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Executive Summary 

Culturally and Linguistically Diverse (CALD) Cultur ally Competent Child 
Disability Services for New Zealand  
 
� Children from CALD backgrounds with impairments comprise an increasing proportion 

of the caseloads of Auckland region child development services.  Families from 
culturally diverse backgrounds require culturally appropriate interventions and service 
delivery, alongside the management of complex psycho-social issues related to the 
refugee experience, migration and settlement in a new society.  

� Disability care requires specialised services. Health and disability systems are complex 
to navigate and families from culturally and linguistically diverse (CALD) backgrounds 
are least likely to participate in decision-making about the services that they and their 
children receive. For people from CALD backgrounds the disability system is difficult to 
understand, in particular, knowing what services are provided; how they are provided 
and how to get access to services. Additionally, culturally diverse groups may have 
different understandings of disability and of caring for people with a disability. For many, 
disability services may not have existed in countries of origin.  

� Internationally, cultural competence frameworks and cultural models of care are an 
emerging response to improving the quality of care for CALD children with impairments 
and their families.  

� An evaluation of the Waitemata District Health Board, Child, Women and Family 
Services, Child Disability Service for CALD Families (2011) highlights:  
� The stress and anxiety experienced by CALD families when attempting to navigate 

often complex and disjointed health and other services – and the benefits of a CCW 
in facilitating this process.  

� The advantages of early involvement of the CCW, rather than waiting until problems 
or issues develop. 

� The location of the CCW roles within CDS was important as it facilitated team 
working and informal networking between the CCWs and health staff. 

New Zealand CALD Cultural Competency Training: Disa bility Awareness  

� CALD 8: Working with CALD Families: Disability Awareness is an accredited on-line and 
face to face training programme for the health and disability workforce in New Zealand 
produced by WDHB Asian Health Support Services. It is the 8th course in a suite of 
cultural and linguistic diversity (CALD) cultural competency training courses listed on the 
website ww.caldresources.org.nz.   

Culturally Perceived Causes of Disability 
� Culturally perceived cause of a chronic illness or   disability, is of particular importance 

because it tends to colour all other aspects of the family’s and the community’s attitudes 
toward the affected child.  

� In addition to the particular beliefs and understandings of the immediate family, service 
providers and advocates must be aware that in those ethnic and minority groups where 
disability is regarded as unacceptable, there is often enormous social pressure placed 
not only on the disabled child and adult but also on his or her immediate and extended 
family. 
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2. CALD Culturally Competent Child Disability Servi ces:  
New Zealand Model  

Summary  

CALD Culturally Competent Child Disability Services :  New Zealand 
Model  
The evaluation of the Waitemata District Health Board, Child, Women and Family Services, 
Child Disability Service for Culturally and Linguistically Diverse Families (CALD) (“the 
Project”) highlights:  

� The stress and anxiety experienced by CALD families when attempting to navigate 
often complex and disjointed health and other services – and the benefits of a CCW 
in facilitating this process.  

� The advantages of early involvement of the CCW, rather than waiting until problems 
or issues develop. 

� The location of the CCW roles within CDS was important as it facilitated team 
working and informal networking between the CCWs and health staff. 

� Key benefits for families as a result of engaging with the Project were:  
– Improved access to health and other services;  
– Reduced isolation (due to families being linked up with other services or 

organisations where they could be supported);  
– Increased knowledge about a range of issues (such as the New Zealand 

health and social system, financial and other entitlements, and child-specific 
health issues); and  

– An improved living situation (due to assistance with accommodation or 
benefit payments, and access to furniture or food parcels).  

� Key benefits for services included:  
– Increased knowledge and understanding of families’ ethnic, cultural, religious 

or migrant/refugee backgrounds;  
– An improved relationship with families (resulting in better engagement and 

outcomes for the service and the family); and  
– A streamlining of processes for all those involved. 

The role of the cultural broker  
� Families of children and youth with disability care needs encounter fragmented and 

complex health care, mental health care, and other service systems (Bronheim et al., 
2006). The processes of care involve families in form filling, discharge plans, care plans, 
information about health plans, health and disability information and resources. Families 
often implement medical and behavioural treatment plans at home and have to learn 
about and access community resources. They need to keep records about their child’s 
or youth’s treatments and the services sought. Service planning and delivery that 
provides trusted cultural brokers in providing family supports helps ethnic minority 
families access needed services (Bronheim et al., 2006). 

The use of cultural brokering to bridge service gap s 

� Jezewski and Sotnik (2001) define cultural brokering as the act of bridging, linking, or 
mediating between groups or persons of different cultural backgrounds to effect 
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change. 
� Over the past ten years, the concept of cultural brokering has gained momentum 

internationally in disability services and rehabilitation sectors.  
� Disability and rehabilitation sectors internationally are applying cultural brokering in 

practice as a mechanism to minimise disparities and to improve outcomes for peoples 
from ethnic minority backgrounds 

� Jones and Thomas’s (2009) US study found that cultural brokers have a critical role in 
extending services and supports to families of children and youth with disabilities 
especially for new and emerging community and cultural groups.  

� Cultural brokers are uniquely positioned to shape the perspectives of family leaders 
and family organisations and to assist in tailoring engagement and outreach activities to 
ensure appropriateness (Jones & Thomas, 2009). 

� When discussing cultural brokering, it is important to understand that many factors 
originating from either side can facilitate or impede the process. To achieve the best 
outcomes, health professionals may need to improve their intercultural skills while, 
conversely, community leaders may need to improve their skills in informing and 
engaging their communities so that individuals with disabilities and their families can 
best benefit from available services (Hasnain et al. 2008). 

 
� Four years after the introduction of the cultural brokerage project to primary and 

secondary health care services in Seattle Jackson-Carroll et al’s (1998) paper describes 
the following learnings: 

 
� Negotiating and maintaining productive relationships with ethnic communities, 

case managed families, cultural brokers, and other team members requires 
“great expenditure of time and emotional energy”. However, the rewards are 
great  

� Differing ethnic community agendas and cultural and political issues will 
inevitably arise during programme development  

� Institutional support is essential. To make the cultural brokerage model a 
success all levels of the health and disability system must participate to 
eliminate barriers to access. This includes key department heads, managers, 
team leaders, professional leaders, front line staff, clerical and reception staff. 

� The cultural broker model has proven to be highly effective in facilitating 
dialogue about health and social issues between providers and their patient 
populations.  

� Clients have greater access to culturally knowledgeable providers and access to 
health services in their own language; providers receive more cultural and social 
feedback during interpreted patient encounters 

� The model encourages more appropriate use of medical services and a 
decreasing use of inappropriate urgent and primary care services. It also 
encourages opportunities for increased visits from patients who might otherwise 
not be seen. 

The role of staff from ethnic backgrounds  
� Gany et al (2007) study concluded that clients’ preferences were for the availability of 

language concordant providers.  
� Ethnic matching of the clinician/doctor and patient is neither necessary nor always 

desirable, but it is essential that clinicians are aware of the interactions between the 
parties (O’Hara, 2003).  
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Child, Women and Family Services, Waitemata Distric t Health Board 
(2011). Evaluation of  Waitemata District Health Board Chil d Disability 
Service for Culturally and Linguistically Diverse F amilies. West 
Auckland: Clinical Research and Resource Centre (CR RC).   
 

� The evaluation of the WDHB Child, Women and Family Services, Child Disability 
Service for Culturally and Linguistically Diverse Families (CALD) (“the Project”) 
gathered information on the experiences and needs of CALD families with a child 
needing disability services and supports.  

� The Project employed cultural caseworkers in cultural broker/cultural liaison roles 
between services, CALD service users and ethnic communities  

� The stigma associated with disability, settlement issues, as well as not 
understanding the New Zealand health system can leave CALD families isolated, 
stressed and difficult to engage.  

� The cultural case workers project was started in 2009 to guide engagement with 
the family; ensure the involvement of the key decision maker and caregivers; 
assist families and services to find community resources and supports.  

� The study identified differences in migrant and refugee families in terms of their 
needs, and the resources they are likely to have available to them when arriving 
in New Zealand – and highlighted the importance of services adjusting to these. 
For most CALD families, care needs to be family‐centred, which is often at odds 
with the more individualist system New Zealand promotes. Information needs to 
be provided in the family’s language, explanations need to be given about the 
roles and services provided, and the family needs an explanation of why different 
services and professionals are involved. 

� Children and adults from refugee families may enter New Zealand with pre-
existing mental health issues due to the trauma they have experienced, 
compounded by adjusting to life in a new country.  

� For both migrant and refugee families, there is a need for health and disability 
support services to consider the cultural and familial dynamics in operation within 
CALD families. 

� Findings from the research highlight the frustration and difficulties experienced by 
CALD families in accessing health services and disability support, either for 
themselves, or their child/ren. This was due to a lack of knowledge amongst 
families of what was available and the processes for accessing health services, 
as well as a result of health services being provided in an ad hoc fashion without 
clear communication. Of note, there was evidence that the delivery of health 
services was not necessarily a co-ordinated process and sometimes proved 
confusing and overwhelming for families.  

� This was compounded by the possible stress and anxiety for parents adjusting to life 
in New Zealand, and the challenge of navigating unfamiliar health and social 
systems.  

� Importantly, this means that CALD families may come to the Project with high needs, 
and be looking for the cultural caseworker (CCW) to mediate in somewhat tense 
relationships with other service providers. 

� Interviews with families highlighted the stress and anxiety experienced by CALD 
families when attempting to navigate often complex and disjointed health and other 
services – and the benefits of a CCW in facilitating this process.  

� The advantages of early involvement of the CCW, rather than waiting until problems 
or issues develop were recognised. 
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� The evaluation identified a range of activities being delivered to families by the 
Project, including: 

 
– Relationship building and establishment of trust;  
– Education and information sharing;  
– Advocacy; 
– The linking of families to other services; and 
– The provision of practical support (e.g. assistance with accessing 

accommodation).  
� The importance of relationship building was highlighted as a cornerstone for all work 

with CALD families.  
� The cultural caseworkers provided:  

– Language and cultural support;  
– Liaison between services and families; and,  
– Cultural education for the CDS team.  
– Case co-ordination when required (particularly in circumstances of conflict 

or where there has been a breakdown in relations between families and 
other (health) services. 

� The key benefits for families as a result of engaging with the Project were:  
– Improved access to health and other services;  
– Reduced isolation (due to families being linked up with other services or 

organisations where they could be supported);  
– Increased knowledge about a range of issues (such as the New Zealand 

health and social system, financial and other entitlements, and child-
specific health issues); and  

– An improved living situation (due to assistance with accommodation or 
benefit payments, and access to furniture or food parcels).  

� The key benefits for services included:  
– Increased knowledge and understanding of families’ ethnic, cultural, 

religious or migrant/refugee backgrounds;  
– An improved relationship with families (resulting in better engagement 

and outcomes for the service and the family); and  
– A streamlining of processes for all those involved. 

� The research identified that, amongst key Project stakeholders, the age, gender, 
religious background, or ethnicity of the CCW was less important than attributes such 
as a knowledge of the New Zealand health and other social systems, empathy, 
compassion, and a sense of understanding and respect for CALD families. 

� The accessibility of the service, in terms of its location within CDS, was viewed as a 
strength as it facilitated team working and informal networking between the CCWs 
and health staff. 

The key recommendations of the evaluation were that:  
� The inclusion of CCW roles in CDS is an asset and in particular their ability to 

engage with families, and their wider community networks. 
� These qualities also bring a level of responsibility for the CCWs, and the fact that 

they are part of the community in which they are working needs to be explicitly 
acknowledged, particularly in relation to the potential ‘blurring of boundaries’ 
between the two. 

� The research identified the tension of working holistically within a medical model. 
� The provision of appropriate (cultural) supervision is important. 
� There was evidence that in some cases the CCW acting as a key worker was 

beneficial.  
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2.1 The Role of the Cultural Broker   

Bronheim, S., Goode, T, & Jones, W. (2006). Policy Brief: Cultural and 
Linguistic Competence in Family Supports . Washington, DC: National 
Center for Cultural Competence, Georgetown Universi ty Center for 
Child and Human Development 
The National Survey of Children with Special Health Care Needs in 2001 found 
disparities in core outcomes for children and youth with special health care needs and 
their families from ethnic minority backgrounds including:  
 

� Satisfaction with the services delivered 
� Partnership in decision making 
� Co-ordinated care  
� Accessing community-based services  
� Provision of services necessary to support the transition to adulthood 
 

Service planning and delivery that supports effective community engagement and 
provides trusted cultural brokers in providing family supports would help ethnic minority 
families access needed services  
 

Carlson G. & van Kooten Prasad, M. (2001). Services  for people with 
intellectual disability of culturally and linguisti cally diverse 
backgrounds. International Journal of Practical Approaches to 
Disability, 2001, 25, (1) 

 
� This study was carried out in the Brisbane South region of Australia. Brisbane 

has a population of approximately 2 million people. The Brisbane South region 
includes the highest proportion of people of culturally and linguistically diverse 
backgrounds. 

� The study focuses on services for people with intellectual disability and high 
support needs from culturally and linguistically diverse backgrounds.  

� Data was collated through group interviews and individual interviews. 
Participants in the group interviews were 18 disability workers or ethnic 
community workers with experience working with people with intellectual 
disability and high support needs of CALD backgrounds.  

� Five issues emerged from the data. These were classified as: 
- isolation 
- cultural differences 
- linguistic differences 
- inter-sectoral links 
- access 

� Participants identified a range of personal and organisational strategies that they 
had successfully utilised in relation to each of these issues. Strategies to improve 
access to disability services for culturally and linguistically diverse groups 
included: 

- disseminating local examples of effective practice throughout disability 
services; 
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- providing family brokerage options and some services for people from 
particular cultural or linguistic groups; 

- improving data collection about service users’ cultural or linguistic 
background; 

- fostering feedback and consultation processes within ethnic communities; 
- identifying the  needs of family carers; 
- planning ahead with families to facilitate their acceptance of gradual 

transitions to support options beyond the immediate family; 
- using ethnic community venues and involving ethnic community leaders 

when providing services; 
 
� Participants from all three group interviews suggested that a centralised, 

probably government based service was needed to coordinate policy 
development, dissemination of information to ethnic communities, staff training, 
resource provision, and funding information.  

� In addition, a separate, community based service to undertake individualised 
family support and education when accessing mainstream intellectual disability 
services, was suggested. 

 

Harris, P. (2004). Culturally Competent Disability Support: Putting It  
into Practice. NSW, Australia: Multicultural Disability Advocacy 
Association of NSW (MDAA).  
 

� Harris (2004) conducted a review of the literature on cultural competence in 
order to propose key culturally competent tools, strategies, and skills by which 
disability service managers and staff could provide quality services and improve 
outcomes for consumers 

� The review included, studies, reports, articles and documents in Australian and 
in the international literature focused on culturally competent practice and related 
strategies.  

� Two principal yet overlapping disciplines emerged: Social Work (disability, aged 
care, children and family studies, welfare); and Health (clinical, primary care, 
nursing, occupational therapy, aged care, rehabilitation and mental health) 

� The review included perspectives on the roles of  ‘cultural experts’, ‘cultural 
guides’, ‘ethnic community workers’, ‘cultural brokers’ and  ‘diversity consultants’ 
which are summarised as follows: 

 

Cultural experts and cultural guides 
 

� A number of authors argue that people are often the best source of information.  
- Sue (1998, p.446) points out that it is important to seek out culture-specific 

experts – from different cultures, who “are effective in their own cultures 
because they know the cultures and have the skills to translate this 
knowledge into effective interventions”  

- Green (1982; in Rounds et al., 1994) recommends the use of ‘cultural 
guides’, who are community members who can assist outsiders with an 
understanding and appreciation of community members’ attitudes towards 
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help seeking, historical events that may have influenced these attitudes 
and how various cultural groups view and access formal services  

 

Ethnic community workers 
 
� Ethnic community workers and organisations are also useful people to work with. 

Formal collaboration not only with individual staff and other agencies is 
recommended by the US government as a key mechanism to develop culturally 
competent services (US Department of Health and Human Services, 2001).  

� Work on best practice both in culturally competent healthcare in the US 
(Betancourt et al., 2002) and in disability services in the UK (Mir et al., 2001) has 
identified partnerships with both ethnic community-based workers and the 
organisations they work for to help establish culturally appropriate support.  

� In Queensland, Australia, research with intellectual disability service providers 
indicated that ‘inter-sectoral collaboration’ (links between the intellectual 
disability service sector and the ethnic communities’ service sector) would 
improve service delivery to consumers from non-English speaking backgrounds 
(Carlson & Prasad, 2001).  

� Strategies suggested by participants to facilitate this collaboration were for 
workers to: 

 
� find out more about local ethnic community services and disability services; 
� provide information about local disability services to ethnic community 

services and vice versa; 
� organise joint individual support work between disability and ethnic 

community services; and 
� organise inter-sectoral forums (Carlson & Prasad; 2001 p. 9). 

 
� Ethnic community workers can relay community concerns to the service or 

programme, while educating the community about services and programmes 
(Brach & Fraser, 2000) 

 
� Partnerships with ethnic community workers or ethnic services provide both 

culture specific expertise and useful access to the ‘experts’ in ethnic communities 
(Mir et al., 2001). 

 

Cultural brokers 
 

� The National Centre for Cultural Competence (2004) in the US suggests using 
‘cultural brokers’ as people who can bridge the gap between services and the 
communities they serve.  

� The aim of the cultural broker is to build an awareness and understanding of the 
cultural factors of the diverse communities they serve and of the ways such 
factors influence communities.  

� Cultural brokers may not necessarily be members of a particular cultural group or 
community. However, they must have a history and experience with cultural 
groups for which they serve as broker including: 
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– the trust and respect of the community; 
– knowledge of values, beliefs and health practices of cultural groups; 
– an understanding of traditional wellness and healing networks within diverse 

communities; and 
– experience navigating health care delivery and supportive systems within 

communities. 
 

Particular tasks of the cultural broker are to: 
 

– assess the values, beliefs and practices related to health in the community 
being served; 

– enhance communication between patients/ consumers and other providers; 
– advocate for the use of culturally and linguistically competent practices in the 

delivery of services; and 
– assist with efforts to increase access to care and eliminate ethnic disparities 

in health. 
 

As with bi-cultural staff, cultural brokers need to be culturally competent if they are to be 
effective. 

Diversity consultants 
 

� Similar to cultural brokers another example of culturally competent community 
participation is an outreach project in the US that used diversity consultants to 
improve vocational rehabilitation services for people from ethnic minorities with 
disabilities (Hasnain et al., 2003).  

� The approach used was ‘person-centred planning’ defined as focusing on the 
needs and values of the individual, which incorporates cultural beliefs and 
traditions “understood on their terms, rather than based on a standard set by the 
dominant culture” (p. 11). The goal was “…inclusion of individuals with disabilities 
and their families within all aspects of the vocational rehabilitation system, with 
the ultimate goal being full community participation” (p. 11).  

� The initiative recruited individuals from a variety of communities, who 
represented people with disabilities, their families, or both, to serve as a pool of 
diversity consultants to implement various project activities. These consultants 
observed training and made recommendations to ensure that all project materials 
and activities were culturally sensitive. They also acted as translators and 
interpreters, enabling the project to be conducted in each person’s language. 

� In addition, they were trained to conduct: 
- marketing and outreach activities 
- person-centred career planning meetings 
- cultural sensitivity and networking training for health professional and 

community groups, where they acted as co-trainers.  
� As a result, over a three year period, numbers of Black, Asian, Hispanic, and 

non-Caucasian consumers served by the project increased from 14% to 22.8 %. 
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Hasnain, R., Cohon Shaikh, L. &  Shanawani, H. (200 8). Disability and 
the Muslim Perspective: An Introduction for Rehabil itation and Health 
Care Providers. Center for International Rehabilita tion Research 
Information and Exchange 

The Use of Culture Brokering to Bridge Service Gaps  
 

� In the case of Muslim communities a cultural broker is someone familiar with the 
experiences of Muslims who helps bridge the gap between service providers and 
clients and their families. 

� The cultural broker advocates on behalf of a Muslim with a disability and his or 
her family.  

� Hasnain et al (2008) suggest five directions for action based on the culture 
brokering framework: 

 
1. Better understand the demography of Muslims, including issues of identity, 

immigration, country of origin, gender, and educational level. 
2. Identify the barriers, challenges, and successes that face Muslims with 

disabilities and those with medical conditions as they access services and 
supports of all types. 

3. Solicit the participation of Muslim people with disabilities and those with medical 
conditions and their families in various aspects of service delivery and planning. 

4. Promote collaborative research and support for disability-specific development 
activities that can help build lasting links between mainstream health and 
disability services and Muslim institutions. 

5. Cultivate a broader cultural understanding and mutual respect concerning the 
inclusion of persons with disabilities through strategic partnerships and 
collaborations with Muslims and non-Muslims. 

 

Conceptual models vary by culture 
 

� Another key issue is that many ethnic and minority populations, including 
Muslims, have their own long-standing beliefs and practices and their own 
support systems; as a result, they do not define or address disability and chronic 
illness in the same way as mainstream cultures.  

� Because the concerns and values of Muslim populations are not necessarily 
identical to those of mainstream society their solutions are not always the same.  

� Many cultural groups can offer alternative and sometimes superior ways of 
addressing needs that merit careful attention.  

� Muslim families are not all structured in the same way. Their needs and 
circumstances may differ. They can vary greatly in their cultural heritages and 
religious practices. Their patterns of immigration and migration will vary.   

� The differences among Muslim individuals and families are as important as 
larger community issues  
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Jackson-Carroll, L.M., Graham, E. & Jackson, J. C. (1998). Beyond 
medical interpretation: The role of interpreter cul tural mediators 
(ICMs) in building bridges between ethnic communiti es and health 
institutions. Community House Calls, Harborview Med ical Center 
 
� The Interpreter Cultural Mediators (ICMs)/cultural broker model described in this 

manual is part of a demonstration programme at the Harborview Medical Centre in 
Seattle, Washington which provides services to primary, mental health and hospital 
services for non-English speaking ethnic populations   

� The ICM/Cultural broker role includes: 
 

� Use of ICM and community advisors as part of the health care team, allowing 
access to information about cultural health care practices and beliefs  

� Development of a structure which allows the clinical and public health 
aspects of care to be addressed at the same time 

� The ICMs provide a range of services including interpreting, cultural 
mediation, case management, advocacy, follow up, assistance in accessing 
ESL classes, coordination of client care, health education and home visits 

� The case management role allows the ICM to follow a client and family over 
a period of time, becoming fully aware of the family’s needs, problems, and 
strengths. The approach enables the ICM to provide cultural interpretation 
and mediation, to advocate for appropriate treatment based on a more 
thorough understanding of the client and family, and to communicate 
valuable insights to the provider which can positively impact patient care.  

� Problems such as poor housing, lack of child care or support for new 
parents, depression, isolation, and mental health problems can be identified 
and addressed using the interpreter cultural mediator approach. 

 
� The paper describes the learnings four years after the introduction of the ICM project 

which include: 
 

� Negotiating and maintaining productive relationships with ethnic 
communities, case managed families, ICM’s, and other team members 
requires “great expenditure of time and emotional energy”. However, the 
rewards are great  

� Differing ethnic community agendas and cultural and political issues will 
inevitably arise during programme development  

� Institutional support is essential. To make the ICM/ cultural brokerage model 
a success all levels of the health and disability system must participate to 
eliminate barriers to access. This includes key department heads, managers, 
team leaders, professional leaders, front line staff, clerical and reception 
staff. 

� The ICM/cultural broker model has proven to be highly effective in facilitating 
dialogue about health and social issues between providers and their patient 
population.  

� Clients have greater access to culturally knowledgeable providers and 
access to health services in their own language; providers receive more 
cultural and social feedback during interpreted patient encounters;  
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� The model encourages more appropriate use of medical services and a 
decreasing use of inappropriate urgent and primary care services. It also 
encourages opportunities for increased visits from patients who might otherwise 
not be seen. 

 

Jones, W., & Thomas, T. (2009). Growing Your Capacity to Engage 
Diverse Communities by Working with Community Liais ons and 
Cultural Brokers . Albuquerque, NM: National Center for Family 
Professional Partnerships, Family Voices, Inc 
 
� An American study conducted by the  Family Voices National Center for Family 

Professional Partnerships (NCFPP) partnered with the National Center for Cultural 
Competence’s Children and Youth with Special Health Care Needs Project (NCCC- 
CYSHCN) to improve access for all children with special needs and disabilities to 
the information and support they need to ensure the highest quality care for their 
family. 

� The study found that cultural brokers have a critical role in extending services and 
supports to families of children and youth with special health care needs and 
disabilities from diverse communities and cultural or ethnic backgrounds, especially 
new and emerging communities and cultural groups.  

� Cultural brokers are uniquely positioned to shape the perspectives of family leaders 
and family organisations and to assist in tailoring engagement and outreach 
activities to ensure appropriateness. 

� Cultural brokers are often able to enhance the capacity of services to meet the 
preferences and needs of the range of families from diverse populations served 

 

National Center for Cultural Competence (2004). Bri dging the Cultural 
Divide in Health Care Settings: The Essential Role of Cultural Broker 
Programmes. National Center for Cultural Competence . Georgetown 
University Child Development Center: Washington D.C .  

 
� Cultural brokerage is promoted as a legitimate way to reduced disparities for 

underserved populations in the US 
� The roles of the cultural brokers include: 
 

1. Liaison: Cultural brokers are knowledgeable about: 
� the health values, beliefs, and practices within their cultural group or 

community 
� the health care system that they have learned to navigate effectively for 

themselves and their families. They communicate and liaise between 
clients and providers of services  

 
2. Cultural guide:  

� cultural brokers may serve as guides for health care settings that are in 
the process of incorporating culturally and linguistically competent 
principles, values, and practices.  
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� having the respect and trust of the community is a critical requisite  
 

3. Mediator: Two elements are essential to the delivery of effective services 
� the ability to establish and maintain trust  
� the capacity to devote sufficient time to build a meaningful relationship 

between the provider and the client/family 
 
4. Catalyst for change: Cultural brokers are change agents  

� cultural brokers model and mentor behaviour change which can improve 
intergroup and interpersonal behaviour, so that organisations can build 
the capacity to respond to the new and emerging communities served 

 
� Cultural brokers must have the capacity to: 

 
� assess and understand their own cultural identities and value systems 
� recognise the values that guide and mould attitudes and behaviours 
� understand a community’s traditional health beliefs, values, practices 

and changes that occur through acculturation  
� understand and practice tenets of effective cross-cultural communication, 

including the cultural nuances of both verbal and non-verbal 
communication and  

� advocate for the patient, to ensure the delivery of effective health and 
disability services  

 
� Cultural brokers aim to build an awareness and understanding of the cultural 

factors of the diverse communities they serve and of the ways in which such 
factors influence communities.  

� Cultural brokers may not necessarily be members of a particular cultural group or 
community. However, they must have a history and experience with cultural 
groups for which they serve as broker including: 

- The trust and respect of the community 
- Knowledge of values, beliefs and health practices of cultural groups 
- An understanding of traditional concepts of wellness and of healing 

practices  
- Experience navigating health and disability services and social support 

systems within communities.  
 

� Cultural brokerage programmes can facilitate clinical encounters with more 
favourable outcomes, enhance the potential for more rewarding interpersonal 
experiences, and can increase the satisfaction with services received 

� A cultural broker in a child disability service can: 
- Assess the values, beliefs, and practices related to health and disability in 

the community being served 
- Enhance communication between clients/families and providers 
- Advocate for the use of culturally and linguistically competent practices in 

the delivery of services  
- Assist with efforts to improve access to care and reduce disparities  
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2. 2   The Role of Staff from Ethnic Backgrounds  
 

Gany, F., Kapelusznik, L., Prakash, K., Gonzalez, J ., Orta, L. & 
Changrani,  J. (2007). Patient satisfaction with di fferent interpreting 
methods: A randomized controlled trial. J Gen Inter n Med, 22 (Suppl 
2), 312-8 
 

Background  
� This study evaluates the impact of interpreting method on patient satisfaction. 
 

Conclusion 
� The study concluded that clients’ preferences were for the availability of language 

concordant providers.  
� Where language concordant providers were not available telephone interpreting 

improved patient satisfaction and privacy among non-English speaking patients. 
Implementing telephone interpreting RSMI should be considered an important 
component of a multipronged approach to addressing language barriers in health 
care. 

 

Matthews, C., Klinken Whelan, A., Johnson, M. & Nob le, C. (2008).  A 
piece of the puzzle — the role of ethnic health sta ff in hospitals. 
Australian Health Review 32 (2), 236-245 
 
� The role of ethnic health staff in hospitals has not been clearly articulated for 

managers and practitioners.  

� This paper describes findings from a study based on ethnic and allied health staff 
interviews and observations of ethnic health staff interactions.  

� Care was provided to language concordant patients directly and by assisting 
practitioners to work within the patient’s cultural paradigms and family schema.  

� The scope of practice involved: engaging patients in a therapeutic relationship, 
patient assessment, linking assessment with care options, facilitating communication 
between patients and practitioners, education, smoothing hospital experiences, 
referral and interpreting.  

Ethnic health staff displayed a range of specialised skills that managers need to harness 
within multidisciplinary teams to reach patients from diverse backgrounds  
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O’Hara, J. (2003). Learning disabilities and ethnic ity: achieving 
cultural competence. Advances in Psychiatric Treatm ent, 9, 166-174 
 
Ethnic matching of the clinician/doctor and patient is neither necessary nor always 
desirable, but it is essential that clinicians are aware of the interactions between the 
parties   
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3. Culturally Competent Disability Services and Sup port   

Summary  

Policies to promote cultural and linguistic compete nce in child disability 
and family support services 
 
Bronheim et al. (2006) recommend that at a minimum, organisations should commit to the 
following: 
 
� A mission statement that articulates values and principles for culturally and linguistically 

competent services  
� The establishment of policy, structures, and resources to conduct organisational self-

assessment of cultural and linguistic competence  
� Strategic planning processes that incorporate the principles and practices of cultural 

and linguistic competence into all aspects of programme design, implementation and 
evaluation. 

� An understanding of the beliefs and values that make it difficult for some families to 
access services and support including: 
 

– A cultural and family sense of stigma associated with disability,  
– Traditions that discourage going outside the family for support,  
– Cultural beliefs about issues such as the cause of disability, child rearing, 

gender and generational roles; community inclusion and the integration of 
individuals with disabilities, affect  the services that families will choose 
 

Bronheim et al. (2006) recommend that organisational policies emphasise strengths-based 
assessments that identify and value the family’s contributions to the care of their children 
 
� Goode et al (2006) explored issues related to client safety. Patients with limited English 

proficiency had significantly more adverse events, such as inaccurate or incomplete 
information, questionable advice, questionable tracking and follow-up, incorrect 
diagnosis, and questionable intervention. Hospitalised children of families with language 
barriers were more likely to experience medical errors than those from families without 
language barriers.  

� Many authors (Lee et al., 2003; NSW Department of Ageing, Disability and Home Care, 
2005;) have emphasised that providing culturally-appropriate services includes 
consideration of cultural factors in all aspects of service delivery: child find, system 
entry, Individualised Education Programme (IEP)/ Individualised Family Service Plan 
(IFSP) development, service coordination, intervention, follow-up and case evaluation.  

Family centred care for CALD families 
� Based on families’ recommendations Garwick et al. (1998) developed an acronym 

TAILOR that summarises strategies for providing family-centred care that is culturally 
sensitive  
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� Families recommended that health care professionals focus on fitting services and 

programmes to the particular family’s needs and to their cultural background by listening 
to specific child and family needs and tailoring interventions to fit (Garwick et al, 1998) 

� In Bailey & Skinner’s (1999) study the data did not delineate a “Latino” style of needs 
and supports, and it is likely that understanding individual histories and styles of 
adaptation may be as important as an understanding of broad cultural characteristics in 
designing services  

Mainstreaming versus Ethnic Specific Service Delive ry   
 
� There were no recommendations from families that separate support services need to 

be provided for specific ethnic groups. Instead participants from all three ethnic groups 
focused on mainstream services individualising care to meet the particular needs of 
child and family, which is an effective strategy for providing culturally competent care, 
considering the many variations that exist within and between cultural groups (Garwick 
et al. 1998) 

� Garwick et al. (1998) concluded that given the complex nature of caring for children with 
disabilities and the need for family caregivers to interact with health and disability, 
education, and social service providers it is not surprising that caregivers from different 
cultural backgrounds placed most emphasis on changing systems of care and reducing 
a broad range of barriers to mainstream services and programmes than on  the cultural 
sensitivity of the health care professional 

� For organisations focused on family-centred care who are using cultural brokers the 
partnership between families and professionals builds on family’s strengths, and 
respects the cultural traditions of the family (Jones & Thomas, 2009). 

� It is easiest for families to link with cultural brokers when they are part of the 
organisations that are providing services to families of children with disabilities and with 
whom families already have a relationship (Jones & Thomas, 2009). 

� It is more challenging when the cultural broker is working in an agency with whom the 
family is unfamiliar (Jones & Thomas, 2009). 

 
 

 

3.1 Policies to promote cultural and linguistic com petence in 
child disability and family support services 

Bronheim, S., Goode, T, & Jones, W. (2006). Policy Brief: Cultural and 
Linguistic Competence in Family Supports . Washington, DC: National 

Target services to individual family needs 
Assess the needs and preferences of the child and his/her 
family 
Inform families and providers 
Listen to families 
Organize and coordinate services 
Respect the family’s cultural background  
Garwick et al., 1998 
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Center for Cultural Competence, Georgetown Universi ty Center for 
Child and Human Development.  

What are family supports (US federal Family Support  for Children 
with Disabilities Act, 2000)  
 
“Family Support for Families of Children with Disabilities means supports, resources, 
services, and other assistance provided to families of children with disabilities pursuant 
to State policy that are designed to: 
 
A  Support families in the efforts of such families to raise their children with 

disabilities in the home; 
B Strengthen the role of the family as primary caregiver for such children 
C Prevent involuntary out-of-home placement of such children and maintain family 

unity; and  
C Reunite families with children with disabilities who have been placed out of 

home, whenever possible” 
 

Cultural factors that impact supports for families with children with 
disabilities  
 
� A number of factors impact the way in which family supports are conceptualized, 

designed, and delivered. These factors include: ethnic background, language, 
national origin, tribal or clan affiliation, gender, age, education, literacy, 
socioeconomic status, class, religious beliefs, legal status and level of acculturation 

� Newly immigrated families have different needs from families of the same 
background who have lived in the country of settlement for longer periods or 
generations 

� Providing supports to fathers is different from providing supports to mothers 
 

Linguistic competence and health literacy 
 
Linguistic competence is the capacity of an organisation and its workforce to 
communicate effectively and convey information in a manner that is easily understood by 
those with limited English proficiency or low or no literacy skills. The linguistic 
competency of the organisations providing disability services impacts on the family’s 
ability to meet the demands of care. As well, health literacy or the ability to read, listen 
to, understand and act on complex medical and health information impacts a family’s 
ability to access the services that they need and to make appropriate health decisions. 
Families from ethnic minority backgrounds are less likely to participate in decision-
making about the services that they and their children receive (Bronheim et al., 2006) 
 

Cultural factors  
� Family patterns related to decision-making and help-seeking behaviours affect the 

way in which supports are sought and chosen. 
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� The US National Centre for Cultural Competence (NCCC) recommends that 
organisational policies emphasise strengths-based assessments that identify and 
value the family’s contributions to the care of their children. 

 

Policy implications 
Service planning and delivery that supports effective community engagement and 
provides trusted cultural brokers in providing family supports would help ethnic minority 
families access needed services  

 

Department of Ageing, Disability and Home Care (200 5). Strategy to 
improve services for people from culturally diverse  communities.  
NSW Department of Ageing, Disability and Home Care CALD Strategy 
2005-2008.  
The plan for improving the responsiveness of child disability services in NSW is to: 

� Improve data on CALD clients 

� Research the support needs of, and culturally appropriate service models for 
people form CALD backgrounds  

� Plan individual services in consultation with CALD clients and their families to 
reflect cultural needs and personal goals 

� Audit respite services to determine CALD service utilization and identify gaps in 
service access for specific CALD communities 

� Develop respite models to increase culturally appropriate support to CALD 
children and young people with a disability 

� Develop respite leading practice models for CALD children with a disability in 
consultation with CALD and disability NGOs 

� Develop cultural competencies for staff in Respite and Child Disability Services 

� Provide on-going cultural competency training in respite and child disability 
services in staff orientation and as part of professional development to improve 
staff ability to provide culturally competent assessment 

� Recruit qualified staff experienced in working with people from CALD 
backgrounds   

� Promote the use of interpreter services at points of contact and when 
developing/reviewing individual plans for low English speakers 

� Develop disability and carer awareness training module for interpreters and 
negotiate with language services to implement the module 

� Review the written multilingual resources provided to clients, their families and/or 
carers from CALD backgrounds. Develop culturally appropriate methods of 
information dissemination to CALD communities about Child Disability Services  

� Develop culturally appropriate support services for families with a child with a 
disability from CALD communities 
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� Increase the use of early intervention and community support services by CALD 
communities. Develop mechanisms for disseminating information about 
community support services 

� Include consideration of the needs of CALD people in the development and 
implementation of Leaving Care Transition Plans  

� Review the cultural appropriateness and availability of existing information and 
support for CALD carers 

� Increase the cultural competency of community support workers. Identify 
culturally competent case management and service coordination practice 
guidelines 

� Increase support to CALD families caring for children with a disability with a 
particular focus on children and young people with high and complex needs. 
Research the needs and service models which are appropriate 

� Recruit people from CALD backgrounds in the community support workforce as 
“children’s casework consultants” 

Goode, T.D. (2009). Promoting cultural diversity an d cultural 
competency: Self-assessment checklist for personnel  providing 
behavioral health services and supports to children , youth and their 
families. Washington, DC: National Center for Cultu ral Competence, 
Georgetown University Center for Child and Human De velopment.   
 
� This checklist is intended to heighten the awareness and sensitivity of personnel to 

the importance of cultural diversity and cultural competence in human service 
settings. It provides concrete examples of the kinds of values and practices that 
foster such an environment.  

� There is no answer key with correct responses. However, if the response if mostly 
"C", the provider may not necessarily demonstrate values and engage in practices 
that promote a culturally diverse and culturally competent service delivery system for 
children and youth who require behavioral health services and their families. 

Harris, P. (2004). Culturally Competent Disability Support: Putting it  
into Practice. NSW, Australia: Multicultural Disability Advocacy 
Association of NSW (MDAA) 

Cultural competence in disability services at the s ystemic and 
organisational level 

 
� The Australian disability service delivery system is a cultural system, currently 

reflecting Anglo-Australian cultural values. For people working in the system, this 
culture has an impact on how disability is understood and the way services are 
designed and subsequently delivered to support those with disability. In addition, 
this culture can influence how people as individuals understand and respond to 
people from different cultures. 
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� For people from CALD groups, the Anglo-Australian values based system is 
difficult to understand. This difficulty includes what is provided, how it is 
provided, or how to get access to it. Some CALD groups and families may have 
different ways of understanding disability and caring for people with disability that 
may or may not include support being provided by a disability service system. 
For many, such a system may not have existed in their country of origin. 

� Goode (2000) provides a useful brief overview of what is required when a 
“system, organisation and programme” becomes culturally competent. This 
indicates areas that can be influenced by an individual “At the systems, 
organisational or programme level, cultural competence requires a 
comprehensive and coordinated plan that includes interventions on levels of: 
 
1. policy making;  
2. infra-structure building;  
3. programme administration and evaluation;  
4. the delivery of services and enabling supports; and  
5. the individual 

 
� This often requires the re-examination of mission statements; policies and 

procedures; administrative practices; staff recruitment, hiring and retention; 
professional development and in-service training; translation and interpretation 
processes; family/professional/community partnerships; care practices and 
interventions including addressing ethnic disparities and access issues; 
education and promotion practices/materials; and community and state needs 
assessment protocols” (p. 2). 

 

Government of Western Australia. (2009). A manual t o assist service 
providers in using the CaLD consumer perspectives o f the disability 
services standards 1 - 9. Disability Services Commi ssion and EDAC 

This initiative was funded by the Disability Services Commission under the Substantive 
Equality Initiative to develop a training manual on the CaLD Perspectives of the 
Disability Services Standards for service providers. It aims to improve the cultural 
aspects of service provided to people with disabilities in Western Australia who are from 
culturally and linguistically diverse backgrounds (CaLD).  

� It can be used as a self-development tool by any service agency. It can also 
assist with the cultural aspects of Commission service monitoring of the 
Disability Services Standards.  

� Disability Services Standards (1-9) define what government expects services to 
achieve when assisting people with disabilities and their families and describe 
how the principles and objectives of the Disability Services Act (1993) should be 
put into practice in disability services. They represent a framework that assists 
people with disabilities, their families/carers and service providers to collaborate 
in the development and maintenance of high quality services.  
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� All funded and provided disability services are expected to be fully compliant with 
all the standards. There are two major checks on how well services are meeting 
the standards:  

� through a self-assessment that the service completes each year and 
provides to the funding body ;  

� and through a standards monitoring visit.  

� In both of these processes, consumers have an opportunity to have a say about 
the service, how well it runs, what they are satisfied with and what changes they 
would like to see.  

� The Ethnic Disability Advocacy Centre (EDAC) has developed a practical guide 
on the Disability Services Standards 1-9 for service providers, based on the 
perspectives of consumers of CaLD backgrounds, with participation of carers 
and service providers. The working group was selected to represent a range of 
cultures and disabilities, ages, gender and lifestyles. A guide ‘CaLD Consumer 
Perspectives: Developing culturally and linguistically responsive approaches to 
the Disability Services Standards’ was produced after many development 
workshops and training sessions with people with disabilities and their 
families/carers.  

� The guidelines encourage awareness and sensitivity in recognising and 
responding to appropriate service access and human rights issues for CaLD 
people with disabilities in the contemporary Australian context.  

� For agencies to provide services which effectively meet the CaLD consumers’ 
perspectives and needs, the guidelines recommend that service providers:  
� understand, respect and value cultural diversity;  
� develop strategies to address additional needs and vulnerabilities arising 

from people facing double discrimination due to cultural/linguistic difference 
and disability;  

� are sensitive to those CaLD consumers suffering double trauma and 
difficulties of both disability and pre-migration, refugee and settlement 
experiences; and  

� are actively committed to substantive equality.  
The guidelines also strongly recommend that CaLD consumers are included in all 
standards consultations, training and evaluation, as they have the lived experience of 
culture and disability and will provide valuable input on how services are delivered. 

� This manual is designed to facilitate the use of the guidelines by:  
� providing service providers with information to encourage an understanding of 

CaLD consumers perspectives and needs; and  
� providing a series of steps that could be taken to adapt services to make them 

more appropriate for CaLD consumers.  

� Consumers in this document refers to people with disabilities who are from culturally 
and linguistically diverse backgrounds (CaLD), their families/carers and communities 
who together, make up what may variously be considered as the 'consumer unit'. 
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Prioletti Consultants. (2005). Victorian Department  of Human 
Services: Cultural diversity resource kit for disab ility support 
providers. Victoria, Australia:  Victorian Departme nt of Human 
Services.  
The cultural diversity resource kit for disability support providers provides user-friendly 
access to information to assist all people involved in disability services. In particular, the 
kit aims to assist disability support providers in:  
 
� Implementing the Disability Services CALD Strategy; 
 
� Planning and delivering culturally and linguistically sensitive supports; and 
 
� Understanding and responding to the needs of people with a disability, their family 

and carers who are from culturally and linguistically diverse backgrounds. 
 
The contents of the kit include:  
   
Section 1 Information on cultures and communities  

Where to go to find information on specific cultures’ histories, 
backgrounds, customs, sensitivities, beliefs, etc. to assist service 
providers understanding clients and their needs. 

Section 2 Understanding disabilities and cultural responses 
Where to go to find information on cultural responses to disabilities and 
research about people with disabilities from culturally and linguistically 
diverse backgrounds. 

Section 3 Using interpreters and translation services 
Where to go to find information on identifying languages and dialects, 
working with interpreters, organising translations, etc. to ensure effective 
communication with people from diverse backgrounds. 

Section 4 Multilingual information 
Where to go to find pamphlets, brochures, booklets on health conditions 
and disability services etc that are available in languages other than 
English. 

Section 5 Assessment and individualised planning  
        

Where to go to find information and resources to support culturally 
appropriate assessment practices and individualised planning.  

Section 6 Personal and health care 
Where to go to find resources to assist practitioners and personal support 
staff in understanding how culture can impact on health and personal 
care needs. 

Section 7 Policies, training and resource manuals 
Where to go to find examples of diversity policies, training sources, and 
resource manuals to ensure that planning processes, guidelines, systems 
and outcomes are culturally responsive and appropriate.  

Section 8  Relevant Contacts and Links 
A listing of relevant peak state-wide organisations  
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3.2 Family centred care for CALD families 

Bailey, D.B. & Skinner, D. (1999). Needs and suppor ts reported by 
Latino families of young children with developmenta l disabilities. 
American Journal on Mental Retardation, 104  (5), 437-451.   

 
� Bailey & Skinner (1999) interviewed 200 Latino parents living in the United States to 

determine needs and supports related to raising a child with a disability and to 
identify variables related to reported needs and supports.   

� More support was reported from family and formal sources than from friends and 
informal sources 

� English language proficiency was the only variable to account for significant variance 
in needs and supports  

� The data did not delineate a “Latino” style of needs and supports, and it is likely that 
understanding individual histories and styles of adaptation may be as important as 
an understanding of broad cultural characteristics in designing services 

 

Garwick, A.W., Kohrman, C., Wolman, C. & Blum, R.B.  (1998). 
Families’ recommendations for improving services fo r children with 
chronic conditions. Arch Pediatr Adolesc Med, 152 , 442-448 
 
� One of the few studies to investigate how services should be delivered from the 

family’s point of view. Inherent in the philosophy of family-centred care is involving 
families in the development and evaluation of services and programmes 

� The objective of the qualitative study was to identify recommendations from urban 
care-giving families from three major ethnocultural backgrounds for improving the 
care of children with chronic conditions (ie, chronic illnesses and disabilities 
involving physical health impairments) 

� All three ethnic groups had similar recommendations for improving services. There 
was little variation in the families’ basic needs. However, the ethnic demography of 
the region served, and the social models of providing disability services have 
changed and need to be incorporated into service planning. 

� Participants stressed the importance of individualising care rather than providing 
culturally specific care for particular ethnic groups 

� More importantly the demands of the child’s chronic condition or disability 
overwhelmed issues of culture in families stories 

� Based on families recommendations Garwick et al. (1998) developed an acronym 
TAILOR that summarises strategies for providing family-centred care that is 
culturally sensitive  
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� Families recommended that health care professionals focus on fitting services and 

programmes to the particular family’s needs and to their cultural background by 
listening to specific child and family needs and tailoring interventions to fit  

 
� Suggestions for improving the cultural relevance of services included: 
 

- Including families in the planning and delivery of services and programmes 
- Including children from diverse cultural backgrounds in teaching materials 
- Providing resources in the languages of the ethnic groups served 
- Disseminating information to ethnic minority communities  
- Including persons with disabilities and family caregivers from ethnically 

diverse backgrounds in the training of health care professionals 
 

� The authors recommended that clinicians focus on the assessment of the particular 
child and family to understand how the cultural context influences the child’s care.  

 

Ngui, E. M. & Flores, G. (2006). Satisfaction with care and ease of 
using health care services among parents of childre n with special 
health care needs: The roles of race/ethnicity, ins urance, language 
and adequacy of family centred care. Pediatrics, 117 , (4), 1183-1196 

 
� The aims of this study were to examine whether there are ethnic disparities in 

parent-reported satisfaction with care and ease of using health care services in 
Milwaukee, Wisconsin among parents of children with special health care needs 
(CSHCN) and to identify factors that contribute to disparities among parents 

 
� The findings of the study were that: 

– On family-centred care measures, minority parents of CSHCN were 
significantly more likely than white parents to report that the provider 
sometimes or never spends enough time with their child, listens to the 
family carefully, is sensitive to family values/customs, provides enough 
information to the family, or helps the family feel like partners in the child’s 
care.  

– Parents who reported that their child’s health care provider did not spend 
enough time with their child and did not provide enough information had 
more than twice the odds of reporting that services were not easy to use.  

– Language barriers was a key determinant of dissatisfaction with access 
and the services provided    

Limitations of the study 

Target services to individual family needs 
Assess the needs and preferences of the child and his/her 
family 
Inform families and providers 
Listen to families 
Organize and coordinate services 
Respect the family’s cultural background  
Garwick et al., 1998 
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– The study did not measure organisational or practice factors, such as 
provider and patient attitudes, cultural competency policies, or the limited 
availability of providers and specialised services in minority communities 
CSHCN services provided did not provide  

– The authors suggest the need for further studies of how to make health 
and disability services easier for ethnic minority clients and their families 
to use 

 
 

3.3  Mainstreaming versus ethnic specific service d elivery   

Garwick, A.W., Kohrman, C., Wolman, C. & Blum, R.B.  (1998). 
Families’ recommendations for improving services fo r children with 
chronic conditions. Arch Pediatr Adolesc Med, 152 , 442-448 

 
� Garwick et al’s (1998) study identified recommendations from urban care-giving 

families from three major ethnocultural backgrounds for improving the care of 
children with chronic conditions (i.e., chronic illnesses and disabilities involving 
physical health impairments) 

� There were no recommendations from families that separate support services need 
to be provided for specific ethnic groups.  

� Instead participants from all three ethnic groups focused on mainstream services 
individualising care to meet the particular needs of child and family, which is an  
effective strategy for providing culturally competent care, considering the many 
variations that exist within and between cultural groups 

� Garwick et al. (1998) concluded that given the complex nature of caring for children 
with disabilities and the need for family caregivers to interact with health and 
disability, education, and social service providers it is not surprising that caregivers 
from different cultural backgrounds placed most  emphasis on changing systems of 
care and reducing a broad range of barriers to mainstream services and 
programmes than on  the cultural sensitivity of the health care professional 

� Family caregiver’s recommendations suggest that providing culturally competent 
care includes informing the family about aspects of medical culture (eg how health 
care professionals understand chronic conditions and disability and their 
management; how to access resources and services; who provides services; what 
rules and regulations cover how services are delivered) that influence the child’s 
care. With this information, families can access the care they need more effectively  

Jones, W., & Thomas, T. (2009). Growing Your Capacity to Engage 
Diverse Communities by Working with Community Liais ons and 
Cultural Brokers . Albuquerque, NM: National Center for Family 
Professional Partnerships, Family Voices, Inc.  

 
� In Albuquerque, New Mexico linking families of children with disabilities to other 

families for information, resources and support has proven to be a successful model 
for supporting parents and assisting them to navigate complex systems 
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� Working with cultural brokers and family brokers can play a key role in informing 
service providers about culturally appropriate ways of joining ethnic minority families 
with children with disabilities  

� Community liaisons and cultural brokers can act as relationship brokers, providing 
information and linkages between families and communities and the organisations 
that seek to provide services and supports  

� For organisations focused on family-centred care who are using cultural brokers the 
partnership between families and professionals builds on family’s strengths, and 
respects the cultural traditions of the family. 

� It is easiest for families to link with cultural brokers when they are part of the 
organisations that are providing services to families of children with disabilities and 
with whom families already have a relationship 

� It is more challenging when the cultural broker is working in an agency with whom 
the family is unfamiliar 

  

O’Hara, J. (2003).  Learning disabilities and ethnicity: achieving 
cultural competence. Advances in Psychiatric Treatment, 9, 166-174 
 

A strategic approach is required to ensure that the needs of people from ethnic minority 
communities are not overlooked in planning services for children with learning 
disabilities. These needs are complicated by issues of power, race and gender politics 

but they must not be overlooked just because they affect only ‘small numbers’ within a 
given population.  

Service principles and action plan for service deve lopment   
The requirements of service development include:  
� A strategic approach  
� Meaningful  consultation with families, carers and community workers  
� Going beyond consultation to real empowerment  
� Developing advocacy and self-advocacy, recognising family structures that differ from 

those of the majority ethnic community  
� Appropriate publicity for and full access to all service provision  
� Recruitment of ethnic minority and bilingual staff at all levels and ensuring their 

adequate support and training  
� Training for all staff, to increase competence in cultural awareness, sensitivity and 

flexibility  
� Person-centered planning, acknowledging discrimination and racism and its impact 

on the person; drawing up support plans to empower people from ethnic 
communities  

� Accurate information about need – effective monitoring processes, patterns of use, 
identifying unmet need  

� Targeting housing and placement opportunities within ethnic communities  
� Commissioning single-culture  treatment options, including in-patient and residential 

facilities, self-help groups, social and psychological therapies  
� Working with provider agencies that specify ‘cultural competence’  
� Integrated services: the ideal is quality mainstream services sensitive to the needs of 

all users  
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� Ethnic specific organisations offering ‘Special-needs’ initiatives can provide a 
much needed focus on the issues to be addressed, but they are often structurally 

disadvantaged, with inadequate funding. They may appear to meet a need but in 
fact act as a surrogate form of racism while absolving mainstream services of 
responsibility.  

� Ethnic specific specialist services do not eliminate the need to remove 
discriminatory practices and attitudes from mainstream services. This situation is 
reflected in the wider debates and philosophies underpinning the provision of 
health care in general, and mental health care in particular, for people with 
learning disabilities.  
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4. Understanding Cultural Perspectives on Disabilit y  
 
 
Summary  

Professional development/Cultural competency traini ng and education  
 
� There is excellent evidence to suggest that cultural competence training increases the 

knowledge, skills and attitudes/behaviours of healthcare providers (Beach et al., 2004). 
� There is good evidence that cultural competence training improves client satisfaction 

and poor evidence that it affects client adherence or health outcomes (Beach et al., 
2004). 

New Zealand CALD Cultural Competency Training: Disa bility Awareness  

CALD 8: Working with CALD Families: Disability Awareness is an accredited on-line and 
face to face training programme for the health and disability workforce in New Zealand. It is 
the 8th course in a suite of cultural and linguistic diversity (CALD) cultural competency 
training courses produced by Waitemata District Health Board Asian Health Support 
Services. Information about the CALD cultural competency training courses is on the CALD 
website ww.caldresources.org.nz.   
 
The CALD 8 Toolkit 

� Become aware of the different explanations regarding disability (e.g. karma, 
punishment, witchcraft or curse). 

� Use an interpreter and / or a Cultural Case Worker to assist engagement with the 
family, especially for the first meeting to assure confidentiality. 

� Explain your role to the family. 
� Identify the decision maker. 
� Identify the main caregiver. 
� Work with the family and understand their goals. 
� Explain that there may be other practitioners involved in the impaired person’s care 

(and what their roles are). 
� Explain how the New Zealand health system works for their family. 

 

Beach et al (2004)  
� Curricular objectives need to be measurable and linked to outcomes that can be 

measured objectively.  
� There is a dire need for standardised, reliable, and valid instruments to measure 

aspects of cultural competence.  
� Studies should also measure the effect of the curricular interventions on healthcare 

process and patient outcomes.  
� For the results to be meaningful studies need to have a pre- and post-intervention 

evaluation and/or a comparison group 
� The following three issues seem to be almost universal, appearing prominently and 

consistently in cross-cultural studies (Groce & Irving, 1993): 
- The culturally perceived cause of a disability is significant in all cultures studied to date.  
- The expectations for survival for the infant or child with a disability will affect both the 
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immediate care the child receives and the amount of effort expended in planning for 
future care and education. 

- The social role(s) deemed appropriate for disabled children will help determine the 
amount of resources a family and community invest in an individual.  

Culturally Perceived Causes of Disability 
� Culturally perceived cause of a chronic illness or   disability, is of particular importance 

because it tends to colour all other aspects of the family’s and the community’s attitudes 
toward the affected child.  

� In addition to the particular beliefs and understandings of the immediate family, service 
providers and advocates must be aware that in those ethnic and minority groups where 
disability is regarded as unacceptable, there is often enormous social pressure placed 
not only on the disabled child and adult but also on his or her immediate and extended 
family. 

Cross-Gender Interactions 
� For Muslim and for other groups from CALD backgrounds while many would accept an 

opposite-sex provider it is likely that they would be more comfortable and open with a 
same-sex provider.  

� This preference should be accommodated where possible because doing so is likely to 
improve the quality of the interaction, the client’s and their family’s satisfaction and 
comfort and compliance with recommended treatment. 
 

 
 
Ethnic minority populations reflecting their own unique and long-standing cultural beliefs, 
practices, and support systems, may not define or address disability in the same manner 
as ‘mainstream’ cultures (Groce & Irving, 1993). Ethnic groups’ concerns are not 
necessarily identical, their solutions are not always the same, and the strengths shown 
in families and communities may present alternative ways of addressing needs that merit 
attention. For disability services to be culturally responsive there must be a real 
understanding of the differences within and between cultures. Goode et al. (2006) in a 
review of the evidence base for cultural and linguistic competency in health care 
conclude that the literature reflects promise and illustrates the positive benefits of 
cultural and linguistic competence as a critical component of quality and effective care. 
 

4.1 CALD Cultural Competency Training: Disability A wareness 
New Zealand model  
The New Zealand approach to disability is moving towards the social and rights‐based 
approach (Ministry of Health, 2008; ODI, 2001). Practitioners need to become aware of 
how society, healthcare education and attitudes have influenced the way care is 
delivered to a person with disability. Disability carries stigma in most cultures, and 
attitudes towards treatment, care, opportunity and inclusion for people with disabilities 
can vary considerably from New Zealand policy. The different explanations cultures have 
for causes of disability (e.g. shame, karma, curse and punishment) and attitudes also 
impact on how people with disability are cared for. This can range from disavowal, 
hiding, segregation and acceptance through to elevation – treating people with 
impairment as special. 
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Engaging CALD families is complex.  Stigmatising cultural beliefs and attitudes about 
disability exert a powerful influence on how families respond to and manage disability in 
the family.  Understanding cultural backgrounds, beliefs and practices and collectivist 
cultural values is important in the delivery of care that is acceptable to the family. It is 
most important to listen to the needs and priorities of each family to and accommodate 
these wherever possible. Refugee families may require additional support with 
settlement issues before they are able to prioritise the needs of family members with a 
disability. Until these are addressed follow through on management and care plans may 
not be possible. 
 
Families have to coordinate a lot of different services in order to support a family 
member with an impairment. Many CALD families come from a very different health 
system to those offered in New Zealand. Services can help families understand and 
accept care by demonstrating that they are aware of their cultural values and beliefs; by 
providing comprehensive explanations about the New Zealand system and practitioners 
and their roles; and by providing a more holistic solution. 
 

Waitemata District Health Board (WDHB) ‐ Asian Health Support 
Services (2011).  CALD 8: Working with CALD Familie s – Disability 
Awareness. West Auckland: WDHB Asian Health Support  Services. 
ww.caldresources.org.nz . 
 
CALD 8: Working with CALD Families: Disability Awareness is an accredited on-line and 
face to face training programme for the health and disability workforce in New Zealand. It 
is the 8th course in a suite of cultural and linguistic diversity (CALD) cultural competency 
training courses listed on the website ww.caldresources.org.nz. The training courses are 
produced by Waitemata District Health Board (WDHB) ‐ Asian Health Support Services. 
CALD 8: Working with CALD Families – Disability Awareness is a professional 
development training programme consisting of 3 hours of online or face to face learning. 
This course is aimed at practitioners who have a knowledge of and orientation in the 
New Zealand health system; are working with culturally and linguistically diverse (CALD) 
patients; and who are required to be culturally competent as part of health professional 
competency requirements.  
 
Cultural competence for the disability workforce refers to an ability to interact effectively 
with clients and their families from cultural backgrounds which are different to their own. 
Cultural competence comprises three components: 
1. Awareness of one's own culture and attitudes towards cultural differences; 
2. A knowledge and sensitivity towards different cultural practices; 
3. The ability to use cross‐cultural skills and the ability to communicate effectively with  
     CALD clients and their families. 
 
The aim of this course is to introduce health professionals to the challenges faced when 
working with CALD clients with impairments and their families and to:  

� Gain an understanding of the rationale for culturally competent practice and 
disability awareness when working with CALD families. 

� Be more aware and have more knowledge of the cultural perspectives of the 
CALD population relating to disability and the impact it has on service providers. 
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� Gain skills to work effectively and broach sensitive issues with CALD children and 
adults with impairments and their families. 

� Gain a set of toolkits to apply in practice. 
� Know how to find and use resources to work with CALD children and adults with 

impairments and their families. 
There are three parts to this course. 
 
Part A – Awareness 
 

� Awareness of how culture affects engagement and treatment interventions with 
CALD individuals with disabilities and their families. 

� Recognising the models of disability and have an understanding of attitudes 
toward disability. 

 
Part B: Knowledge and Sensitivity 
 

� Improving interventions and treatment compliance when working with CALD 
patients with impairments and their families. 

� Recognising how to use sensitivity to develop greater rapport by understanding 
behaviours and expectations related to various beliefs and practices regarding 
disability. 

� Communicating more effectively with your patient and their family to gather 
information about beliefs that affect treatments and interventions. 

 
Part C – Skills 
 

� Identifying ways in which these elements can be applied in practice. 
� Demonstrating an understanding of what skills are required for becoming 

culturally competent when working with CALD patients with impairments. 
� Practicing effective communication to better interact with your CALD patients with 

impairments. 
� Applying these skills in your own practice. 
 

The CALD 8 Toolkit 
 

� Become aware of the different explanations regarding disability (e.g. karma, 
punishment, witchcraft or curse). 

� Use an interpreter and / or a Cultural Case Worker to assist engagement with the 
family, especially for the first meeting to assure confidentiality. 

� Explain your role to the family. 
� Identify the decision maker. 
� Identify the main caregiver. 
� Work with the family and understand their goals. 
� Explain that there may be other practitioners involved in the impaired person’s 

care (and what their roles are). 
� Explain how the New Zealand health system works for their family. 
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Groce, N.E. & Irving, K.Z. (1993). Multiculturalism , Chronic Illness and 
Disability. Pediatrics, 91, (5), 1048-1054 
� Many ethnic and minority populations, reflecting their own unique and long-standing 

cultural beliefs, practices, and support systems, do not define or address disability 
and chronic illness in the same manner as “mainstream” culture.  

� Their concerns are not necessarily identical, their solutions are not always the same, 
and the strengths shown in many ethnic and minority groups may present alternative 
ways of addressing needs that merit our careful attention. 

� Each ethnic group develops a unique mix of cultural roles, expectations and 
conceptual frameworks that, in part, determines how its members view its social 
networks, support systems and communities  

� For a programme to be truly multicultural, there must be a real understanding of the 
differences within and between cultures 
 

Three key issues  
The understanding and clinical application of cultural difference is a new task for health 
care professionals. Our current state of knowledge allows us now to begin to identify key 
issues concerning the social implications of chronic illness and disability. Among these, 
the following three issues seem to be almost universal, appearing prominently and 
consistently in cross-cultural studies: 

1. The culturally perceived cause of a chronic illness or disability is significant in all 
cultures studied to date. The reason why an illness or disability is believed to 
have occurred in a particular individual and/or family will play a significant role in 
determining family and community attitudes toward the individual. 

2. The expectations for survival (usually conceptualized in terms of actual physical 
survival) for the infant or child with a chronic illness or disability will affect both 
the immediate care the child receives and the amount of effort expended in 
planning for future care and education. 

3. The social role(s) deemed appropriate for disabled or chronically ill children and 
adults (often based on a consensus about their productive potential and beliefs 
about how the disability is transmitted) will help determine the amount of 
resources a family and community invest in an individual. This includes issues of 
education and training, participation in family and community social life, the 
latitude permitted for individual autonomy, and the long-range planning done by, 
or undertaken for, the individual over the course of a lifetime. 

 

4.2  Cultural Perspectives on Working with People w ith 
Disabilities  

Culturally Perceived Causes of Disability 
� Culturally perceived cause of a chronic illness or   disability, is of particular 

importance because it tends to colour all other aspects of the family’s and the 
community’s attitudes toward the affected child.  

� Chronic illness and disability is seen by many cultures as a form of punishment. The 
individual with a disability, his or her family, or an ancestor, according to the 
particular belief system, has been either cursed by God or the Gods, sinned, or 
violated a taboo. 
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� Support for the individual or the immediate family in such cases might be half-
hearted or lacking. 0thers may seek to distance themselves from those who have 
incurred such “evil.” This is more than the simple distancing of former friends and 
relatives frequently reported in the literature by parents of children with disabilities. In 
some ethnic groups, the child is seen as tangible evidence of divine displeasure, and 
their arrival is accompanied throughout the community by prolonged public and 
private discussions about what wrongs the family may have committed 

� In many countries, the very notion that a disabled child can be helped by early 
intervention or stimulation has not become a part of the standard knowledge base. 
Unfortunately, particularly in the case of pre-school-age children who may not 
receive needed interventions and services until they reach mandatory school-age, 
important developmental years are frequently lost in the process. 

� In addition to the particular beliefs and understandings of the immediate family, 
service providers and advocates must be aware that in those ethnic and minority 
groups where disability is regarded as unacceptable, there is often enormous social 
pressure placed not only on the disabled child and adult but also on his or her 
immediate and extended family. 

� Even when families are aware of the need for special services, they may be reluctant 
to participate in programmes, fearing that these will call attention to their members’ 
physical or intellectual limitations.  For example, when the traditional belief is that a 
disability runs in a family or is evidence of divine retribution, a family with siblings of 
marriageable age may be more likely to hide their disabled member away so as not 
to lessen the chances of finding suitable mates for the other children.  

� It would benefit service providers to make allowances for extended as well as 
alternative family systems. 

� It is thus not practical to learn in detail all the details of specific cultures, but rather to 
assume that such variations occur and learn how they might affect one’s health 
practices. Rather than teaching every health practitioner to be a mini-medical 
anthropologist, it is more important for practitioners to be sensitive to the patient’s 
heritage, to their own heritage, and to what happens when different heritages and 
belief systems come together.  

� Consulting members of a particular ethnic group may prove to be valuable when 
trying to determine whether a particular individual’s choices and actions are the 
result of cultural differences or true pathology. It is possible to dismiss potentially 
serious social and psychological reactions of an individual from another ethnic or 
minority group as simply being the result of cultural differences, when in fact the 
individual may be in need of direct and immediate assistance. It is also quite possible 
that an individual may display evidence of both cultural differences and individual 
distress.  

Multicultural Disability Advocacy Association (MDAA ) (2004). 
Ethnicity and Disability Factbook. NSW, Australia: MDAA.  

� How do different cultural communities and religious faith explain and respond to 
disability? Cultures and religious practices are ever-changing and there are 
many subgroups within each culture and religion, making it impossible to give 
definitive answers to specific questions, such as "What is the explanation / 
response to disability within that community or within that religion?". 

� 'Universally, societies have explanations for why some individuals (and not 
others) are disabled, how individuals with disabilities are to be treated, what 
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roles are appropriate (and inappropriate) for such individuals and what rights and 
responsibilities individuals with disability are either entitled to or denied' (Scheer 
and Groce, 1988). 

� Yet, what is generally understood about the relationship between culture and 
disability is based predominantly in the cultures of the Western world. Cross-
cultural disability studies are at best limited. This is despite the fact that about 
80% of all individuals with disability live in the Developing World. In Australia 
about 25% of all people with disability are from non- English speaking 
backgrounds. 

� To understand the relationship between culture, religion and disability is to first 
understand how people make sense of disability. In other words, how people 
explain the occurrence of disability, and second to ascertain how communities 
respond to people with disability. 

Explanations of Disability lame 

� Before elaborating on different explanations of disability, it is paramount to point 
out that the very idea of disability as a concept, comprising a whole range of 
physical, cognitive, psychological and sensory states of being is one that is 
understood differently in different communities and even within communities. 
The very idea of disability as a concept might be foreign to a range of 
communities and in fact, many languages do not have a word for the idea. 

� The ways that different communities explain the occurrence of disability are 
varied. There are almost always at least two conflicting explanations of disability 
within a community. In addition, the explanation of why a particular type of 
disability occurs might differ greatly from the explanation for the occurrence of 
another type of disability. 

Blame  

� In many Western cultures, the dominant way of making sense of disabilities is to 
explain them in medical terms, such as resulting from accidents, genetic 
disorders or viral infections. However, frequently people also use other 
explanations, for example: 

� Blaming a mother for the birth of a child with a disability because she might have 
touched someone with a disability during the pregnancy. 

� The idea of blame operates concurrently with medical explanations, although 
they are to a large extend contradictory. Blame appears to be one of the most 
common factors in explaining disability in most countries, irrespective of whether 
religious or medical explanations dominate. Blame is often directed towards 
women (ie. a child has a disability because their mother has failed)  

� In many countries, having a disability is attributed to having sinned or offended 
the spirits. This might have occurred through sins committed by ancestors or by 
the person with the disability themselves in this or a previous life. 

"Catching a Disability" 

� The idea that disabilities can be caught is quite common across the world. This 
results mostly in actions to protect pregnant women from seeing, hearing or 
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touching people with disability or even their technical aids. There are many 
different variations of this explanation. 

de Torres, S. Understanding persons of Philippine origin: A prime r for 
rehabilitation service providers.  New York, USA: CIRRIE, University at 
Buffalo, the State University of New York.    

Philippine Attitudes and Beliefs of Others Toward t he Disabled Family 
Member 

� Relatives generally have positive attitudes towards the child with disability and 
display deep concern and pity towards the family.  

� Neighbours, on the other hand, do not display a change in attitude towards a 
family when a child with cerebral palsy is born. 

� Filipinos' attitude toward the disabled has a spiritual component. Some believe 
that the child with a disabled is a gift from God. Other families think that they are 
being punished if they have a child with a disability. Some Filipinos think that 
disability is caused by "mystical, personalistic and naturalistic causes" (McBride 
(2001). An example of mystical cause is retribution from ancestors because of 
unfulfilled obligations. Personalistic causes include punishment by evil spirits. 
Naturalistic causes are more scientific: the cause of the disability is the 
environment or genetic susceptibility.  

� Whatever the cause, due to Filipinos' strong sense of family obligation the family 
member with a disability is wholeheartedly accepted and supported. Families 
sacrifice time, effort, career and sometimes, marriage, in order to take care of a 
sibling or parent. 

Concept of Independence 

� The concept of independent living in the Asia Pacific region is different from that 
in developed countries. Oka (1988) confirms that the norm in Asia is mutual 
caring and support and that, "there is no need for disabled persons to live 
physically and financially apart from their families". Instead, the disabled family 
member is trained to be a contributing part of the family rather than to live on his 
own. This is also true for Filipinos where family support abounds. 

� Filipinos tend to be overprotective of their family members with a disability. 
Parents of children with a disability are very protective of their children and often 
treat their teens like small children.  

� Parents and caretakers tend to do simple tasks for children with disabilities that 
they can do for themselves. Camara (1985) concludes that, "the solicitousness of 
the disabled's families [is] seen as fostering dependency and constituting a block 
to the rehabilitation process". It is likely that dependency will develop because of 
the caregiver's over protectiveness and service that extends to tasks that the 
person with the disability can do. 

� On the other hand, Adato (1998) claims that the physical environment in the 
Philippines impedes the development of independence among persons with 
disabilities.  
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Implications for Rehabilitation Service Workers 

First and foremost, rehabilitation service workers should consider Filipino immigrants' 
immigration history because it may provide clues about their socio–economic beginnings 
and regional orientation. Workers must respect the Filipinos' pride about their 
sometimes–humble beginnings or regional affiliations. Simply asking when they arrived 
in the United States may give a hint of their family background. 

� Filipinos are usually more comfortable in discussing disability and illness and 
other important matters in the presence of family. At times parents and the two 
sets of grandparents will be present during a child’s assessment .  

� Gender preferences are overshadowed by compassion. It matters more Filipinos 
to have a compassionate listener as a disability service provider than to have 
someone of the same gender. However, most Filipinos are modest, tend to dress 
in private and prefer that touching of male parts by female health providers be 
discrete (McBride, 2001). Women spontaneously touch a hand or arm to express 
gratitude instead of kissing as a sign of thanks.  

� Filipinos may have little knowledge about disability services and supports 
because of the lack of services in the Philippines. Health and education service 
providers should take time to explain processes and make sure that they are 
understood. To save face, many Filipinos claim to understand when they may not.  
Although most Filipinos understand English. Use phrases that connote 
relationships like "our aim is...," "this is our problem" and "we are working on this." 
Bear in mind the Filipinos' collectivist or group orientation versus individualism. 

� Filipinos tend to have a mixture of religious, mystical and naturalistic approaches 
to sickness and disability. There are numerous documented rituals and practices, 
which vary greatly from region to region. These may include wearing of amulets, 
not taking baths on certain days, using oils and wearing special garments. If all of 
these practices were listed, the health worker may be confused and may 
erroneously apply them to all Filipinos. Generally, it is best to listen, be 
understanding and explain what has to be done and why it should be done. 

� Because of the Filipino's strong familial and peer structures concepts of 
independence for the child and teen/adult with a disabled is different. Additionally, 
there are physical, economic and cultural barriers that hamper the development of 
independence. In immigrant societies and opportunities for support many persons 
with disabilities and their families become empowered  

Kim-Rupnow W.S. (2001). An Introduction to Korean Culture for 
Rehabilitation Service Providers.  New York: University at Buffalo, 
Center for International Rehabilitation Research In formation and 
Exchange (CIRRIE).  

� Korean culture profoundly influences what Koreans believe about the cause and 
treatment of disability. Some Koreans believe that disability can be caused by 
supernatural agents such as punishment from God or the curse of the devil for 
their sins or those of their parents or even their ancestors. Others think that the 
mother did something wrong during pregnancy such as creating an imbalance of 
metaphysical forces (Ŭmyang in Korean); failing to follow prescribed dietary and 
nutritional practices or violating certain taboos. For example, even a bad thought 
or an accidental killing of an animal or insect by a pregnant mother can harm the 
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natural development of the fetus according to the Buddhist belief in karma, which 
holds that no living things should be killed. 

� Modern Koreans with education in biology and medicine believe that genetic 
defects or diseases cause disability. Commonly Koreans have a complex mixture 
of belief systems depending on their education, religion, and family backgrounds. 

� Belief systems have a direct impact on the acceptance of treatment. People who 
associate supernatural agents with disabilities tend to feel helpless, depressed or 
blame themselves or their ancestors when they have a disability or in their family. 
They tend not to seek help and leave everything to fate. The person with illness or 
a disability is often cared for by their parents, who usually expect their child to 
outgrow such conditions. Those with a scientific education believe that disabling 
conditions may be overcome with appropriate medical intervention, and actively 
seek medical care, therapy, or surgical intervention. Many Koreans use herbal 
medicines, acupuncture and other natural remedies as well. Many Koreans also 
offer prayers and conduct religious rituals to regain physical and mental health. 

� Korean professionals working in rehabilitation categorize disabilities as: 
1. impairments of the human body and internal organs  
2. disabilities in intelligence, behavior or emotion and  
3. disabilities which are socially created including limitations that stem from 

environmental factors such as negative community perceptions and 
attitudes toward people with disabilities, poverty and malnutrition, physical 
access barriers and media responses, (Special Education and 
Rehabilitation Center for Excellence, 2001)  

� This integrative view explains the Korean professionals' perspectives on disability 
better than the medical model, which is structured to scientifically identify the 
causes of disability and treat the symptoms largely in isolation from other aspects 
of a person's life. Korean professionals believe that the best tools for removing 
societal barriers that confront people with disabilities are information and 
education, both of which can improve public awareness and cooperation (Special 
Education and Rehabilitation Center for Excellence, 2001). 

Attitudes toward Disability 
� Koreans are generally homogenous and conservative in terms of values and 

customs. For this reason, people with disabilities are likely to be isolated. The 
general public tends to avoid people with disabilities because of uneasiness 
associated with not knowing what to do.  

� When helping a person with disabilities, Koreans usually overprotect or 
overcompensate. . 

Views on Acquired Disabilities in Comparison to Lif elong Disabilities 
� Some Koreans believe that lifelong disability is the result of wrongdoing in the 

past therefore many Koreans with disabilities and their families suffer from stigma, 
shame, helplessness, denial, withdrawal and depression. Many view acquired 
disability as the result of bad luck or misfortune. However, people generally 
accept illness and disability due to aging as a fact of life. 

 

The Concept of Independence within Korean Culture 
� Because Koreans believe interdependence among family members is more 

important than independence, they accept that all people need help from others 
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many times in their lives. In particular, dependency of young children, old 
grandparents, or sick family members is usually expected. 

� Family members feel obligated to take care of their basic needs and to keep up 
their morale. Parents of adult children with disabilities often experience conflict 
between the child's independence and interdependence. They want to encourage 
the self–sufficiency of their children, but at the same time, protect their children's 
well-being. As these children with disabilities grow into adults, they want to find 
meaningful work consistent with their goals and talents and make enough money 
to support themselves and family members.  

Recommendations to Rehabilitation Service Providers  for Effectively 
Working with Persons from Korea 

� The following are general suggestions for building positive and collaborative 
relationships with consumers who hold traditional Korean values, regardless of 
their age or type of disability. The recommendations are divided into three 
sections: building a positive relationship, involving consumers and family 
members and expanding support and services considered to be critical elements 
in the rehabilitation process. "You" and "I" are used in this section to make the 
recommendations more personable and inviting. The term "consumer" includes 
categories such as client, student and patient. 

Have open and ongoing communication 
� Positive relationships begin with communication. Free exchange of knowledge 

about services, needs and expectations might not take place with the first–
generation Korean immigrants due to their limited English proficiency. Use an 
interpreter. Some consumers might feel offended if providers ask for private 
information such as socioeconomic and marital status in order to fill out intake 
information. 

Provide written information 
� Provide brochures about the services you are providing in Korean.  

Take advantage of non–verbal communication 
� Although hand–shaking is common, many Koreans feel uncomfortable with 

physical contact with strangers such as hugging or kissing on the cheek as a 
social greeting. Rather they bow slightly or smile, reserving friendly touching or 
hugging for family members and friends. 

� Among strangers, however, touching is considered disrespectful or harassing 
unless it is part of a physical examination or treatment. Particularly taboo is 
pointing at or touching the head of another. 

� Koreans usually do not make direct eye contact, considering it impolite, until they 
are comfortable with each other. Silence or long pauses during conversation 
usually means the person needs more time to think about the issue before giving 
an answer. Do not pressure clients for a prompt response. 

Involving Consumers and Family Members 
� Active consumer involvement is an important element in successful rehabilitation. 

Considering Koreans' high regard for family, a service provision model that 
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recognises how consumers view themselves in relation to their family will likely 
succeed. This section will provide tips on involving Korean consumers and their 
family members as partners to enhance your service provision. 

� Invite parents into the process from the beginning.  
� Service providers need to be aware of the possible pressures on some Korean 

young adults. Their parents might have high expectations that may not correlate 
with their childrens' abilities or desires. Many Korean young adults, by custom, are 
dependent upon their parents for guidance and may need career counseling both 
individually and with their parents. 

� Diagnostic assessment for children and young adults should also involve parents. 
Some aspects of children's behaviors are considered normal in Korean culture but 
not in western societies.  

� Professionals involved in assessment should not overlook culture in identifying 
certain disability types. In addition, compounding factors such as learning English 
as a second language can hinder accurate diagnosis of a disability.  

� Even parents of children with disabilities want teachers to be strict in discipline 
and to have high expectations for academic performance. Thus, they prefer a lot 
of homework within a rigorous curriculum. Long–range goals for education and 
career are developed at a rather early age. 

Respect healing rituals 
� A person's culture can serve as a barrier or a facilitator during the rehabilitation 

process. Some service providers might view Koreans' spiritual emphasis as a 
barrier to the supposedly expeditious rehabilitation process, but much depends 
upon how individuals balance their inner world with extrinsic factors in their lives.  

� Those who use meditation or prayer to boost their inner strength, in combination 
with scientifically–developed medicines or therapeutic methods, are likely to have 
a better chance of recovery than those who insist on using only one of the two 
methods. 

Make good use of natural supports 
� Western rehabilitation systems value individual responsibility and individualized 

services, while Korean culture tends to emphasise the interdependence of family, 
friends, and community.  

� Involving not only family members but also a circle of friends, especially members 
of their religious organisations, can benefit consumers by offering additional 
support. 

Empower consumers and their parents 
� Once you establish rapport and trust with Korean consumers, you may need to 

explain their rights and responsibilities in the special education and vocational 
rehabilitation system and empower them to be active participants by teaching the 
values of self-determination and assertiveness. 

� Structured approaches with clear directions and expectations might suit most 
first–generation Koreans best. Providing many options and freedom of choice 
might not be widely appreciated as it is in mainstream culture. Even worse, the 
service provider who offers too many options is likely to be considered 
incompetent. Korean consumers may be able to collaborate with you better when 
you give them a clear explanation of the pros and cons of a few options you have 
already screened based upon your expertise and experience in the system. 
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Liu, G.Z. (2001). Chinese culture and disability: Information for U.S . 
service providers.   New York, USA: CIRRIE, University at Buffalo, the  
State University of New York.  Retrieved 20 Septemb er, 2011, from   
http://cirrie.buffalo.edu/culture/monographs/china. php 

Concept of Disability 

� The traditional Chinese term for disability is "canfei," meaning "handicap" and 
"useless," or "canji," meaning "handicap" and "illness." This demonstrates how the 
Chinese used to view disability. The term "canji ren," meaning "handicapped" and 
"sick people," is also common. The term "gong neng zhang ai zhe," meaning 
"individuals with disabilities" is rarely used. 

� In many areas of China disability is viewed as a punishment for the disabled 
person's parental or past–life sins. When encountering health problems, many 
religious people, especially those from rural areas where medical resources are 
not readily available or sufficient will visit temples or Taoist priest houses to pray, 
worship or perform rituals in order to find out the cause of and/or the solutions to 
their diseases or disabilities. 

� Beliefs about the causes of disability may include that an unbalanced diet, eating 
food that should be avoided, or emotional disturbance during pregnancy will 
cause illness or disability of the newborn. For instance, grief or having temper 
tantrums during pregnancy is perceived to possibly cause the mother to lose her 
baby or to produce a baby with disabilities. 

� In general, disability is viewed as something shameful – and a family secret. Lam 
(1992) described shame and guilt as a complicated mix in the family of the 
disabled. Shame towards the outside world is felt by the family (especially the 
head of the family) as well as by the disabled persons themselves.  

� The stigma attached to disability may generate the family's fear of exposure to 
criticism and disgrace. Guilt might be felt by the individual with a disability towards 
his or her family or by the family towards the individual with disability, as well as 
towards ancestors. These feelings often create conflicts and barriers to 
acceptance among family members (Lam, 1992).  

� Eastern systems focus on the cause of illness/disability, that is, why it happened, 
whereas in the West, the focus is usually on the solution to treatment for the 
disease. It is essential, therefore, to educate the Chinese consumer and family 
about the nature and/or cause of the disability as well as about treatment methods 
and available services. 

� Misunderstanding of or lack of knowledge about a specific disability or illness can 
cause a tremendous amount of fear, hostility, alienation and blame.  

� Wang, Chan, Thomas, Lin & Larson (1997) found that Chinese study participants 
were more positive toward people with physical disabilities than toward people 
with developmental disabilities and mental disorders but that Chinese students 
were less positive in their attitudes toward people with physical or mental 
disabilities than their American counterparts.  

� Chinese people are generally more accepting and sympathetic toward an 
acquired injury that causes physical limitations than toward a congenital physical 
or mental disorder.  
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Recommendations to Rehabilitation Service Providers  

Be Aware of Cultural Variables that Affect Clinical  Practice 

� The contrasting concepts of the Western individualistic (i.e., independent) versus 
the Chinese collectivistic (i.e., interdependent) orientations have a strong impact 
on providing rehabilitation services to Chinese–Americans with disabilities.  

� The client– centered approach used by many rehabilitation counselors in the 
United States may create discomfort and confusion for some Chinese consumers 
since this approach lacks the structure that they may expect and are used to.  

� Moreover, Chinese–Americans tend to view counselors as authorities and expect 
them to help or simply solve their problems for them as opposed to offering 
empathy and nurturance through the counseling experience. Since rehabilitation 
counselors may be viewed as authority figures and Chinese culture emphasizes 
controlling one's emotions, it may be very difficult for Chinese consumers to 
initiate conversations (Chan, Lam, Wong, Leung, & Fang, 1988). Chan et al. 
(1988, p. 23) concluded that "these different expectations of counseling and low 
levels of self–disclosure and emotional expressions are often in direct conflict with 
the expectations of individual western therapists." 

� The language barrier is another problem when counseling Chinese-Americans in 
light of the verbal interaction and rapport building function of the counseling 
relationship (Chan, Lam, Wong, Leung, & Fang, 1988). 

� Interpreters can help with this issue but greater success maybe ensured if the 
service provider bears in mind the recommendations listed below. 

Recommendations 

Accessing the Community 
When accessing the community beware of the following: 
   

� There are sub–cultures within the general Chinese culture. That is, there are 
differences between people who originated in Hong Kong versus those who 
originated in mainland China or Taiwan. In addition, the cultural values/beliefs 
can be quite different between first–, second–, third–, and fourth– generation 
Chinese Americans. Questions such as "which part of China did you come 
from?" or "how long have you been in the U.S.?" are important to ask because 
China consists of so many varieties of linguistic, cultural, political, economic, 
health and rehabilitation systems.  

� Use interpreters.  
� Use Chinese media, such as Chinese newspapers, radio stations and TV 

channels when conducting outreach.  
� Collaborate with existing community organisations and service providers.  
� Develop educational materials to be distributed to community 

members/organisations in Chinese languages.  
1. Accessing Family 

� Involve family members in the intake and treatment/rehabilitation process. Keep 
family members well–informed of the process.  

� Provide services to families in ways that do not conflict with their beliefs, 
customs, and cultural values (OMRDD, 1994).  

� Be aware of differences in cultural beliefs, traditions, religions and values.  
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� Work with interpreters and/or translators. These professionals should have both 
bilingual and bi–cultural skills as well as knowledge of rehabilitation vocabulary 
and concepts so that they can provide accurate translation. It is highly 
recommended that service providers meet with the interpreter before meetings 
with consumer/family to keep the interpreter abreast of the purpose and content 
of the meeting, familiarize them with relevant terminology and obtain information 
about acceptable communication (both verbal & nonverbal) that may be 
appropriate for the particular consumer/family.  

� Expand family care programs to include relatives as providers (OMRDD, 1994).  
� Promote respite and recreational programs that are sensitive to cultural needs of 

Chinese communities (OMRDD, 1994).  
 

2. Accessing Individuals 
� Recognise individual differences. Be careful not to make stereotypical 

assumptions about a consumer who is of Chinese heritage.  
� Provide bilingual services. Languages differ among the cultural groups and within 

the cultural groups. It is highly important to acknowledge and respect the 
dialectal differences among Chinese people (OMRDD, 1994).  

� Be aware of interpersonal skills and non–verbal communication cues (OMRDD, 
1994). For instance, when invited into Chinese homes and offered something to 
eat or drink, remember that it is considered impolite to say no.  

� Promote consumer participation in choice of services.  
 

Pinto, P.E. & Sahu, N. (2001). Working with Persons with Disabilities: 
An Indian Perspective.  New York: University at Buffalo, Center for 
International Rehabilitation Research Information a nd Exchange 
(CIRRIE).  
 

Ways in Which a Service Provider Can Become More Fa miliar With 
This Culture 
� The information provided here is for background only. Although some general 

principles may apply, broad statements about Indians are virtually impossible 
because of the diversity within the country itself. You may find a client who comes 
from a very progressive and educated family, to whom many of the suggestions 
made below may not apply. Or you may find just the opposite.  

� In general, Indian people are open to inquiries about themselves, their culture, habits 
and customs.  

� Indians are very hospitable by nature, so do not be surprised by invitations to eat 
with the family or to come to their house, particularly when progress is made or some 
good thing has happened.  

� Places of worship, such as temples and gurudwaras are open to the public and may 
provide some valuable insight into the role of religion in Indian culture. 

 

The Concept of Disability within the Culture 
� Many families are reluctant to report disability, particularly in view of the prevailing 

negative attitudes toward people with disability in most communities. In India, people 
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with disabilities constitute a highly marginalised group. Exposure to people with 
disabilities in India is a common occurrence; but the contact is of a very different 
nature than that in Western society.  

� Walking the street in India exposes one to people with leprosy, amputations or visual 
impairments who often use their impairments to solicit money. This type of contact 
may cause the person with a disability to be viewed as a person to be pitied, 
shunned or supported by charity. Negative attitudes result from this type of contact in 
which people with disabilities are viewed as inferior.  

� This may be due to the religious beliefs that may attribute the cause of disabilities as 
punishment for past deeds. Thus, disabilities are hidden from the public whenever 
possible. 

� Also, in cities environmental barriers are so severe (few sidewalks, pedestrian traffic 
signals, curb cuts, or ramps) that most people with disabilities are simply not able to 
go out in public (Paterson, Boyce & Jamieson, 1999). 

 

Views on Acquired Versus Lifelong Disabilities 
� Although families go through the natural process of shock and grief when a child is 

born with a disability, in Indian culture, it is accepted as one's fate or destiny. The 
belief in karma, or payment for past deeds, underlies the accepting spirit.  

� Because rehabilitation services are not easily available to the majority of the 
population in India, little help is sought for children with lifelong disabilities. 

� Indians also see their children as investments for the future. So, when a child is born 
with a disability, they do not see that child as a source of support or income in the 
future. Hence, they would rather spend their income on the healthy children, 
especially the male children. 

� When a person acquires a disability, people are more sympathetic since they think of 
the person's level of function prior to the illness or injury. If there is hope that the 
person will be fully functional again, efforts are made to provide services.  

 

The Concept of Independence within the Culture 
� Disabilities are not only problems for the person with the disability but, in a real 

sense, are family disabilities. The family copes with the demands and special needs 
of the person by providing daily care, rearranging schedules and ensuring 
compliance with treatment. The stress is shared by the whole family, especially the 
women in the household. Significant disruption of family routine, leisure and 
interaction can be expected (Singhi, Goyal, Pershad, Singhi & Walia, 1990). 

� However, it is not uncommon for the male members of the family to leave the care of 
the person with the disability to the women in the house. Hence, the mother, wife, 
sister or daughter of the person with the disability takes over the daily care.  

� Empowerment of the individual, as seen in the Western context, is perceived as 
being selfish and undesirable. Being altruistic for the sake of the family and for the 
larger society has a higher value. The term "empowerment" can at best be 
interpreted only as a right to access provisions and services on an equal footing as 
others. 

Recommendations to Rehabilitation Service Providers  
� When addressing the client, it is safest to start with a formal introduction as well as 

an inquiry as to how they would like to be addressed. Indians generally do not use 
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first names, except amongst peers. As the relationship progresses, the provider can 
determine if the formality can be relaxed.  

� Embracing or unnecessary physical contact will only serve to make an Indian client 
uncomfortable. 

� Verbal exchanges with the client and the family should be direct and simple because 
the patient or family will seldom ask questions. Offer opportunities to ask questions, 
but do not push it. 

� Ambiguous suggestions or too many options should be avoided because there is a 
strong preference for a concrete solution. The provider's opinion will be given high 
regard and is preferred. 

� When explaining the treatment plan, the risks should be discussed with many 
positive reassurances. 

� For clients who need hospitalization, family members must be consulted. They 
sometimes play a bigger role in determining the progression of the treatment 
program than the client. 

� Refusal to eat a Western diet in a hospital setting may not necessarily be non-
compliance or evidence of depression, but may reflect a genuine preference for their 
own foods. 

 

Wang, P.,  Michaels, C.A. & Day, M.S. (2011).  Stre sses and Coping 
Strategies of Chinese Families with Children with A utism and Other 
Developmental Disabilities. Journal of  Autism Dev Disord, 41,  783–
795 
 

� Data from 368 families of children with autism and other developmental 
disabilities in the People's Republic of China were gathered to understand the 
stresses that families experience and the coping strategies they employ.  

� Chinese families of children with developmental disabilities perceived high levels 
of stress related to pessimism, child characteristics, and parent and family 
problems.  

� Regarding coping strategies, acceptance, active coping, positive reinterpretation 
and growth, suppression of competing activities, and planning were the most 
frequently employed coping strategies.  

� Parents of children with autism experienced more stress and used planning as a 
coping strategy to a greater degree than parents of children with other 
developmental disabilities.  

� Parent training programs may be one strategy for managing stress levels in 
Chinese families of children with developmental disabilities, especially autism. 
Potential topics that might be addressed in these training programs  could include 
understanding the specifics of various disabilities, typical and atypical growth and 
development, strategies and techniques for teaching specific skills, managing 
challenging behaviors, and utilizing available funding and support mechanisms. 

� These training programs could also serve an important support function for 
families. Having opportunities to meet other families with children with autism and 
other developmental disabilities, if properly facilitated and supported, might 
promote sharing and networking and the developing of more outcome-oriented 
coping strategies.  
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� Training programs are consistent with Chinese social policy and the use of 
Acceptance and Commitment Training (ACT)  could fit within this framework. 
However policy attention to training family therapists who are aware of specific 
family therapy models would be of benefit as attention to cultural values and 
beliefs would not be adjusted to fit the various models, but the models could be 
applied within cultural context.  

� Ideally these family training and support groups would  
o (a) actively engage in advocacy work with other families to break down 

some of the barriers facing families of children with autism and other 
developmental disabilities in China, and  

o (b) create safe venues for other families to network and share 
experiences with each other and seek common solutions. 

� Future studies should establish effective strategies for facilitating and supporting 
family therapy and family support groups in the People’s Republic of China so that 
families of children with developmental disabilities, especially autism, are 
empowered to advocate for more inclusive 

 
 

4.3 Cultural Perspectives on Cross-Gender Interacti ons 

 Hasnain, R., Cohon Shaikh, L. & Shanawani, H. (200 8). Disability and 
the Muslim Perspective: An Introduction for Rehabil itation and Health 
Care Providers. Center for International Rehabilitation Research 
Information and Exchange .  

 
� Muslims may have views concerning proper interactions between genders that 

are different from those held by Western society. Their views, however, generally 
are not difficult to understand and accommodate.  

� Many would accept an opposite-sex provider but likely would be more 
comfortable and open with a same-sex provider. These desires should be 
accommodated where possible because doing so is likely to improve the quality 
of the interaction, the client’s and their family’s satisfaction and comfort and 
compliance with recommended treatment. 

� When caring for any patient of the opposite-sex, Muslim or not, providers must 
be careful to follow the patient’s lead in the interaction and should tend toward a 
manner that is more professional and less familiar. Providers also should 
recognise that practices such as shaking hands have varying acceptance among 
Muslims. 

� Providers should consider investing in relatively modest hospital garments for all 
patients, and they should help and encourage patients to find ways to 
supplement the garments with their own clothing in a way that will not impede 
treatment.  

� Patients will appreciate this respect for their preferences, and this appreciation 
will facilitate better interaction. 
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5. Implications for Research and Practice 
 
 
Summary  
 
� An essential element of cultural competence is the capacity of an organisation to involve 

patients, families, and their communities systematically in designing, implementing, and 
evaluating services and supports. Goode et al. (2006) in a review of the evidence base 
for cultural and linguistic competency found that none of the methodological approaches 
used participatory action research models, and that patient, community, or key 
stakeholders were involved only as subjects. 

� Hasnain et al. (2008) recommend using an assets-based approach with an emphasis on 
case studies of individuals and families that have succeeded as a result of innovative 
culture brokering interventions.  

� Carlson & van Kooten Prasad (2001). While many of the issues and strategies identified 
in this study are similar to those identified in the literature, there appear to be benefits 
from gathering local data because: 

 
1. Specific strategies were identified that could be implemented by an individual within 

an organisation, without needing to wait for large scale organisational change (e.g. 
organising joint individual/family support work and using ethnic community venues 
for services).  

2. Local differences and emphases can be identified (such as the need to develop 
inter-sectoral links).  

3. Information about needs and issues may be more likely to be “owned” by local 
organisations and more likely to provide an impetus for change, than more remotely 
gathered information.  

 
� Similar action research processes, requiring modest resources, could be undertaken in 

other locations.  
� Fitch (1991) suggested that, “the impetus from one relatively small pilot study can 

ultimately influence wider programme planning and delivery”.  
� Davis (2000) promoted direct links between research and service development or 

change in the disability and health sectors.  
� To further complete the action research cycle it would be appropriate to evaluate any 

new services or changes to service delivery that occur in relation to the above impetus. 
 
 

 
 
There are several reasons why a disability service may wish to evaluate the quality of 
services provided to clients and families from CALD backgrounds. Services may want to 
validate their understandings of the needs of the ethnic communities that they serve; 
they may want to ensure that there is equitable access, appropriate intervention and 
care; and effective communication between providers and clients and their families. 
Services may seek feedback from families on ways in which service provision could be 
improved.   
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Andrulis, D. Delbanco, T.  Avakian, A. & Shaw-Taylo r, Y (2007). 
Conducting a cultural competence self–assessment. Brooklyn, New 
York: Downstate Medical Centre  

The Cultural Competence Self Assessment Protocol for Health Care Organisations and 
Systems, developed by Andrulis et al. (2007) is an approach to assessing organisational 
cultural competence. The protocol builds upon the Georgetown University, Child 
Development Center's Continuum of Cultural Competency.  The protocol which can be 
used as an audit tool allows organisations to score responses and then place 
themselves on a five point spectrum of cultural competence, ranging from inaction to a 
fully realized "learning" organisation.  

The protocol can serve as a department- or clinic-specific assessment instrument. While 
the protocol is intended to be administered as a self-assessment, it is possible to use it 
in conjunction with an external organisation. In addition, the protocol’s format requires 
actively engaging a broad spectrum of health care staff and encourages the use of focus 
groups with patients. In all, the protocol can provide a health care organisation an 
opportunity to assess what it does well in providing care to diverse populations, where 
there are gaps and how it can create an agenda for improving its services.  

Carlson G. & van Kooten Prasad, M. (2001). Services  for people with 
intellectual disability of culturally and linguisti cally diverse 
backgrounds. International Journal of Practical Approaches to 
Disability, 2001, 25, (1). 
 
While many of the issues and strategies identified in this study are similar to those 
identified in the literature, there appears to be benefits from gathering local data 
because: 
 

1. Specific strategies were identified that could be implemented by an individual 
within an organisation, without needing to wait for large scale organisational 
change (e.g. organising joint individual/family support work and using ethnic 
community venues for services).  

2. Local differences and emphases can be identified (such as the need to develop 
inter-sectoral links).  

3. Information about needs and issues may be more likely to be “owned” by local 
organisations and more likely to provide an impetus for change, than more 
remotely gathered information.  

 
 
Similar action research processes, requiring modest resources, could be undertaken in 
other locations. Fitch (1991) suggested that, “the impetus from one relatively small pilot 
study can ultimately influence wider programme planning and delivery”. Similarly, Davis 
(2000) promoted direct links between research and service development or change in 
the disability and health sectors. To further complete the action research cycle it would 
be appropriate to evaluate any new services or changes to service delivery that occur in 
relation to the above impetus. 
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The consistent local acceptance of the findings of the project suggests that this process 
is appropriate despite the small number of participants involved. However, the following 
recommendations are made: 
 

1. It would be preferable to involve a larger number of family carers as participants.  
2. When services to people with a broader range of disabilities were being 

considered, then the involvement of people with disabilities themselves would be 
vital (and that this is occurring during the establishment of the advocacy and 
resource service).  

3. More emphasis on the development of a concrete action plan at the forum stage 
of the process would possibly facilitate the impetus for service based changes. 

 
As well as addressing disability services, there is a need to consider community 
development initiatives. Issues experienced by people with intellectual disability of 
diverse cultural and linguistic backgrounds and their families cannot be addressed by 
services alone. Partnerships and links may be fostered outside of services. Advocacy is 
identified by Fitch et al. (1992) as crucial to the development of culturally appropriate 
services. Links between local advocacy organisations and ethnic organisations may 
need to be further developed 
 

Goode, T. (1999/2003). Getting started…Planning, im plementing and 
evaluating culturally and linguistically competent service delivery 
systems for children with special health care needs  and their 
families. Washington, DC: National Center for Cultu ral Competence, 
Georgetown University Center for Child and Human De velopment.   
 
Implications for Policy Makers and Administrators 
 
The following checklist was developed by the US National Center for Cultural 
Competence (NCCC). It is designed to assist organisations and systems of care to 
develop policies, structures and practices that support cultural and linguistic 
competence. The checklist focuses on systems of care and organisations concerned 
with the delivery of services and supports to children with special health care needs and 
their families 
 

� Create a structure.  
– Convene a work group within your organization with the sole purpose of 

addressing cultural and linguistic competency.  
– This group can serve as the primary body to plan, implement and provide 

oversight to the organisation’s cultural competence efforts. 
� Clarify values and philosophy.  

– Ensure that the organization has values, principles and/or mission that 
incorporate culture as an integral aspect of all of its endeavors.  

– The inclusion of families, youth and community constituency groups can 
enrich this process. 

� Develop a logic model for cultural and linguistic c ompetence.  
– Reach consensus on a definition or framework for cultural competence 

and linguistic competence within the context of your organization and the 
communities it serves.  
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– Engage key stakeholders in this process. The work group may assume 
leadership or facilitate this effort. 

� Keep abreast of community demographics.  
– Determine the ethnically, culturally and linguistically diverse populations 

served by your programme, and those that live in the geographic area. 
– Determine and address any disparity in access and utilisation of services. 

Be cognisant of the sub-cultures and within group differences among 
these populations. 

� Assess consumer satisfaction.  
– Use multifaceted approaches to assess the degree to which youth and 

families are satisfied with services they receive. Include probes that elicit 
the extent to which consumers feel their belief systems and cultural 
practices are respected and integrated in the health care they receive.  

– Telephone interviews, written surveys and focus groups are commonly 
used processes.  

– Key informants or cultural brokers can provide guidance on approaches 
to best assess consumer satisfaction that are consistent with the cultural 
norms of youth, families and communities. 

� Create structures for family and youth involvement.   
– Consumers should be integrally involved in the design and 

implementation of services they receive.  
– Establish governance boards, advisory committees, task forces and work 

groups to facilitate the meaningful involvement of families and youth in all 
aspects of your organisation.  

� Conduct a self-assessment.  
– Assessing attitudes, policies, structures and practices is a necessary, 

effective and systematic way to plan for and incorporate cultural and 
linguistic competence in organisations.  

– Determine which instruments best match the needs and interests of your 
organisation. 

– Use self-assessment results to develop an organisational plan for 
achieving and/or enhancing cultural and linguistic competence.  

� Determine staff development needs/interests.  
– Conduct periodic assessments of organisational personnel to determine 

what they perceive as their training or professional development needs 
and interests related to cultural and linguistic competence.  

– The assessment should query personnel on the preferred methods, 
approaches and formats for increasing awareness and acquiring new 
skills and areas of knowledge.  

– Ensure that resources are budgeted to support these efforts. 
� Engage communities.  

– Develop partnerships that acknowledge strengths and build upon the 
resiliency and many networks of support within diverse communities.  

– Communities have the inherent ability to recognise their own problems, 
including the health of their members, and intervene appropriately on their 
own behalf (Goode, 2002).  

– Expand collaborative relationships to include natural helpers, community 
informants, cultural brokers, faith-based organisations, ethnic-specific and 
advocacy organisations  

� Adopt “lessons learned”.  
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– Network within and dialogue with other organisations or systems of care 
that focus on children special health care needs and their families that 
have begun the journey of achieving cultural and linguistic competency. 
Consider the following:  
(1) reviewing their policies and practices,  
(2) adapting those that are consistent with your philosophy of care, and  
(3) negotiating opportunities for mentoring, training, consultation and 
technical assistance. Access resources from public and private sector 
centers and programmes that have expertise in cultural and linguistic 
competence (e.g., integrated therapies, traditional practices, in-home 
services, culturally defined approaches for health education and literacy, 
advocacy and community 

– Gather and categorize resource materials to expand your organisation’s 
library/resource center. 

� Create a refuge for sharing and learning.  
– Provide safe, non-judgmental forums for personnel to honestly explore 

cultural considerations—their own and those of the children, youth, 
families and communities they serve. Including youth, families and 
community partners can inform and enhance these experiences. 

Goode, T., Jones, W. & Mason, J. (2002). A guide to planning and 
implementing cultural competence organisation self- assessment.  
Washington, D.C.: National Center for Cultural Comp etence, 
Georgetown University Child Development Center 
 

Essential Elements in Achieving Cultural Competence  
The US National Center for Cultural Competence (NCCC) utilises a conceptual 
framework and model for achieving cultural competence adapted from the work of Cross 
et al. (1989). Cultural competence requires that organisations and their personnel have 
the capacity to:  
 

1. value diversity,  
2. conduct self-assessment,  
3. manage the dynamics of difference,  
4. acquire and institutionalise cultural knowledge, and  
5. adapt to the diversity and cultural contexts of the individuals and communities 

served.  
 

Consistent with this framework, a major focus of the NCCC is the provision of technical 
assistance to conduct self-assessment within health care and human service agencies. 
The focus includes the development of assessment instruments and processes for both 
organisations and individuals. 
 

The Benefits of Self-Assessment 
The NCCC supports the concept that cultural competence is a developmental process 
and evolves over an extended period. Both organisations and individuals are at various 
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levels of awareness, knowledge and skill acquisition along the cultural competence 
continuum. The capacity to engage in self-assessment helps organisations to: 
 

� gauge the degree to which they are effectively addressing the needs and 
preferences of culturally and linguistically diverse groups; 

� establish partnerships that will meaningfully involve families/consumers and 
key community stakeholders; 

� improve family/consumer access to and utilisation of services and enabling 
supports; 

� increase family/consumer satisfaction with the services received; 
� strategically plan for the systematic incorporation of culturally and 

linguistically competent policies, structures and practices; 
� allocate personnel and fiscal resources to enhance the delivery of services 

and enable supports that are culturally and linguistically competent; and 
� determine individual and collective strengths and areas for growth. 
 

There are numerous benefits to self-assessment.  
� Such processes can lead to the development of a strategic organisational plan 

with clearly defined short-term and long-term goals, measurable objectives, 
identified fiscal and personnel resources, and enhanced consumer and 
community partnerships.  

� Self-assessment can also provide a vehicle to measure outcomes for personnel, 
organisations, population groups and the community at large.  

� The NCCC views self-assessment as an ongoing process, not a one-time 
occurrence. It offers organisations and their personnel the opportunity to assess 
individual and collective progress over time. 

Goode, T.D., Dunne, M. C. & Bronheim, S.M. (2006). The evidence 
base for cultural and linguistic competency in heal th care. The 
Commonwealth Fund.  
 
� Future directions for research include:  

� use of validated and shared definitions of cultural and linguistic competence;  

� refined population definitions to include cultural variables other than ethnicity 
or language;  

� use of designs that test the specific effects of cultural and linguistic 
competence;  

� implementation of longitudinal and large sample studies to investigate 
ultimate health outcomes;  

� and use of methods and measures that examine the relationship among 
organisational policies, structures and practices, quality and effectiveness of 
care, and health outcomes and well-being. 
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Hasnain, R., Cohon Shaikh, L. & Shanawani, H. (2008 ). Disability and 
the Muslim Perspective: An Introduction for Rehabil itation and Health 
Care Providers. Center for International Rehabilita tion Research 
Information and Exchange 

 
� Historically, research on ethnic minority groups has focused on a deficit 

perspective in which European American standards are used to determine 
success.  

� If non-mainstream populations such as Muslims vary from these standards, they 
may be seen as unsuccessful or deficient. As a result, using non-minority 
counterparts as a standard, researchers traditionally have evaluated minority 
individuals with disabilities without considering the many ways in which their lives 
and worldviews may differ, given their different cultural, sociopolitical, financial, 
and religious contexts  

� Moreover, it is critical that any research in the field consider individual and group 
beliefs, values, language system, traditions, customs, and worldviews.  

� For interventions to be effective, health care providers must not only understand 
various issues that originate from within the Muslim communities, but also look at 
the variables that are part of mainstream health and disability systems, and how 
those variables colour various views and assumptions.  

� Hasnain et al. (2008) recommend using an assets-based approach with an 
emphasis on case studies of individuals and families that have succeeded as a 
result of innovative culture brokering interventions.  

 

Research recommendations 
� Build and establish trust and practice respect with the Muslim community and 

research study participants. 
� Develop culturally validated health and rehabilitation services to address current 

health disparities among Muslims. 
� Increase outcome-based research in Muslim ethnic communities to identify and 

address needs that remain unmet as a result of the lack of outreach and 
understanding from disability and health systems. 

� Conduct forums and focus groups to identify the authentic needs of Muslims with 
disabilities and their families and to incorporate those findings into future 
interventions. 

� Develop data collection instruments and surveys that reflect cultural values and 
differences rather than using mainstream standards and norms to make 
comparisons. 

 

Telfair, J., Bronheim, S.M.  & Harrison, S. (2009).  Implementation of 
culturally and linguistically competent policies by  state title v 
children with special health care needs (CSHN) prog rammes. Matern 
Child Health J, 13 (5), 677-86 
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Objective 
� This descriptive study was intended to identify actual actions, steps and processes of 

Children with Special Health Care Needs (CSHCN) programmes to develop, 
implement, sustain and assess culturally and linguistically competent policies, 
structures and practices.  

Methods  
� An online 52-item mixed format survey of Maternal and Child Health (MCH) CSHCN 

directors was conducted. Standard quantitative and qualitative analyses of the data 
were conducted to address key questions linked to the study's overall objective.  

Results 
� Findings indicated that almost all respondents are implementing some actions to 

provide culturally and linguistically competent services including: 
– adapting service practices 
– addressing workforce diversity 
– providing language access 
– engaging communities  
– including requirements in contracts.  

� These individual actions were less often supported by processes such as self-
assessment and creating an ongoing structure to systematically address cultural and 
linguistic competence. Programmes are challenged to implement cultural and 
linguistic competence by state agency organization and budget restrictions.  

Conclusions 
� The results of the study indicate a continued need for support within state MCH 

CSHCN programmes in order to maintain or enhance the systematic incorporation of 
culturally and linguistically competent efforts. 
 

 

Stienstra, D. (2002). The Intersection of DISABILITY and 
Race/Ethnicity/Official Language/Religion. Prepared for the 
“Intersections of Diversity” Seminar March 8, 2002.  Canada: 
Canadian Centre on Disability Studies, University o f Winnipeg 
  

� Research should pay less attention to how to provide better ‘culturally 
competent’ services, and more to what causes the inequities that result in the 
need for differing services for culturally and linguistically diverse families. Better 
ethnicity data on users of disability services  are needed  

 
� Research needs to use methods that allow ethnic community voices to be heard 

authentically, and develop research in partnership with communities in ways that 
will benefit them.  

 
� Much more research is needed to develop understandings of the different 

perspectives on disability and the inequalities faced by refugee and migrant 
groups.  
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� More research is needed on how disability support including respite and home 

care programmes could attract workers from culturally diverse backgrounds and 
the implications of this for disabled people from culturally diverse backgrounds.  

 

Lewin Group (2002). Indicators of Cultural Competen ce in Health Care 
Delivery Organisations: An Organisational Cultural Competence 
Assessment Profile. USA: The Health Resources and S ervices 
Administration, U.S. Department of Health and Human  Services.  

 

 “How do we know cultural competence when we see it ?”  
 
This project aimed to contribute to the methodology and state-of-the-art of cultural 
competence assessment. The product – An Organisational Cultural Competence 
Assessment Profile serves as a future building block that advances the 
conceptualization and practical understanding of how to assess cultural competence at 
the organisational level. 
 

Knowing Cultural Competence when we see it: Compone nts of the 
Profile  
 
The Assessment Profile has three major components:  

1. domains of cultural competence;  
2. focus areas within domains; and  
3. indicators relating to focus areas, by type of indicator. 
 

A: Domains and Focus Areas: Where to Look for Evide nce of Cultural 
Competence 

 
The Profile’s seven domains are described below. 

1. Organisational values: An organisation’s perspective and attitudes with respect to 
the worth and importance of cultural competence and its commitment to provide 
culturally competent care. 

2. Governance: The goal-setting, policy-making, and other oversight vehicles an 
organisation uses to help ensure the delivery of culturally competent care. 

3. Planning and monitoring/Evaluation: The mechanisms and processes used for: 
a) long and short-term policy, programmatic, and operational cultural 
competence planning that is informed by external and internal consumers; and  
b) the systems and activities needed to proactively track and assess an 
organisation’s level of cultural competence. 
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4. Communication: The exchange of information between the 
organisation/providers and the clients/population, and internally among staff, in 
ways that promote cultural competence. 

5. Staff development: An organisation’s efforts to ensure staff and other service 
providers have the requisite attitudes, knowledge and skills for delivering 
culturally competent services. 

6. Organisational infrastructure: The organisational resources required to deliver or 
facilitate delivery of culturally competent services. 

7. Services/Interventions: An organisation’s delivery or facilitation of clinical, public 
health, and health related services in a culturally competent manner. 

 

B. Indicators by Type: Specific Evidence to be Used  in Assessing 
Cultural Competence 
 
Indicators in the Profile were classified into four types:  

1. structure indicators,  
2. process indicators,  
3. output indicators, and  
4. intermediate outcome indicators. 
 

Structure indicators are used to assess an organisation’s capability to support cultural 
competence through adequate and appropriate settings, instrumentalities, and 
infrastructure, including staffing, facilities and equipment, financial resources, information 
systems, governance and administrative structures, and other features related to the 
organisational context in which services are provided. 
 
Process indicators are used to assess the content and quality of activities, procedures, 
methods, and interventions in the practice of culturally competent care and in support of 
such care. 
 
Output indicators are used to assess immediate results of culturally competent policies, 
procedures, and services that can lead to achieving positive outcomes. 
 
Intermediate outcome indicators are used to assess the contribution of cultural 
competence to the achievement of intermediate objectives relating to the provision of 
care, the response to care, and the results of care. 
 

A. Key Observations 

 
Assessment is not an isolated event 
� The assessment of cultural competence should not be considered an isolated event, 

but rather a continuous process that is emphasised and integrated in an 
organisation’s overall assessment activities.  

� Cultural competence assessment, like other significant management activities, 
should be clearly identifiable and targeted to garner the leadership and resources 
required, while being an integral part of an organisation’s regular performance and 
quality assessment activities. 
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Importance of assessing institutionalisation 
� It is important to assess the “institutionalisation” of cultural competence in an 

organisation, i.e., the extent to which cultural competence is an integral part of the 
organisation’s service, management and business functions.  

 
Validation of the components of the profile 
� The perspectives and activities of the health care sites visited for this project give 

credence to the Profile’s seven evidence-based domains as appropriate performance 
areas for assessing cultural competence.  

� The sites emphasised the importance of assessing the domain of Organisational 
Values as the necessary precursor to culturally competent performance. In particular, 
dedicated leadership for championing and implementing cultural competence and 
cultural competence-related data collection and analysis were noted as two critical 
indicators of an organisation’s commitment to cultural competence. 
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