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Abstract

There is an urgency to the development of culturally competent care.This urgency is due to increasing diversity, increasing disclosure of identities, care delivery moving to home, and increasing inequity in access to health care. The development of a knowledgebase for culturally competent care is constrained by substantive and methological issues, such as the limited view of culture as a unit analysis and limitations in designs and methods that could capture the intergrative nature of participants' experiences. Therefore, I propose that components of foundational knowledge in nursing may include, but should not be limited to, populations and their cultures; culture-specific nursing phenomena; and responses to diversity, marginalization, vulnerability, and transitions. To develop culturally competent knowledge, researchers, theoreticians, and reviewers are urged to address eight criteria to ensure rigor and credibility in scholarship: contextuality, relevance, communication styles awareness of identity and power differentials, disclosure, reciprocation, empowerment, and time.


  Increases in communication secondary to technological capacity, as well as political and economic shifts between and among nations, have fostered communitarian values. These values are gradually replacing individualism and colonialism and are building a foundation that demands cultural competence in business, education, and health care. Providing care that is culturally competent is no longer a luxury; it is a necessity that is being demanded by patients and by those who act as advocates for patients in both hospital and community settings. Providing such care requires a knowledgebase and theories that can guide the processes used to provide culturally competent care. It also requires the commitment of a community of scholars to participate in the development, support, and monitoring of the progress and the credibility of this knowledge. [1]

  I argue in this article that there are theoretical and methodological issues that may slow the progress of the development of the substantive knowledgebase that is needed for the provision of culturally competent care, and I provide a context for these theoretical and methodological issues by identifying select societal and health care trends that drive the urgency for culturally competent care. I then propose knowledge areas that may provide the structure for substantive knowledge related to culturally competent care. I will specifically discuss the urgency to provide culturally competent care driven by changes in the service delivery system and new legislation that reflect a backlash and a disregard for the rights of minorities and immigrants. I discuss the nature of culturally based scholarship and a knowledgebase that reflects the needs and services offered to diverse populations. Finally, based on others' seminal work on rigor in science, I propose some criteria for assessing the credibility of culturally competent scholarship.

  For the purposes of this article, the definition of culturally competent care proposed by the National Academy of Nursing expert panel on culturally competent care will be used. Culturally competent care is defined as "care that takes into account issues related to diversity, marginalization, and vulnerability due to culture, race, gender and sexual orientation. This care is guided by nursing theories, models, and/or research principles....It is also care that is provided within the historical and 'dailiness' context of clients." [1] (p4)
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  SOCIETAL AND HEALTH CARE TRENDS

  Many trends in society and in health care are creating the urgency for providing culturally competent care. Among these trends is a worldwide increase in societal diversity. Numerous global social, demographic, and political changes in recent years have alerted health care professionals to the need to provide systematic attention to the increasing global diversity and its effects on people's health. Changes in countrie's borders, the increase in immigration from developing to developed countries, the rise in intersocietal migration, and the increase in intercultural marriages have all contributed to diversity in relationships and lifestyles. To provide health care to populations with a range of needs and expectations, it is important for health care professionals to acknowledge and value diversity. Without a knowledgebase of the phenomena critical to diversity and their effects on health and health care services, access to health care and quality of services are more difficult to achieve.

  A backlash is simultaneously occurring that heightens the urgency for providing culturally competent health care. [2] The worldwide trend toward asserting ethnic identities and the resulting backlash is amply demonstrated, for example, through the wars between the former Soviet states that illustrate the assertion of identities and community polarization according to geography or identity or both. The public celebrations in the lesbian and gay communities in San Francisco, New York, and elsewhere and the public ethnic celebrations across the United States are indications that minorities are affirming their heritage, valuing their beliefs, willing to disclose them, and also asking others to do the same.

  However, with the increasing sensitivity toward ethnic identification and expression, there is a simultaneous increase in intolerance to diversity, and there may be less expression of rage about interpersonal and institutional racism. California voters' support of Proposition 187 (which deprives undocumented immigrants of state services) is an example of a rising sentiment against newcomers from other countries awaiting legal immigration status, denied immigration status, or with no immigration status. The proposed ending of affirmative action policies is another example of a growing blacklash against minorities and against accommodating diversity. Violence against gays and lesbians, as well as stereotyping that is stigmatizing, are other examples.

  Another form of backlash is the increase in the sophistication of health care technology and the decreasing access to it by underprivileged populations. Increasing costs, economic pressures, sexism, and racism deprive large numbers of the U.S. population from getting their fair share of health care, particularly those who represent a minority group. There is more inequity and less access to health care in general and to quality health care in particular. [3,4] Similarly, technological advances in communications and health care systems result in further increased cost to the consumer. Increasing costs create a widening gap between groups who have access to such technology and those who do not, and these costs inevitably prevent less economically fortunate people from receiving equitable access to technologies. [5] Increasing information and technology lead to increased opportunities for those who have access to it but fewer opportunities for those who have limited access to it. [6-8]

  Changes in the venue of health care also highlight the need for cultural competence in providing care. Health care is moving out of institutions and into communities, and nurses' responsibilities in home care are increasing. [1,9] When nurses become guests in patients' homes, power and relationship dynamics shift, and the rules related to interaction, assessment, and intervention take on different meanings. When patients come into the health care system, nurses tend to expect them to act and react to hospitalization within frameworks driven by the health care system. However, as nurses move into the homes of patients to care for them, nurses are expected to act as guests, and the care they provide becomes subjected to different contexts of care and its guest-host relations. The care provided is modified to reflect these contexts and the nature of the relationship. Understanding patients' frameworks, beliefs, values, lifestyles, and ways of responding to health and illness is imperative, and the knowledgebase reflecting and informing that understanding urgently needs to be developed.
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  FOUNDATIONAL KNOWLEDGE FOR CULTURAL COMPETENCE

  These societal trends reflect and create the need to provide more culturally competent care and to develop policies to ensure such care. Such care and policies will depend on the availability of a knowledgebase that is relevant to the questions generated by the care recipients and providers. There have been many strides made in this direction, [10-12] but there is an increasing realization that coherent theories and a research base to guide nursing care that is culturally competent have yet to be fully developed. [1] Shared conceptual frameworks are needed to guide the development of a more coherent knowledgebase, and methodologies that are congruent with the diversities of populations. Policies to support the provision of more culturally competent care are also required. To develop such knowledge, some attention should be provided to theoretical and methodological issues that may slow down the progress in answering urgent and germane questions.
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  Substantive knowledge

  Over the past three decades, there has been a gradual conceptual shift from nursing as a biomedically driven discipline to a more socioculturally informed discipline. [13,14] This shift, influenced by more attention to the cultural backgrounds of patients, has facilitated the reconceptualization of patients as sociocultural beings and as products of their own ethnicity and heritage. [15] However, a focus on culture may also contribute to the current somewhat conceptual stagnation in the discipline of nursing. By explaining responses through cultural heritage and by deemphasizing other socially contexted and societally driven explanations, the knowledgebase developed may be limited in scope and usefulness.

  Cultural groups and cultural change are units of analysis borrowed from anthropology, the discipline with the most interest in culture. [16] These units of analyses prompt attention to values, beliefs, lifestyles, and history and inform the analysis of responses through consideration of cultural heritage. This approach begs the question as to the extent that such attention to culture may deemphasize a more socially contexted and politically driven explanation of responses. In addition, units of analysis for nursing are human beings, their environments, and their health and illness experiences and responses. Human beings, as defined in nursing, are integrated wholes and are not distinct from their culture, sociopolitical values, family, biology, genetics, physiology, and societal attributions. Rather, it is the dynamic and continuous interaction of all of these components; the meanings of them to the individual, family, and community; and the interpretation of them that define the units of analysis for nurse scholars. Culture is only one component of what defines a human being; defining nursing clients as cultural beings may be as reductionist as defining them as biological or physiological beings.

  A scholarly interest in culture has prompted many valuable discussions and dialogues about specific populations who share similar cultural heritage, and it led to developing studies to uncover the meanings attached to health and illness as conceptualized by people within a particular culture. [8,17] There may be a paradox, however, in focusing on populations as defined by their cultural heritage. On the one hand, this approach uncovers the issues that cultural heritage tends to create in populations' responses and actions and provides a context for understanding these issues. On the other hand, culturally defined groups tend to be stereotyped and homogenized, when in fact the variations within the culture may be greater than the variations from other cultural groups. Stereotyping is antithetical to individualized care.

  When culture (ethnic background and heritage) is the major unit of analysis, and sometimes the only unit of analysis, it drives the analysis and the interpretations of responses of clients as well as the plan of action. When this happens, structural issues are either neglected or intentionally ignored under the guise of cultural relativism. [18] Cultural diversity frameworks sensitize users and promote acceptance of diverse responses, values, beliefs, and lifestyles under the premise of cultural relativism. [19] Relativism may be problematic in nursing by leading to acceptance of the negative, as well as positive, values and beliefs of clients. The ethic of relativism, which is inherent in cultural sensitivity and understanding, may contribute to stereotyping, to accepting the status quo, and to simplifying the complexity of multiple contexts in the lives of patients.

  Diversity in experiences of and responses to health care may be more productively analyzed and understood in terms of structural, political, and social, rather than only cultural, differences between individuals and groups. For example, educated middle-class women in Finland, Egypt, and Brazil share more similarities and confront more similar issues than women from all classes within any of these countries. Educated middle-class women and uneducated low-income women within the same country may (and do) confront substantively different issues in spite of sharing a similar culture. A focus on a cultural heritage may disregard the differences created by economics, poverty, and politics. Access to services, usually determined by the relative socioeconomic levels of individuals in societies, and the structural constraints they may encounter in receiving services render them more vulnerable than their cultural heritage alone. Therefore, a more fundamental problem to consider is how certain populations become disenfranchised and marginalized through stereotypic labeling, which may lead to less access to quality care. [20] Marginalization, a useful core concept in nursing, decreases clients' chances in getting equitable care. [21,22]

  To study only the culture of clients, their values and their beliefs and how they view their own situations and attribute their interpretations of culture, is similar to studying age as a variable. A nursing perspective on age considers not only the chronological years of the patient's life, but also how his or her responses are affected by his or her chronological age, how that age is viewed in that society, how families respond to members of that age, and the role of age in maintaining and promoting a sense of identity and well-being. Knowledge that helps describe and explain the differences between psychological age, sociological age, and chronological age, and how each drives self-care activities, maybe more fundamental to the discipline of nursing than age alone. Similar analysis could be applied to culture.

  Culture is a context in nursing. It may be a major unit of analysis in anthropology, but it is only a component of a more integrated human being. The cultural heritage of patients is central to the mission of nursing when considered within the structural barriers imposed on patients because of their cultural heritage. It is less powerful to develop knowledge about culture in nursing, which promotes the premises of relativism, than to develop knowledge about how societies at large, and health care systems in particular, tend to marginalize patients because of their culture. Has culture become an adopted, overall framework for the discipline of nursing, and should it be? The discipline of nursing has a history of adopting the structure and value systems of many disciplinary forefathers, such as medicine, biology, physiology, education, anthropology, sociology, and more recently philosophy. In adopting any of these disciplines, an important aspect of nursing reality is ignored or neglected. Each of these disciplines is vital for the potential of developing and sharing knowledge; however, it is the mission of nursing that must drive knowledge development rather than the mission of any of the other disciplines.

  Individuals' responses, within the discipline of nursing, are the sum total of their socioeconomic structural, gender based, and racial and ethnocentric dynamics. Culture, therefore, could be considered from a nursing perspective as the sum of ethnic, racial, gender, sexual, and economic experiences that frame the values, beliefs, and responses of individuals, families, and communities. Culture also includes the immediate context of the individual. Culture is affected by structures and discourses that may promote or deny all aspects of that culture, and these structures and discourses become interwoven and imbedded in the responses and experiences of individuals to health and illness. Cultures cannot be examined, explored, or understood outside their politics and their histories, nor should they be extracted from the power structures of any group. Intracultural differences and sources of oppression may be examined in terms of their differential influence on people within a culture.
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  Populations and their cultures

  Scholars and clinicians in nursing have been participating actively in the development of sociocultural profiles of clients who come from diverse cultural backgrounds. There are accounts of Hispanics, Middle Easterners, Afghans, and Cambodian immigrants, as well as of African Americans. This knowledge of populations based on their cultural heritage, their ethnicity, or the ways clients manifest their ethnicity is useful and valuable. The nursing literature is rich with accounts of how health and illness responses tend to be defined and manifested through cultural lenses. [23-27] There is a need to explore and examine the extent to which these accounts have facilitated the delivery of quality care and the ways by which they provide a framework for clinicians and patients to achieve their goals. In addition, there is the need to examine how these descriptions may have constrained the delivery of care by providing stereotypical frameworks of these populations. [28,29] Synthesis of the findings related to specific populations could drive the development of a shared framework for understanding human beings as wholes. [1] There is a need for synthesis, integration, and critical reflection about this knowledge.
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  Diversities

  There are some writings about diversity itself: how it is manifested and in what ways it shapes the nature of interactions and of care in health care settings. [30,31] The extent to which diversity in populations and in health care professionals shapes health care environments and affects experiences and responses to health care have not been fully explained nor understood. [32] Other questions about the environments where diversity is the norm need to be addressed: Do team workers who are ethnically and culturally homogeneous tend to function and achieve their goals similarly or differently than team members who are more heterogeneous and who represent a variety of cultural and ethnic heritage knowledge levels? Are there differences in the quality of nursing care given by homogeneous and heterogeneous teams? What are the characteristics and challenges of conducting research with a heterogeneous population? And what strategies could be used to support the challenges of heterogeneity?
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  Culture-specific phenomena

  "Culture-specific phenomena" as used here are those phenomena that represent the discipline of nursing within the context of different cultures. For example, when cultural brokering is studied within the context of different cultures, there is a potential for developing middle range theories to guide nursing care within a wider scope of practice. [33] Questions that need to be answered to develop this component of knowledge are, To what extent are studies related to such concepts as role integration, uncertainly, social support, and maternal role attainment, based on Western assumptions? and Are the research questions themselves reflective of these assumptions? Since health and its meanings evolve from a mosaic that represents a synergy of cultural meanings, [34,35] then by studying health from different cultural perspectives, a more contextual approach to health could be developed. For example, studies of symptom management strategies and approaches to self-care in diverse populations revealed different strategies, [36] and together these strategies are likely to better reflect the diversity of the U.S. populations. When questions, research problems, results, and the interpretations are compared and contrasted, the multidimensionality of phenomena are uncovered, and then there is more potential that knowledge about the phenomena could empower nurses to act on patient's behalf in ways that are more congruent with patients' values and needs.
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  Marginalization and vulnerability

  Marginalization has been proposed as a significant context in the consideration of quality health care. Knowledge related to marginalization from a nursing perspective focuses on responses to marginalization and the effects of marginalization on the quality of health care delivered and received by marginalized people. The definition of marginalization highlights the effects of disenfranchisement based on race, sexual orientation, socioeconomic circumstances, and national origin and demonstrates how groups are peripheralized from the center of society.

  When people are marginalized, they are stripped of their voice, their power, and their rights to resources. [21] Marginalized people become reflective about their own situation, and they tend to develop their own symbols and language. The language they use in their interactions tends to reflect their own lexicon. This lexicon and the symbolism in it may not be well understood by others. Marginalized people tend to know a lot about nonmarginalized people, but the reverse is not always true. [21] Fundamental knowledge about marginalization evolves from an understanding of how people are treated, the processes by which they are marginalized, and how their culture or identity contributes to their marginalization. It also evolves from uncovering the responses of health care professionals on the health-illness situations of populations that differ from the Euro-American, middle-class, heterosexual majority because of the color of their skin, their accent, their limited knowledge of a language, their gender, or their sexual orientation.
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  Transitions and coping with transitions

  Transitions create dislocations, loss of networks, loss of support, and new opportunities and challenges. Transitions can promote marginalization and vulnerability. The transitions that nurses deal with are health-illness transitions and developmental, situational, and organizational transitions. [37,38] Nursing is a discipline that is concerned with the processes and the experiences of human beings who are undergoing transitions, and therefore the mission of nursing has been articulated to reflect nurses' action to facilitate patients' transitions. [39] Nursing is also concerned with the development of nursing therapeutics to prevent, promote, and deal with the experience and the outcomes of healthy transitions. Within that focus, the goals of knowledge development in nursing are to uncover the processes and experiences that promote mastery; to enhance the perceived well-being and functioning of individuals who are in transition; and to promote an understanding of the different identities that result from or lead to transitions. The meanings attributed to these experiences are also fundamental to this knowledge component. In addition, it is essential to describe environments that constrain, support, or promote healthy transitions. Clients with a cultural heritage unlike that of their health care provides may be undergoing or have undergone transitions that may need nursing therapeutics and models for delivery that are more congruent with their experiences. In sum, this knowledge component calls for the development of models that best enhance healthy transitions.
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  Methodology-specific knowledge

  Another body of knowledge that is needed to enhance culturally competent research and theory is knowledge related to methodology. The development of knowledge for culturally competent care could be enhanced by developing methodologies that reflect the mission and the goals of nursing. However, the methods and the analytical schemes must be designed to be congruent with diverse populations and with the diverse approaches needed for recruitment and maintenance of participants in the research process. [40] Methods selected must be sensitive to the marginalization of populations and to the lifestyles and needs of clients in transition. Comparative analyses of data related to the same phenomenon using different methodologies may help in shedding light on questions related to the choice of qualitative and quantitative designs for the type of knowledge to be developed for culturally competent care.

  There is an existing, informal expectation among scholars who are interested in group cultures that qualitative designs are preferred over quantitative designs. [41] The preference for qualitative studies for culturally focused research may have been driven by anthropology and its influence on nursing. It may also be a backlash to earlier attempts at redefining the nature of the discipline of nursing from a professional mission to a scientific one under the assumptions that science was defined through empiricism and that research findings based on empiricism and positivism defined the levels of development in the discipline. More recently, many accepted ways of knowing in nursing have been identified that allow for examining oppressive conditions, experiences, and responses within the context of cultures. [42-46] Therefore, the expectation that only one or two methods are the methods of choice for nursing scholarship related to culturally competent care must be debated as it has been debated in other fields. [47] If the phenomena include cultural patterns, values, beliefs, and lifestyles, then qualitative research may be the design of choice. If the phenomena of study are driven by the central domain concepts of health, interaction, transitions, marginalization, or self-care, among others, then perhaps these phenomena could be examined using more congruent methodologies that combine qualitative and quantitative designs to compare, contrast, or complement findings. [48-49] A qualitative research design might not be the only choice of framework for research projects in which the culture of the population is only one consideration, while the central focus of the study is driven by the mission of nursing. [50]

  Another area for knowledge development related to methodology is researcher-participant matching. This approach has been proposed and used as a strategy for developing knowledge for culturally competent care. [51] Researcher-participant matching is ensuring that the researcher is an insider to the culture of the population that is being studied. Sawyer and colleagues [52] questioned the wisdom of using researcher-participant matching as a major criterion for research that involves culturally diverse populations of people. They analyzed the complexity of determining the variables on which to match, the feasibility of matching, and the timing of matching in the research process. They concluded that the "complexity inherent in matching hinders rather than promotes the pursuit of cultural diversity in research." [52] (p22) They proposed other criteria such as cultural sensitivity to populations, knowledge of the populations, and collaboration throughout the research process as more feasible and accessible methods for developing culturally competent scholarship. These are areas that could be better informed with more analysis and study.
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  EVALUATION OF CULTURALLY COMPETENT SCHOLARSHIP

  The components outlined above are imbedded in the knowledgebase for culturally competent health care. By developing these substantive areas, there is a potential for having more informed clinicians to provide care that reflects the needs of diverse populations. The credibility of culturally competent knowledge may be established in several ways.

  Rigor in scholarship is broader than rigor in research. Rigor in scholarship includes analytical discourses related to the major assumptions guiding the investigation and includes, but is not limited to, theoretical discourses. There are several thoughtful discussions of rigor and adequacy in nursing research. [52-56] However, the question of rigor and credibility in the development of culturally competent knowledge deserves more attention. I offer eight criteria that could be used by researchers to guide their development of knowledge for culturally competent care: contextuality, relevance, communication styles, awareness of identity and power differentials, disclosure, reciprocation, empowerment, and time. Reviewers may also use these criteria to determine rigor and credibility in research that utilizes diverse, marginalized populations or those who are in transitions.
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  Contextuality

  Knowledge of research participants' lifestyles and situations is essential for developing the research questions and for understanding the meaning of the results. This knowledge provides a context for the phenomenon, the research questions, the results, and the interpretations. Knowledge without a context leads to marginalization of populations and to stereotyping of groups. The task of the researcher is to develop a historical context for the study participants and to systematically develop and maintain a sociocultural context for the research encounter during every phase of the research process. [52] Context includes sensitivity to structural conditions that contribute to participants' responses and to the interpretations of situations informed by experiences, by validation of perceptions, and by a careful review of existing knowledge. Consistencies and inconsistencies in interpretations need to be judged through analyses of continuities in history of sociocultural context and data presentation. They could also be judged through the integrity of the explanations provided, the congruency between the labels used, and the patterns that evolve, which must be governed by the historical and sociopolitical contexts. [57]
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  Relevance

  Relevance is another criteria by which to judge the adequacy and rigor of the evolving theory or research project. Relevance, a criteria for judging feminist research, was described by Hall and Stevens, [53] and it refers to whether the research questions can serve a population's issues and interests in improving their lives. Consideration of the relevance of research with marginalized populations requires careful analysis of the extent to which the question may have been informed by stereotypical images and depictions of the population and to which the results may further enhance these stereotypes. Relevance is also related to the extent to which the problem area and the research questions are considered significant for the population being studied and to which it is meaningful for their health and health care as seen from their perspective. Relevance is a criterion for determining whether the proposed research or theory attempts to answer some fundamental questions for nurses and the discipline of nursing. Evidence of establishing relevance throughout the research process may be obtained by reviewing the level of participation of the study population in the research process. The researcher must demonstrate throughout the research report how the research questions, the interpretations, and the dissemination of data were informed and influenced by the community itself.
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  Communication styles

  Another evidence of rigor in research with marginalized populations is the extent to which the scholarly interpretations demonstrate critical understanding of preferred communication styles for the research participants and their communities, including the most congruent design for the population's communication style. [32] Understandably, undocumented immigrants may be reluctant to complete questionnaires or express their experiences by responding to research instruments, and patients who are HIV positive, have AIDS, or are undergoing chemotherapy may be tired of completing forms. In addition, there must be evidence that this understanding of communication styles is demonstrated in the study design and in the data collection phase and that the methodology is planned using the most productive (and preferred) communication style of the population. For the research to be culturally competent, it must include evidence of understanding of the subtleties and variations inherent in language as well as the symbols used.

  The reviewer may consider identifying whether the researcher demonstrates awareness of the complex web of participants' meanings of questions, the tools used, and the categories that may emerge from interview data. Understanding symbolic variations must also be demonstrated throughout the research process. A process for checking for in-depth understanding of language should be manifested throughout the research process, and evidence of this process should be explained in any reports about the research. Similarly, evidence of understanding of the use of language throughout the research process and ways by which the language use may have facilitated or constrained the research process need to be given; for example, concepts with no parallel in the other language may be identified through critical analysis of the process by which the concepts were delineated and defined.
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  Awareness of identity and power differential

  Consenting to a research project is meaningful when there is less distance between the researcher and the participants and when there is reasonable chance that the participants can exercise the power to dictate the research questions or to refuse to participate in the research project. To demonstrate that the research process is collaborative requires the assumption that there is an equal chance that members of the collaborating team represent similar spheres and that the power they possess is equal power. [58] But a researcher and a participant can never possess equal power; they are differentiated by knowledge, boundaries, power, and the purpose of the encounter. Therefore, we cannot make an assumption of power equity. Credibility in research conducted with marginalized populations may be established by evidence that the researcher is cognizant of the power differential and that the levels of hierarchical power are acknowledged. Evidence should be provided regarding how the researcher was able to establish more horizontal relationships and develop shared authority and shared ownership of the data. It may not be possible to demonstrate that the researcher was able to eliminate the vertical power structure and rigid separation of identities. However, there should be evidence of a movement toward fluidity in boundaries and evidence of a process to decrease vertical differentiation. Individuals who are in more-hierarchical power situations and who are differentiated by their boundaries and their distinct identities tend to not be able to share freely their responses to the grueling process of research.
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  Disclosure

  Secrecy is a property of marginalization. [21] Marginalized groups establish coalitions and a sense of identity that is uniquely their own through the establishment of secrets that are shared only among those in the same marginalized group as themselves. Immigrants, chronically ill individuals, and sexual minorities, among other groups, may tend to keep their marginalized identities a secret and to attempt to pass as mainstream. Research in a human science is predicated on authenticity of data, not on participants passing as nonmarginalized. Among the goals and tasks for the culturally competent researcher of marginalized populations is to uncover the marginalized populations' experiences in ways that are authentic to the narrators and understandable to the audience. Researchers then must demonstrate evidence of trust-building. Strategies used to establish trust should be demonstrated and explained. Assessments should be made about the extent to which participants were able to freely respond to questions they chose to and to decline to respond to those they chose not to.
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  Reciprocation

  One of the goals of a culturally competent research process is to ensure that all parties involved meet their own goals from the research process and through the research findings. A researcher's goal is to gain understanding related to the area of investigation, to answer research questions, and to identify patterns or processes. A participant goal may be to have their own questions answered, to get to know the researcher, or to gain more insight into their own situation. Reciprocation is achieved when the goals of the research collaborators and the participants are identified and when every attempt is made to ensure that these goals are addressed. Evidence of reciprocation includes the recognition of the diverse goals of the research members' team and participants, demonstration of strategies used to meet the goals of each collaborator and participant, and demonstration of awareness of other goals that are related to the population under investigation. A reviewer would look for evidence of the development and use of a reciprocation process and of decision factors related to each critical point in the process.
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  Empowerment

  Culturally competent scholarship is evidenced in the demonstration of how the research process raises the consciousness of members of the research team and participants during and after the study is completed. Empowerment is a multidimensional concept that includes a well-defined sense of the self as manifested in being able to question the research process and to experience a sense of freedom and options in modifying any parts of the process. It is also the ability of participants to demonstrate some connectedness to the research in which they are involved and to the findings and to demonstrate their knowledge of options to take actions. [59] Empowerment is a process of working together to increase control over one's life events. [58,60] Ways in which marginalized populations are empowered to participate in dealing with their health care issues or in answering their own questions need to be demonstrated. Evidence of a framework of key potential ways by which a particular population demonstrate their empowerment needs to be presented. Therefore, one of the tasks of a researcher with marginalized populations is to construct credible descriptions of ways in which the research process has made contributions or will make a contribution to empowering members of the group being studied.
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  Time

  A flexible approach to time is one of the tools used by culturally competent researchers to establish trust, to identify reciprocal goals, to develop maps of action, and to complete the research process. Time is a multidimensional phenomenon; it is described through the dimensions of quality, quantity, fluidity, and constraints, among others. [61] Research reports that are culturally competent must have evidence of a time frame and the dimensions of time that allow the researchers to meet their own as well as the participants' goals. Culturally competent research is not constrained by time or by an exact number of researcher-participant encounters; consistency of time between participants and interviewers and consistency in the number of interviews may be sacrificed for reciprocity, empowerment, and disclosure.

  Process, strategies, and amounts of time needed to develop trust and to enhance disclosure differ from one culture to another and between individuals within the same culture. Therefore, evidence that time is used flexibly must be demonstrated. Being aware of, respecting, and analyzing how differences in time may have influenced the research process are indications of culturally competent research. Awareness of the meaning of time and how it is used in research reports are indicators of culturally competent research. A flexible time-oriented research approach to marginality fosters attention to process and to patterns of responses, unlike approaches that are constrained by limited and fixed time, which tend to be more stereotyping.

  There is a mandate and an ethical responsibility that nurses provide care that is culturally competent. To provide such care, we must develop and use theories and research that are constructed from culturally competent scholarship. Societal trends (eg, increasing diversity, increasing attachments to a unique identity as self-defined or as defined by society) and health care trends (eg, the move of care outside hospitals, the increasing inequity in access to health care) heighten the tension and urgency around developing culturally competent knowledge. Scholars in the discipline of nursing may claim the primacy of scholarship related to culturally competent care by making the development of culturally competent care a top priority for the discipline.

  There are, however, some theoretical and methodological issues that may constrain the much-needed progress in the development of such knowledge. A traditional focus on culture may not be the way to developing such knowledge. Rather, we need to consider phenomena driven by a nursing perspective and in the context of diversity, knowledge about marginalization and vulnerability, knowledge related to transitions, and knowledge related to appropriate methodologies. It is not only cultural heritage that has significant implications for responses to health care and for clients' experiences related to health and illness. It is also the marginalizing effects of culture that need to be addressed in the same way that poverty, sexism, racism, sexual orientation, and politicism tend to marginalize individuals in societies. From a nursing perspective, the questions should not stop at learning about the cultural heritage of the person; rather they should address how cultural heritage has been used to marginalize people and deprive them of fair and equitable access to health care. Similarly, the significance of research-participant matching in the research process and the superiority of qualitative over quantitative designs for studying clients' health and illness in the context of culture need to be discussed and debated. The eight proposed criteria for ensuring rigor and credibility of culturally competent scholarship can be used as guidelines for the research process and as criteria in evaluating the credibility of culturally competent scholarship.
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