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Abstract

Introduction: An equitable multicultural society requires General Practitioners (GPs) to be proficient in providing
health care to patients from diverse backgrounds. This requires a certain set of attitudes, knowledge and skills
known as cultural competence. While training in cultural competence is an important part of the Australian GP
Registrar training curriculum, it is unclear who provides this training apart from in Aboriginal and Torres Strait
Islander training posts. The majority of Australian GP Registrar training takes place in a workplace setting facilitated
by the GP Supervisor. In view of the central role of GP Supervisors, their views on culturally competent practice, and
their role in its development in Registrars, are important to ascertain.

Methods: We conducted 14 semi-structured interviews with GP Supervisors. These were audiotaped, transcribed
verbatim and thematically analyzed using an iterative approach.

Results: The Supervisors interviewed frequently viewed cultural competence as adequately covered by using
patient-centered approaches. The Supervisor role in promoting cultural competence of Registrars was affirmed,
though training was noted to occur opportunistically and focused largely on patient-centered care rather than
health disparities.

Conclusion: Formal training for both Registrars and Supervisors may be beneficial not only to develop a deeper
understanding of cultural competence and its relevance to practice but also to promote more consistency in
training from Supervisors in the area, particularly with respect to self-reflection, non-conscious bias and utilizing
appropriate cultural knowledge without stereotyping and assumption-making.
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Introduction
In a multicultural society such as Australia, our health
care system and health care practitioners must recognize
and respect the needs of an increasingly diverse popula-
tion. Cultural competence can increase equity of access
and address social injustices through promoting recogni-
tion and acceptance of the impact of cultural differences,
racism and discrimination on health and health care [1, 2].
The community context of General Practice (GP) means
it is important that GP Registrars develop cultural compe-
tency during their training.
Cultural competence is defined as “a set of consistent

behaviours, attitudes and policies that enable a system,
agency or individual to work within a cross-cultural

context or situation effectively” [3]. It encompasses more
than an awareness of cultural differences in that the focus
is on capacity to improve health and wellbeing through
the integration of culture into the health service delivery
[3]. Attributes of cultural competency include valuing di-
versity; having capacity for self-reflection and assessment,
consciousness of the dynamics of cross-cultural interac-
tions; and integration of cultural knowledge into clinical
practice [3].
Studies exploring cultural competency curricula in

both medical school and post-graduate settings have
shown there is a large component of informal learning
[4–6]. In many cases, there is a lack of training and stu-
dents without the time and guidance to learn best prac-
tice skills develop coping and pragmatic skills instead
[4], or become frustrated with the inadequate standard
of health care they felt they are providing [7]. The
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influence that institutional culture and structure play in
learning, (‘the hidden curriculum’), has been noted to
affect outcomes of training with respect to cultural com-
petency [5, 8]. Thus the views, skills and motivation of
medical trainers to facilitate cross-cultural learning need
to be understood.
In Australia, vocational general practice training is de-

livered through Regional Training Providers (RTPs), who
provide mentorship and workshop based training to GP
Registrars enrolled in the GP training program [9]. At
least 2 years of their training is undertaken in the com-
munity, in GP placements of 6–12 months, supervised
by experienced GP Supervisors.
Registrar learning about cultural competency remains

unclear despite this being a core curriculum component
[10–12] and a key expectation of the community. Cur-
rently the only mandated and minimum formal cultural
training is in Aboriginal health, where GP Registrars are
required to participate in cultural training [13].
Previous research has suggested that GP Supervisors

may not consider cultural competency or addressing
barriers to health care to be teaching priorities when
training GP Registrars who are consulting specifically
with Aboriginal and Torres Strait Islander people [14].
Since the majority of GP Registrar training is facilitated by
the GP Supervisor, greater clarification of the Supervisor’s
role in developing generic cultural competence skills
of Registrars is needed [15]. In this study we aim to
explore GP Supervisor views and report on our find-
ings regarding their understanding of culturally com-
petent practice and their role in developing Registrar
cultural competence.

Methods
Setting
WentWest RTP provides GP Registrar training in the
greater Western Sydney region [16]. This culturally di-
verse region has a population of approximately 750,000
people whose primary health care is provided by 293 Gen-
eral Practices [17]. In some parts of Western Sydney, up
to half the residents were born overseas and up to 16 %
of people have poor English proficiency [17]. Western
Sydney also has the largest urban Aboriginal population
in Australia, in some areas comprising around 4 % of
the population [17].

Participants
All WentWest Supervisors (120 in total) were invited to
participate through email, and face to face at a routine
Supervisor training workshop. Additionally, in a snow-
balling approach [18], six Supervisors were purposively
approached to optimize the breadth of data collected.
Sixteen Supervisors expressed interest in participating
and all but one could then be contacted for interviews.

One Supervisor expressing interest later declined partici-
pation due to other time commitments. Individual inter-
views were chosen as the best method for obtaining an
in-depth understanding of the participants perspective
[19]. Semi-structured interviews, via phone or in person,
were audiotaped and transcribed after informed written
participant consent was given. During the interviews par-
ticipants were asked about their views and experiences
with respect to culturally competent practice, their per-
ception of its relevance to General Practice and registrar
training, cross-cultural training in General Practice and
their role in providing cross-cultural training to registrars.
Questions regarding Supervisor demographics and per-
ceived diversity of practice were also asked (See Table 1).
All identifying information was removed from the tran-
scripts and replaced with a code known only to the princi-
pal researcher who conducted the interviews. In this way,
confidentiality of all participants was preserved through-
out the analysis. All participants were offered a review of
the transcript for checking, but this was declined in all
cases. Participants were given honorarium payments of
$100 for their time.

Analysis
Interview transcripts were analyzed thematically, with
data managed using QSR International’s NVivo 10 soft-
ware. Initial line-by-line coding was undertaken (KW),
and focused codes were then explored in the rest of the

Table 1 Demographics of Supervisor participants

Percentage (number)

Gender

Male 50 % (7/14)

Female 50 (7/14)

Years of supervision experience

<5 years 36 % (5/14)

5–10 years 36 % (5/14)

>10 years 28 % (4/14)

Place of vocational training

Australia 64 % (9/14)

Overseas 36 % (5/14)

Languages spoken other than English

None 36 % (5/14)

1 36 % (5/14)

2 or more 28 % (4/14)

Percentage of patients from a culturally diverse
background as perceived by Supervisor

<5 14 % (2/14)

5–25 % 36 % (5/14)

25–50 % 43 % (6/14)
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data. Case-based, reflexive and conceptual memos were
noted throughout and an audit trail was kept to enable
confirmation [20]. A second investigator (PA) did the-
matic analysis independently and the resulting themes
were discussed and compared in an iterative approach.
Rival explanations were sought and negative case ana-
lysis improved credibility [20]. Focused themes reached
saturation in the interview data.
The experience of the investigators as Registrar and

GP Supervisor enhanced their understanding during the
interviews as both had experience in learning and teach-
ing and the current GP training process. The effect these
roles may have had on data collection and interpretation
of final results was also carefully reflected upon [18].
Throughout the data collection, several cultural mentor-
ing sessions were held with an experienced Aboriginal
cultural mentor [21]. This assisted to gain a deeper under-
standing of the developing concepts and themes through-
out the analysis and provided peer debriefing from
another perspective [20].
Ethics approval was provided by the University of

Western Sydney Human Research Ethics Committee and
the Aboriginal Health and Medical Research Council of
NSW Ethics Committee. This study adheres to the RATS
guidelines for reporting qualitative studies.

Results
Fourteen GP Supervisors participated in the study. Their
demographics are reported in Table 1. More than a third
had undertaken GP training outside Australia and spoke
at least one language other than English. Interviews
ranged from 45 to 80 min duration with an average dur-
ation of 60 min. All Supervisor participants reported pa-
tient populations with less than 10 % Aboriginal and
Torres Strait Islander patients. Half of the Supervisors
reported more than 25 % of their patients were from
culturally diverse backgrounds.
The resultant themes are presented in two broad sec-

tions; the views of GP Supervisors on culturally compe-
tent practice, and perceptions of their role in developing
cultural competence in Registrars.

Views on culturally competent practice
Understanding and practice
Most Supervisors were not familiar with the term ‘cul-
tural competence‘ , except for three who had broader
roles in medical education. Supervisors described culture
as a complex and dynamic entity that had an inescapable
impact on health and health care as it shaped health
beliefs and expectations. However, their views on how
culture impacted on health care and the approach they
took to their practice and teaching varied. Two different
approaches were evident. While the approaches were
not considered to be mutually exclusive, Supervisors

appeared to fit with one or other approach in their day-
to-day practice and perceptions about the relevance and
importance of cultural competence in their practice. In
the first approach Supervisors relied on interpersonal in-
teractions within the consultation, exploring and respond-
ing to patients’ expressed needs, rather than adjusting
their practice according to prior knowledge of their pa-
tients’ cultural background. Supervisors using the second
approach incorporated prior knowledge of the patient’s
cultural background and altered their approach accord-
ingly. Both approaches required flexibility, non-judgmental
attitudes and motivation on the part of the GP.

Exploring culture through interpersonal doctor-patient
interactions
The majority of Supervisors (9 out of 14) perceived cul-
ture as just one of many important factors that impact
on the consultation and therefore the patient’s health
care, and did not believe it was necessary to have sub-
stantial background knowledge of each patient’s culture.
They preferred to explore and respond to the individual’s
expressed needs in the consultation, believing that treat-
ing a patient based on prior knowledge of cultural differ-
ences amounted to stereotyping and risked making
assumptions.
GP1-Well, you can’t take the culture out of the indi-

vidual. It’s part of the individual. So if you get the indi-
vidual stuff right, culture is encompassed in that. The
trouble with starting to isolate cultures, as we do with
Aboriginal and Torres Strait Islanders, is that you can
make it something bigger than it should be. It’s, oh my
gosh, this patient’s an Aboriginal and I’ve got to start
treating them differently. And you forget to treat them
as an individual and with respect and the way that you
might the next patient.
Historical and societal factors such as colonization, op-

pression and war specific to different cultural groups
were seen as of secondary importance to the individual
experience.
GP1-A person who’s been in a concentration camp, a

refugee camp, whose been brought up a white Anglo-
Saxon Australian in an orphanage, they’ve all got experi-
ence of trauma, okay. So I guess this is my point to you,
is that you can use generic skills for this stuff.
Some Supervisors highlighted the difficulty of learning

about so many other cultures. Consequently they pre-
ferred to practice with a generic style of respect and em-
pathy for the individual patient and explore culture only
when they perceived it had become relevant to the
consultation. Re-presentation for the same problem or
non-adherence with medical advice were suggested as
examples of triggers to reflection on the impact of
culture on the health or health care of the individual.
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GP2-I think you build a picture and an interaction
with people over time. If you think, this is the fourth
time they’ve come back to me with what is obviously a
viral respiratory tract infection and I think I’ve explained
pretty well each time what’s going on, and yet they still
always come in on day two when you think you’ve told
them there’s not much point coming until day ‘X’ what-
ever, and I think in that situation, sometimes it’s very
helpful-and you might even just ask somebody, “Well,
what were you hoping that I’d be able to do for you
today?”
By focusing more on building trust and rapport with

the patient in a therapeutic alliance, some Supervisors
argued that a lack of understanding about a patient’s cul-
ture would be forgiven.
GP11-So treating, you know, Aboriginal Torres Strait

Islanders with respect and courtesy, I think is the first
thing, and then knowing those finer nuances of their
culture, and their feelings towards people who are sick,
people who have passed on, use of names and appropri-
ate mourning time, going back to be with family. You
know, those finer nuances help, but I mean you don’t
have to know those specifically if you’re already being
very sensitive and caring and considerate to their needs
in the first place.
GP14-I found a lot of them, when you don’t understand

and you explain that and they see that you are trying, they
are really nice you know and they want to try and help
you because they know you don’t think any less of them,
and you are trying to understand what they are saying, so
they want to give you the right information. I have never
had anyone that swore at me for that, or was rude.
Supervisors described learning what they needed to

know, including the individual’s cultural beliefs, expecta-
tions and illness models, over time and through repeated
consultations, that is, with continuity of care.
In general the Supervisors using this approach relied on

what the patient chose to reveal about their background
and culture. For example, identification of Aboriginality
was mostly viewed as the patient’s responsibility, and some
Supervisors expressed surprise at the number of patients
discovered to be Aboriginal and Torres Strait Islander
once they started asking patients in order to fulfill require-
ments of practice accreditation.
GP1-Probably about five… we were surprised. They

just don’t identify themselves unless you ask.
Some supervisors added that being motivated to learn

about the patient as a person was vital.
They commented that many colleagues without the

same motivation might never gain a deeper understanding
of the patient’s cultural perspective with this approach.
Supervisors generally identified language differences as

an important barrier to providing healthcare; however GPs
adopting the interpersonal approach to culture tended to

approach language differences in a pragmatic and ad hoc
fashion, again relying on the patient’s expressed needs
within the consultation rather than anticipating communi-
cation needs. Many Supervisors expressed ambivalence to-
wards the use of formally trained interpreters, both phone
and face-to-face. Mostly it was assumed that family mem-
bers or friends who were present in the consultation were
there to interpret on behalf of the patient, although the
problems associated with this were acknowledged.
GP2-I think we probably all fall in to the trap of using

an interpreter that’s a family member when it’s not al-
ways appropriate. It’s often not appropriate. But it’s ex-
pedient. And particularly for the acute presentation, it’s
kind of the best way to go.
GP8-If like I say, I have patients, I can’t speak Indian,

language, so usually the children come with them and
how much the children, like, pass my message to them I
don’t know. But in terms of when I ask them questions
and check things, usually I have no problem with these
things.
The complexity and weight of the consultation usually

dictated whether a formally trained interpreter was ar-
ranged. Many Supervisors did not feel that training in
use of interpreters was required; instead they empha-
sized interpersonal communication techniques, such as
using short simple, sentences and avoiding jargon.

Integrating prior cultural understanding into practice
A smaller number of Supervisors reported they incorpo-
rated prior knowledge of the patient’s cultural back-
ground in their consultation approach and did not solely
rely only on patient information conveyed during the
consultation.
GP5-I understood that you have to change your ap-

proach, when you’re dealing with males, females, elderly,
so that cultural awareness that comes into the consult-
ation, I think it’s really important and sometimes you
can’t use your usual strategies or approach that you
would with another patient. It can be a conscious or a
subconscious thing, isn’t it? Because once you start talk-
ing to a patient, then you realize, okay, this is not work-
ing. Change it or-because you would know that the
patient’s cultural background, you approach it from the
beginning.
The Supervisors using this approach also expressed

concern at the risk of stereotyping and making false as-
sumptions about patients, and emphasized the import-
ance of being equitable and respectful.
Consistent with this approach, Supervisors identified

that cultural groups could have particular health needs
and risks and could hold different expectations towards
doctors and health services. Sometimes health beliefs
and customs could act as a significant barrier to acces-
sing health care in general practice.
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GP13-As soon as I see a patient, their background
makes, kind of directs me, to what kind of questions I
will be asking, history et cetera, because as you know a
lot of people from different backgrounds have different
habits and have different risk factors.
GP10-And there’s already barriers-there’s huge barriers

in the psychological world in the Middle Eastern people,
particularly the males. Um, so generally adult male de-
pression in the Middle Eastern person, your first battle
is to actually convince them they’ve got a problem, and
it’s not-not somebody who said something about them
three years ago, you know. Bit of an issue to start with.
Some patient-centered approaches promoted within

Australian general practice, such as sharing power within
the consultation, informed consent including discussion
of risks of treatment, and approaches to decision-making
and individual autonomy, at times needed to be carefully
broached by Supervisors with the knowledge that these
approaches may be at odds with the patient’s cultural
expectations.
GP10-We talk to patients about the, um, well, what we

used to call informed consent, but the pros and cons of
treatment, you know, the-the side effects as well as the
benefits. A lot of patients find that very confronting,
they’re not used to that. Um, so dealing with that open
discussion regarding the side effects of medicine is
something that you’ve got to be a little aware of because
it may actually turn the patient off taking the medicine.
It could be so simple, the potential side effect. And
they’re not used to that in a lot of cultures, they don’t
talk about the negative side of medication. The doctor’s
seen as a trust relationship.
GP13-I have come across consultations where I had to

deliver certain bad news and the families were insisting
on delivering this news, and ‘you can’t do that doctor’,
‘you can’t say that to them doctor’, and it became a con-
flict…Yeah, I don’t stop and tell them you do what you
like, this is my legal responsibility, this is my ethical-
which it is and it is totally my right to say that. But you
tend to lose ground when you do this. But I really, re-
member, those people you do this or it‘s mainly because
of their culture. So you try to understand their culture,
try to identify and then try to change.
Anticipating culturally sensitive areas of health includ-

ing gender sensitive topics, breaking bad news, and issues
surrounding death and terminal illness was considered
important. Further to this, the Supervisor’s cultural aware-
ness could lead to negotiating and mediating patient
expectations or adjusting their customary practice, around
issues such as health screening, physical examination, in-
vestigations, scripts, appointment bookings and waiting
times.
Some Supervisors actively set about building bridges by

educating staff and patients to decrease the risk of cross

cultural misunderstandings in their practice. They aimed
to incorporate recognition of cultural differences into the
practice as a system as opposed to responding to individ-
ual needs as a result of triggers or misunderstandings.
Supervisors considered knowledge of appropriate re-

sources within the community to be important. This
ranged from using multilingual and culturally diverse
practice staff to help inform the management of different
patients, to building partnerships with a range of com-
munity health care providers who provided culturally
and linguistically appropriate care.
GP5-We have got a dietician, also allied health profes-

sionals in the area who speak the language. So what
we’ve done is even if we’re looking at the podiatry or di-
eticians, especially dieticians with diabetic patients-we
tend to refer them to specific ones we know speak the
language.
Written information in different languages with appro-

priate descriptions and wording was also used, however
Supervisors noted the difficulty of having specific re-
sources for patients from such a large number of cul-
tural and language groups.

Registrar training and cultural competence
All Supervisors perceived patient-centered skills, com-
munication skills and general consultation skills to be of
utmost importance and sought to develop these skills in
their Registrars through a variety of methods, but rarely fo-
cused on specific cross-cultural aspects of care. Supervisors
described several barriers to facilitating cross-cultural
supervision. There was generally ambivalence amongst
Supervisors in this study towards formal cultural compe-
tence training, both for Registrars and Supervisors.

Opportunistic teaching versus creating opportunities for
cross-cultural supervision
Cross-cultural skills were often seen as a product of gen-
eric patient-centered skills. Many Supervisors viewed the
development of knowledge of culturally sensitive topics,
historical factors and health beliefs as best gained
through the experience of working day-to-day as a gen-
eral practitioner.
GP1 - I mean, in our practice, Registrars are going to

get exposure to comprehensive care, continuous care,
and patient centered care, and the culture is an import-
ant thing to factor in but it’s probably a secondary
factor.
Cross-cultural aspects of care addressed during super-

vision occurred mostly on an ad hoc basis, in response
to Registrar difficulties with particular patient encoun-
ters or as a result of patient feedback where cultural dif-
ferences were perceived by the Registrar or Supervisor
to be impacting.
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GP5-Is it a topic that Supervisors are actually ap-
proaching with Registrars? I think as it’s probably more
accidental that it’s happened rather than consciously.
And so I’m thinking that that is one way where Supervisors
can also use it and be made aware.
Some Supervisors felt that by role-modeling empathic

and respectful behaviours in day-to-day practice, their
Registrars would learn to adopt the same behaviours.
However a few Supervisors, particularly those in prac-

tices with a high proportion of culturally diverse patients,
appeared to have a more planned approach around cross-
cultural teaching, creating opportunities to incorporate
supervision of the cultural aspects of care. They exposed
their Registrars to complex patient presentations, and en-
sured their Registrars sat in on consultations in languages
other than English, or with interpreters, and did home
visits. They described mediating potential misunderstand-
ings and educating their Registrars about cultural issues
either before or after they had occurred.
GP5-So I must say, the other thing I try and do, if

there’s a patient that is like this little girl, who is pretty
complex, and she comes regularly for bloods, so if I see
that she’s booked in with the Registrar, and it’s going to
be the first time, I would just give them the background.
I run through, like these are the difficulties, these are the
things you will need to focus on and saying, look, in this
culture, it is quite the done thing, accepted.

Barriers to cross-cultural teaching and supervision
Supervisors commonly identified that Registrar attitudinal
resistance was a barrier to their ability to promote cross-
cultural skills development. Most Supervisors found it
challenging to assist Registrars who had difficulty per-
forming well in a cross-cultural context. Registrars were
often seen as either having an innate ability to self-reflect
and communicate in an empathic manner or not.
GP3-Ultimately it is the personality of the person, no

matter where they have come from, if they are kind-you
can never teach kindness to someone.
GP2-I think the ability to reflect is a key part of it and

I’m not entirely convinced you can teach non-reflective
people to be reflective.
Supervisors described feeling restricted in the feedback

they were able to give because of their conflicting roles
as trainer, assessor and employer and because providing
feedback on qualities of a Registrar perceived to be in-
nate, such as empathy, ability to create rapport, and self-
reflection, risked alienating or offending the Registrar.
GP12-A lot of Registrars, particularly now because you

can get a lot of mature-age students; they’re very defen-
sive and really a lot of Registrars you can’t criticize them
whatsoever and they think they’re very, very good,
they’re very experienced even though their knowledge in
general practice is zero. However, because they’re from

training bodies you can’t really – you have to approach
the situation more gently compared to someone else. I
think it’s give and take. If you find your Registrar a bit
defensive, then you just back off.
Some Supervisors also commented that it was often

even more difficult to give critical feedback to inter-
national medical graduate Registrars who were perceived
to have experienced many more challenges in training
and in their personal lives.
GP3-Some of the international trained graduates have

gone through so much-they have come here as refugees,
like, they have just gone through so much in their lives,
you are hesitant to add any more to their burden.
Given these challenges at the GP Supervisor level,

some Supervisors recommended an enhanced role for
the RTP and medical educators in assisting Registrars
with poor cross-cultural consultation skills.
GP11-Whether I can add to that training, look no, I

don’t think that-I mean you can’t be all things to all
people. So I think that probably that would be some-
thing better handled by the RTP, I expect them to carry
the mantle for that one.

Cultural competence training
All Supervisors agreed that Registrars should develop
cultural competence and most felt that this was an im-
portant area of training that currently lacked focus.
However, some queried the importance of providing for-
mal cultural competence training to all Registrars. These
Supervisors suggested this training was only relevant to
Registrars intending to work in areas of high cultural
diversity or specifically in Aboriginal and Torres Strait
Islander health, and could compete with other curricu-
lum priorities such as clinical management.
Standalone workshops were generally seen as an ac-

ceptable way to establish the basic principles of cross-
cultural practice consistently across the Registrars.
GP2-So I think ultimately it probably comes as the

first step back to the medical educators and the RTP be-
cause you’re setting a tone, and you know your Registrar’s
going to go through at least three different practices and
each of those practices will be unique. You can’t replicate
a similar experience for every Registrar except within the
setting of the RTP and the medical educators and the
teaching that’s provided there. That’s the only place you
can get absolute consistency.
Some Supervisors recommended migrant doctors as a

valuable resource in this training. Many valued the
current Aboriginal and Torres Strait Islander cultural
awareness workshops as a way of promoting an under-
standing of historical and cultural aspects of care of
Aboriginal and Torres Strait Islander patients. Other
GPs expressed the view that the Registrar training focus
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on Aboriginal and Torres Strait Islander health was ex-
cessive and politically driven.
GP12-We need doctors who work hard to look after

the people, not sweet talkers, not people who talk polit-
ically correct.
Furthermore, some Supervisors expressed concerns of

stereotyping being inadvertently reinforced in clinicians
who had attended the workshops.
GP13-From my experience with Aboriginal patients,

what I saw from them was totally different from the work-
shops. You attend these workshops and then you sit with
a patient and you expect this stereotype. It kind of limits
you to what to expect and you feel that you have got it all
when you don’t really have a clue about what’s happening
with them and sometimes we approach this consultation
with that attitude, I had attended workshops-I should
know you, I know you back to front and front to back. But
the reality is different.
The large majority of Supervisors agreed that the most

important way for Registrars to develop cultural compe-
tence was through on-the-job exposure to patients. They
felt Registrars would learn to adapt their interpersonal
consultation skills in order to treat patients from diverse
backgrounds through this exposure.
GP13-You need time; you need time to understand

people. It’s time in experience, and time in knowledge,
and time in being able to read them as well. And time to
connect with them. So it can't be taught from an article
of a lecture or a workshop or from sitting with a patient
for the first consultation. It just takes time and different
levels if you know what I mean.
Most Supervisors saw a significant role for themselves

in developing aspects of cultural competence in their
Registrar by virtue of their role in generally facilitating
Registrars’ skills, despite many reflecting that they did
not currently actively engage in this process. Some did
not feel comfortable facilitating this development of
their Registrars’ skills citing lack of experience with cul-
tural diversity and lack of confidence managing Registrars
with attitudinal resistance and poor ability to self-reflect.

Discussion
Patient-centered approach benefits and risks
This study provides insight into how GPs approach
cross-cultural consultations, as well as how they provide
teaching and supervision in cultural competence with
Registrars. Many Supervisors approached culture as a
component of the individual’s presentation and placed
emphasis on exploring cultural factors they perceived to
be relevant to the individual patient over time rather
than integrating prior knowledge about a patient’s culture
into their consultations and practice. Many Supervisors
described a preference to using the first approach as it
was seen as a way to protect against stereotyping, as well

as a pragmatic response to the extensive cultural diversity
of Western Sydney.
Approaching individuals according to their cultural

background was perceived to risk making assumptions
about individuals for many of the Supervisors who par-
ticipated in this study. Fear of stereotyping at times over-
shadowed exploring cultural differences. It was also a
barrier to acceptance of cultural competence training,
which was often seen to exacerbate stereotyping by fo-
cusing on cultural differences rather than on the prac-
tical skills needed to safely explore differences.
Stereotyping is the cognitive process where a mental

representation is formed in an individual’s mind contain-
ing their beliefs, expectations and knowledge about a
particular human group [22]. That representation may
be positive or negative but is generally an oversimplifica-
tion that allows for efficient processing and storing of in-
formation. In spite of the practitioner being consciously
aware of the stereotype, it can lead to biased behaviour
because of the influence on interactions with those per-
ceived to be from that group [22]. It is a recurring theme
and major concern for clinicians and educators in stud-
ies concerning cross-cultural practice and training [6, 7].
However, relying solely on expressed cultural needs

during interpersonal interactions risks failing to address
wider societal influences that already exist between cul-
tural groups, such as institutional racism, mistrust of
mainstream services and socio-cultural determinants of
health. Clinicians must gain an understanding of the dif-
ference between utilizing cultural knowledge and stereo-
typing. This will enable understandings of differences to
be incorporated into practice as a means of addressing
health and management disparities.

The practice of self-reflection
Many Supervisors in this study described self-reflection
as a method of improving their insight and approach to
different patients. However this reflection tended to
focus on interpersonal elements of the consultation, as
seen in other studies [23]. In contrast, few Supervisors
described cultural self-reflection, which more specifically
reflects on the role of the clinician, their culture and
place within society in the context of privilege and dis-
advantage and how this perpetuates inequities between
cultural groups [24].
Moreover, reflection was mostly in response to triggers

in which the outcome or patient health choices did not
meet GP expectations. This requires recognition of that
unexpected outcome. Patients may self-select GPs over
time and patients who don’t perceive culturally safe care
may not access the service and remain underserviced
[25] leaving the GP unaware of repeated cultural misun-
derstandings. In vulnerable populations where negative
experiences with health services, mistrust and poorer
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health outcomes are common, waiting for triggers in
order to adapt to the patient cultural needs, may result
in important opportunities for engagement with health
services being missed. In contrast, integrating culture into
the health service delivery requires cultural knowledge to
be incorporated into practice, providing a potentially safer
environment that respects and anticipates cultural needs
[26]. Relying on expressed cultural needs of patients is also
problematic due to the high rate of unvoiced agendas dur-
ing consultations [27] compounded in cross-cultural con-
sultations by the additional communication complexities
and reduced mutual understanding [28].
Effective cross-cultural understanding has been achieved

in some instances through long-term trusting therapeutic
relationships solely through repeated interpersonal inter-
actions [23]. This could be broadened to include not only
adapting to patients over time, but also to the community
within which the GP works. However, as many Supervisors
in this study noted, this relies greatly on the motivation of
the individual clinician to explore culture within their
therapeutic relationship and to remain in the community
long enough to build those relationships. The inverse care
law, where those with the greatest health needs often re-
ceive the least services, applies to culturally diverse minor-
ity groups and therefore health disparities are likely to
continue unless this is addressed by the health profession
as a whole [29].

Addressing systems
Supervisors who incorporate prior knowledge of cultural
background and altering their approach accordingly also
described proactively adapting both the health service
and the focus and style of consultation. This was noted
to require self-reflection and interpersonal skills with an
emphasis on treating all patients with equal and individ-
ual respect. Use of this approach appeared to be associ-
ated with acknowledgement of systemic barriers to
health and health care for different cultural groups and
greater reflection on the position of the doctor and med-
ical culture within that system. Some Supervisors took
an active role, acting as educators and advocates for pa-
tients who experienced barriers to health care. This role
often resulted in a systems or practice-wide approach
such as anticipation of the need for interpreters, or in-
volvement of bilingual and bicultural practice staff in the
care of patients.
This study focuses only on cultural competence in

the context of general practice. The importance of
wider systemic and societal changes in reducing health
disparities cannot be overstated. Even a highly cultur-
ally competent individual will be limited in their ability
to provide appropriate health care within systems and
according to policies that are not culturally competent
[3, 30]. As a key entry point to health care services,

general practitioners have an important role in this
change [26].

Teaching approaches
The Supervisor approach to their own cross-cultural
consultations tended to be reflected in their teaching ap-
proach. Supervisors tended to focus on developing
patient-centered, general communication and consult-
ation skills in their Registrars, rather than actively focus-
ing on cultural competence. Cross-cultural knowledge
and skills training was mostly undertaken in an ad-hoc
way, in response to triggers such as Registrar uncer-
tainty in clinical scenarios, consistent with the majority
of teaching encounters within the Supervisor-Registrar
relationship [31]. Therefore it appeared that learning
about cultural competence required not only Registrar
exposure to diverse patients to create triggers but also
recognition of those triggers by the Supervisor or
Registrar.
Key features of cultural competency such as cultural

self-reflectiveness & sensitivity were often seen by the
Supervisors in this study as innate and difficult to foster
and this may explain their lack of focus on this in train-
ing. Some Supervisors also perceived a lack of relevance
of cultural competence to areas of General Practice they
believed lacked cultural diversity. However common
cross-cultural misunderstandings and culturally sensitive
topics have been found to recur across a wide range of
settings [32] and equitable health care requires that GPs
have an understanding of these in order to provide ap-
propriate health care and address these barriers to
access.

Recommendations
Several strategies supported by this research are likely
to enhance GP training in cultural competence. There
is a need for improved definition and support of the
Supervisor role in proactively seeking opportunities to
promote the cultural competence of Registrars. Ensur-
ing Registrars receive exposure to culturally diverse pa-
tients throughout their training may improve their skills
and synergistically improve health disparities [33, 34]. Fi-
nally, formal Supervisor and Registrar training may be an
effective means of standardizing both Registrar and Super-
visor learning in this area [35, 36]. This training would
ideally include greater focus on understanding the roots of
health disparities, and a greater understanding of utilizing
cultural knowledge, with skills to address non-conscious
biases and stereotyping. Training to develop Supervisor
techniques for promoting self-reflection and for teaching
resistant Registrars may also facilitate greater Registrar
cultural competency.
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Limitations
Sampling may have favored those Supervisors with an
interest in cross-cultural medicine and therefore the re-
sults may reflect the views of Supervisors with higher
levels of cultural competence and higher motivation to
focus on this area than the wider Supervisor population.
The position of the investigators as Registrar and

Supervisor affiliated with an Aboriginal Medical Service
and WentWest RTP may have influenced the way that
Supervisors felt able to disclose sensitive or difficult
points of views but on the other hand may have brought
a deeper understanding to the data.

Conclusions
In alignment with Supervisors’ own approaches to cross
cultural consultations, there appears to be a strong GP
Supervisor focus on training Registrars to provide individ-
ualized care but less focus on promoting cultural self-
reflection and cultural competence. The training practice-
based learning of cross-cultural skills generally requires
Registrar exposure to diverse patients and awareness of
cultural barriers to care in order to create triggers for
learning, followed by recognition of the need for discus-
sion of cross-cultural dynamics by the Supervisor.
Formal training for both Registrars and Supervisors may

be beneficial, not only to develop a deeper understanding
of cultural competence and its relevance to practice, but
also to promote more consistency in learning.
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