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Abstract: Cultural competence is a phenomenon that straddles many disciplines and fields of study.
There is no settled definition of the term, and it is argued that this is not necessary to explore or
discuss the phenomenon as it is context-dependent across diverse societies. Explorations of cultural
competence in clinical education and training are well-established, but there has been less attention
towards its expression in the field of developing healthcare leaders. There is a debate about whether
cultural competence is best achieved primarily through training-based educational inputs or by being
infused in all areas of curriculum development. Using an exploration of selected literature followed
by the case of an ambitious set of leadership development programmes in the English National
Health Service, this paper explores the balance and interdependencies of cultural competence in
healthcare leadership development as knowledge, skills and attitudes. The paper concludes that it is
important for educators in this field to provide space for reflection, develop skills of reflexivity and
facilitate sensitive discussions of sometimes contested ideas and concepts. A further evaluation of
the impact of teaching and learning interventions, while mapping developments in perceptions of
knowledge, skill and attitudes would be an area ripe for future research.

Keywords: leadership; healthcare leadership; cultural competence; leadership development; health-
care education; curriculum; equality; diversity and inclusion; NHS

1. Introduction

As the societies of many developed nations become increasingly complex and diverse,
the concept of cultural competence across a range of disciplines in social science attracts
growing amounts of attention. Health systems have long been challenged to address the
needs of diverse and stratified societies, and cultural competence has tended to focus on the
planning, commissioning and delivery of health services. This has often relied on post hoc
interventions, sometimes designed to remedy an identified deficit, risk or shortcoming, at
other times anticipatory or developmental. Cultural competence in the design and delivery
of education and development, especially leadership development, is a relatively new
concept, especially when this goes beyond traditional training. The purpose of this paper
is to develop a more informed and nuanced view of the application of cultural competence
to leadership development curricula, recognising that, historically, the focus has been on
leveraging cultural competence interventions to reduce health inequalities and improve
access to services. The concept of this paper is to explore the phenomenon of cultural
competence through the lens of multidisciplinary healthcare leadership development
interventions. To achieve this, we will examine cultural competence as a designed construct,
that is, when it is part of the conceptual design rather than being added to an existing
system, with a particular focus on the expression of cultural competence in educational and
developmental models for healthcare professionals in the field of leadership development.

The debate will commence with a brief but broad mapping of the context within which
the topic is located, before moving on to review some theoretical concepts and practical
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applications. The paper will then focus on the extent to which, and how, cultural compe-
tence was expressed in the pedagogic design of a suite of flagship leadership development
programmes for healthcare leaders in the English National Health Service (NHS), before
making some concluding comments about where cultural competence lies today as health
systems move into the post-COVID-19-pandemic environment. Areas for potential further
research will be identified.

2. Cultural Competence in Healthcare Leadership Development—Framing the Debate

Developing inclusive forms of leadership in healthcare can bring many potential bene-
fits: emotional bonding and psychological engagement, and improving motivation, team
effectiveness and innovation [1]. There is also the moral case of developing organisations
that capture the benefits of a multiplicity of cultures and better represent the societies in
which healthcare organisations are embedded, thereby seeking to improve patient experi-
ence and outcomes. The knowledge base upon which to seek to build inclusive workplaces
in healthcare, however, is both congested and, to a degree, contested. From a leadership
development perspective, what position does cultural competence take in the continuum
of attending to issues at an individual as opposed to the systemic level?

Concepts, Paradigms and Definitions

In order to facilitate an informed debate, it important to firstly consider the terms
used in this area of discussion. The foremost point to emerge here is that, although the
concept of cultural competence in healthcare features increasingly frequently in policy and
provision, the meaning and practice has been, and remains, contested [2]. Indeed, Sue et al.,
quoted in Horvat [3], argued that a prominent problem with the term was that “(a) it has
various meanings, (b) includes inadequate descriptors, (c) is not theoretically grounded,
and (d) is restricted by a lack of measurements and research designs for evaluating its
impact in treatment”. With emergent phenomena, however, or with phenomena that
develop with time, it is arguably reductive to seek one single ‘definition’ [4]; a richer picture
can be discerned through an exploratory and discursive approach, looking at how cultural
competence has been discussed through various healthcare-related lenses, in order to
develop a more informed and nuanced insight into the application of cultural competence
to leadership development curricula, which is rooted in and aimed towards those working
in healthcare. This notwithstanding, it is important to explore how cultural competency
is framed in the field of healthcare more generally, and then in healthcare education. At
its most basic, some studies posit this as no more than the provision of information, the
provision of language skills, or the use of interpreters; we would suggest that, whilst this
has merit in terms of developing operational ‘toolkits’ or similar tools, it does not propel
the concept when exploring cultural competence in a more strategic sense, such as through
curriculum design, a point which we will return to later. Deeper analyses frame this as
a wider cultural change process that includes a more radical reimagination of the role of
healthcare in communities, healthcare education and leadership development [5].

Considering this through the lens of the English National Health Service (NHS) the
terminology of cultural competence, or at least its use as a relatively broad descriptor, has
been prevalent for a number of years [6], although the practical expression of this for either
employees or service users is harder to identify. This is in line with the wider literature. In
more recent times, the language around cultural competence has been linked with that of
equality, diversity and inclusion (EDI), as well as debates around power. This discourse
is clearly linked to, but also distinct from, studies of health inequalities, determinants of
health, and racial prejudice and bias. It is also important to consider some of the adjuncts
to the concept, such as intercultural competence, cultural sensitivity, cultural humility or
cultural intelligence [7], for again “while these terms are used interchangeably by some,
each represents a different approach when working across cultural groups” [8] (p. 834), [9].
Each of these aspects has its own definitions and debates, with all adding to both the
complexity and richness around these issues. Of particular relevance to this paper are
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the links to the domains of healthcare, where “cultural competence and cultural humility
have been recommended as approaches to work with and serve diverse populations to
address health disparities and increase health equity” [8] (p. 840); as well as connections
to leadership, with the notion that intercultural competence can help leaders to overcome
ethnocentrism [10] and generally improve leadership practice [11,12]. These ideas will run
throughout this paper.

Having briefly set the scene, this paper will now proceed to explore cultural com-
petence in the development of educational and developmental models for healthcare
professionals in the field of leadership development, looking first at some theoretical
perspectives before moving on to consider these as training interventions and focus on
curricular applications.

3. Theoretical Concepts

Theoretical concepts around cultural competence in healthcare and healthcare leader-
ship development arguably interweave with studies of migration, health determinants and
health inequalities, racism and inclusion. This makes for an eclectic but rich area for study.
Some of the debate around definitions has been explored above, but where might we look
for theoretical underpinnings that can inform or focus this debate?

If wider socio-economic forces have brought the notion of cultural competence as
a phenomenon to prominence, then it follows that a definition of it, whether narrow or
more broadly encompassed, must in itself also be diverse; and as already mentioned, we
argue that it is reductive to seek to settle on a single or specific definition. Garneau and
Pepin [13] are eloquent about this in a piece that, whilst scoping a ‘definition’, spends
considerable time exploring what underpins the concept and phenomenon of cultural
competence (in this case through the lens of nursing), and by so doing raises a number
of points worthy of consideration. They also draw an important read-across between
culturally competent healthcare (in this case, nursing) practitioners and wider notions of
cultural safety in the delivery and receipt of direct clinical services. Whilst the detailed
concepts around patient, clinical and cultural safety are beyond the scope of this paper,
this could be an area ripe for further exploration or primary research. In the social sciences
concept of culture, especially when applied to organisations as organisms or as systems [14],
attention tends to focus on social constructivism, in essence as a dynamic relational process
that is both formed and affected by the actors involved. It is also worth noting studies
around trust, which frame trust at different levels—individual relations, but also trust at
organisational, systems and societal levels. In this regard, culturally competent pockets
in society and organisations have limited efficacy, and can be viewed as iterative, organic
processes. Kelly et al. [15] (p. 78) concur, concluding that “. . . most of the conceptual
frameworks emphasise that cultural competence is an ongoing and evolving process,
and that a lifelong commitment to self-reflection and continued education is essential
if one is to become culturally competent”. The importance of reflection, and indeed of
reflexivity, will form a central plank of the analysis to follow, when considering both the
curriculum and reviewing cultural competence in the design of a healthcare leadership
development programme.

The theoretical or conceptual foundations also incorporate the role and position of the
healthcare professional in society. For the purposes of this paper, ‘healthcare professional’
is interpreted widely and is not exclusive to clinicians or those providing direct healthcare,
as it is the full architecture of the healthcare environment that impacts on patient or service
user experience, and it is the entirety which needs to demonstrate cultural competence,
irrespective of how this is framed. This can be neatly expressed by the assertion that the
healthcare professional cannot be separated from either the system in which they work
or the society in which the healthcare system is situated [13] (p. 13): “The professional
must reflect and expand her vision of the power structures that can influence the social
representations of the care, health, and culture. She could also reflect on the impact of these
representations on individuals and on society”. This argument finds its natural conclusion
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as set out by Markey and Oakantey [16] (p. 155), who make a plain connection between the
principles of the effective and ethical delivery of healthcare services and those of cultural
competence: “providing opportunities to apply the theoretical principles underpinning
care to practice in a supportive environment is pivotal to developing cultural competence”.
Given the myriad of ideas, concepts and disciplines that combine to compose cultural
competence, the very concept exists at the intersections of different aspects of the concept,
with this intersectionality orbited by discussions of intercultural competence and cross,
and inter-cultural, sensitivity, as mentioned above. Other areas of theoretical relevance are
around group dynamics and intergroup contact theory [17], especially when considering
the interplay between intercultural curiosity in diverse communities, both at societal and
system (organisational) levels. A counterpoint to this is what could be termed ‘cultural
blindness’, which represents some of the earlier thinking around ‘equal opportunities’ (in
the United Kingdom at least). This posited that if a service is open to all and delivered in
the same way, it is by definition ‘fair’, or that the healthcare system put in place by the
dominant culture should work equally well for all cultures [18]. Even a cursory knowledge
of the concept of diversity explodes this myth.

Therefore, as we can see, the theoretical framework around cultural competence in
healthcare is broad, and reflective of many of the epistemological positions familiar to those
engaged in the social sciences. It is important to consider this when taking into account
the more specific issues around cultural competence in healthcare leadership development.
This also leads to another key issue, which we will explore next: how these matters are
reflected, contained and managed in healthcare related curricula.

4. Application to Curriculum Development

This section will explore how cultural competence has been expressed in the develop-
ment of the curriculum in healthcare. A broad lens will be adopted, looking at both general
applications and profession-specific factors, with a view to informing the later analysis of
a particular leadership development approach in the English NHS. This section will open
with a wider debate, before moving on to examine the specific issue of cultural competence
as training interventions, which in itself serves to add to the debate around the purpose,
aims and utility in designing culturally competent healthcare leadership development.

4.1. Cultural Competence in Curriculum Development

The manner in which cultural competence is framed and expressed through a health-
care provision and teaching lens can be informative in indicating purpose, meaning and
execution (‘why are we doing this’, ‘what it is’, and ‘is it working’). At a fundamental
level, when developing a curriculum (or in fact training or awareness sessions), a common
operating assumption is that a relatively simple educational input, based on teaching others
about the differences in culture and encouraging tolerance and respect, is required [13].
Of course, on one level, there is merit and value in knowledge development and transfer,
but as has been argued, this is likely to be insufficient in itself [13] for bringing about
deeper, second-order insights, which are more likely to encouraged sustained behavioural
change. There is also a critique that cultural competence initiatives focus on surface level
matters such as, for instance, language barriers, translation services and the more obvious
differences in race and ethnicities [9]; this could be conceived as a spectrum of interventions,
with (perceived) ‘facts’ and ‘how to guides’ at one end, and much more complex, nuanced
explorations and analyses of meaning and socio-economic-political determinants at the
other [3]. Soule expresses this bluntly: “the traditional ways of conceptualising, teaching
and learning cultural competence as a finite body of knowledge are both superficial and
inadequate for the sweeping social and demographic changes occurring today” [19] (p. 196).
This presents an interesting challenge when considering cultural competence in healthcare
leadership development curricula—what assumptions are present, both dominant and
passive, when framing the challenge? Whose views dominate, at both an individual and
group (collective) level? Are these issues even visible, let alone explored? Whether, and
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the extent to which, these issues are ventilated at the conceptualisation and design stage of
curriculum development are highly relevant to this discussion.

A significant portion of the literature explores how cultural competence is framed
in nursing, medical or other uni-disciplinary professions, but contains less focus on the
subject of this paper, multi-disciplinary leadership development programmes. Neverthe-
less, this can be instructive. In general terms, it is observed that “training curricula for
medical, nursing and social work students now generally include lectures and coursework
on cultural competency in healthcare provision” [2] (p. 7), but again familiar questions of
definition or meaning arise, for the “. . . conceptualisation and implementation of cultural
competence are poorly understood among healthcare practitioners and providers due to
a lack of clarity in its definition. . . despite existing definitions incorporating similar terms,
there remains a lack of conceptual clarity around the concept of cultural competence as
the literature on the development of cultural competence is still evolving” [18] (p. 571).
Furthermore, in their 2014 Cochrane Review, Horvat et al. [3] found that “. . . all studies
used terminology and concepts such as cultural competence. . . or intercultural communica-
tion. . . but no consistent concept was used across the studies, nor did any study provide
an explicit definition of the concept or terminology used” (p. 84). This notwithstanding,
the literature is rich in examinations and analyses of medical and nursing education and
training curricula with reference to cultural competence, and some commonalities in the
discussion stand out [2,5,6,20–25]:

o A curriculum-led approach to design in cultural competence in medical and nurse
training is increasingly common, but still suffers from debates around definitions;

o The links between the determinants of health and culturally competent healthcare
systems are less well-explored, with preference instead given to knowledge transfer
of the (seemingly) objective, rather than subjective, aspects of cultural difference;

o Connections between personal and professional values, professional ethics and com-
passion in healthcare delivery feature in the drive to be culturally competent in some
curriculum designs;

o The interplay between cultural competence, diversity, power and inclusion in curricula
is an emerging and fluid field.

We will return to some of these points in Section 6. Additionally, one further point
stands out from the literature when considering the concepts and impact of culturally com-
petent healthcare—the balance between a strategic (curriculum- and attitudinal-based) and
an operational (knowledge- and behaviour-based) approach. At a systemic level, it appears
self-evident that working with one part of the environment has implications elsewhere,
and that this will be compounded in complex, organic systems such as healthcare. Working
on cultural awareness, issues of diversity and power with doctors and nurses is clearly
important, but patient contacts are not limited to doctors and nurses, and the assumptions,
knowledge and attitudes of all other professional groups, as well as those of support staff,
are equally important [21,26]. This then becomes an issue of policy, organisational devel-
opment and leadership, and it is this aspect, of whole systems and healthcare containing
a highly diverse workforce in itself, which underpin the discussion in Section 6.

4.2. Cultural Competence through Training

Having explored some of the debates around a curricular approach to cultural com-
petence for healthcare professionals, we will now focus further on the relationship be-
tween a curricular approach and cultural competence ‘training’ for individuals or groups.
Clearly, the two are not in opposition and are in fact linked, but the balance between the
two approaches in health systems can be revealing in terms of identifying underpinning
motivating forces, and strategic thinking and intent. On one level, this speaks to critical
stance and relates back to the earlier point about how the very concept is viewed, that is, as
a ‘deficit’ that needs to be addressed (at an operational and practical level) or as a wider
expression of privilege, power and inequality (at a more strategic and philosophical level).
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Before moving on to explore a case in the English NHS, some of the key aspects of this
debate will be briefly explored.

On one level, it has been observed that “over the last two decades, cultural competence
has become a more comprehensive, skill-based concept that involves the system. . . and has
been conceived of as an ongoing quality improvement process, relevant across individual,
organisational, systemic and professional levels” [3] (p. 7). Indeed, part of the discussion
around (inter)cultural sensitivity is that it has both a cognitive and affective component [18],
and arguably, this presents a challenge in the healthcare leadership development field
and connects to the tension between facilitating development and ‘telling’ in a more
didactic sense. This is similar with concepts of cultural intelligence, which span the
cognitive, motivational and behavioural arenas [27]. The curriculum for a development
programme can of course mandate aspects of cultural competence in the design, but it is
individuals and groups who will interact with that curriculum, and the extent to which
these participants have either the cognitive or affective aspects of cultural sensitivity, or
indeed curiosity about it, is impossible to determine at the outset. This again puts the onus
on the educational facilitative skill of programme tutors. At a conceptual level—and this
applies to both curricula- or training-led approaches—it is important to recognise that both
approaches are inevitably and fundamentally anchored in society. Whatever prejudices,
stereotypes, myths, preferences or dislikes exist in any given society or social grouping will
inevitably flavour its discourse [2,20,21,28], and interventions fall into the broad categories
of the longstanding training methodology of knowledge, skills and behavioural application
of those skills, and awareness/attitudes. In practical terms, these tend to include traditional
lectures to impart information about societal composition and demographics; case studies;
case discussions; and role plays. There is also evidence [2,3,16] from hearing the stories of
minority or marginalized groups (usually patients) first-hand, and from the inclusion of
time and space for reflection and reflective practices, both at individual and group levels.
These are all, to a greater or lesser extent, traditional training methods.

A final point with regard to training is the practice, increasingly common in the health-
care field, of compulsory or mandatory training (often badged as equality and diversity
training, sometimes as power and inclusion). Although the motivation behind such com-
pulsion may be worthy, this approach arguably moves away from being rooted in matters
of values, ethics or even morals [18,29,30], and more towards a compliance-based practice.
There is clearly a tension between mandating education or training interventions around
cultural competence, because they are important, against the notion that cultural compe-
tence in a healthcare workforce is as much about attitudes and values than dry knowledge
alone. Compulsory mandates to attend cultural competence training programmes can
lead to resistance [20] or at best superficial participation, possibly invoking sensitivities
by suggesting that the performance of individuals is somehow sub-optimal; it is counter-
productive to ‘other’ the ‘culturally incompetent’ [31], with one of the risks of so doing
creating an active disengagement or tokenistic expressions of compliance [32]. Neverthe-
less, it has been noted that professional bodies and regulators increasingly respond to
the prevailing environment of diversity by “. . . mandating cultural competence training
for healthcare professionals and healthcare education” [19] (p. 48) Whilst some aspects of
diversity can realistically lend themselves to knowledge-transfer and training, the notion
that cultural competence in healthcare is something that can be ‘trained into’ people needs
to be handled with caution, and training interventions which are not rooted in a wider
organisational development strategy are less likely to have a long-term impact.

5. Cultural Competence in Healthcare Leadership Development—A Case Study

Having explored some of the relevant theoretical concepts, this paper will now proceed
to explore whether, and if so how, cultural competence was approached in the design of the
largest suite of leadership development programmes in the history of the English National
Health Service. Using publicly available sources and material, this section will describe the
various leadership development offers made by the NHS Leadership Academy (NHSLA),
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before moving on to a discussion about what this might indicate about the development
and use of cultural competence in the multi-disciplinary leadership development for
healthcare workers.

The NHS Leadership Academy (NHSLA) was established in the English NHS in the
wake of the Francis Inquiry (and subsequent Francis Report), which identified how skewed
leadership priorities and behaviours had led to increased deaths and suffering in an acute
hospital in the English Midlands [33]. A primary purpose of the NHSLA was to improve
the quality of leadership in the NHS, doing so through the development of individuals and
groups located in systems. Of the NHSLA suite of leadership development programmes,
the Elizabeth Garrett Anderson Programme (henceforth the ‘Anderson Programme’) is
the largest: a part time, two-year programme that was awarded Gold for Excellence in
Practice by the European Federation of Management Development in 2016. Successful
completion of the programme leads to an NHS Leadership Academy Award in Senior
Healthcare Leadership and a master’s degree in healthcare leadership. The numbers are
significant; over 3500 people have participated in the Anderson programme, with nearly
50% of recent graduates reporting being promoted during their time on the programme,
and 90% attributing this directly to their learning. The master’s degree element of the
programme is delivered through two universities. Participation in the programme is
through competitive application, with the target demographic being aspiring leaders from
both clinical and non-clinical backgrounds, who then go on to learn in multi-disciplinary
groups; all participants work in the NHS. The marketing materials for the programme
identify the programme as being for those:

o Aspiring to take on a more senior leadership role as well as looking to have a wider
impact by leading a culture of compassion;

o Ready and committed to developing their leadership skills and behaviours, whilst
undertaking a healthcare-related academic qualification;

o Motivated by the opportunity to apply new skills, learning and behaviours directly to
real-time work-related improvements.

It is interesting to note that, in publicly available material on the programme, there
are no references to cultural competence, although there is considerable emphasis on
inclusion, equality and diversity. It is also of interest to note that a 2018 independent
study, commissioned by the NHSLA to review the demand for director level leadership
development across health and care, also made no mention of cultural competence. Instead,
the 429 directors who responded identified the following top three development needs:
(i) systems leadership (60 per cent identified this); (ii) leading without authority through
others (38 per cent); and (iii) resilience (25 per cent).

The NHSLA programmes are underpinned by four key leadership principles [34],
which are used purposefully throughout the programme. These are:

o Making person-centred co-ordinated care happen;
o Creating a culture for quality;
o Improving the quality of patient experience;
o Understanding oneself to improve the quality of care.

The principles express the values of the programme and its intention to improve
leadership and management practice through focusing on equality, diversity and inclusion.
These aims run through the whole suite of programmes developed by the NHSLA for NHS
staff. Of these programmes, two are specifically targeted at addressing the current under-
representation of ethnic-minority staff in leadership positions in the NHS. The Stepping Up
programme [35] is a leadership development programme for ethnic minority staff within
the NHS (termed ‘BAME’: Black, Asian and minority ethnic, although this term is now the
subject of some debate), which aims to “create sustainable inclusion within the NHS by
addressing the social, organisational and psychological barriers restricting BAME staff from
progressing”. The Ready Now programme [35] is advertised as a positive action programme
for BAME senior leaders underpinned by a recognition that wide system change is required
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if inclusion is to be “lived, felt and sustained” and this programme is positioned as part
of the wider work on inclusion and addressing “power imbalances. . . to embrace a more
diverse talent pipeline”. Some of the comments resulting from the evaluation of Ready
Now [35] included “it provides a safe environment to explore the impact of leadership on
underrepresented groups in the NHS”, and “my engagements with others are viewed more
critically through the lens of inclusiveness for patient benefit, staff benefit and organisational
benefit. My actions are informed by a social inclusion agenda when considering design of
services, service development and in staff management and engagement across all levels of
the organisation”.

In 2019, the NHSLA launched ‘Building Leadership for Inclusion’ (BLFI) [36], which
aimed to expand the knowledge base around equality and diversity, with a particular focus
on systemic and cultural change through leadership development. The stated the intention
of BLFI was to ensure those with lived experience of systemic discrimination were able
to contribute to reshaping leadership development and to focus on the development of
compassionate and inclusive cultures that value the diversity in health workforces [36]. The
underpinning evidence base highlighted the need to recognise that mainstream approaches
to leadership development often take a leader-centric approach that fails to address dom-
inant power relationships and perpetuates the status quo [36]; this resonates with some
of the above discussion in this field about the power of dominant voices. This indicated
a difference in both emphasis and approach; a move towards a blend of educational input
that sought to address issues around identity, whilst also questioning which voices had
been traditionally heard, and which less so. This blended approach, similar to many of
the NHSLA leadership development programmes, incorporates a key focus on experien-
tial group work creating safe spaces for its participants. These learning groups aim to
enable participants to explore their leadership development in the context of systemic and
individual challenges around power and identity. A 2019 evaluation of the Nye Bevan
Programme [37], which is targeted towards aspiring or newly appointed board-level lead-
ers noted an increased confidence and willingness to improve leadership practice around
inclusion, and working with new, sometimes uncomfortably new, knowledge. Furthermore,
the in-depth evaluation of the impact of the whole suite of programmes, specifically from
a perspective of improving insights into cultural competence and its practice at individual,
team and system levels could be an area of interest for future studies.

6. Discussion

The set of leadership development initiatives from the NHS Leadership Academy
clearly focus on attitudes and behaviours as much as on skills and knowledge. It is not
the intention of this paper to discuss or evaluate the programme curriculum at a detailed
level—while some aspects of the curriculum are of interest at a micro-level, the focus here
is more on what can be identified as the strategic method and goal. Taken as a whole, it
can be determined that what is attempted is not so much a single or even a set of ‘training’
interventions but holistic cultural change at a system level. Developing a new theoretical
model is not the primary purpose of this paper; rather, we seek to apply existing thinking
and concepts to the specific and distinct approach towards cultural competence in the
curriculum for existing and aspiring healthcare leaders espoused by the NHSLA. In doing
so, questions arise not only about how cultural competence, cultural sensitivity, cultural
humility or cultural intelligence are understood, processed and then re-expressed, but
also about areas for potential study that might further enhance this evolving and nuanced
concept. This forms the basis of the following commentary.

Turning firstly to the nomenclature, the language used by the NHSLA concentrates
on ‘equality, diversity and inclusion’ (EDI), and the phrase ‘cultural competence’ features
nowhere in the publicly available literature. However, what is expressed is congruent
with what the literature would consider to be an approach towards cultural competence,
with the work of Horvat et al. [3] (p. 21) again instructive here, given that “the diversity of
approaches to cultural competence education reflected in the included studies, in terms of
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the terminology, goals of the interventions and descriptions of participants, supports our
earlier description of the complexity of issues inherent within the field of cultural compe-
tence itself”. Scholarly discussions have been exploring, testing and probing meanings for
some time, and the concepts of cultural competence, cultural humility, cultural sensitivity
and cultural intelligence, while intertwined, represent distinct strands of the phenomena.
From the evidence examined in the case of NHSLA, there is little to indicate that these
issues are demarcated in any distinguishable manner, accepting that “. . . uncertainty exists
about the best and most effective way to educate health professionals in cultural compe-
tence” [3] (p. 23), and this is something that could be worthy of attention from the NHSLA
when making curriculum revisions.

The strategic approach of the NHSLA finds resonance with the notion that the devel-
opment of cultural competence does not necessarily need to be labelled as such to engender
the outcome; the creation of a developmental space that is carefully designed to be rooted
in a set of values or ethics can be productive in itself [18,38]. It has been noted that there
has been, and remains, uncertainty about the most effective educational interventions for
healthcare professionals around cultural competence [3], and that cultural competence
education programmes would benefit from being more focussed and explicit about “their
conceptual rationale, actual content, delivery. . . and approach to evaluation” (p. 23). Simi-
larly, the attempt to embed EDI within the infrastructure of the curriculum is congruent
with the ‘active design’ that much literature suggests is the hallmark of a culturally compe-
tent system [2,39]. The fact that NHSLA programmes place emphasis and importance on
both reflection and reflexivity to contribute to this space or environment is parallel with
the idea of developmental processes, challenging but involving practitioners to explore
their own biases, preferences and motivators [2]; intercultural sensitivity, for example, en-
gages attitudes, perceptions, values and the motivation to adapt, and cultural intelligence
engages the ability to adapt to different cultural paradigms, using not just knowledge but
socially adaptive skills [10,18,27,40]. A critique, however, can be noted around risks or
sensitivities—excellent and skilled facilitation is needed to create safe spaces for both the
individual and group exploration of issues around power, equality, inclusion and cultural
competence. Arguably, a natural response to exposure to painful or challenging ideas and
discussions is to use coping mechanisms, and this is where we move towards the interface
between (curriculum) design and practice—no matter how culturally competent the design
may be, at some point, it is the educator or facilitator who has to work with individuals
and groups and help to create a safe space for discussion, exploration, and challenges.
Again, the relationship between education and practice becomes prominent, as modelling
cultural competence and comfort with discomfort is a critical step in helping those with
whom educators work to do the same. It is also worth noting that the complexities around
the issues at hand effectively assess what makes a culturally competent practitioner or
leader difficult to achieve [3,7,10,20]; it is up to those who commission and design such pro-
grammes to make decisions regarding the relative importance of that. Clearly, knowledge
can be meaningfully assessed, but it is harder to achieve that with regard to attitudes. In
any case, it is impossible for any health worker to know all about the numerous cultural
groups in almost any given society, given the multiple sources of diversity that prevail, and
put plainly, “. . . simply having cultural knowledge and knowing about clients’ culture is
not sufficient to become a culturally competent healthcare practitioner” [18] (p. 600). A nu-
anced approach to cultural competence must, therefore, be about more than ‘knowledge’
or knowledge transfer, as can be observed in the programmes discussed here.

Common to all of the NHSLA programmes examined in this paper is the emphasis
on applied learning, social group learning theory, and a focus on knowledge, skills and
attitudes. This appears wholly congruent with the concepts of holistic education being
anchored in something greater than knowledge, or even exposure to difference alone.
Rooting development to a core set of values, rather than simply expressing these through
learning objectives or outcomes, is given prominence in NHSLA programmes, and this
again tends towards the focus being on attitudinal shifts leading to behaviour change,
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rather than giving primacy to knowledge inputs. Certainly, the approach of the NHSLA
appears considerably closer to the culture and values end of the spectrum than that of
‘fixing’ a knowledge deficit; further, it can be inferred (but, we would argue, naturally
follows) that the NHSLA approach is that knowledge of differences and cultures is not
enough in itself to drive change, or at least not at a sufficient level or pace [13]. In other
words, and put simply, ‘teaching’, including training, is not enough—there is a recognition
and acknowledgement that there is a psycho-social, as well as pedagogic, dynamic at play
and that this “is a lifelong process that is not accomplished through one workshop or cross-
cultural training” [11] (p. 43) [41]. So, the NHSLA does not, in its suite of the leadership
programmes examined here, seek to teach or train ‘cultural competence’, but instead aims
to diffuse the concepts through various—or possibly all, if a wide interpretation is applied
to the concept of the leadership principles—aspects of its curriculum. The cerebral and
the emotional are intertwined, recalling the argument of Kelly et al. [15] that cultural
competence is not an event but a lifelong process that involves a circular and cyclical
process of reflection, greater awareness, renewed reflection and so forth. Such work is
never ‘done’, but with each cycle both cognitive knowledge and emotional intelligence will
arguably deepen. Just as clinical practitioners willingly engage in ongoing professional
development and a refreshing of knowledge and skills, so it can be argued that cultural
competence in leadership development is not a destination but a process. Therefore, this
becomes a circular, or perhaps more accurately, a triple-loop learning event—what was
‘culturally competent’ ten years ago may well not be nowadays, but if people and systems
are equipped with the tools to utilise in response to a changing environment, sustainable
change can occur. This, of course, also relates to one of the criticisms of this field of study
and practice in more general terms, that ‘this is never done’, which is sometimes deployed
as an argument not to start, or at least to stop at the point of discomfort. For educators, this
is the antithesis of growth through developmental challenge.

What can this indicate about the two other features identified earlier in this paper—
those of exposure to authentic (often service user) voices and the issue of mandating
training? Certainly, patient centredness is a key concept in the NHSLA approach, although
the extent to which this includes the expression and discussion of power, inclusion and
difference is not known. As the literature has indicated, real-world encounters with diverse
viewpoints, other cultures or simply with just differences are often considered important
for developing the intellectual as well as emotional skills to explore cultural competence,
stimulate intercultural curiosity, and develop cultural intelligence [2,39]. On one level,
simply living or working in a multicultural environment can ‘prime’ curiosity about in-
tercultural sensitivity and cultural intelligence [42], and the NHS is especially ethnically
diverse. Whilst requiring further research, this is only a priming factor, however, and needs
a well-designed pedagogy [43] to maximise learning potential. Lastly, the issue of mandat-
ing concepts around cultural competence (expressed by the NHSLA as equality, diversity
and inclusion) is an interesting point; much of the literature is sceptical of the value of such
an approach, with the risk of fostering resentment, tokenism or discomfort to a degree
that learning is inhibited. There is little evidence of the NHSLA ‘forcing’ this through
a curriculum route, but equally the fundamental leadership principles espoused by the
NHSLA are not negotiable, and this could thus be interpreted as being mandatory. Further
work would be beneficial here for exploring participant perceptions and experiences of the
efficacy of what could be termed this quasi-mandatory approach.

Given all of the above, implications for practice and areas for further study can be
proposed. Research into the development, delivery and impact of differing healthcare
leadership development programmes composed of multi-disciplinary participants could
provide insights into methods and efficacy. For example, is the exploration of intercultural
sensitivity or the development of cultural intelligence easier to explore in multi-disciplinary
groups of learners rather than uni-disciplinary ones? The evaluation and review of the
leadership development curriculum for multi-professional and multi-disciplinary learning
groups could also be profitable, especially if this includes a conscious discussion about



Societies 2022, 12, 39 11 of 13

the inclusion and expression of cultural competence, cultural sensitivity and cultural in-
telligence, which are all key leadership activities in contemporary and diverse healthcare
environments. These would both add to the body of knowledge around cultural compe-
tence in the development of multi-disciplinary healthcare leaders.

7. Conclusions

In conclusion, having explored the phenomenon of how cultural competence is ex-
pressed in education and leadership development in healthcare, a number of points emerge.
From a theoretical viewpoint, the concept of cultural competence can be located in a con-
structivist paradigm with an emphasis on critical reflection and reflexivity with a view to
creating new knowledge [13]. Equipping those who work in healthcare—both clinical and,
increasingly, non-clinical staff—with some notion of cultural competence clearly plays an
existing and arguably increasing role in health services, and cultural competence interven-
tions vary in their emphasis and methods. However, there is a clear and growing focus
on what can be described as intercultural sensitivity and cultural intelligence, with a focus
not just on knowledge but also on skills and attitudes [3,6]. Definition and meaning vary,
perhaps understandably due to the need for authenticity in the field and the fact that au-
thenticity will stem from highly local contingent factors. The literature illustrates evidence
of a mixed, sometimes an eclectic mix, of approaches to develop cultural competence, on
a spectrum including the simple provision of information, attempts to transfer knowledge
either voluntarily or through mandatory means, through to curricula approaches that
either include specific modular inputs or interventions, or at the other end of the spectrum,
attempts to fundamentally design aspects of cultural competence into curriculum.

The manner in which the English National Health Service approaches cultural compe-
tence in the development of leaders was explored as a case study, given that the National
Health Service Leadership Academy has been offering a wide variety of leadership de-
velopment programmes for almost a decade. An examination of their (publicly available)
information revealed that the focus is more on attitudes than on didactic knowledge trans-
fer, and on strategic curriculum design rather than a specific method. Given the ethnic and
racial diversity of the population of the United Kingdom, and that the NHS is a fully pub-
licly funded health service, this emphasis on some form of aiming to develop a culturally
competent workforce is, perhaps, reassuring. The focus on attitudinal shifts is interesting,
as it speaks to the relative importance of behavioural change, which is a key feature of
cultural intelligence. On one level, behavioural change (or indeed the self-management
or regulation of behaviours) could be considered ‘sufficient’ in terms of health workers
treating service users with dignity and respect, but many debates around institutional or
systemic failings (in various spheres) identify attitudinal factors as key; eventually and at
some level, attitudes and beliefs will always have an impact on behaviours. Intercultural
literacy, for example, sits very much in the domain of knowledge, with members of the
‘dominant’ group learning about the norms of ‘minority’ groups. Is this part of cultural
competence? Certainly. Is it sufficient? Almost certainly not. The NHSLA model approach
towards equality, diversity and inclusion sought to move away from the ‘knowledge input
solves a deficit’ approach, but these factors must remain part of the wider aims. It is this
point where there is a recognition that cultural competence is in fact a phenomenon that
needs to be considered or addressed but that it is all too easy for it to be labelled as ‘too
hard to do’, not a priority given other issues, or that problems will resolve themselves
over time. Cultural competence will bring us close to a tipping point where giving people
the knowledge, language and space to explore the dimensions of cultural competence is
critical, especially in healthcare. The experience of COVID-19, with a differential impact on
groups in society in the context of existing (and sometimes entrenched) health inequalities
has reinforced the need for health services at a strategic level, and by extension, the day
to day practice of individuals involved in delivering healthcare to be culturally alert and
competent. In that respect, the debate today can be framed as a morally and ethically
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imperative, rooted in value systems, and the implications and opportunities for those
involved in the design and delivery of leadership development are rich.
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