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We live in a world that is exceptionally diverse and
tremendously unequal. In recent years the field of global
health has grown through the recognition of these realities,
but with a variety of perspectives on how they should
be considered.1 Global health has also grown in physio-
therapy, with increasing numbers of Canadian physio-
therapists and students engaging in initiatives abroad.
In one sense, this is also a manifestation of global in-
equality: people with certain national and professional
statuses—and the economic resources to travel—are
able to intervene elsewhere, and to do so primarily on
their own terms.

As physiotherapists invested in global health, we see
the potential for physiotherapy to have a positive impact
on important unmet needs around the world.2 Con-
currently, we are concerned about the potential for such
initiatives to be unknowingly ineffectual, or even to
create more problems than solutions.3 We consider this
risk particularly high where global health involvement
is shrouded in a veil of naı̈ve altruism or domineering
heroism,4 perpetuating colonial dynamics whereby West-
ern knowledge and viewpoints subjugate alternatives.5,6

To maximize the potential for positive global health
involvement while heightening awareness of the poten-
tial for ineffectiveness or even harm, we propose that
physiotherapists and students engage in reflective prac-
tice premised on the concept of cultural humility.7 Cul-
tural humility is an ongoing process of critiquing one’s
own culture while striving to respectfully understand
others, of recognizing and redressing power imbalances,
and of contributing to partnerships that are mutually
beneficial and non-paternalistic.

We have found that reflecting on experiences through
the lens of cultural humility can lead to useful insights to
inform our actions. Here is an example:

A Canadian physiotherapist volunteering at a hospital in
a low-income country notices a local colleague, on staff
at the hospital, conducting a treatment that the Canadian
considers ineffectual at a critical time in the patient’s re-
covery. Seeing the importance of effective treatment, he
interrupts to present an alternative intervention.

We respect the visiting physiotherapist’s intention to
contribute to what he understands to be better patient
care, but we also believe that this interruption would
not occur if the visitor embodied the principles of cul-
tural humility. To begin with, the Canadian’s views of
what constitutes ‘‘best practice’’ might be broader if
he saw the interventions currently dominant in high-
income countries as products of a specific, culturally
embedded world view, as opposed to universal prin-
ciples to be applied regardless of context. Furthermore,
reflection with cultural humility requires considering
power imbalances. We hope the Canadian could see
that his ability to visit a facility in a foreign country and
critique its staff is one that his local colleague is unlikely
to have, and that the reasons for this should not be taken
as natural. In the scenario described above, the Cana-
dian physiotherapist did not pause to consider his local
colleague’s rationale for conducting the treatment, which
might have been consistent with the realities of the situa-
tion and the culturally grounded world view. By not seek-
ing this information, the visiting physiotherapist not only
behaved disrespectfully but also missed an opportunity
to learn about the local context and culture.

In this example, we show how cultural humility reveals
considerations and opportunities that are not otherwise
readily apparent. Although the example is hypothetical,
it is similar to actual interactions we have experienced—
interactions that raised concerns because the Canadians
involved saw them not as problematic but as inherent to
improving physiotherapy for the underserved. Despite
these concerns, we are optimistic that by using a cultural
humility lens, we can create alternative courses of action
that are mutually beneficial and non-paternalistic.

In discussing the example above, we have focused on
the act of reflection and not on precise courses of action.
This strategy is intentional: because applying cultural
humility is an ongoing process, it would be incongruent
to present a scenario as resolved and definitive. More-
over, determining optimal courses of action would require
considering more contextual detail than is presented
above.
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Although we see evidence of cultural humility being
practised with zeal in the global health communities of
other professions,8 there are few references in the physio-
therapy literature, and this omission likely reflects a lack
of uptake. With respect to global health involvement, we
believe it is imperative that Canadian physiotherapists
and students incorporate reflective practice premised on
cultural humility for immediate impact.

We have grounded this editorial in the field of global
health both because it is what we know best and because
we see the immediate advantages of adopting cultural
humility in this domain. But this grounding carries the
risk of perpetuating the notion of global health as some-
thing that happens over there, as somehow distinct from
normal practice in Canada. In fact, however, we see cul-
tural humility as a concept that is useful to guide re-
spectful and effective practice not only abroad but also
in contemporary Canada, with its exceptional diversity
and its areas of tremendous inequality. We believe that
exposure to this way of thinking should begin as early as
entry-level education and that it should be increasingly
incorporated into our professional ways of being and
doing.
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L’humilité culturelle : Une façon de penser pour orienter
la pratique à l’échelle mondiale
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Nous vivons dans un monde qui présente une diver-
sité exceptionnelle, mais qui est aux prises avec d’énormes
inégalités. Au cours des dernières années, le domaine de
la santé mondiale a évolué grâce à la reconnaissance de
ces réalités, une reconnaissance riche en perspectives
sur la façon de prendre en compte ces réalités1. Le
domaine de la santé mondiale a également progressé du
côté de la physiothérapie, où un plus grand nombre de
physiothérapeutes et d’étudiants canadiens participent
à des initiatives à l’étranger. En un sens, il s’agit là aussi
d’un signe d’inégalité sur le plan mondial : des personnes
d’une certaine nationalité ou d’une certaine profession,
qui ont les ressources financières pour voyager, sont en
mesure d’intervenir ailleurs et peuvent le faire essentiel-
lement comme bon leur semble.

À titre de physiothérapeutes voués à la santé mon-
diale, nous croyons aux répercussions positives que la
physiothérapie peut engendrer afin de combler d’impor-
tants besoins aux quatre coins du monde2. En même
temps, nous redoutons le risque que de telles initiatives
s’avèrent inefficaces sans qu’on le sache et créent même
plus de problèmes que de solutions3. À nos yeux, ce
risque est particulièrement élevé là où la contribution
au domaine de la santé mondiale est recouverte d’un
voile d’altruisme naı̈f ou d’héroı̈sme dominateur4, et
perpétue des dynamiques coloniales dans le cadre des-
quelles les connaissances et les points de vue occiden-
taux prennent le pas sur les autres solutions5,6.

Afin de maximiser le potentiel d’une contribution
positive au domaine de la santé mondiale tout en faisant
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Remerciements : Les auteurs remercient Barbara Norton et Judy King d’avoir formulé de précieux commentaires sur une précédente version du présent article.
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