruent care. Some
such issues are the persistent societal oppressions of racism, sexism, classism, homophobia,
and unacknowledged privilege (Burkard & Knox, 2004; Giddings, 2005; Neville,
Spanierman, & Doan, 2006; Puzan, 2003). Critical theorists have raised objections to recent
work on cultural competence and cultural congruence as having an emphasis on individual
identity instead of addressing unequal power relationships and systemic oppressions (Gray
& Thomas, 2006; Gustafson, 2005). Some argue that a depoliticized approach relies on
individual change to ensure cultural competence while ignoring the deeply-ingrained
systemic problems of racism and other “isms” (Allen, 2006). Cross-cultural encounters in
healthcare and social service present a challenge to entrenched privileges which are those
advantages that accrue to professionals by virtue of their education, income, gender, race/
ethnicity, history, or societal mandates (Abrums, 2004; Abrums & Leppa, 2001).
Acknowledging the profound and pervasive effects of the societal issues that get in the way
of culturally-congruent care and consciously working toward the mitigation of these effects
is essential to ultimately solving the macro-level problems of health disparities, equal
access, and social justice (Schim, Benkert, Bell, Walker, & Danford, 2007).

Institutional and organizational barriers can also impede the process of effective culturally-
congruent care. Many recent mandates for health care organizations such as the Joint
Commission standards (2008, April) and CLAS rules (Office of Minority Health, 2009) are
aimed at making institutions more culturally competent. In our proposed model, cultural
competence is defined as a personal attribute rather than a characteristic of an organization.
People are more or less competent; organizations provide culturally-appropriate services in
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culturally-acceptable ways and hire, develop, and support culturally-competent employees.
In our emerging model, the organizational elements are part of the “stuff” that comes
between the providers and the clients to either facilitate or block culturally-congruent care.
An example of an organizational attribute that facilitates culturally-congruent care would be
found in a hospital that has for many years served a low socioeconomic urban community
and has developed a reputation in that community for fair and non-judgmental treatment for
people of color regardless of ability to pay. An example of an organizational attribute that
inhibits culturally-congruent care would be a hospice agency in a community with a large
American Arab population that does not offer signage, forms, or educational material in
Arabic. Organizational assessment, the recognition of overt and covert barriers to care, and
active participation in changing organizational cultural towards more culturally-appropriate
responses to specific community-of-service needs are behaviors that are consistent with
individual provider cultural competence.

Approach to Intervention
Based on our 3-D Puzzle Model a four-step approach to intervention is recommended. The
four steps are labeled as Appreciation, Accommodation, Negotiation, and Explanation and
each approach will be briefly described here with a few examples.

Appreciation
The first stage, and the one most closely connected with assessment, is appreciation. In this
most-often-used step, the provider observes and learns about the client’s cultural contexts
and personal beliefs, values, and patterns. The provider then thinks about their global
understandings of culture and works with the client to put observed behaviors into
perspective. The common assessment question that leads to this first step is, “Tell me more
about…” Then listening carefully to the client’s response, the provider decides whether or
not any intervention is really necessary. It is one of the challenges of the health and social
service professions to recognize that just because we know how to intervene does not mean
that it is appropriate to do so in all cases. Clients have different values, beliefs, rituals, and
customs than their providers but “different” should not imply “wrong.”

An example of cultural appreciation has been observed as a large, multigenerational,
extended family gathers at the bedside of an actively dying patient. The room is small, the
day warm, and the new social worker unaccustomed to such apparent chaos and confusion.
Although the social worker herself is from a small Midwestern family, she takes the time to
observe and learn from her assessment about the definition of family and the meaning of
having family present at this time of transition. She learns that “family” for this patient
includes aunts, uncles, and cousins as well as parents, siblings, and children. Family also
includes members of the faith community and close neighbors. In their cultural context, the
presence of the whole extended family at the bedside is the appropriate expression of their
love and caring. After learning about how the family understands their need for having
family present, the social worker decides appropriately that the desired family pattern does
not require intervention at all, but rather can be appreciated and left alone. If the things that
the client and family want do not cause active harm, additional discomfort, or undue
annoyance of other people, then simple accepting and appreciating the differences and
similarities of behavior and leaving things alone is the most respectful approach.

Accommodation
The next step of intervention involves accommodation. As the provider observes and
explores the cultural beliefs, values, and desired behaviors of the client, there are often
aspects of care that need to be actively changed to accomplish cultural congruence.
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Fortunately, many of the accommodations that are necessary are relatively simple to
perform.

An example would be the dying patient who is Muslim and whose family request that he be
facing Mecca in the last hours. Moving the bed to the appropriate direction is an
accommodation that takes a bit of time and planning, but that is usually greatly appreciated
and accomplished without major effort. Accommodation requires out-of-the-box thinking
about how care can be adapted to meet client needs and wants. The Western bio-medical
institutional culture often values rules, consistency, and treating everyone the same. Cultural
accommodation requires flexibility and treating people the way they want to be treated
whenever it is at all possible.

Negotiation
The third step of intervention is negotiation. Sometimes simple accommodation is not
feasible due to individual, organizational, scientific, or other seemingly immovable barriers.
Effective cultural negotiation requires careful assessment as do appreciation and
accommodation and often is a chance for the demonstration of creativity. The provider
engaging in negotiation needs to understand the meaning of the culturally desired behaviors
and look for ways to implement as much accommodation as possible under the
circumstances.

An example of a situation needing negotiation skills was described in the story of Shanti, a
64 year old Hindu woman with very painful metastatic breast cancer (Gelfand, Raspa,
Briller, & Schim, 2005). Shanti was enrolled in an excellent hospice program, but was
refusing all pain medication. Her strong Hindu belief that suffering was part of her karma
created a significant conflict between herself, her immediate family members, and the
hospice staff dedicated to the relief of suffering. As a result of good assessment and cultural
understanding and with the help of a nurse who acted as a culture broker, Shanti’s husband
and daughter were able to negotiate a dose of pain medication that would palliate just
enough to allow clearer thinking without violating the client’s wishes.

The goal with negotiation is to arrive at a win-win solution that meets the needs of the
patient and family, the provider, and institution or agency (Fisher & Ury, 1991). The very
process of negotiation with the ongoing communication and assessment required
demonstrates a profound commitment to understanding and advocating for client needs to be
met to the maximum extent possible.

Explanation
The final, and least often needed, step of intervention is explanation. Explanation comes into
play when efforts at appreciation, accommodation, and negotiation fail. This step would
only be appropriate when assessment reveals that what the client, family, or community
wants and needs is immoral, illegal, abusive, or unsafe in some way that puts it beyond the
realm of negotiation.

It is difficult to think of examples where absolutely no accommodation or negotiation are
possible – especially in the areas of end-of-life and palliative care services which are family-
centered and relatively flexible compared to more traditional healthcare settings. It is
conceivable, however, that a patient or family might request or demonstrate some behavior
that cannot be tolerated. For example, the patient is requesting professional assisted suicide
in a state where that is not legal or in a situation where the professional is morally opposed
to the practice. In such as extreme example, the intervention must at least include a clear,
honest, and respectful explanation of the reasons that a request cannot be met.
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Explanation is seen as a last resort intervention that should be accompanied by re-
assessment and renewed efforts to negotiate some middle ground. In the assisted suicide
request, for example, the provider might negotiate for time to try more effective pain and
symptom-relief measures to address underlying suffering rather than just denying the request
and explaining the rationale. Attempts to change the client’s culture to fit with provider
cultural expectations and are only undertaken when other interventions are not possible.

At all levels of intervention, from appreciation through explanation, the goal is to respect
and honor individual personhood and cultural beliefs, values, and patterns and to find ways
to bring the culturally-competent provider and the client together in meaningful culturally-
congruent care. Of course, intervention needs to be followed by evaluation of effectiveness
that then becomes assessment for the next round of care. Making mistakes can normally
occur in the practice of healthcare and social service providers. Learning from personal
errors and consciously requesting feedback from patients and families are hallmarks of the
culturally competent. Admitting that we don’t have all the answers, but are very interested in
how patients and families perceive our care and in what ways we can improve care for our
next patient is both a wonderful way to learn and an excellent way to develop and maintain
rapport across cultural boundaries.

Conclusion
We have described a model of culturally-congruent care and discussed ways to approach
intervention for social workers, mental health professionals, nurses, and other health care
workers caring for diverse patients, families, and communities. The model describes cultural
diversity, cultural awareness, cultural sensitivity, and cultural competence variables for
providers and several central domains of cultural similarity and difference at the client level.
The model also addresses the presence and influence of systemic and organizational
elements that create barriers to culturally-congruent care. Derived from this model, a
systematic way to consider interventions is suggested. It is important for all members of the
interdisciplinary health care team to work individually and collectively to improve cultural
competence and to advocate for culturally-congruent care. Only by acknowledging the
critical role that culture plays in human lives can we provide for appropriate care at life’s
end.
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Figure 1.
3-D Model of Culturally-congruent Care
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Figure 2.
3-D Model with Cultural Confounders
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Table 1

Common and unique aspects of client culture

Common Cultural Constructs Unique Individual and Group Variations

family Who is included. What relatives are called, Role of family in individual life. Family structure variations.

home What home means. Where located and how configured.

health, illness, caring Different meanings of terms. Different expressions of care. Care sources (e.g. lay healers), expectations of
caregivers

nutrition / food patterns Prescribed / Prohibited foods, “good” food, home cooking

spirituality Religious rituals, spiritual practices, meaningful artifacts (things)

education Who gets what type of education, value placed on education, perception of professional vs. lay roles in
healthcare

decision making How decisions are made and by whom. Individual autonomy vs. collectivism.

values, beliefs, customs Personal and familial values, beliefs, customs

time orientation Meaning of time, schedules, and calendars. Interpretations of promptness and lateness.

personal space Comfortable conversational distance. Power relationships

communication Primary language, literacy, language facility, Verbal vs. non-verbal, meaning of gestures
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