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Abstract Responses to cultural diversity in nursing need to consider the theory and
practice developments of the profession, whilst also responding to broader social and
historical process that prevent marginalised groups from utilising universal health
services. A combination of approaches is suggested in this paper to meet these two
imperatives. Cultural safety is one indigenous New Zealand nursing approach derived
in response to inequalities for Maori, whereas cultural competence is an imported
paradigm derived from a multicultural context. Furthermore, research and dialogue
are required to examine points of complementarity and tension. This paper offers a
beginning for this process.
Key words cultural diversity; New Zealand; cultural safety; cultural competence

Introduction

Indigenous Maori of New Zealand have a proverb “Taua raurau, Taku raurau, ka Ora
te Iwi” which translates as ‘with your food and my food we will feed the people’.
The development of innovative and institutional responses to cultural diversity in
New Zealand hold much promise not only for local nursing theory and practice development, but also for interdisciplinary and international consideration. In this paper, I argue that a triangulation of approaches is required that addresses not only the
theory and practice demands of the nursing profession but also the social and ethical
imperatives that can rectify the unfair burden of health inequalities disproportionately
affecting Maori and other ethnic groups.
Focussing on New Zealand and an indigenous response to diversity called cultural
safety, I suggest that this political, structural and social approach, which values and
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privileges the indigenous people of the land through a commitment to the Treaty of
Waitangi is needed. However, international cultural competence paradigms can provide operational guidance for nurses and organisations in practice settings in a way
that assists with the implementation of cultural safety rather than neutralises it. The
article begins with a brief overview of the changing demographics of New Zealand,
followed by a discussion of the unique status of Maori in New Zealand and their
over-representation in negative health statistics which is thought to be directly related
to colonisation. An overview of health issues for Pacific peoples and Asian communities is provided to contextualise the need for the implementation of responsive approaches to advance health for communities who experience barriers to accessing
health services. Cultural safety is then outlined as an approach to rectify workforce
issues that contribute to health disparities for Maori, with an in-depth discussion of
Nursing Council of New Zealand principles that comprise cultural safety. The place of
the Treaty of Waitangi in health is then discussed with a focus on partnership, protection and participation, and lastly the movement away from deficit models to a focus on health gain and development is promoted. It is suggested that both cultural
safety and competence could be utilised to enhance access and responsiveness to marginalised communities.

Demographics
New Zealand, traditionally a bicultural country, is becoming increasingly diverse in
terms of ethnicity, religion and language, which has implications for its responsibilities to its indigenous population and its relationships with newer migrant and refugee communities. The 2001 Census noted that 67.6% of the population of people in
New Zealand were European New Zealanders, 14.6% Maori, 6.9% Pacific peoples,
9.2% Asians, 0.9% Middle Eastern, Latin American and African people and 11.1% of
people called themselves ‘New Zealanders’ (Statistics New Zealand, 2006). Of these
groups of people, Asians are the fastest growing category, increasing by around
140% over the last 10 years. Their numbers are predicted to increase by 122% by
2021, whereas Pakehaa will increase by 1%, Maori 28% and Pacific people 58% (Statistics New Zealand, 2006).

Maori health
Maori are the indigenous people of Aotearoa/New Zealand whose relationship with
Pakeha is defined in Te Tiriti o Waitangi/The Treaty of Waitangi, a document signed
in 1840 by the British Crown and Maori Chiefs. The Maori translation of Te Tiriti o
Waitangi is acknowledged as the founding document of Aotearoa/New Zealand and
forms the basis for biculturalism, which Sullivan (1994) defined as equal partnership
between two groups, where Maori are acknowledged as tangata whenuab. The principles of the Treaty of Waitangi are enshrined in health through the New Zealand
Public Health and Disability Act 2000, and the duties and obligations of the Crown
and its agents are to ensure that they:


a
b

develop partnerships with Maori;
both recognise and provide for Maori interests;
Maori word for person of European ancestry.
People of the land.
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are responsive to the needs of Maori;
ensure equal opportunities for Maori including recognition and active support of
kaupapa initiatives (Nursing Council of New Zealand, 2005; New Zealand Psychologists Board, 2006).

Despite their unique status in Aotearoa/New Zealand, Maori are over-represented
in negative health care statistics and experience significant health disparities (Ajwani,
et al., 2003). Like other ethnic groups, they experience barriers to access and inclusion, but importantly also face threats to their sovereignty and self-determination. Issues such as legal ownership of resources, specific property rights and fiscal compensation are also fundamental to Maori well-being. Reducing inequalities in health
status for Maori is a prominent goal in the New Zealand Health Strategy, and accessible and appropriate services are a key objective (Ministry of Health, 2000a). He Korowai Oranga—Māori Health Strategy (Ministry of Health, 2002) has as one of its
aspirations to ensure accessible and appropriate services for Maori. Access barriers
for Maori include: cost, availability of quality care, culturally appropriate services,
travel, referral patterns for major operations, the organisation of outpatient services
and the assumptions of health professionals about the behaviour of Maori. The strategy recommends that both mainstream services are improved and Maori services developed. Maori providers play a pivotal part in improving access, and the effectiveness
and appropriateness, of health and disability services, especially those that practise
Maori views of health and healing (Ministry of Health, 2002).
Health disparities between Maori and non-Maori are thought to be strongly linked
with health professional behaviour (McCreanor and Nairn, 2002; Bacal, et al., 2006).
Research suggests that there are differences in access ‘to’ health care and ‘through’
health care for Maori (Ellison-Loschmann and Pearce, 2006). Maori become sicker
for longer periods and have shorter lives (Bacal, et al., 2006). Maori are likely to experience fewer referrals and diagnostic tests than non-Maori. In primary care, Maori
are seen for a shorter time, offered less treatment and prescribed fewer secondary
services, such as physiotherapy. Compounding poor health outcomes are a paucity
of Maori health professionals. Only 2.3% of medical practitioners are Maori (when
Maori make up 14.6% of the population) meaning that Maori are more likely to be
seen by non-Maori health professionals. However, initiatives are underway to improve Maori health workforce recruitment and retention through Maori leadership,
mentorship, peer support and comprehensive support within study programmes and
between the interfaces of school, study and work (Ratima, et al., 2007).

The health of Pacific peoples
Pacific peoples represent over 20 different cultures and comprise 6% of the New
Zealand population. Compared to the total New Zealand population, Pacific peoples
have poorer health status, are more exposed to risk factors for poor health and experience barriers to accessing health services (Ministry of Health and Ministry of Pacific
Island Affairs, 2004). Pacific peoples in New Zealand have a life expectancy at birth
of approximately 62.5 years, about 4 years less than the national average (Ministry of
Health and Ministry of Pacific Island Affairs, 2004). In addition, Pacific peoples are
the least likely of any ethnic group to access primary care; their rates of avoidable
deaths and hospitalisations and ambulatory-sensitive hospitalisations are higher than
non-Pacific populations (Ministry of Health, 2004). There is a need to improve access
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for Pacific peoples to specialist services, such as acute and elective services (Ministry
of Health, 2000b). Thus, better access to more effective primary health care, relevant
disability services and specialist services are important interventions.
Innovative health models that promote holism and continuity have been developed
to address Pacific health concerns (Crawley, et al., 1995; Pulotu-Endeman, 1997; Tamasese, et al.,1997). Two key mechanisms have been advanced to improve social and
economic outcomes for Pacific peoples. These are to improve ‘the responsiveness and
accountability of public sector agencies to Pacific health needs and priorities, and to
build the capacity of Pacific peoples, through provider, workforce and professional
development, to deliver health and disability services and to develop their own solutions to health issues’ (Mental Health Commission, 2001, p. 15). In addition to increasing the responsiveness of mainstream services, ‘for Pacific by Pacific’ services are
advocated to strengthen Pacific provider infrastructures and increase capacity and capability. Such amendments will provide Pacific peoples with both incentive and opportunity to access high-quality and culturally competent health care and disability
support services (Ministry of Health, 2000b).

The health of Asian peoples
Within the category Asian in New Zealand, Chinese people are the largest ethnic
group, making up 2.2% of the total New Zealand population, followed by Indian
people who are the second largest at 1.2% (Statistics New Zealand, 2002). Research
on barriers to access to services has identified communication difficulties and knowledge gaps (DeSouza and Garrett, 2005). Earlier research identified language and a
variety of cultural barriers to accessing health services (Abbott, et al., 2000; Abbott,
et al., 2003). Evidence is growing that Asians under-utilise health services (Scragg
and Maitra, 2005):





Asians are less likely than other New Zealanders, Maori and Pacific peoples to
have visited a health practitioner (or service) when they are first unwell;
Asians are less likely than Europeans to visit a health practitioner (general practitioner, specialist, nurse or complementary healer) about a chronic disease;
Asian women are less likely than other New Zealand women to have had a mammogram or cervical screening test in the last 3 years;
Asians are less likely than all New Zealanders to use any type of telephone helpline in the previous 12 months.

Cultural safety
Cultural safety has been an indigenous nursing response to the poor recruitment and
retention of Maori nurses (Nursing Council of New Zealand, 2002). The concept was
introduced into nursing and midwifery curricula by the Nursing Council of New
Zealand in 1992, and it has led to an expectation that nurses practise cultural safety.
The focus is on health professional behaviours and institutional responses rather than
consumers, and there is an emphasis on the recipient of care describing whether services rendered are safe or unsafe. Put simply, ‘unsafe practitioners diminish, demean
and disempower those of other cultures, whilst safe practitioners recognize, respect
and acknowledge the rights of others’ (Cooney, 1994, p. 6).
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Nursing Council of New Zealand’s (2005, p. 4) definition of cultural safety is:
The effective nursing practice of a person or family from another culture, and is
determined by that person or family. Culture includes, but is not restricted to, age or
generation; gender; sexual orientation; occupation and socioeconomic status; ethnic origin
or migrant experience; religious or spiritual belief; and disability.
The nurse delivering the nursing service will have undertaken a process of reflection on his
or her own cultural identity and will recognise the impact that his or her personal culture
has on his or her professional practice. Unsafe cultural practice comprises any action,
which diminishes, demeans or disempowers the cultural identity and well-being of an
individual.

Cultural safety has been broadened to apply to any person or group of people who
may differ from the nurse/midwife because of socioeconomic status, age, gender,
sexual orientation, ethnic origin, migrant/refugee status, religious belief or disability
(Ramsden, 1997), but the focus remains primarily on ethnicity (Nursing Council of
New Zealand, 2005). In New Zealand, the cultural safety model has been integral to
nurse education for over 10 years.
Cultural safety goes beyond describing the practices of other ethnic groups, because such a strategy can lead to a checklist mentality that essentialises group members (Nursing Council of New Zealand, 2002). Furthermore, a nurse having knowledge of a client’s culture could be disempowering for a client who is disenfranchised
from their own culture, and could be seen as the continuation of a colonising process
that is both demeaning and disempowering (Ramsden, 2002) or appropriating (Allen, 1999). Culturally safe nurses focus on self-understanding and the emphasis is on
what attitudes and values nurses bring to their practice. A key tenet is that ‘a nurse or
midwife who can understand his or her own culture and the theory of power relations can be culturally safe in any context’ (Nursing Council of New Zealand, 2002,
p. 8). Ramsden (2002) describes a progression towards culturally safe practice in
three steps as follows:
1. cultural awareness, which involves understanding that there is difference;
2. cultural sensitivity, where difference is legitimated and leads to self-exploration;
3. cultural safety is the outcome of nursing and midwifery education, where safe
service is defined by recipients of care.

Principles of cultural safety
Four main principles are central to cultural safety. Principle one focuses on improving
the health status of New Zealanders and emphasises health gains and positive health
outcomes. In addition, it requires that nurses acknowledge the beliefs and practices of
those who differ from them through age or generation, gender, sexual orientation,
occupation and socioeconomic status, ethnic origin or migrant experience, religious
or spiritual belief and disability (Nursing Council of New Zealand, 2005). Principle
two focuses on a culturally safe nursing workforce by emphasising the significance of
power relationships and the need for nurses to undertake a careful process of institutional and personal analysis of power relationships. It also involves empowering the
users of the service and ensuring that nurses recognise their own diversity and how
this might impact on any person who differs in any way from themselves. Lastly, this
principle emphasises moving beyond tasks to being relationship focussed and
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responsive to the diverse needs of service users in such as way that it is defined as
being safe by the recipient of care.
Principle three requires a broad application of cultural safety to encompass recognising inequalities within health care interactions that are reflective of historical and
social inequalities in health. It also asks that cause and effect relationships of history,
political, social and employment status, housing, education, gender and personal experience upon people who use nursing services are addressed. It insists that the legitimacy of difference and diversity in human behaviour and social structure is accepted,
together with accepting that the attitudes and beliefs, policies and practices of health
and disability service providers can act as barriers to service access. Lastly, this principle includes quality improvement in service delivery and consumer rights.
Finally, principle four states that cultural safety has a close focus on the nurse as a
bearer of his/her own culture, history, attitudes and life experiences and the response
other people make to these factors. It challenges nurses to examine their practice carefully; recognising that the power relationship in nursing is biased toward service providers and that there is a need to balance power relationships in practice so consumers receive an effective service.
Cultural safety also includes an emphasis on preparing nurses to resolve any tension between the cultures of nursing and the people using services so as to provide
equitable, effective, efficient and acceptable service delivery, which minimises risk to
people. Lastly, self understanding as well as the rights of others and legitimacy of
difference should provide the nurse with the skills to work with all people who are
different from them.

The Treaty of Waitangi/Te Tiriti o Waitangi
and Maori health
In understanding the place of cultural safety in nursing education and practice, it is
important to consider the relationship between the Treaty of Waitangi/Te Tiriti o
Waitangi, Maori health and cultural safety in New Zealand (Nursing Council of
New Zealand, 2005). The principles of the Treaty encapsulate notions of partnership,
protection and participation (Royal Commission on Social Policy, 1988).





Maori self-determination and the right to development, autonomy and authority.
Partnership and the notion of health as a taonga (treasure) that must be protected
through ensuring that services are appropriate and acceptable.
Beliefs and practices are acknowledged and diversity within Maori is noted.
The rights of Maori to equitable access and participation are prominent leading to
equality of outcomes.

Nurses should be active Treaty partners who are able to critically analyse the treaty
and apply its principles. In terms of Maori health, there is a turning away from the
dominant discourses of deficit and the individualising of health concerns, to the advancement of the notion that poor health for Maori is a result of the processes of
colonisation and the loss of cultural beliefs, practices and language (Nursing Council
of New Zealand, 2005; Swindells, 2006) In alignment with policy agendas where
there is a desire to achieve balance between ‘realising potential’ and ’remedying deficit’ (Swindells, 2006), Maori health gain and development is prioritised, and there is
a focus on reducing and eliminating health inequalities that affect Maori. Nursing has
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a social mandate to improve access for Maori in all aspects, to be responsive and to
ensure the Treaty forms the basis of practice. Essentially, the Treaty has a unique place
in nursing practice in New Zealand and is fundamental to improving Maori health.

Concerns about cultural safety
Cultural safety has been a highly political development in New Zealand, and it experienced a trial by media, where Pakeha have been constructed as disadvantaged victims of political correctness (Wepa, 2001). There is concern that despite being a
compulsory component of nursing and midwifery education, little research-based evidence is available to demonstrate an improvement in cultural appropriateness and
responsiveness of New Zealand health care services or the improvement in the health
and care of Maori (Johnstone and Kanitsaki, 2007). Johnstone and Kanitsaki (2007)
add that they remain concerned about the seemingly narrow focus on biculturalism
and the lack of theorising and critique. However, one could argue that if New Zealanders cannot have a relationship with one ‘other’, how they can have relationships
with many ‘others’ (Butt, 2005).

Cultural competence

The term ‘Cultural competence’ originates from Transcultural Nursing developed by
Madeleine Leininger. Borrowing from anthropology, the aim was to develop a model
that encouraged nurses to study and understand cultures other than their own (Leininger, 1995). The significance of cultural competence as a concept in New Zealand
has grown with the introduction of the Health Practitioners Competence Assurance
Act (2003). Cultural competence can be defined as ‘the ability of systems to provide
care to patients with diverse values, beliefs and behaviours, including tailoring delivery to meet patients’ social, cultural and linguistic needs’ (Betancourt, et al., 2002,
p. v). In the following section, I propose some operational strategies for increasing
responsiveness to diverse groups using a cultural competence framework of clinical
competence, organisational cultural competence and systemic cultural competence
(Betancourt et al., 2002).

Clinical cultural competence
Clinical cultural competence refers to the relationship between health providers and
clients (Betancourt, et al., 2002) and can be enhanced through staff training and
workforce development, outreach to marginalised communities and developing standards, measures and indicators. Hiring staff that reflect the community that they serve
can enhance access to services; however, ensuring that staff receive education and
training in culturally appropriate service delivery at all levels (United States Department of Health and Human Services’ (HHS) Office of Minority Health (OMH),
2000) within mainstream services is also necessary. Some organisations, such as the
Accident Compensation Corporation (ACC), suggest the need for staff to be familiar
with Maori concepts and customs, preferences for care, communication skills, health
frameworks, models of health and training (Accident Compensation Corporation,
2004; Accident Compensation Corporation, undated). However, such an approach
conflicts with cultural safety, which emphasises self-knowledge. Communication
skills are outlined as being fundamental to client satisfaction with care and acceptability of treatment and establishing effective face-to-face relationships.
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Developing bilingual outreach workers whose role is specifically education and
training within the respective community, can enhance access to services and improve participation in treatment decisions. Developing standards, measures or indicators can increase accountability to stakeholders through reporting back against key
indicators. It is also important to develop responsiveness strategies for emerging communities, through undertaking baseline reviews or self-assessments of diversity activities and integrating appropriate measures into internal audits, performance improvement programmes, patient satisfaction assessments and evaluations. Such an
undertaking would result in identifying opportunities for improvement and the development of areas for further action, programmes and activities. Consumer and community surveys could also be developed that are culturally appropriate and other
methods of obtaining input can also assist in quality improvement activities.

Organisational cultural competence
Organisational cultural competence involves strategies that maximise diversity and incorporate leadership and workforce issues. Specifically, ethnic matching and working
with communities. The lack of diversity in health care leadership and the workforce
has been identified as a barrier to culturally competent care, and studies have shown
that health care quality and racial and ethnic diversity are linked (Betancourt, et al.,
2002). In addition, there is an increasing call for people to receive services from people who are ‘in tune’ or match culturally and who reflect the client group they serve.
Importantly, organisations should put in place strategies to recruit, retain and promote diverse staff at all levels (United States Department of Health and Human Services’ (HHS) Office of Minority Health (OMH), 2000). However, without structural
change and critical reflection on how structures work to serve dominant groups this
strategy could be a token nod to diversity without enhancing cultural competence at
all.
Collaborative and participatory partnerships have been identified as a mechanism
for facilitating community involvement that takes into account community interests,
aspirations and needs. This could take the form of both formal and informal processes
(United States Department of Health and Human Services’ (HHS) Office of Minority
Health (OMH), 2000), integrating services into community centres to make them
more accessible and visible. Creating opportunities for governance roles to enhance
participation and provide strategic advice on issues related to Maori, Pacific or Asian
communities. Other consulting strategies could be community advisory meetings, ad
hoc community meetings, focus groups and informal conversations. Involvement and
input could also be into policy, marketing, evaluation and communication strategies
(United States Department of Health and Human Services’ (HHS) Office of Minority
Health (OMH), 2000). Partnerships could also be developed for assertive outreach
and developing communication strategies with communities.

Systemic cultural competence
At the system level, the structures of the health care system are attended to and include strategies, such as ethnicity data collection and strategic planning. Ethnicity data
collection can assist in the planning of improvements to services by comparing access
to services and outcomes of care. Furthermore, ethnicity data collection provides a
mechanism for monitoring the demographics of clients, which in turn can reflect
staff recruitment strategies, which then reflect the demographics of the community
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being served. The cornerstone of ethnicity data collection as a means of ensuring that
health outcomes are improved and health disparities reduced is reinforced in the New
Zealand Health Strategy (Ministry of Health, 2000a), where information management
and technology are viewed as pivotal to the wellbeing of communities. Improving
the quality of information assists health outcomes by providing timely and relevant
clinical information as well as providing communities with better access to information about their health or health care services, which can contribute to decisionmaking regarding local health services. To this end, a standardised national approach
to ethnicity data collection has been developed to assist this (Ministry of Health,
2003).
Strategic planning provides a mechanism for defining the activities, policy and
goals that are relevant, as well as to identify, monitor, and evaluate system features
that may warrant implementing new policies or programs consistent with the overall
mission. In New Zealand District Health Boards (DHBs) are responsible for ensuring
the provision of publicly funded health and disability support services for the population of a specific geographic area. The election process for DHBs ensures that community voices are present in decision-making. Appointments to boards ensure that
Maori membership is proportional to the number of Maori in the DHB’s resident
population and that gender and ethnic mixes are considered. Each DHB also has three
statutory advisory committees made up of members of the public and DHB board
members. Consultation with each DHB’s population is required when District Strategic Plans are written (Ministry of Health, 2006).

Linguistic competence
Neither cultural safety nor cultural competence incorporate linguistic competence.
English language proficiency is key to accessing services for English as additional language speakers (DeSouza and Garrett, 2005). Linguistic competence could be
achieved by providing bilingual/bicultural staff; foreign language interpreting services; having link workers/advocates; materials developed and tested for specific cultural, ethnic, and linguistic groups; translation services including those of: (a) legally
binding documents (for example, consent forms), (b) hospital signage, (c) health
education materials, (d) public awareness materials and campaigns; and ethnic media
in languages other than English, for example, television, radio, internet, newspapers
and periodicals (Szczepura, 2005).

Conclusions
There are areas where cultural safety and cultural competence are philosophically in
tension with each other. For example, cultural competence emphasises learning about
the culture of the patient, whereas cultural safety emphasises the importance of recognition of oneself as a culture and power bearer. Cultural safety has developed in a
context of political and media critique, whereas cultural competence is a more neutral
and less political mechanism for addressing the needs of diverse groups in New Zealand. Cultural competence does not seek societal transformation as cultural safety does
through an insistence on the repositioning of institutions and the need to address the
power inequalities that structure society. Further discussion, negotiation and research
are required to explore the relevance and application of each approach. Returning to
the proverb that this article began with, our baskets will become fuller and our people fed when we take advantage of the options available to us and in this case both
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paradigms have value in providing practical and theoretical mechanisms for enhancing and advancing the well-being of communities in Aotearoa.

Key points






Innovative and institutional responses to cultural diversity in New Zealand hold promise for local nursing therory and practice development as
well as interdisciplinary and international consideration.
A political, structural and social approach such as cultural safety which
values and privileges the indigenous people of the land through a commitment to the Treaty of Waitangi is fundamental.
International cultural competence paradigms can provide operational
guidance for nurses and organisations in practice settings that can complement the implementation of cultural safety.
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