1. Using the framework of TIP Model, analyze the case study video “How does healthcare help or hurt? ”in the video "  and develop a plan of care for this patient.
    The discussion should highlight answers to the following questions:
1. Identify at least five (5) challenges with cultural competency in the cultural context, the effects of social determinants of health, racial, gender and ethnic disparities.
Submission should be in  APA7 – word doc format minimum of two (2) excluding tables and references.
VIDEO

https://youtu.be/L_9R_MtZ6bA
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Chinese, and Taiwanese groups, people tend
to arrive a little early. In many parts of Europe,
the United States, Canada, Israel, and Australia,
people tend to arrive precisely on time and may
perceive it as an inconvenience to others if they
arrive too early. In many parts of Latin America,
Arab areas in the Middle East, and Africa, people
tend to be more flexible in their notion of arrival
times and may show up significantly later than
the mutually agreed-upon time. Among certain
Native American groups, an appointment or
event begins “when everyone arrives; and there
is considerable tolerance for those who show up
after the appointed time. These examples are ste-
reotypes, and not all of members of a culture or
subculture will perceive time in the same manner.

Proxemics

Another form of nonverbal communication is
manifested in closeness and personal space.
‘The study of space and how differences in that
space can make people feel more relaxed or more
anxious is referred to as proxemics, a term that
was coined in the 1950s by the anthropologist
and cross-cultural researcher Edward T. Hall
Distances have been identified based on the rela-
tionship between or among the people involved:
(1) Intimate space (touching to 1 foot) is typically
reserved for whispering and embracing; nurses
and other health care providers, however, some-
times need to enter this intimate space when pro-
viding care for clients. (2) Personal space (ranges
from 2 to 4 feet) is used among family and friends
or to separate people waiting in line at the drug
store or ATM machine. (3) Social space (4 to 10
feet) is used for communication among business
or work associates and to separate strangers, such
as those taking a course on natural child birth. (4)
Public space (12 to 25 feet) is the distance main-
tained between a speaker and the audience (Hall,
1984, 1990).

Cultural and ethnic variations occur in prox-
emics. For example, when having a conversa-
tion, people from Arab parts of the Middle East,
France, and Latin America generally prefer to

stand closer to one another than those from
Canadian, American, and British cultures, who
also tend to feel more uncomfortable when
they have to sit close to one another (Munoz &
Luckmann, 2008). There are also important gen-
der and age factors to consider in cross-cultural
communication. In general, clients are likely to
prefer a nurse or other health care provider of
the same gender, particularly when care requires
entering his or her personal space and/or touch-
ing the client. Similarly, the same gender may
be preferred when the health history and/or
physical examination includes the reproductive
organs. In some ethnic and religious groups,
it may be inappropriate or forbidden for health
care providers of the opposite gender to shake
hands, provide care, or otherwise touch the cli-
ent. For example, observant Muslim women are
not permitted to shake hands with male physi-
cians, nurses, or other health professionals. As a
sign of respect to the man, some Muslim women
will place one or both arms over their chest and
slightly bow their head. Whenever an observant
Muslim is having a conversation with a person of
the opposite gender, a third person needs to be
present to avoid the appearance of impropriety.
Among some people from Chinese, Japanese, or
other Asian cultures, there may be both gender
and age factors to be considered in cross-cultural
communication.

Modesty

Modesty is a form of mixed nonverbal and verbal
communication that refers to reserve or propriety
in speech, dress, or behavior. It conveys a mes-
sage that is intended to avoid encouraging sexual
attention or attraction in others (aside from a per-
son's spouse). In cultures that have been studied
by anthropologists or transcultural nurses, men
and women have cultural beliefs about modesty
and rules concerning which behavior and dress
are appropriate in various situations and circum-
stances. The following are examples of groups
that have required rules or optional guidelines
pertaining to modesty.
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Traditional Muslim women beyond the age
of puberty wear a headscarf to cover their head
and hair as a sign of modesty and religious faith.
The word hijab describes the act of covering
up generally but is sometimes used to describe
the headscarves worn by Muslim women
(Figure 1-6). These scarves come in many styles
and colors and have different names around
the world, such as niqab, al mira, Shayla, khi-
mar, chador, and burka. The type of hijab most
commonly worn in the United States, Canada,
Australia, and Western Europe covers the head
and neck but leaves the face clear. In various
parts of the Arab world, cultural expectations
for women may include covering the head, face,
neck, or the entire body in order to conform
to certain standards of modesty established by
various Islamic denominations and groups. The
burka is the most concealing of all Islamic cov-
erings. It is a one-piece veil that conceals the
face and body, often leaving just a mesh screen
to see through. There are differences between
modesty at home and modesty in public. At
home, Muslim women typically do not wear

veils, scarves, or other coverings in the presence
of male family members such as their fathers,
husbands, sons, and other male or female
relatives.

‘Women from observant Orthodox and Hasidic
Judaism, Amish, Mennonite, and some conserva-
tive Catholics cover their heads, arms, and/or legs
as a cultural and/or religious expression of mod-
esty and often as a sign of their affiliation with
a particular religious order within Catholicism.
‘The Hebrew word tznius or tzniut means mod-
esty. It is generally used in reference to women
and also relates to humility and general conduct,
especially between men and women. Hasidic,
sikh, and Amish men often cover their heads
and/or wear clothing that conveys modesty. For
Buddhists, modesty is the quality of being unpre-
tentious about one’s virtues or achievements. The
most important thing is not what type of clothes
an individual wears or their color, but the quality
of his or her heart. Buddhist monks have modesty
guidelines pertaining to the manner in which they
wear their robes, never allowing skin to show on
both sides of the body.

Figure 1-6. When in public places, some Muslim women wear a headscart (hijab)
to cover their hair, head, and neck, as a sign of modesty and religious faith.
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‘The Church of Jesus Christ of Latter-day Saints
(LDS), also known as the Mormon Church, has
issued official statements on modesty and dress
for its members. Modesty is an attitude of pro-
priety and decency in dress, grooming, language,
and behavior. Clothing such as “short shorts” and
short skirts, shirts that do not cover the stomach,
and clothing that does not cover the shoulders or
islow cut in the front or the back are discouraged.
Men and women are also encouraged to avoid
extremes in clothing or hairstyles. Most LDS
members do not wear sleeveless shirts or blouses
or shorts that fail to reach the knee. Women do
not wear pants or slacks to religious services,
and members of both genders attend services
‘well-groomed and well-dressed (Church of Jesus
Christ of Latter Day Saints, 2014).

All cultures have rules, often unwritten, con-
cerning who may touch whom, where, when, how,
for what reason, and for how long. In general, it
s best for nurses to refrain from touching clients
or coworkers of either gender unless necessary
for the accomplishment of a job-related task,
such as the provision of safe client care. Typically,
people from Asian cultures are not as overtly
demonstrative of affection or as tactile as Whites,
Hispanics, or African Americans. Generally, they
refrain from public embraces, kissing, loud talk-
ing, laughter, and boisterous behavior in public.
Affection is expressed in a more reserved man-
ner, usually in private rather than public places.
In some instances, nurses and other members
of the health care team from cultures that differ
from the client’s may send unintended messages
through their use of touch. Special attention to
male—female relationships and to the age of the
client is warranted in nurse—client interactions
and especially when it is necessary to touch
members of the opposite gender.

Technology-Assisted Communication

‘Communication sometimes uses a combination
of verbal, nonverbal, and written signals. With
innovations in health care devices and software,
technological advances are changing how care

is delivered and the nature of the nursing pro-
fession. One of the major challenges of technol-
ogy from a transcultural perspective is the gap
between the regions and nations that have greater
resources than others. While some strides are
being made, it will still be many years before tech-
nological capabilities are mobilized in ways that
benefit people globally by enhancing safe, quality,
accessible, affordable, evidence-based, culturally
congruent, and culturally competent nursing and
health care. This is a matter of social justice that
needs to be addressed as an integral component
of TCN.

Although linguists have known that language
changes over time, the digital language is chang-
ing faster than any other language in recorded
history. For example, the first chat room was
invented at the University of Illinois in 1973. In
1992, the first mobile text message was sent. By
2012, people in the world were sending 200,000
texts per second (Eisinger, 2012).

Ninety percent of Whites, 90% of African
Americans, and 92% of Hispanics own cell
phones (Pew Internet Research Center, 2014).
Seventy-two percent of all English-speaking
adults send text messages (68% of Whites, 79%
of Blacks, and 83% of Hispanics). As text mes-
saging increases, the number of minutes spent
on the phone decreases. The average person in
the United States looks at his or her phone 150
times per day (My Cloud Media Company, 2014).
In many health care agencies, nurses are given
smartphones, pagers, tablets, and other technol-
ogy-assisted devices for job-related activities to
improve patient outcomes.

While the Internet, social media, and texting
enable people to communicate more often, use
of technology is primarily about saving time or
taking digital shortcuts. It has become easy for
nurses to use technology instead of interacting
more directly with clients or other members of
the health care team. While the digital shortcuts
may be expedient and time-saving, the quality
of the communication for this generation and
the next is currently being studied to determine
the ways in which technology is rewriting the
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neuropathways in children’s brains (Brackett
et al, 2013). Between television, tablets, video
games, and smartphones, the average child in
the United States spends nearly 8 hours each
day staring at a screen (Blue Cross/Blue Shield,
2014). When children—or adults—spend so
much time communicating through technology,
they're not developing their verbal or emotional
skills; screen time needs to be balanced with
face time. An emoji cannot truly convey emo-
tion—@ is not the same as a human smile—nor
can a text message replace a warm embrace or
hug when a client needs emotional support from
family and friends during times of injury or ill-
ness. Nurses and other members of the health
care team need to communicate in multiple
ways, balancing face to face and digital interac-
tions. It is important for the nurse to identify the
client’s preferred mode for communication as an
integral component of the overall assessment of
communication used by the client, his or her
family, and significant others.

Literature, Art, Music, and Dance

‘The literature, art, music, and dance of various
cultural groups communicate to the world the
cherished values, beliefs, history, traditions, and
contributions of people from nations, tribes, and
population groups. The creative products, in
the form of books, poems, artwork, music, and
dance, describe the social climate of the day; por-
tray religious, racial, gender, political, class, and
other perspectives; and serve as unique histori-
cal documents and artifacts to help people better
see, hear, know, understand, and appreciate the
richness of the world's diverse cultures s they are
communicated through the literary works, artis-
tic and musical creations, and dance of people
from cultures around the world.

Problem-Solving Process

‘The TIP Model is intended to guide members of
the interprofessional health care team in deter-
mining what decisions, actions, and interventions
the client needs to achieve an optimal state of

well-being and health. As indicated in Figure 1-7,
the model helps nurses to conceptualize the care
of people from diverse backgrounds in a logical,
orderly, systematic, scientific five-step process:

1. A comprehensive cultural assessment. The
cultural assessment includes a self-assess-
ment and a holistic assessment of the client
that includes a health history and physical
examination (Chapter 3 provides an in-depth
discussion of these topics).

2. Mutual goal setting that takes into account
the perspectives of each member of the health
care team—the client, the client’s family and
significant others, and all those who are co-
participants with the client in the decision-
making and goal-setting processes including
credentialed health professionals and folk,
traditional, indigenous, religious, and/or spir-
itual healers.

3. Planning care that includes input from and
dialogue with members of the interprofes-
sional health care team.

4. Implementation of the care plan through a
‘wide range of actions and interventions.

5. Evaluation of the care plan from multiple,
diverse perspectives to determine the degree
to which the plan (a) is effective in achieving
the intended goal(s); (b) provides care that is
culturally congruent with and fits the client's
culturally based beliefs and practices related
to wellness, health, illness, disease, healing,
dying, and death; (c) reflects the delivery of
culturally competent care by nurses and other
members of the interprofessional team; (d)
provides quality care that is safe, affordable,
and accessible; and (e) integrates research,
evidence-based, and best practices (Melnyk,
2015) into the care.

Data from the formal evaluation of the plan guide
the nurses and other team members in deter-
mining if modifications or changes to the plan
are necessary to accomplish the mutual goal(s)
in step two or if new goals need to be discussed,
proposed, planned, and established. If changes
are needed, return to assessment, the first step
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Figure 1-7. The five-step problem-solving process is a key part of the Transcultural Interprofessional Practice (TIP)
Model. This client-centered model also includes the context from which people’s health-related values, attitudes,
beliefs, and practices emerge; the interprofessional health care team; and communication. (© Margaret M. Andrews.)

in the problem-solving process, and repeat
the other steps as appropriate until each of the
mutual goals is met.

As indicated in Benner's classic work titled,
From Novice to Expert, in the acquisition and
development of problem-solving skills, a nurse
passes through levels of proficiency: novice,
advanced beginner, competent, proficient, and
expert (Benner, 1984). The development of pro-
ficiency in using the previously described prob-
lem-solving process requires time and repeated

simulated and/or in situ clinical experiences. As
Benner aptly observes, the process leading to
proficiency as an expert takes place gradually and
seldom follows a direct pathway from novice to
expert, rather a nurse passes through the inter-
mediate stages, sometimes regressing to an ear-
lier stage of competence, other times catapulting
to a more advanced stage (Benner, 1984; Benner,
Sutphen, Leonard, & Day, 2010). The process of
developing competence in clinical problem solv-
ing is uneven and nonlinear, as is the process of
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developing cultural competence, a topic that is
discussed in the next chapter.

Summary

In this chapter, we examined the historical and
theoretical foundations of TCN and its close
ties with anthropology. In the mid-20th century,
Madeleine Leininger, a visionary nurse-anthro-
pologist, created the infrastructure to support,
develop, and expand TCN by establishing the
TCNS, the JTN, graduate programs in TCN at
schools of nursing, and by creating the ethnon-
ursing research method. We also explored the
contributions of selected TCN leaders and schol-
ars to the advancement of TCN practice, research,
and theory. Lastly, we described the TIP Model
that serves as a framework for nurses seeking to
collaborate with clients and other members of the
health care team in the delivery of quality nurs-
ing care that is beneficial, meaningful, relevant,
culturally congruent, culturally competent, and
consistent with the cultural beliefs and practices
of clients from diverse backgrounds.

1. When Dr. Madeleine Leininger established
transcultural nursing in the middle of the 20th
century, she identified eight reasons why this
specialty was needed. Review the reasons and
discuss the relevance of these reasons in con-
temporary nursing and health care.

2. In your own words, describe the meaning of
culture and its relationship to nursing.

3. Identify at least five nonethnic cultures and
describe the characteristics of each.

4. Describe the composition of the interprofes-
sional health care team in the Transcultural
Interprofessional Practice (TIP) Model and
identify factors that facilitate effective commu-
nication between and among team members.

5. Identify six examples of nonverbal communi-
cation and briefly describe each one.

6. In the Transcultural Interprofessional Practice
Model, what criteria are used to determine
the effectiveness of the plan of care in meet-
ing mutual goals established by the patient and
other members of the interprofessional health
care team?

1. Visit the TCNS’s official website (http://www.
tens.org).

a. Briefly summarize the information you find
at the website.

b. Critically evaluate the strengths and limi-
tations of this information source and the
data available. What else would you like to
know about transcultural nursing that isn't
available on this website?

c. Critically reflect on the information about
transcultural nursing that you've learned
and indicate how it will help you to provide
nursing care for people from cultures that
differ from your own.

d. Search for other websites on transcultural
nursing. What are the similarities and dif-
ferences in the perspectives on transcul-
tural nursing presented by the TCNS and
other websites? How is it helpful or unhelp-
ful to review different viewpoints on the
same subject?

2. Read the following article: Andrews, M., &
Eriesen, L. (2011). Finding electronically avail-
able information on cultural competence
in health care. Online journal of Cultural
Competence in Nursing and Healthcare, 1(4),
27-47. (available on the OJCCNH website).
Using the key word transcultural nursing,
search for online resources that were posted
during the past year. How many references did
you find? If you want information about a spe-
cific cultural, ethnic, or minority group, what
key words will help you to narrow the search?
Consult a reference librarian for assistance if
you need help.
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patients, and communities; organizational cul-
tural competency; research methodologies for
investigating cultural phenomena and evaluat-
ing interventions; and professional roles and
attributes of the transcultural nurse.

 Content that will prepare nurses to take one or
both of the examinations leading to transcultural
nursing certification.

o Basic certification in transcultural nursing (CTN-
B) and advanced certification in transcultural
nursing (CTN-A). Both exams are offered by the
TCNS's Certification Commission (Transcultural
Nursing Certification Commission, 2007) and
appear on the list of Magnet national certifica-
tions for inclusion on the Demographic Data
Collection Tool. See Sagar (2015) for further
information about certification in TCN.

The Core Curriculum also is used in schools
of nursing, hospitals, health departments, and
other health care organizations to determine the
key content to be included in seminars, work-
shops, conferences, and credit-bearing and con-
tinuing professional development courses on
TCN and cultural competency. Those interested
in cultural competence, multiculturalism, diver-
sity, and related topics from multiple disciplines
will also find valuable information in the Core
Curriculum. As scientifif, technological, and dis-
cipline-specific advances are made in TCN, the
Core Curriculum will be updated and refined.

‘The coauthors of this book contributed to the
Core Curriculum, as did many of the chapter con-
tributors; therefore, the key concepts contained in
the Core Curriculum also are found in this book.

Andrews/Boyle Transcultural
Interprofessional Practice
(TIP) Model

Conceptual frameworks, theoretical models, and
theories in nursing are structured ideas about
human beings and their health. Models enable
nurses and other health care team members
to organize and understand what happens in

practice, critically analyze situations for clinical
decision making, develop a plan of care, propose
appropriate nursing interventions, predict the
outcomes from the care, and evaluate the effec-
tiveness of the care provided (Alligood, 2014).

Goals, Assumptions, and Components
of the Model

‘The goals of the Andrews/Boyle TIP Model are to:

 Provide a systematic, logical, orderly, scientific
process for delivering culturally congruent,
culturally competent, safe, affordable, acces-
sible, and quality care to people from diverse
backgrounds across the lifespan

o Facilitate the delivery of nursing and health
care that is beneficial, meaningful, relevant,
culturally congruent, culturally competent,
and consistent with the cultural beliefs and
practices of clients from diverse backgrounds

o Providea conceptual framework to guide nurses
in the delivery of culturally congruent and com-
petent care that is theoretically sound, evidence
based, and utilizes best professional practices

Fundamental assumptions underlying the TIP
Model include those related to TCN (Box 1-1),
humans (Box 1-2), and cross-cultural commu-
nication between and among team members
(Box 1-3). These assumptions are ideas that are
formed or taken for granted as having veracity
without proof or evidence. Assumptions are use-
ful in providing a basis for action and in creating
“what if..” scenarios to simulate possible situa-
tions until such time as there is proof or evidence
available to corroborate or refute the assumption.
‘The TIP Model consists of the following inter-
connected and interrelated components: the
context from which people’s health-related val-
ues, attitudes, beliefs, and practices emerge; the
interprofessional health care team; communi-
cation; and the problem-solving process.

Cultural Context

Derived from the Latin contexere (con- mean-
ing together and texere meaning to weave or
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Box 1-1 Assumptions about Transcultural Nursing

» Transcultural nursing is a theoretical and evi-
dence-based formal area of study and practice
within professional nursing that focuses on peo-
ple’s culturally based beliefs, attitudes, values,
behaviors, and practices related to wellness,
health, birth, lness, healing, dying, and death.

« Transcultural nursing requires that nurses
engage in an ongoing process of construc-
tively critical, reflective self-assessment that
enables them to identify their own culturally
based values, attitudes, beliefs, behaviors,
biases, stereotypes, prejudices, and practices.

 Transcultural nursing knowledge is intercon-
nected with the knowledge, research, and
scholarship of other disciplines in the natural
sciences (e.g., biology, chemistry, physics),
social and behavioral sciences (e.g., anthro-
pology, sociology, psychology, economics,
political science), professional disciplines (e.g.,
medicine, pharmacy, social work, education),
and the humanities (e.g., music, art, history,
languages, philosophy, theater).

« Transcultural nursing practice encompasses
autonomous and collaborative care of indi-
viduals of all ages across the lifespan whether
they are sick or well, able or disabled.

» Transcultural nursing engages nurses the care
of families, groups, populations, and commu-
nities globally.

» Transcultural nursing includes the promotion of
health, prevention of disease, and the care of
sick, il, disabled, and dying people from diverse
cultures across the lifespan from birth to old age.

» Transcultural nursing roles include advocacy,
research, health policy development, health
systems leadership, management, education,
clinical practice, and consultation.

« Transcultural nursing practice requires that
nurses establish and maintain a caring, empa-

braid), the term context refers to the condi-
tions, circumstances, and/or situations that exist
when and where something happens, thereby
providing meaning to what transpired. In the
TIP Model, the following factors contribute to

thetic, therapeutic relationship with
clients and a collaborative, colle-
gial relationship with other members of the
interprofessional health care team.

 Transcultural nursing assessment is facili-
tated when the nurse’s communications are
client-centered and focused on establishing
and maintaining a therapeutic nurseclient
relationship.

« Transcultural nursing practice requires that
nurses be aware of changes in the world that
influence and challenge their knowledge of
the unfolding meaning of diversity and the
need for the delivery of nursing and health
care that is respectful and responsive to indi-
vidual needs and differences of the people
and communities served.

» Transcultural nursing practice encompasses
autonomous and collaborative care of indi-
viduals of all ages, families, groups, and
communities, sick or well and in all settings.

« Transcultural nursing practice requires that
nurses establish and maintain a caring,
empathetic, therapeutic relationship with cli-
ents; formally educated and/ or licensed cre-
dentialed healers, such as registered nurses,
licensed physicians, and other health profes-
sionals; and folk, traditional, religious, spiri-
tual, and other healers identified by clients
as significant to their health and well-being.

 In transcultural nursing practice, the nurse’s
communications are other oriented and
focused on what s best for the client's health
well-being, recovery, or peaceful death.

 Transcultural nursing practice requires that
nurses be respectful and responsive to indi-
vidual needs and differences of the people
and communities served.

the cultural context of human experiences and
need to be assessed, interpreted, examined, and
evaluated when clients interact with nurses and
other members of the interprofessional health
care team: environmental, social, economic,
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Box 1-2 Assumptions about Humans

» Humans are complex biological, cultural, psy-
chosocial, spiritual beings who experience
health and illness along a continuum through-
out the span of their lives from birth to death.

« All humans have the right to safe, accessible,
and affordable nursing and health care, regard-
less of national origin, race, ethnicity, gender,
age, socioeconomic background, religion, sex-
ual orientation, size, and related characteristics.

» Whether rich or poor; educated or iliterat
religious or nonbelieving; male or female;
black, white, yellow, red, or brown, each per-
son deserves to be respected by nurses and
other health members of the health care team.

« As people from different racial, ethnic, and cul-
tural backgrounds travel and comingle with
those having backgrounds that differ from their
own, the likelihood of intermarriage and offspring
of mixed racial and ethnic heritage increases.

« Regardiess of their national origin or current
citizenship, humans around the world share
culture-universal needs for food, shelter, safety,
and love; seek well-being and health; and
endeavor to avoid, alleviate, or eliminate the

Box 1-3 Assumptions about Effective Communication

o Effective communication begins with an
assessment of the client's ability to read, write,
speak, and comprehend messages.

o Effective communication in contemporary
society sometimes requires literacy in the use
of computers, smartphones, and numerous
technology-assisted medical or health devices.

« Effective communication includes the ability
to convey sincere interest in others, patience,
and wilingness to intervene or begin again
when misunderstandings occur.

 To provide safe, quality, affordable, accessible,
efficacious, culturally congruent, and culturally
competent nursing and health care, members
of the interprofessional health care team must
communicate effectively.

» Communication occurs verbally,

pain and suffering associated with
disease, illness, dying, and death.
Although humans have common culture-
universal needs, they also have culture-spe-
cific needs that are interconnected with their
health-related values, attitudes, beliefs, and
practices.

In times of health and illness, humans seek
the therapeutic (beneficial) assistance of
various types of healers to promote health
and well-being, prevent disease, and recover
from illness or injury.

Humans seek therapeutic interventions from
family and significant others; credentialed or
licensed health care providers; folk, tradi-
tional, indigenous, religious, and/or spiritual
healers; and companion or therapy animals
and pets as they perceive appropriate for
their condition, situation, or problem.
Interventions are judged to have a therapeu-
tic effect when they result in a desirable and
beneficial outcome, whether the outcome
was expected, unexpected, or even an unin-
tended consequence of the intervention.

nonverbally, in writing, and in com-
bination with technology.
Communication should be appropriate for
the client's age, gender, health status, health
literacy, and related factors.

When nurses communicate with others from
cultural and linguistic backgrounds different
from their own, the probability of miscommu-
nication increases significantly.

In promoting effective cross-cultural com-
munication with clients from diverse back-
grounds, nurses should avoid technical
jargon, slang, colloquial expressions, abbre-
viations, and excessive use of medical
terminology.
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religious, philosophical, moral, legal, political,
educational, biological (genetic/inherited fac-
tors), and technological. In TCN, culture is the
lens through which nurses see the world, their
clients, and other members of the team. When
culture is interwoven with the other factors (see
Figure 1-4), it forms the health-related cultural
values, attitudes, beliefs, and practices of humans
worldwide, including clients and other members
of the team.

Interprofessional Health Care Team

The transcultural interprofessional health care
team has at its core the client, who is the team’s
raison detre (reason for being). In addition to the
client, the team may have one or more of the fol-
lowing members:

» “The client's family, and others significant in his

or her life, including a legally appointed guard-
ian who might not be genetically related
Credentialed health professionals such as
nurses; physicians; physical, occupational,
respiratory, music, art, dance, recreational, and
other therapists; social workers; health naviga-
tors; public and community health workers;
and related professionals with formal academic
preparation, licensure, and/or certification
Folk, indigenous, or traditional healers—
unlicensed individuals who learn healing arts
and practices through study, observation,
apprenticeship, imitation, and sometimes by
inheriting healing powers, for example, herb-
alists, curanderos, medicine men/women,
Amish brauchers, bonesetters, lay midwives,
sabadors, and healers with related names

Cultural Context

Environmental « Social « Economic e Religious o Philosophical
Moral o Legal e Poliical o Educational
Biological = Genetic » Technological Factors

/" Health-related values, attitudes,
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Humans Worldwide
Interprofessional Health Care Team

Figure 1-4. Influence of cultural context on health values, beliefs, and practices
of the interprofessional health care team. (© Margaret M. Andrews.)
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o Religious or spiritual healers—clergy or lay
members of religious groups who heal through
prayer, religious or spiritual rituals, faith heal-
ing practices, and related actions or interven-
tions, for example, priests, priestesses, elders,
rabbis, imams, monks, Christian Science prac-
titioners, and others believed to have healing
powers derived from faith, spiritual powers, or
religion.

« Others identified by the client as significant to
his or her health, well-being, or healing such
as companion animals or pets as culturally
appropriate.

The World Health Organization defines inter-
professional collaboration as multiple health
workers from different professional backgrounds
‘working together with patients, families, caregiv-
ers, and communities to deliver the highest qual-
ity of care (World Health Organization, 2013).
In collaboration with leaders in nursing, den-
tistry, and other health care fields, the Institute
of Medicine (2011) advocates that interprofes-
sional collaboration be integrated into the curri-
cula of health professions programs, building on
recommendations from its earlier report, To Err
is Human, which focuses on the threat to patient
safety caused by human error and ineffective
interprofessional communication (Institute of
Medicine, 1999).

To be successful in interprofessional col-
laboration, the following core competencies are
required: values and ethics related to interpro-
fessional practice, knowledge of the roles of team
members, and a team approach to health care
(Fulmer & Gaines, 2014; Institute of Medicine,
1999, 2011; Interprofessional Education
Collaborative Expert Panel, 2011; O'Brien, 2013).
Interprofessional collaboration is a partner-
ship that starts with the client and includes all
involved health care providers working together
to deliver client and family-centered care. Trust
must be established and an appreciation of each
other’s roles must be gained in order for effec-
tive collaboration to take place (Interprofessional
Education Collaborative Expert Panel). Health

professionals must recognize their own indi-
vidual scope of practice and skill set and have
an awareness of and appreciation for other
health professionals’ capacity to contribute to
the delivery of care to clients in order to achieve
optimal health outcomes. Working as a mem-
ber of an interprofessional team requires com-
munication, cooperation, and collaboration
(Fulmer & Gaines, 2014; Institute of Medicine,
2011; Interprofessional Education Collaborative
Expert Panel, 2011).

Communication

Derived from the Latin verb communicare, mean-
ing to share, communication refers to the mean-
ingful exchange of information between one or
more participants. The information exchanged
may be conveyed through ideas, feelings, inten-
tions,  attitudes, expectations, perceptions,
instructions, or commands. Communication is
an organized, patterned system of behavior that
makes all nurse—client interactions possible. It
is the exchange of messages and the creation of
meaning (Munoz & Luckman, 2008). Because
communication and culture are acquired simul-
taneously, they are integrally linked. Figure 1-5
illustrates the ways in which communication,
cultural context, and health-related values, atti-
tudes, beliefs, and practices of members of the
interprofessional health care team are intercon-
nected and interrelated. In effective commu-
nication, there is mutual understanding of the
meaning attached to the messages.

Being respectful and polite, using language
that is understood by the other(s), and speak-
ing clearly will facilitate verbal (or spoken)
communication. Barriers to effective ver-
bal communication occur when participants
are using different languages; when technical
terms, abbreviations, idioms, colloquialisms,
or regional expressions are used; or when the
tone of voice conveys a message that is incon-
sistent with the words spoken, for example, a
client in the postanesthesia care unit following
major surgery verbally denies having pain, but
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Figure 1-5. Cross-cultural communication among members of the interprofessional health care team—clients,
family, significant others, credentialed health professionals, and folk, traditional, reigious, and spiritual healers.

(© Margaret M. Andrews.)

the nurse observes that the client has clenched
teeth, taught muscles, pursed lips, and a wrin-
Kled brow, all of which are nonverbal indicators
of pain. Whereas language refers to what is said,
paralanguage refers to how it is said and relates
to all aspects of the voice that are not part of
the verbal message. Paralanguage may modify
or nuance meaning or convey emotion through
rhythm, pitch, stress, volume, speed, hesita-
tions, or intonation. For example, consider the
sentence, “I would like to help you” By placing

the emphasis on the words I, like, help, and you
in four different sentences, the meaning of the
sentence changes significantly. Nonverbal com-
munication refers to how people convey mean-
ing without words, for example, through the use
of facial expressions, gestures, posture (body
language), and the physical distance between the
communicators (proxemics).

The many nuances of verbal and nonverbal
‘communication are interconnected, interwoven,
interrelated, and often embedded in one another.
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Aspects of communication that are of particular
importance for the transcultural nurse include
language, the use of interpreters, greetings,
silence, eye contact and facial expressions, ges-
tures, posture, chronemics (time), proxemics,
modesty, touch, technology-assisted communi-
cation, and literature, art, music, and dance.

Language

More than 6,000 languages are spoken through-
out the world; 382 individual languages and lan-
guage groups are spoken in the United States
alone, where nearly 60 million people, ages
5 years or older, speak a language other than
English at home (U.S. Census Bureau, 2013a).
Fifty-six percent of the people who speak a lan-
guage other than English at home report they
speak English “very well” (US. Census Bureau,
2013b, p. 9). Spanish is the second most com-
monly spoken language in the United States,
spoken by 37 million people age 5 and older; 9%

Box 1-4 Overcoming Language Barriers

Using an Interpreter

« Before locating an interpreter, determine the
language the client speaks at home; it may be
different from the language spoken publicly
(e.g., French is sometimes spoken by well-
educated and upper-class members of certain
Asian or Middle Eastern cultures).

o After assessing client's health literacy, use
electronic devices such as cell phones, tab-
lets, and laptop computers to connect client
with Web-based translation programs.

« Avoid interpreters from a rival tribe, state,
region, or nation (e.g., a Palestinian who
knows Hebrew may not be the best interpreter
for a Jewish client).

» Be aware of gender differences between inter-
preter and client. In general, the same gender
is preferred.

 Be aware of age differences between inter-
preter and client. In general, an older, more

of those individuals indicated that they did not
speak English at all (USS. Census Bureau, 2013b,
p. 3). After English (230.9 million speakers) and
Spanish (37.5 million), Chinese (2.8 million) was
the language most commonly spoken at home
(USS. Census Bureau, 2013b, pp. 5-6). Language
is one of the primary ways that culture s trans-
mitted from one generation to the next.

Interpreters

One of the greatest challenges in cross-cultural
communication for nurses occurs when the
nurse and client speak different languages. After
assessing the language skills of the client who
speaks a different language from the nurse, the
nurse may be in one of two situations: either
struggling to communicate effectively through
an interpreter or communicating effectively
when there is no interpreter. Box 1-4 provides
recommendations for overcoming language
barriers.

mature interpreter is preferred to a
younger, less experienced one.

« Be aware of socioeconomic differences
between interpreter and client.

 Ask the interpreter to translate as closely to
verbatim as possible.

» Expect an interpreter who is not a relative to
seek compensation for services rendered.

Recommendations for Institutions

 Keep pace with assistive equipment and
technology for people who are deaf, hard
of hearing, blind, visually impaired, and/or
disabled.

» Maintain a computerized list of interpreters,
including those certified in sign language,
who may be contacted as needed.

 Network with area hospitals, colleges, uni-
versities, and other organizations that may
serve as resources.
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What To Do When There Is No
Interpreter

« Be polite and formal.

© Greet the person using the last or complete
name. Gesture to yourself and say your name.
Offer a handshake or nod. Smile.

« Proceed in an unhurried manner. Pay atten-
tion to any effort by the patient or family to
communicate.

« Speak in a low, moderate voice. Avoid talking
loudly. There is often a tendency to raise the
volume and pitch of your voice when the lis-
tener appears not to understand, but this may
lead the listener to perceive that the nurse is
shouting and/or angry.

« Use any words known in the patients lan-
guage. This indicates that the nurse is aware
of and respects the client's culture.

« Use simple words, such as pain instead of
discomfort. Avoid medical jargon, idioms,
and slang. Avoid using contractions. Use
nouns repeatedly instead of pronouns. For
example, do not say, “He has been taking his
medicine, hasn't he?” Do say, “Does Juan take
medicine?”

« Pantomime words and simple actions while
verbalizing them.

« Give instructions in the proper sequence. For
example, do not say, “Before you rinse the
bottle, sterilize it.” Do say, “First, wash the
bottle. Second, rinse the bottle.”

» Discuss one topic at a time. Avoid using
conjunctions. For example, do not say, “Are
you cold and in pain?” Do say, “Are you cold
[while pantomiming]?” “Are you in pain?”

 Validate whether the client understands by
having him or her repeat instructions, demon-
strate the procedure, or act out the meaning.

« Write out several short sentences in English,
and determine the person’s ability to read
them.

 Try a third language. Many Southeast Asians
speak French. Europeans often know three or
four languages. Or, try Latin words or phrases.

© Ask if any of the client's family and friends
could serve as an interpreter.

= Obtain phrase books from a library or book-
store, make or purchase flash cards, con-
tact hospitals for a list of interpreters, and
use both formal and informal networking to
locate a suitable interpreter.

Adapted from Andrews, M. (2000). Transcultural considerations in health assessment. In G. Jarvis (Ed.), Physical examination

and health assessment (p. 69). Philadelphia, PA: W.B. Saunders.

Even a person from another culture or country
who has a basic command of the language spoken
by the majority of nurses and other health profes-
sionals may need an interpreter when faced with the
anxiety-provoking situation of entering a hospital,
encounteringan unfamiliar symptom, or discussing
asensitive topic such s birth control or gynecologic
or urologic concerns. A trained medical interpreter
knows interpreting techniques, has knowledge of
medical terminology, and understands patients’
rights. The trained interpreter is also knowledge-
able about cultural beliefs and health practices. This
person can help bridge the cultural gap and can give
advice concerning the cultural appropriateness of
nursing and medical recommendations.

Although the nurse is in charge of the focus
and flow of the interview, the interpreter should
be viewed as an important member of the health

care team. It can be tempting to ask a relative,
a friend, or even another client to interpret
because this person is readily available and
likely is willing to help. However, this violates
confidentiality for the client, who may not want
personal information shared. Furthermore, the
friend or relative, though fluent in ordinary lan-
‘guage usage, is likely to be unfamiliar with medi-
cal terminology, hospital or clinic procedures,
and health care ethics. In ideal circumstances,
ask the interpreter to meet the client beforehand
to establish rapport and obtain basic descriptive
information about the client such as age, occu-
pation, educational level, and attitude toward
health care. This eases the interpreter and client
into the relationship and allows the client to talk
about aspects of his or her life that are relatively
nonthreatening.
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When using an interpreter, expect that the
interaction with the client will require more time
than is needed if the nurse and client speak the
same language. It will be necessary to organize
nursing care so that the most important interac-
tions or procedures are accomplished first, before
the client becomes fatigued. In the absence of
an interpreter, try using electronic devices with
translation software and other applications that
may be helpful in effectively communicating and
delivering care for people who speak a language
different from the nurse.

Greetings

Some cultures value formal greetings at the start
of the day or whenever the first encounter of the
day occurs—a practice found even among close
family members. When communicating with
people from cultures that tend to be more formal,
it is important to call a person by his or her title,
such as Mr, Mrs., Ms., Dr,, Reverend, and related
greeting as a sign of respect, and until such time
asthe ndividual gives permission to address them
less formally. The recommended best practice at
the time the nurse initially meets a client or new
member of the health care team is to state his or
her name and then ask the client or team member
by what name he or she prefers to be called.

Silence

‘Wide cultural variations exist in the interpreta-
tion of silence. Some individuals find silence
extremely uncomfortable and make every effort
to fill conversational lags with words. By contrast,
many Native Americans consider silence essen-
tial to understanding and respecting the other
person. A pause following a question signifies
that what has been asked is important enough to
be given thoughtful consideration. In traditional
Chinese and Japanese cultures, silence may mean
that the speaker wishes the listener to consider the
content of what has been said before continuing.
Other cultural meanings of silence may be found.
Arabs may use silence out of respect for anoth-
er’s privacy, whereas people of French, Spanish,

and Russian descent may interpret it as a sign
of agreement. Asian cultures often use silence
to demonstrate respect for elders. Among some
African Americans, silence is used in response to
a question perceived as inappropriate.

Eye Contact and Facial Expressions

Eye contact and facial expressions are the most
prominent forms of nonverbal communication.
Eye contact is a key factor in setting the tone of
the communication between two people and dif-
fers greatly between cultures and countries. In
the United States, Canada, Western Europe, and
most parts of Australia, eye contact is interpreted
similarly: conveying interest, active engagement
with the other person, forthrightness, and hon-
esty. People who avoid eye contact when speak-
ing are viewed negatively and may be perceived
as withholding information and/or lacking in
confidence. In some parts of Asia, Africa, and
the Middle East, and certain Native American
nations, however, direct eye contact may be seen
as disrespectful, a sign of aggression, or a sign that
the other person’s authority is being challenged. In
some cultures, staring at someone for a prolonged
period of time communicates that the person
doing the staring has a sexual interest in the other
person. People who make eye contact, but only
briefly, are viewed as respectful and courteous.
In some Native American cultures, the person
might look at the floor while someone in a posi-
tion of authority is speaking as a sign of respect
and interest. Among some African American
and White cultures, occulistics (eye rolling) takes
place when someone speaks or behaves in a man-
ner that is regarded as inappropriate.

Strongly influenced by a person’s cultural
background, facial expressions include affective
displays that reveal emotions, such as happiness
through a smile or sadness through crying, and
various other nonverbal gestures that may be per-
ceived as appropriate or inappropriate according
to the person's age and gender. These nonverbal
expressions are often unintentional and can con-
flict with what is being said verbally.
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Gestures

Gestures that serve the same function as words
are referred to as emblems. Examples of emblems
include signals that mean okay, the “thumbs up”
gesture, the “come here” hand movement, or the
hand gesture used when hitchhiking. Gestures
that accompany words to illustrate a verbal mes-
sage are known as illustrators. lllustrators mimic
the spoken word, such as pointing to the right
or left while verbally saying the words right or
left. Regulators convey meaning through ges-
tures such as raising one’s hand before verbally
asking a question. Regulators also include head
nodding and short sounds such as “uh huh” or
“Hmmmm” and other expressions of interest or
boredom. Without feedback, some people find
it difficult to carry on a conversation. Adaptors
are nonverbal behavior that either satisfy some
physical need such as scratching or adjusting eye-
glasses o represent a psychological need such as
biting fingernails when nervous, yawning when
bored, or clenching a fist when angry. Although
normally subconscious, adaptors are more likely
to be restrained in public places than in private
gatherings of people. Adaptive behaviors often
accompany feelings of anxiety or hostility (Galvin,
Prescott & Huseman, 1988). All of the nonver-
bal communication previously described varies
widely cross-culturally and cross-nationally.

Posture

Posture reflects people’s emotions, attitudes,
and intentions. Posture may be open or closed
and is believed to convey an individual's degree
of confidence, status, or receptivity to another
person. An open posture is characterized by
hands apart or comfortably placed on the arms
of a chair while directly facing the person speak-
ing. The person often leans forward, toward the
speaker. Open posture communicates. interest
in someone and a readiness to listen. Someone
seated in a closed posture might have his or her
arms folded, legs crossed, or be positioned at a
slight angle from the person with whom they are
interacting. The person may also allow his or her

eyes to dart quicKly from one spot to another in
an unfocused, distracted manner. Closed posture
usually conveys disinterest or discomfort.

Chronemics

There are cultural variations in how people
understand and use time. Chronemics is the
study of the use of time in nonverbal communica-
tion. The manner in which a person perceives and
values time, structures time, and reacts to time
contributes to the context of communication.
Social scientists have discovered that individuals
are divided in two major groups in the ways they
approach time: monochronic or polychronic. In
monochronic cultures, such as many groups in
the United States, Northern Europe, Istael, and
much of Australia, time is seen as a commod-
ity, and people tend to use expressions such as
“waste time” or “lose time” or “time is money”
Given that time is so highly valued, showing up
late, especially for a meeting or a dinner, is usu-
ally perceived as very disrespectful to the individ-
uals who are made to “waste their time” waiting
(Lombardo, n.d). A monochronic culture func-
tions on clock time. People tend to focus on one
thing at a time and usually prefer to complete
objectives in a systematic way. In a meeting, for
example, it’s considered culturally appropriate to
follow the predetermined agenda and avoid stray-
ing from the agenda by talking about unrelated
topics (Rutledge, 2013).

People in polychronic cultures, such as some
groups in Southern Europe, Latin America,
Affica, and the Middle East, take a very different
view of time. People from these cultures often
believe that time cannot be controlled, and it is
flexible. Days are planned based on events rather
than the clock. For many people in these cultures,
when one event is finished, it is time to start
the next, regardless of what time it is. In a poly-
chronic culture, following an agenda might not
be very important. Instead, many tasks, such as
building relationships, negotiating, and/or prob-
lem solving, can be accomplished at the same
time. In many Asian cultures, such as Japanese,




