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Abstract

This study explored clinical supervisor’s (CS) views and experiences of dental students’
cultural competence (CC) at the Melbourne Dental School, The University of Melbourne,
Australia. Additionally, this study explored CS insights into how CC could be taught.

Methods: Semi-structured onés-one interviews were organised with consenting CS.
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Interview topics included: the importance of CC, communication and rapport, the role of
culture in oral health and the need for curriculum enhancement. Interviews were recorded,
transcribed and thematically analysed to identify key areas using NVivo soffestdts. A

total of 12 CS participated in this study. CS acknowledged the importance of CC and felt that
it was important for good patient management. CS’s definition of CC focused primarily on
language and.eemmunication skills. CS felt that dental students were generally able to manage
culturally diversepatients. However, CS indicated that additional training in this area would
be beneficiali*Concerns were raised about the students’ ability to establish good rapport and
communicationg=with CS highlighting areas such as misuse of interpreters and use of jargon.
CS felt that clinical experience, confidence and a positive attitude are effective tools for
overcoming cultural barriers. Furthermore, some CS also felt that cultural competency was a
skill that is learnt through experiencgonclusions: For most CS cultural competence was an
important part=@f the clinician-patient exchange which would benefit from enhanced
curriculum. They-also highlighted areas where transcultural education could be improved. The
majority of CS believed dental students managed culturally diverse patients well.

Introduction

With the 'inerease in immigration and multiculturalism in most societies, the issue of how
cultural differences influence community live, education, healthcare, business and trade, and
any situation that requires management of diversity, has been an area of growing interest and
challengg(1-8). Concerns have also been raised in the literature about immigrant populations
receiving inferior_healthcare due to communication issueg. (¥ this context, the field of
‘cultural competence' has emerged and has become an increasingly important strategy for
reducing health=disparities (1,8). Furthermore, in a global community, cultural competence
may determine.an,organizatiorsiccess (3

Cultural competence may be defined as a process in which an organizatian iadovidual

(e.g., healthcare providgrhave a continuous commitment to learn about cultural differences
and develop skills to understand the cultural dimensions of a health interaction and work
effectively-within the cultural context of a client to achieve similar outcomes across cultural-
ethnic groups (2y9). Principal areas of cultural competency (CC) outlined in the literature
include the following four components: (a) Awareness, (b) Attitude, (c) Knowledge, and (d)
Skills, whichmust be considered together in CC educaf)nThis highlights the need for

self-reflection, empathy, curiosity and respect (9,10), as well as understanding the importance
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of the patient’s perspective, opinion, beliefs and his/her psychosocial and cultural contexts
(11).

Cultural competence skills can be acquired, practised and perfected (10). Deficiencies in CC
during health care delivery has led to diagnostic errors, missed opportunities for screenings,
and inappropriately prescribed medications (12). CC in health care will contribute to the
reduction of health disparities among patients. Methods of tackling the teachi@ ladve

been researched/in the fields of medicine (11,13,14) nursing (5,15), and dentistry (16-20).
Despite thispthere are reportsadfick of awareness of the importance of cultural competence

in dental education (21

Australia’s population is both multicultural and diverse, with migrants derived from over 200
countries and 124 religious groups, speaking close to 400 different languages, when
indigenous languages are included (22,28e rising focus ol€C in health care delivery has

led educatioaltinstitutions across Australia to include transcultural education in the training
of current andw=future health professionals (24). In fact, many Australian institutions
acknowledgeCC as an important and necessary skill for their graduates and are reflecting on
the level of cultural competence in their curriculu{24-27). Nonetheless study found that

the dental curriculum of the Doctor of Dental Surgery (DDS) and Bachelor of Oral Health
(BOH) at the Melbourne Dental School, University of Melbourne have limited formal content
covering transeultural concepts and skills (e.g., less time devoted to teach these concepts)
comparedsto_the Master of Nursing Science co(@8¢ In another study at University of
Melbourne Dental School, the majority (72%) of students and new graduates perceived the
coverage of socio-cultural aspects in the course as inadequate (29).

However, while“the formal transcultural content within curriculum might be limited, students
might be expesed to additional content and opportunities for learning within direct
interactions(with their clinical supervisors (CS) when treating patients during their clinical
placements (28)." In this context, interactions within clinical settings would provide
opportunities for transcultural competency education. Observation is defined as the gold
standard for the assessment of CC (3@S directly observe the student clinician-patient
interaction and_would, therefore, be able to give an insight into dental students practicing
cultural competence.

Thus, the perspective of the CS would give an understanding of the adequacy of the current
dental curriculurns coverage o€C and any situations that commonly occur in the student to
patient exchange, is particubaivaluable for this assessment. This paper aims to explore CS

views and experiences of dental studemsltural competence at the Melbourne Dental
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School, The University of Melbourne, Australiddditionally, because of the need to assess

the role, ability and participation of clinical supervisors in teaching the principles of cultural
competencies, this study explored CS insights into G@«ould be taught.

Materials and M ethods

With approval from The University of Melbourne, Human Ethics Committee (No. 133953),
clinical students’ssupervisors who had a minimum supervising experience of three years, were
recruited. Twenty supervising clinical demonstrators satisfied this criteria and were invited to
volunteersinsthissstudy by taking part in a faogace interview. An interview guide was
developed insthesplanning stage of the study. The guide consisted of nine themes to elicit
participant$( perspectives on the importance of cultural competence; cultural factors
associated with_communication and rapport; the role of culture in oral health; and curriculum
enhancement AICC. Each theme had additional probes to prompt participants to reflect on
more focused=caontentnterviews were conducted by two researchers who independently
completed thewtask, between May and August 2013. Recruitment continued until data
saturation was achieved.

Interviews were audio-taped and transcribed verbatim. The analysis process was undertaken
concurrently with ‘data collection so that wherever new themes emerged, they were explored
further in subsequent interviews until no new themes were uncovered (i.e. point of saturation).
Two researchers,independently identified preliminary codes from the interview transcripts as
they emerged. Codes were discussed until consensus was reached on appropriate codes and
their meanings. Transcribed interviews were entered into NVivo software (QSR International
Pty Ltd. Version 10, 2012). Data were organised into relevant codes which were then analysed
and groupedsintorthemes to identify and group together issues that arose during the interviews.
Consistent withegrounded-analysis, the analysis used a systematic approach to review and
reorganise the transcriptions for individual accounts suitable for thematic analysis; extract
‘key ideas” by means of an open-coding method to identify the properties and dimensions of
emerging concepts; and identify patterns and themes to provide a map of the concerns and
beliefs of the participants (31,32).

Results

Twelve clinical/supervisors, with an average supervising experience of 7.9 years (range: 3-23
years) participated in the study. When asked about the importance of Cultural Competence,
the majority felt that cultural factors were important for good patient management. However,
even those who felt that cultural factors were less importanteded that cultural awareness

can improve communication and rapport-building between the student and patient, and that
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students who were able to understand the patient’s culture tended to achieve better rapport.

In fact, most of the CS said that they regularly gave advice to students regarding cultural
sensitivity and patient management. As expected, the reported need and frequency of this
advice was greater in students in their first clinical year, and decreased as students approached
the final clinical years.

CS felt that_students were, on the whole, able to adequately manage the student-patient
clinical interface.and provide treatment to patients from different cultural backgrounds, as
reflected bysthesreduced number of patiemtsmplaints. Despite thi€S discussed sevdra

issues whichmwould affect: all students with all patients; and all students when treating
culturally and linguistically diverse (CALD) patients. They also highlighted issues that only
affect CALD students with all patients. Nonetheless, within this framework, CS noted that
when therenas a problem with a patient, sometimes it was difficult to know whetheas

caused by thetudent or patient’s culture, or just the studeris lack of experience.

Factors affecting=all students and all patients:

When discussing issues that affect all students and all patients, CS described situations around
rapport building as the most relevant. For them, good rapport was the basis upom which
practitioner [could)get information, manage the health problem, and build and incorporate
additional messages to the patidhdr some CS, cultural background was less relet@nt
rapport buildings.but more related to communication skills. CS expressedsih to see the
student mere_engad with the patient, building stronger rapport and gaining more experience
in how to treat patients as individualsdicating that, patients’ management and rapport
building, are areas needing curriculum enhancement.
They felt that'dental students tended to focus on completing the treatment rather than building
a strong rappert«with patients. CS commented that although the treatment might have been
conducted properly, sometimes they wondered whether communications actually happened.
"They are so pre-occupied with getting the treatment done... it doesn't leave

them much space for the subtleties of human interaction.”

According to CSgthis would be for several reasons. Lack of rapport building was attributed
to: students,not being graded for their cultural or communications skills, but mostly for their
technical skills in completing procedures and treatmestiglents using dental jargon when
talking with patientge.g., ‘caries’ or ‘restorations’), without recognising that the patient may

have not understood (The inappropriate use of dental jargon was seen more in students who
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were inexperienced and/or with poor English language proficienayj¢nss’ inability to
tailor explanations to the patient’s level of education and health awareness.
“I had always assumed that lack of receptiveness was due to communication
breakdown with the student...the spiel they give is a one size fits all, they still

1

haven tlearntito...reduce the amount of information they give.’

CS providedsseveral ways to establish a good rapport with patients (See Table 1). Regular and
rigorous evaluation=was seen as essential to meet objectives in communication skills and
cultural competence.

“I guess that the risk - there's always a rigk that trainings, like cultural

training, is not something that you going to be tested on.

In fact, CSlalso attributed patient behaviotwrs'personality factors’, rather than cultural
issues and stated thdfe student’s and the patient’s personalities were a more important
consideration than their cultural backgrounds. A mismatch between patient and student could
potentially resultsin friction as the patient may perceive the student as lacking confidence or
being overly-aggressive.

“It’s hand to know if they were specific cultural issues or if they were just a

simple personality, hum, misunderstanding, or even if it was just the student was

particularly yung, so just didn’t understand, or if the patient was particularly

hard to.get along with for some reason.

It was suggested that students’ confidence and attitudes had a greater influence overall in
establishing=goeoed- rapport, rather tharcommon cultural background. Lack of confidence
might cause an inability to take control of the situation. Dental students are sometimes too
deferential to the CS, which the patient may misconstrue as a lack of confidence, thereby
diminishing ‘patieris confidence in the student. Students are trying to get clinical experience,
which in itself provides more confidence, to deal with patients. In contrast, a few CS noted

that some students.,tended to ‘talk down’ to their patients.

All studentsfand"CALD patients:

The mostiebvious clinical situation that would involve all students and CALD paitsetfis
use of interpreters and the issue of cross-cultural communications. In general, CS reported
good cross-cultural outcomes:

“They do very well actually. In some instancEs, quite astounded to see how

well they perform because not only are they dealing with somebody whose

language is quite foreign to them, obviously, but they are able to break their
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communication down into manageable components for both interpreter and

patient, and then carry out the procedure that they re required to do.”

Most CS also indicated that rapport was generally poorer when an interpreter was used and
suggested several strategigsimprove rapport while working with an interpreter. For
example, maintaining good eye contact.

“I think what'we 've already said, you know, maintaining eye contact between

the student@and the patient, and not just the student and interpreter, is

important, and I don’t know that students always do quite understand that

exactly.”

Additionally, students are advised to speak directly to the patient, not to the interpreter. Other
issues mentioned included loss of non-verbal cues, longer treatment time, and students were

sometimes being unsure when an interpreter was required.

Most CS could. recall an instance when the student was unable to manage a patient of a
different cultural"background and required their intervention. However, all CS were of the
opinion that"suchrinstances were uncommon and were usually associated with a particular
patient.

“Look, I'think, by their very nature, the fact that you are not communicating

directly with_the patient, the fact that you're not getting a sense of their non-

verbails; some of the language and intonation, the subtle differences certainly

are lost when yousd an interpreter, so that can be a barrier.”

Barriers mentioned by CS when using interpreters are summarised in Table 2. Perhaps more
training is needed in the use of interpreters so developing rapport while an interpreter is
present can be practised prior to entering the clinic. CS were not clear whether student got any
training on how to work with interpreters, but they acknowledged that learning how to work
with interpreters is also self-learning by experience. This comment contrasts with a study on
Australian dental=students where the majority of students reported feeling fairly or very

competent with.working with an interpreter (22).

CS indicated that the presence of interpreters could hinder communication, with possible
medico-legal implications. For example, informed consent can be more difficult to obtain, and

the possibility of not passing relevant information to and from the patient increases.

Furthermore, CS also identified that language and communication problems can also arise
even when the student and the patient are both native English speakers, for example, with

patients with broad Australian accents.
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CALD students to all patients

In particular, communication with patients with broad Australian accents was a challenge for
CALD students.
“I have spoken about a couple of students whose English is not very good, whose
accent ds.very strong. And | had to explain to them that you are difficult to
understandifor the average person - doesn't matter what background they are
from... Yourneed to face people, take your mask off, and speak slowly. And ask the
patients if they understand, because patients sometimes feel a little bit... they don't
want to be rude and sometimes they just go, 'Uh-um..." and they don't really know
what you're talking about.

A few CS suggested that students might not have recognised that issues were related to
culture, due to lack of awareness.
“They (students) are not really interested in all this background kind of

things. FTheycan't see the direct link."

While for some CS, culture has less relevance in their rapport building and more difficulties
were seen as SES (socio-economic status) than cultural.

“They aethe things that matter, not that I look at you and you’re Chinese. The

minute you'speak good English, anything else, the face doesn’t matter, and all the

rest doesn. t.matter”

For other CS, there were real cultural issues that went beyond language, but not
communication.“For example, incidental conversations, use of colloquialisms, etc. for rapport
building may be difficult when there is no common language, but also when there are no
common themes (sports, hobbies, etc.), which are important cultural elements, but also useful

tools for rapport building (29).

Nonetheless;=cuiture is more than language, communication and rapport. CS @dention
differences between ethno-cultural groups that extend beyguaistic characteristics. For
example, touching, proximity and personal space, being assertive, confrontational, how
patients express pain, and the importance of using names when referring to patients, were

mentioned as culturally mediated situations.

“Whereas in Asian culture - well, with my culture actually - it's more a nfark o
respect to be indirect. So if you say their name, it's very rude. In that culture,
to say a person's name is very rude, so you would often refer them by their title

or indirectly.”
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Priorities, expectations and treatment options

CS also mentioned other clinical situations, which were sesassulturally mediated, with
some variation among the different groups. A common point was that pagepectations
played a large role in tiremanagementCS commented on how the fat’s culture may
affect thar .expectations, beliefs, and approach to oral health. They highlighted the difficulties
of relating topatient’s attitudes in terms of differences in motivation, expectations, treatment
options and:outcomes, whialmy differ from the clinician’s perspective, resulting in conflict.

“... maost patients come in with inflated ideas about implants and crowns and

bridges and they want all this wonderful treatment that is just not really on the

table and the Students don’t know how to deflect, they don’t know how to push

off and ghey~don’t know how to say no, but that is across all cultures it is a

studentithing and an inexperience thing rather a cultural issue as such.”

Nonetheless, CS/considered that established groups were more familiar with the way the
public oral healthecare service operates in Australia, suggesting that acculturation might have
a role. Recentsmigrants were identified as having increasing demands on public dental
services, which may create some difficulties, but this was asalue to misinformation
before and/or after arriving in Australia, than culture. For example, misinformation on the
type of oralwhealth care provided in public clinics, confusion over health care cards
entitlementsy7€tc. requesting complex treatment (e.g., crowns or implants), or problems with

the amount of time taken for treatment.

CS also thought.that those were situations where culture had no role in creating expectations.
They noted that“patients, across all cultural groups, who had been well-advised on what to
expect duringstheir visit, were generally satisfied. This is very important as it would reduce
misunderstanding and possibly increase the perception of clinical competence amongst all
patient groups, including both recent and established migrant groups, as well as Anglo-
Australian patients. rEatment is limited to the student’s scope of experience and training,
which results in longer treatment times and precludes the provision of complex procedures by
the student. Alse; students are required to perform a thorough history, examination and
treatment plan prior to treatment. This may not be well understood by patients.

“I think that once they have accepted the fact that they are going to be seen by

a student, they tend to be very receptive to that, but as | said some of the

patients aren’t well vetted and as a result they will expect more than they can
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give and | think that is across cultural boundaries rather than a particular

culture expecting too much.

CS commented that cultural beliefs and expectations were also seen as potentially influencing
treatment choices regarding dental treatment. For example, unnecessary tooth extractions,
shaving of*teeth; gold restorations, etc., have cultural meanings. Nonetheless, these issues
were considered rare.

“In (XX) culture, it’s common to have the lower anteriors (INCISOr) out, it’s

aesthetic to have a gaprween the 3s (canines)...there are (XX) who like to

have one of the upper anteriors (incisor) extracted.”
Cultural issues

CS also naticed! different cultures as having diverse priorities, perceptions or attitudes
regarding oral“disease and oral hygiene practices; gender issues; and cultural events. For
example, aecording to CS, newly arrived immigrants seemed less concerned about
maintaining(good oral hygiene. NevertheleSS§, understood that their circumstances may
have mediated on this prioritisatioas under some circumstances (e.g., living in refugee
camps), the importance of health and oral health, in particular, might be overshadowed by
other priorities (31).

“Newly arrived...probably less concerned. And then when you've got the

change.of diet, change of habit, you know the whole cultural shift, that can

throw everything into disarray, so oral hygiene is probably the last thing on

the parent;s.agenda.”

Ramadan was a well-recognised event, mentioned in almost all interviews. Most CS said it
was usually not'a major issue among the students and that CS tended to remind students that it
was approaching. Some CS identified gender issues as a challenge, mostly with Muslim
patients refusing jtreatment from a male clinician. Once it was explained that they were
randomly assigned, some patients were understanding and accepted care from a clinician of a
different gender.«Otherwise, the issue was overcome by reassigning the patients to another
student or demonstrator of their gender preference.

“Muslimwswomen who come with their husband and no man is allowed

anywhere near the bay, which makes it very difficult. When they've been

allocated to a male dental nurse or a male demonstrator, that's not easy.”

This article is protected by copyright. All rights reserved



Oral hygiene was another area mentioned by CS wheiksids needs may not coincide with
students viewpoints about proper oral hygiene. Nonetheless, these elements can be
incorporated in a treatment plan that is sound, reflecting and respecting patients’ values.

“I don’t know if there is preparation before the students get to clinic for that.

Because if there is a situation like when a patient uses a chew stick, then the

student.might not know how to incorporate that into the treatment plan, into

the oral-hygiene, we don'’t tell the patient ‘oh no, no, that’s no good, use a soft

toothbrush®=I don’t know that students really know how to handle that, they

might bevasbit confronted and don’t know how to deal with it, so they might

Jjust dismiss it

Curriculum Enhancement in Cultural Competency

CS were asked whether they felt changes in the curriculum were necessary to imp@@e the

of dental students. The perceived importance was highly variable, paralleling the perceived
importance ofseulture. CS acknowledged that the current curriculum and examinations had
little focus onreultural issues. For some CS, teaching the cognitive b@s&veds seen as not
difficult. For them, formal teaching (e.g., lectures) helps with fundamentals, but the
establishment of‘an environment where the process of achié@nakes place was perceived

as more difficult and harder.

“I could.certainly see the value in it, certainly before the student starts clinic.
It’s a broad topic, and most of the lessons are the ones that are learnt through
experience,..but certainly some sort of lecture would really help with
fundamentals, and especially now that it occurs to me, all the different
backgrounds tx the student comes from, yeah, a lot of students don’t

understand.”

They considered th&C should remain opportunistic and centred on the clinical experience.

In fact, CS questioned whether CC could be addressed through the formal curricula at all.
“Curriculum enhancement is not really necessary because a lot of it is just
experience, and not just experience in treating the patients, but also

understanding their background and their community

CS particularly pointed out that learning ab&@€ should not occur solely in the clinical
years, suggesting that it should be a theme across the curriculum, permeating the entire
learning experience. Furthermore, one CS commented that it is a skill that would help you in
your life as a whole:
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“That's a life skill, you know. It's not just going to help you in your dentistry,

it's going tokelp you in your whole life.”

Types of training suggested by CS to supplement direct clinical experience, ranged from
didactics (lectures) to interactive lessons (problem-based learning or role play).
“Problem=based learning, like small groups where you can actually interact;

and maybe even practice, you know, role play.”

The majority.of CS had the opinion that cultural exposure and clinical experience via real-life
or simulated\situations that challenggddents’ concepts and understandings of managing
culturally diverse'patients were the most effective methods. Thatsisould occur both as
explicit (coaching) andsimplicit learning in the clinic, as part of ‘didderi” and informal

curriculum.

CS also discussed their role @C education. They suggested that students learned patient
managementsskills by modelling their CS or other students; hence it may be useful to train CS
in CC as half of the CS interviewed admitted that they may not have had adequate traning. A
a minority of CS felt that cultural factors were not important in the clinical setting, it is
possible that they could unconsciously be modelling this to their students, inhibiting good
patient management.

“The students.,..they tend to follow their demonstrator. They are modelling the

2

way their-demonstrator deals with different patients.
Discussion

The presence of a sizable CALD population poses specific challenges to the various social and
health services of a country. Patients from different cultures may have specific expectation
and culturalgrepresentations which differ from that of mainstream patients (e.g., Anglo-
Australians).»These contextual issues must be recognised and dealt with by oral health
professionals=using self-reflection, empathy, caring and respect. In the present study, there
were a number of cultural issues raised by CS that students had to both understand and
overcome for good patient management. However, the oral health needs of patients from
CALD backgrounds are not different from those of any other community. Therefore, listening,
self-awareness,“negotiation and adaptation were seen as essential skills for patient-centred
care. At a basic level, all patient-dentist encounters are intercultural, as each one briitigs with
patient and dentist world views and perspectives (33,35,36). Cultural contacts are rarely
straightforward36). However, negotiating with patients and identifying available information

from the patient’s perspective can help to minimise conflict and establish rapport (36). These
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skills can be learned and used as meansiprove students’ cultural competence, so that

when facing cultural differences, students with increased CC can accurately perceive and
decode relevant information and adapt behaviours and approaches accordingly (3).
Furthermore, their continuade will increase students’ self-confidence in their own ability to

solve cultural differences.

CSviewed language as the way to describe culture and diversity. Culture was seen more as
one component of: a whole, than a unifying element that contains language and
communication, world views and representations. Restricting culture to countrythofdoir
language spoken only obscures the possible waygich culture may operate. A common
language is'the basfor effective communication. However, communication breakdown may
occur, not assasresult of word differentiation, but because the language represents a different

structure of reasening, world views, value orientations and belief systems (36-38).

As described by CS, interpersonal communications also involves non-verbal communication,
rules and conventions, and other acceptable behaviours associated with communication (3,36).
This is impartant as effective interpersonal communication increases patient satisfaction and
compliance,sreducing patient anxiety and the risk of malpractice claims (39). Furtheamore,
culturally competent practice provides patient-centred care, which has been linked to better
clinical outcomes and increased productivity (27,3B)ese are aspects that the students are

very concernedwith, due to their clinical assessments.

Cultural competence was identified by CS as an important part of the student-patient
relationship.“While most CS reported a good level of CC among students, lack of canplaint

is not a goodsmarker of insensitivity, cultural biases, or lack of CC. In any case, CS believed
that students, weuld benefit from additional cultural training. They raised the need for
improvement in cultural education, with incremental emphasis on patient management, CC
and communication skills, not purely technical skills, to ensure students are culturally
competent in managing an increasingly diverse patient populasitimey progress in their
professional careers. In particular, CS stressed the need for more resources to adequately

prepare students to treat CALD patients in dental public clinics.

No doubt there have been improvements in the last few years in the teaching of cultural
competence at MDS. However, a review revealed limited cultural competence and cross-
cultural communication content in the dental curricul(28,28). In contrast, when dental

students were asked about treating CALD patients, they reported feeling competent in

communicating effectively, respecting cultural beliefs, working with an interpreter,
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establishing rapport and communicating diagnoses (29). Furthermore, over 70% of students
reported that they rarely or never encountered p&ienltural beliefs which could interfere

with diagnosis and treatment, but felt less skilled in dealing with cultural practices (29
However, student may not have the knowledge or experience to identify differences that might

influence a clinical,encounter (10

Issues surrounding the use of interpreters have been identified in the literature (6,7,36,41),
including health=practitioners spending less time talking to patients when an interpreter is
present, less information being conveyed due to fixed consult time and the amount of time
spent on translation (36,41), as well as a lack of training to work with interpreters (6,41) and
concerns about the precision of translation (6). These were echoed by participating CS who
suggested thatminterpreting, although necessary, was time-consuming and hindered

communication.

There have been a number of studies on the ability of oral health practitioners and students to
adapt to treating.patients of different cultures (29,33,42-45). Most of these studieseabtidress
cultural differences and the teaching of CC, and were conducted in the United States (16,18-
20, 33,42,43;46=48). Studies that investigate CC teaching in oral health professional programs
in Australia“aresneeded to ensure that it becomes a skill of every practicing oral health

professional.

There is anseéxtensive body of literature on the role of education to improve communication
skills and CC among health professionals (30,49). However, there is no magic formula to
ensure that the unique cultural needs of every patient are addressed. In line with the literature,
the main approaches cited by CS to facilitate the learning of the cognitisgeobasiltural
competence included a variety of teaching exercises that enable feedback on course content
and studentsesponse (17,19,45,49), practical exercises [role playing and simB&t&aD],

clinical rotations=in culturally diverse communities (19,21,49) and self-evaluation [reflective
diaries about personal opinions concerning treating culturally diverse patients an@QGheir
training] (17,33,21,49), as well as interdisciplinary courses with other health practitioners
(19). It was also_suggested that increasing the proportion of students from ethnic minorities
within dental schools, and exposure to as wide as possiégiety of cultures may help
address challenges associated with cultural diversity and cultural learning ,@&7,B8,4t,

while these students may be bilingual, they may not necessarily be bicattavan when the
students’ backgrounds were “diverse”, there was a common cultural profile to which all
students subscribed (44). These discussions highlight the complexities of a culturally

competent learning practice.
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As with any study, this one is not without limitations. The most obvious one is that it only
represents the views and experiences of CS from a single dental school, which may not reflect
the diversity of views in clinical settings of other Australian dental schools. Additionally, only
CS motivated to participate were interviewed. Despite these limitations, the study has
provided an, indepth exploration into supervising clinicians’ perceptions of CC of dental

students and.eress-cultural issues within the Australian clinical context.

As long as a=school=continues to produce professionals, researchers, and educators who are
committed to cultural diversity, the model for h&C and communication skills are taught

and evaluated will require continuous reviews and reforms. Further research is needed to
investigate the themes that emerged with a wider sample of supervising dentists from other
dental schoelsg#n addition, a future area of study would be to explore cross-cultural
interactions from‘the unique perspectives of dental students and patients. The information
gained from such'studies would contribute to a more comprehensive understanding of cultural
issues in clinical settings, which would in turn serve as the foundation for the development of

effective CCltraining standards that dental schools are providing to new dental practitioners.
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Table 1. Clinicakupervisors’ advice to establish a good rapport with patients

Be a good listener
2. Explain in lay language/terms

w

Not impersonal. Show empathy, that the patients’ health counts; interest in the
person/individual.

NO rushing to get the work done.

Use of common language; avoid dental jargon

Eye contact

N o g A

Avoid use of masks when talking

Table 2. Barriers mentioned by clinical supervisors when using interpreters.

1. Non-verbal communication: lack of non-verbal cues (intonations) in the transla
Lack of eye contact
Decrease rapport building

Interpreters physically in the way

a k~ 0N

Extended time required for the treatment
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