
https://doi.org/10.1177/00469580221115263

Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons 
Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, 

reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and 
Open Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

INQUIRY: The Journal of Health Care
Organization, Provision, and Financing

Volume 59: 1 –12
© The Author(s) 2022

Article reuse guidelines:
sagepub.com/journals-permissions 

DOI: 10.1177/00469580221115263
journals.sagepub.com/home/inq

Strengthening Cultural Competence in 
Health Professionals Through Partnerships: 
A Case Study of a Health Collaborative 
Exchange Between Malawi and Norway in 
Trauma Care and Emergency Medicine

Takunda Archlove Tanyanyiwa, Mphil1  and Victor Chimhutu, PhD1,2  

Abstract
North-South partnerships have been identified as one way of solving some of the challenges in health sectors globally. 
Norway and Malawi have one such partnership in trauma and emergence care. Lack of trauma care and emergency 
medicine is a major public health concern worldwide. This results in substantial loss to individual, families, and society. 
The study follows this partnership between Norway and Malawi, investigating on its socio-cultural benefits, and on how 
this contributes to the health professionals’ cultural competence. A qualitative case study was chosen for this study, 
20 semi-structured interviews were conducted with health professionals and coordinators of the program. Interviews 
were conducted digitally using platforms such as Zoom and WhatsApp. Interviews were collected between the period 
of December 2020and February 2021. We found out that exchange participants from both countries largely reported 
positive experiences. Their experiences centered around their interactions and encounters with patients, patients’ 
relatives, and colleagues at host institutions. Participants reported a better understanding on health seeking behaviors 
in different contexts, the importance of communication with both patients and colleagues, and teamwork. In addition, 
the study revealed the importance on perceptions around identities such as race and gender and how these impact 
on health professionals’ interactions with patients. We also found out that although working in a different socio-
cultural environment was reported as challenging, it was experienced as enriching and rewarding in terms of building 
and developing cultural competence. The study concludes that North-South health professionals exchange partnerships 
can be a viable vehicle for developing and naturing cultural competence in health professionals, however, such programs 
need to invest in preparing the exchange participants to be ready for the challenges that lies ahead in host institutions 
and countries.
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Original Research

What do we know already about this topic?
We know that partnerships are central in addressing the pressing challenges we face in global and public health, and we 
also know that partnerships can contribute to social-cultural aspects of care.

How does your research contribute to this field?
Our research focuses on the socio-cultural benefits of health exchange programs and not the traditional subject of 
technological and expertise contributions of such partnerships.

What are your research’s implications toward theory, practice, and policy?
The research is significant because it shows evidence that health exchanges programs can be beneficial to both coun-
tries in the global south and north, which is a significant move away from the belief that such partnerships largely ben-
efits countries in the global south as they gain technology and expertise in trauma and emergency care. Countries like 
Norway who are in the wave of multiculturalism benefit from such programs in building and strengthening the cultural 
competencies of their health professionals.
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Introduction

This article explores the contribution of North-South part-
nerships in the building and strengthening of cultural compe-
tence in health professionals. The study uses a case of trauma 
and emergency care professionals on an exchange partner-
ship between Kamuzu Central Hospital (KCH) of Malawi 
and Haukeland University Hospital (HUH) of Norway to 
elucidate on this phenomenon.

Lack of trauma care and emergency medicine is a major 
public health concern worldwide which results in substantial 
loss to individuals, families, and society.1,2 According to 
WHO2 the unavailability of proper trauma care and emer-
gency medicine results in health conditions that account for 
more than half of deaths in low- and middle-income coun-
tries including Malawi. In sub-Saharan Africa, trauma is a 
leading cause of mortality in people less than 45 years.3 Due 
to unavailability and inaccessibility of emergency medicine 
and trauma care, post-traumatic stress disorder, and disabili-
ties become a major public health burden.4 It is estimated 
that 45% of deaths and 35% of disabilities related to injury5 
can be addressed by developing comprehensive trauma and 
emergency care systems which unfortunately remain out of 
reach for many people in low-and middle-countries.6 This 
challenge is seriously compounded by the lack of a compe-
tent health personnel, both with regards to medical and pro-
fessional training and in relation to the understanding of 
social and cultural factors which play a significant role on 
whether people decide to seek care or not. This lack of 
social, cultural, and other competencies in health profes-
sionals, creates an even bigger barrier not only to compre-
hensive quality health care provision, but also to efforts to 
reduce mortality.7,8

In recent global health interventions, there is recognition 
that sustainable action requires both local collaboration and 
global partnership efforts in all areas, including in trauma 
care and emergency medicine.9-11 The exchange partnership 
by Malawi and Norway thus, need to be seen as complemen-
tary to already existing global efforts.

While this partnership between Malawi and Norway is 
largely defined in terms of technological and expertise 
exchange,12,13 which in this understanding and strict defini-
tion makes this partnership more beneficial to Malawi than 
Norway, the partnership can also be seen in terms of socio-
cultural benefits to the health professionals as working in a 
different social and cultural context can contribute to strength-
ening their cultural competence. Culturally responsive and 

sensitive health systems are now being significantly considered 
as central in solving inequalities in health care provision.14 
In the context of Norway, this is a dimension where the coun-
try can also significantly benefit from such North-South 
partnership as Norway until recently has been a largely 
homogenous country.15 While multiculturism is slowly 
becoming a norm in Norway, the transition requires all its 
sectors, including the health sector to have culturally compe-
tent professionals to meet the needs of a diverse population.

Different approaches to ensuring culturally sensitive 
health systems and practices are suggested within the exist-
ing literature. For example, some scholars further describe 
these in the context of cultural humility,16 cultural safety and 
cultural competence.14 All these suggests deeper recognition 
and inclusion of socio-cultural factors, the indigenous com-
munities, and a large growing diverse and multicultural pop-
ulation. This study therefore aims to investigate on how 
North-South partnerships can contribute to the strengthening 
of cultural competence in health professionals.

Theoretical Frameworks

The study used the cultural competence model17 in examin-
ing the socio-cultural components of the health collaborative 
partnership. The models allow for a deeper exploration of 
how participants’ encounter and dealt with a different socio-
cultural context and how these experiences shaped and con-
tributed to their cultural competence.

Cultural competence is an ongoing process in which health 
care providers continuously strive to achieve the ability to 
understand and work effectively within the cultural context of 
individuals, families, communities and countries.17 Culture is 
defined here as values, beliefs, customs, traditions, patterns 
of thinking, norms, and mores of individuals or populations18 
and health professionals’ ability to work in these diverse 
socio-cultural realities and with people of diverse back-
grounds is what is referred to as cultural competence. In this 
study, the health collaborative exchange between Kamuzu 
Central Hospital and Haukeland University Hospital is one of 
many efforts in the global context to enhance the cultural 
competence of health professionals.

The cultural competence model consists of 5 dimensions, 
which are: cultural awareness, cultural knowledge, cultural 
skill, cultural encounters, and cultural desire.17 Cultural 
awareness refers to self-awareness on one’s own cultural 
views and the impact it can have on self and biases on the 
worldview. When one is not aware of the influence of one’s 
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own cultural or professional values, there is risk that a health 
provider may engage in cultural imposition.17 Cultural 
knowledge involves seeking and obtaining a sound educa-
tional foundation about diverse cultural and ethnic groups,17 
health professional exchange programs as the one examined 
in this case study could be seen as one such modality to 
achieve this competence. Cultural skill is the ability to col-
lect relevant cultural data regarding a patient’s presented 
problem as well as learning to accurately perform a cultur-
ally based assessment.17,19 Cultural encounter and cultural 
desire are centered on encouraging health care professionals 
to directly engage in cross cultural interactions and feel moti-
vated to learn, understand and apply cultural knowledge to 
the improvement of health care provision.17 The model of 
cultural competence is useful in this study to understand the 
experiences of the health professionals in the health exchange 
partnership presented, the model will help to illuminate on 
the experiences and encounters of health professionals in a 
different socio-cultural context.

Methods

Study Setting

The study followed an exchange program for health profes-
sionals which is run and coordinated by the Norwegian 
Agency for Exchange Cooperation (NOREC).20 NOREC is 
in Førde, Norway. The exchange program involved Kamuzu 
Central Hospital (KCH) in Lilongwe, Malawi, and Haukeland 
University Hospital (HUH) in Bergen, Norway. The 
exchange program between KCH and HUH represented a 
typical exchange of health professionals between develop-
ment partners in the Global South and North. The 2 hospitals 
are part of very different health systems, one being in a low-
income and another in a high-income context. The countries 
are also different in terms of social and cultural aspects. This 
study focuses on these socio-cultural aspects in this North-
South partnership and on how such partnerships can be ben-
eficial to health professionals in terms of strengthening their 
cultural competence in care giving. It is therefore against this 
background that KCH and HUH exchange program was cho-
sen to be a case study to illuminate on this phenomenon.

Study Approach and Design

The study used a qualitative case study design. This was the 
most suitable design because the study followed a single case 
of a collaborative health partnership between Malawi and 
Norway in the attempt to understand how such partnerships 
enhance the cultural competence of health professionals. A 
case study aims for a holistic description and analysis of a 
case which can be a program, an institution, a person, a 
process, or a social unit.21 This design therefore allowed us 
to have a detailed and in-depth understanding of the study 
phenomenon. From an epistemological standpoint the study 

is rooted in social constructivism,22 where emphasis is on co-
creation of knowledge together with the study participants. 
In this view the article presents a detailed in-depth experi-
ence of the participants as illustrated with direct extracts in 
the results section.

Data Collection

Data collection for the study was done between December 
2020 and February 2021. Twenty semi-structured interviews 
conducted digitally constitute the data used for this article. 
The digital option using platforms such as Zoom, and 
WhatsApp were used as data was collected in the middle of 
COVID-19. It was the participants who chose the digital 
platforms that were suitable for them. The recruitment of the 
participants was facilitated by program coordinators at all 
the 3 institutions. Hence the program coordinators besides 
being participants in this study, they also acted as gatekeep-
ers in the recruitment process.23 However, consent was 
sought for from each and every participant. The duration of 
the interviews was about 1 hour.

Of the 20 interviews, 15 were originally used as data in 
the first authors’ master thesis,13 while the additional 5 were 
analyzed to add and broaden the scope and depth of this arti-
cle. The interview method was used because of its conversa-
tional nature, as Brinkmann and Kvale contends, when you 
want to understand people’s experiences with specific phe-
nomenon, the best way is to talk to them.24 In this study, we 
wanted to have an in-depth understanding on how health pro-
fessionals’ experiences during an exchange program contrib-
uted to their cultural competence. This, therefore, made the 
interview method very suitable and in line with the study 
objective. An interview guide was used, exploring the health 
professionals’ expectations and experiences at host institu-
tions with both colleagues and patients, as well as their expe-
riences in this different social cultural context. The interview 
guide was open-ended and explorative to allow the partici-
pants to express themselves such as the tradition when using 
semi-structured interviews.

Participants in this study were drawn from health profes-
sionals, constituting mainly physiotherapists, radiographers, 
radiologists and nurses from both Malawi and Norway. 
Study participants also included key informants constituting 
the project coordinators from NOREC, Haukeland Hospital 
and Kamuzu Central Hospital. Of the 20 participants 13 
were exchange program participants, while 5 were program 
coordinators. Two of the research participants were in both 
categories, that is, they had experiences as exchange par-
ticipants and as coordinators of the program. With regards 
to gender, 12 were female and 8 male and their ages ranged 
from 26 to 57. Table 1 gives an overview of the study 
participants.

These categories of participants were purposively selected 
in line with the study aim. Purposive sampling allows for 
the selection of participants with the right knowledge and 
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information on the study phenomenon.25 The categories we 
selected did not only enrich our data but also allowed us to 
triangulate our data. Triangulation of research participants 
helped us in enhancing the trustworthiness of this study. We 
required, as an inclusion criterion that health professionals 
need to have been stationed in the host country for not less 
than 6 months to significantly contribute to the experiences 
around the exchange and having had enough time to interact 
with the local colleagues as well as patients and communi-
ties from a different socio-cultural context. We stopped 
collection data when no new information was coming 
from additional interviews, that is, when we had reached 
saturation.

Data Analysis

All interviews were conducted in English and voice-
recorded, after permission was sought for and granted by the 
participants. After the data collection process, interviews 
were transcribed and the analysis began in NVivo 12, using 
thematic analysis.26 Following the 6 steps of Braun and 
Clarke’s26 thematic analysis helps in enhancing the credibil-
ity and dependability of our study findings, which contrib-
utes to the academic rigor of the study. The transcripts were 
subjected to a thorough review by both authors before the 
coding exercise began. The first few interviews were coded 
separately and then the authors discussed the coding frame-
work. Themes that emerged during this process constitutes 
the results of this study. Table 2 gives an overview of the 
themes and sub-themes.

Research Ethics

Ethical clearance was sought and granted in Norway by the 
Norwegian Centre for Research Data (NSD) approved num-
ber 434310. In Malawi research clearance was not required 
as interviews with participants who were in Malawi was 
done digitally and we did not physically travel to Malawi for 
data collection. Permission to conduct the research was also 
sought for and granted by Haukeland Hospital (Norway), 
Kamuzu Central Hospital (Malawi) and NOREC (Norway). 
Participation was voluntary. Most of the participants gave 
written consent while in few cases consent was given orally. 
Informants were assured of the highest possible levels of 
confidentiality and anonymity. We have depersonalized 
and de-identified the research participants by giving them 
pseudo-names.

Results

In this section we will present the study findings. Two main 
themes emerged which are experiences and encounters with 
patients from a different socio-cultural context and encoun-
ters and experiences with other health professionals from a 
different socio-cultural context. Under these 2 emergent 
themes, there are several sub-themes (see Table 2). We used 
these sub-themes to organize and represent our results.

Encounters and Experiences With Patients

Participants had encounters and experiences with patients 
from a different social and cultural settings and they reflected 
on how these encounters impacted on their relationships and 
their roles as care givers. Sub- themes that are presented in 
this section are: relationships and early encounters with 
patients, patients health seeking behaviors, communication 
with patients and lastly perceptions on age, race and gender 
identities in this care giving context.

Relationships and early encounter with patients. Most of the 
health professionals from both Norway and Malawi reported 

Table 1. Overview of Participants.

Name Sex Role in the exchange program

Tionge Male Exchange participant
Chifundo Male Exchange participant
Naomi Female Exchange participant
Langa Female Exchange participant
David Male Exchange participant
Chikondi female Exchange participant
Jacob Male Exchange participant & Coordinator
Khama Male Exchange participant & Coordinator
Mukombe Male Coordinator
Erik Male Coordinator
Astrid Female Coordinator
Ann Female Coordinator
Elin Female Coordinator
Marte Female Exchange participant
Rebekka Female Exchange participant
Maria Female Exchange participant
Hege Female Exchange participant
Ingvild Female Exchange participant
Stian Male Exchange participant
Ingrid Female Exchange participant

Table 2. Overview of Themes and Sub-themes.

Themes Sub-themes

I
Encounters and 

experiences 
with patients

Relationship and early encounter with patients
Patients and health seeking behaviors
Communication with patients
Perceptions on age, race, and sex identities in 

care giving
II
Encounters and 

experiences 
with other 
health 
professionals

Teamwork and interdisciplinary relations
Trust building as a process
Confronting the differences in work ethics
Communication and knowledge sharing 

experiences
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a generally accommodative and productive relationship with 
patients during care giving in their host countries. One of the 
participants noted:

“I was welcomed and accepted by the patients. It was very nice 
when you come in the morning, and all the relatives and patients 
are very happy to see you, they all greet you. They show a good 
spirit even though they had these serious burns and in a lot of 
pain, but the communication was nice and that was a good 
experience.” (Hege- Exchange Participant from Norway)

The cultural dimension in the relationships between the 
patient and the health professionals was a recurring discus-
sion issue throughout the data collection period. Most of 
health professionals from Malawi found Norwegian patients 
to be more expressive than the patients they are used to. 
According to Chikondi, the relationship with Norwegian 
patients was flatter and more business-like and, in her words, 
patients “were more like clients.” Norwegian patients were 
therefore perceived more expressive, exhibiting freedom to 
make decisions or at least get involved in the decision-mak-
ing process. This was a movement away from the traditional 
patient-caregiver paternalistic relationship which partici-
pants from Malawi were used to. As exemplified by the fol-
lowing extract:

“There is what we call paternalism in health care, this is when 
health care professionals have more control over patients. You 
can see this difference in control on patients among health care 
professionals in Norway and Malawi. The more we are moving 
is that direction of being less controlling the more patients have 
more opportunities to make decisions themselves”. (Tionge- 
Exchange Participant from Malawi)

In the case of Malawi, hierarchy and respecting authority or 
expert power is a socio-cultural element that shapes and 
forms the bases of relationships. Consequently, Norwegian 
health professionals found Malawian patients as mostly 
reserved, quiet, and humble:

“The patients were mostly quiet even if they had serious injuries. 
The guardians were also very quiet, not complaining and there 
was very little questions asked at least to me. . .maybe they were 
just being humble in meeting health professionals in the hospital. 
I think what is different from Norwegian relatives and patients is 
that they are more forward, and more aware of their rights”. 
(Rebekka- Exchange Participant from Norway)

Malawian patients’ humility in traumatic situations is also 
recurring in the findings. Most Norwegian participants expe-
rienced minimal display of emotions by the Malawian 
patients and their relatives in a hospital setting. Norwegian 
health professionals thus reported different experiences on 
how patients and their families communicated and expressed 
emotion, grief, or pain when facing traumatic health condi-
tions and this made it difficult for them to know how to act 

and on what was the appropriate response in such situations. 
One NOREC coordinator shared his experiences on this 
while orienting and interacting with exchange participants:

“Exchange participants have meetings and a program organized 
before they go to host institutions. Part of this is to prepare them, 
sometimes previous participants come to these meetings to share 
their experiences. Thinks like difference in conduct and how 
patients express themselves, things like how relative come into 
the picture and things like how patients are aware of their rights 
always come up. This is to prepare exchange participants, but 
you know preparation can never be enough”. (Erik- Coordinator, 
NOREC)

Erik here is touching on many issues including on how 
patients’ interactions with health professional could be influ-
enced by socio-cultural factors. While on one hand the 
politeness and respectful nature of Malawian patients was 
generally interpreted as lack of understanding of their rights 
by study participants, on the other hand, Norwegian patients 
were described as “more forward” and aware of their rights, 
there could be a more complex and nuanced socio-cultural 
explanation for this. This explanation revolves around how 
authority, power and influence is interpreted in these 2 differ-
ent settings.

Patients and health seeking behaviors. Participants reported 
that they noticed more severe and advanced health cases in 
Malawi compared to Norway. This was reported by both par-
ticipants from Norway and Malawi. It was reported that 
patients visited the hospital when they were too sick or when 
the diseases were at an advanced stage in Malawi. Although 
Kamuzu Central Hospital is a referral hospital and severe 
cases are expected but so is also Haukeland University hos-
pital. In this case the level of the hospital does not explain 
why in one context health cases were severe.

Malawian participants understood some people in the 
context only seek care from health facilities after they have 
tried other options available to them, which may include tra-
ditional medicine, herbs, religious inquiries, and other related 
home remedies. Additionally, to these other options, there 
are many health systems factors and non-health systems fac-
tors that hinder people in such contexts to access health care. 
In Norway on the other hand people generally use health 
facilities as the first point of inquiry and resultantly reduces 
chances of cases to become severe. One of the participants 
from Malawi succinctly summed up some of these differ-
ences between Malawi and Norway and Kamuzu Central 
Hospital and Haukeland University Hospital respectively:

“These two hospitals are different, of course they are all referral 
hospitals but when you look at the population of Norway, it is 
about 5 million people, and those people are very rich. However, 
when you look at KCH, it is a referral hospital but there is no 
complete and functional district hospital in Lilongwe, so KCH 
still handles even primary, secondary, and then tertiary cases. 
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Most of the cases that are supposed to be handled by lower-level 
health facilities, are still handled by KCH. We see almost every 
patient at KCH unlike HUH which is practically a referral 
hospital. Even if a staff member is injured there at HUH, they 
will even get care from a lower-level facility and only treated at 
HUH when it’s necessary. This is so because HUH is a referral 
hospital, and only deals with referral cases those that had been 
booked unless if it is like a real emergency. That is why I saw 
that there they were more organized but here in Malawi almost 
everything goes, there is no organization at all, there is no 
control”. (David- Exchange Participant from Malawi)

Although severe medical cases were experienced more in 
Malawi, it was also reported that a few cases of severely 
delayed medical conditions were also recorded in Norway. In 
the Norwegian setting such severe cases were associated 
with individuals or families with immigrant background, 
especially those still familiarizing with the Norwegian health 
system or those who are undocumented or lack proper docu-
mentation. It was also noted that such cases of delays to seek 
care was also prevalent among the Norwegian natives who 
were living alone, had minimal social contact, or marginal-
ized in some ways. Hege, however noted that some 
Norwegian patients do not seek care because they are just 
reluctant or do not want to follow proper medical advice, 
despite that this advice is readily available:

“When providing care to Norwegians you must really emphasize 
the need to follow instructions and you must follow up on them 
closely when they are not doing the exercises for rehabilitation. 
They have so much information at their disposal and individual 
choices to make. It is easy for Norwegian patients because they 
have more following up, they can come to outpatients’ clinics 
often”. (Hege- Exchange Participant from Norway)

Health professionals encounters with severe health cases 
gave them some more insight and understanding on differ-
ence in health seeking behaviors which could be explained 
largely by socio-cultural and environmental conditions.

Communication with patients. Language and communication 
reportedly brought different cultural tension between patients 
and health care professionals. For most of the health profes-
sionals, language influenced significantly how they commu-
nicated, interacted with and understood patients’ conditions. 
Some of the Malawian participants were afraid on their first 
encounters with Norwegian patients, however, as reported by 
below, they found it easy to communicate with most Norwe-
gian patients in English:

“I experienced very smooth interactions especially when the 
supervisor allocated me English speaking patients. I did not 
expect such a smooth experience because I thought patients 
would not allow me to see them upon discovering that I was a 
Malawian who just came on an exchange program and that I 
was going to be their physiotherapist. On the contrary they were 
so excited that they were going to be examined by someone new. 

So, on that part I found it exciting, it would have been very hard 
if it was the other way around”. (Chifundo- Exchange Participant 
from Malawi)

On the contrary, some participants found language to be a 
significant barrier. This was mainly in situations where they 
needed to act independently and in cases where they wanted 
to understand a patient’s condition and or give a patient some 
instructions:

“Interacting with patients from outside of Lilongwe was quite 
hard. While I could not speak Chichewa, not all Malawian 
patients could communicate in English and that made it difficult 
for me to know if they were in pain or whether they had 
understood my instructions”. (Maria- Exchange Participant 
from Norway)

Langa had a similar experience to Maria where language 
became a barrier unlike Chifundo who was in a situation 
where he was allocated mainly English-speaking patients. 
Unlike Maria who was struggling with language in executing 
her duties, Langa even felt rejected by patients at times:

“Language was a serious barrier and I felt rejected because 
sometimes patients preferred Norwegian nurses to me. This is so 
because they felt more comfortable in expressing themselves in 
their local language”. (Langa- Exchange Participant from 
Malawi)

Perceptions on age, race, and sex identities in care giving. Results 
show that age, race, and sex identities of both the patients 
and the health professionals significantly contributed to the 
relationships and care giving in the hospital setting. Some of 
the Malawian health professionals as shown in the extract 
from a program coordinator below, reported some marked 
skepticism from the elderly patients in the Norwegian con-
text compared to the younger ones:

“What we noticed is that some health professionals on exchange 
struggled to connect due to age differences between then and the 
patients. In some cases, at HUH we had visiting colleagues and 
patients with wide age differences. Older patients were likely to 
be more uncomfortable to be attended by a colleague from 
Malawi, while the younger patients who are well travelled and 
you know listen to American music, shows a general openness to 
our visiting colleagues. So, level of exposure seems to play a 
role too.” (Elin- Coordinator, HUH)

On the other hand, the Norwegian health professionals who 
were in Malawi were experiencing the opposite. It is 
reported that patients and their relatives seemed to trust the 
Norwegian health professionals more than the local ones 
and ideally keen to get services and advice from the 
Norwegian professionals. Maria, one of the participants 
from Norway find this challenging, especially in circum-
stances where her Malawian colleagues were even more 
qualified than her. It was difficult for her because after the 
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clear show of preferences by patients and their relatives, she 
had to still redirect them in certain circumstances to more 
qualified local Malawian professionals:

“I had a few challenges with that, at the hospital here in Malawi, 
when everyone sees a health professional from abroad with the 
medical coat, they think you are a doctor. Some patients came to 
me and asked if I could do their examinations. I said No, I 
cannot do that, when I told them that my colleagues are much 
better than me at this; they did not believe me”. (Maria- 
Exchange Participant from Norway).

While age and race here could be seen as something that 
negatively influenced the perceptions of patients in both con-
texts, Chikondi, a female and young health professional in 
her thirties from Malawi was elated to notice that in Norway 
both her age and gender were not seen as something that 
determined her competence or expertise. In this case, 
Chikondi felt welcomed and appreciated as a professional, 
something she struggled with in her home country Malawi 
where her competence and expertise is predicated on gender 
and age:

“When I am attending patients back home (in Malawi), some of 
them even refuse treatment by just looking at my appearance as 
a young female health care worker. They opt for older people to 
treat them which is different from Norway. Patients did not 
really look at how old I was or how young I was looking; they 
just came to get the help. This was more assuring and very 
encouraging to come across patients who were elderly and were 
very willing to get help from me, it was very encouraging and 
very assuring”. (Chikondi- Exchange Participant from Malawi).

This could be based on that in Malawi, age and gender carry 
some socio-cultural meanings related to authority and power 
with younger people expected to give respect and authority 
to the elderly and where equally women are expected to 
show some respect to men. Chikondi being both female and 
young, would ideally make her position as a professional 
more questioned and scrutinized. This in the process affected 
her in discharging her professional duties.

Encounters and Experiences With Other Health 
Professionals

This section will present sub-themes which are under this 
main theme on encounters and experiences with health pro-
fessionals from a different socio-cultural context. These sub-
themes are teamwork and interdisciplinary relations, trust 
building as a process, confronting the differences in work 
ethics, and communication and knowledge sharing.

Teamwork and interdisciplinary relations. Participants interac-
tion with management, and other health care professionals at 
their host institutions and this proved significant in shaping 
their experiences and competencies. In order to integrate at 

their new workspaces, participants had to learn new routines, 
interact with others as well as learning and understanding a 
new organizational culture:

“Whilst working with other health professionals in Malawi I 
realized that I could not go there and tell them what to do, I 
needed to know the system and it takes time to know how your 
new teammates operate. You may think that you understand the 
system after a couple of weeks or months but then realize later 
that there are things happening that you are not aware of, 
important things that keeps the system going. Then you find that 
you are not yet part of the system because things were going on 
in Chichewa and I was not being involved. So, I realized and 
learned earlier that I just know a little about the system, and 
therefore, it was difficult to give advice about the system that I 
did not know. Due to this lack of local knowledge of the system, 
I had to cooperate closely with my coworkers to help me know 
and understand the system and only after this, I was able to 
meaningfully contribute”. (Hege- Exchange Participant from 
Norway)

Participants from Malawi too were willing to participate and 
learn in teams at HUH. They benefited in learning new ways 
of doing things and a new work culture. It was particularly 
important for majority of them to feel that their expertise was 
also valued even in the Norwegian context:

People are curious to understand how others do their work, 
Norwegian health professionals also helped me to understand 
how things are done in their context, especially also those 
coming from HUH coming to KCH were also trying to adapt to 
our way of doing things. They understood that they cannot 
change everything, they needed to understand that we have our 
way of doing things under limited resources. For them to be able 
to help us doing our work, they needed to know where to start 
from. They needed to better understand how we think, and this is 
what they have learnt, I think. (Jacob- Exchange Participant and 
Coordinator, Malawi)

It emerged that the need to understand the context was 
important for participants to meaningfully contribute at their 
new workstations. There was a lot for participants to learn, 
including diseases and illnesses they were not familiar with 
or used to handle. In this regard, teamwork was important. 
All exchange participants emphasized the need for an effec-
tive way of communicating and the need to be accommodat-
ing to different ways of doing things and divergent views on 
issues.

Trust building as a process. While understanding and respect-
ing the collaborative context was essential for teamwork, 
participants from both KCH and HUH reported that mutual 
trust was significant in them thriving in their new work-
spaces and contexts. Trust building was seen and defined as 
a process and not an event and this was important in estab-
lishing rapport between teams. Most of the participants from 
and in both contexts felt that they were shown more trust 
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when they demonstrated a willingness to learn and commit-
ment to their work. In the event of building this trust, partici-
pants reported full commitment and a willingness to learn 
was always preceded by some level of skepticism:

“When you go into a new context you need to show and 
demonstrate that you are willing to listen and to learn. You don’t 
go there and say I know everything. You need to build trust with 
others and when you do that people start to feel comfortable 
with you. They start to include you in their events, activities, and 
issues. They start to tell you things and you become part of their 
team. It is like that, and this is my approach”. (Marte- Exchange 
Participant from Norway)

This shows that gaining trust was something that participants 
invested time in. Trust was not given and not an event but 
negotiated and re-negotiated in the process. However, most 
of Norwegian participants felt that it was much easier for 
them to be trusted and integrated into the system because 
they had the “expert” knowledge needed in Malawi’s trauma 
care department, and they also had knowledge on using 
advanced medical equipment. Regardless, there was a need 
for a careful balance between sharing this knowledge and 
respecting the Malawian systems and ways of doing things.

Confronting the differences in work ethics. Experiences of 
existing differences in professional and work ethic between 
Malawian and Norwegian participants were seen to initially 
creating cultural misunderstandings and clashes. However, 
these were later transformed into opportunities to learn and 
understand the context even beyond the hospital setting. 
Participants from both KCH and HUH struggled to cope 
with differences in work culture in relation to time manage-
ment, structure of meetings, reporting for work and general 
job execution. Norwegian participants who were in Malawi 
reported being frustrated by the slow and casual approach to 
work in Malawi, while the Malawians in Norway experi-
enced an unfamiliar work culture that was more structured, 
time conscious and where meetings were very common 
comparatively. All these situations frustrated participants in 
both contexts. For instance, participants such as Rebekka 
reported facing challenges in adjusting to the working 
culture:

“In Norway, we have working hours and we keep them. I 
struggled a lot in Malawi because there are working hours but 
occasionally people don’t meet them. They may report to work at 
different times, or you may not even know where they are during 
hours where they are expected to be working. The more you 
understand their system, it becomes better but some of these 
things you may not get it”. (Rebekka- Exchange Participant 
from Norway)

Many from the Malawi on the other hand felt that there were 
too many schedules, deadlines, reporting and team meetings 
in the Norwegian work culture:

“One thing is that there was many meeting in Norway. In these 
meetings same things were discussed almost every week. This is 
something I am not used to from Malawi, we do not have many 
meetings as they do. Sometimes you try to get used to it, but 
sometimes it is overwhelming” (Tionge- Exchange Participant 
from Malawi)

While the Malawian participants were frustrated with the 
Norwegian work culture, especially in terms of many meet-
ings, deadlines, and reporting, they also felt it was an effec-
tive way to assure that there was teamwork and that each 
individual delivers on their work tasks.

Communication and knowledge sharing experiences. Commu-
nication emerged as one of the most important issues in the 
interviews, communication was referenced in at least 3 ways, 
that is, in terms of language of instruction, social relation-
ships, and cultural interpretation. Most of participants in 
both contexts reported effective communication when using 
English language, as vernacular languages in both contexts 
were perceived as major barrier for effective communica-
tion. However, Malawian participants were relatively 
affected by this more than the Norwegian participants. It was 
reported that people in Malawi, including patients, whenever 
they can they were much more willing to speak in English 
than people in Norway:

“The thing is that I was lucky in Lilongwe because many people 
speak English. I think they learn it early and are confident to 
speak it whenever they can. On the other hand, Norwegians 
generally want to avoid speaking in English whenever they can. 
I will also avoid English whenever I can, so maybe the 
Malawians faced this language challenge in Norway. The 
languages (Norwegian and Chichewa) are not relatable in any 
form, making it more difficult”. (Marte- Exchange Participant 
from Norway)

Tionge agrees with Marte, he expressed that he felt as if he 
was an intruder in the Norwegian context. This was com-
pounded by the fact that in the Norwegian work culture as 
stated above, meetings are quite often, and these are con-
ducted in Norwegian:

“I did feel like an intruder, you are in a situation where people 
are communicating in a language you do not understand. In 
meetings, you may ask someone sitting next to you to help with 
interpretation but then you can find that you are now disturbing 
someone. I ended up stopping attending these meetings because 
it was not helping me in any way”. (Tionge- Exchange 
Participant from Malawi)

In general, therefore, language was reported by most partici-
pants as a constraining factor. This was also noted by the 
project coordinators at both hospitals and NOREC as an 
issue they know and a matter that requires attention. The 
duration of the exchange, however, could be challenging for 
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participants to develop linguistic competence in the language 
of a host nation.

Discussion

This discussion section focuses on the main issues that 
emerged in the results section from the 2 main themes pre-
sented. The cultural competence model is used to illuminate 
on these issues. The discussion will also be situated into the 
current literature in this study area.

Encounters and Experiences With Patients as 
Significant in the Building of Cultural Competence

Encounters and experiences with patients from different social 
and cultural settings emerged as a major theme in our findings, 
these early encounters and experiences impacted on how par-
ticipants developed relationships with patients in the host 
country and on how they disposed of their duties as health pro-
fessionals. These encounters greatly shaped their exchange 
experiences and consequently their cultural competence.

Most of the health professionals from Malawi found it 
easier to interact with patients from Norway because the 
patients took a participatory role in their own treatment. 
There was a consensus that the patient and health worker 
relation was flatter and less paternalistic in Norway com-
pared to Malawi, and this is also reported in other studies.27,28 
Participants from Norway were not used to patients that 
seem to question less and agrees with almost everything 
advised by health professionals.

This, however, could be explained by the different struc-
tures of these 2 countries. Norway can be classified as having 
an individualistic outlook and pursues libertarian values 
where individual freedoms find more expression.29 Malawi 
on the other side can be classified as a country pursuing egal-
itarian values, where communal living and respect for 
authority find more expression.13 These different set-ups in 
terms of the structures and hierarchies of authorities can be 
explained within the cultural encounter dimension of the cul-
tural competence model. Health professionals need to be 
aware of how the societies they practice are organized 
because this also influence on how they interact with patients, 
patients’ relatives, colleagues, and communities around. 
Understanding external factors within health settings is 
important in health care, including the governance culture 
and structures.30

Another important finding of our study is based on differ-
ences in health seeking behaviors in the 2 different contexts. 
Severe and advanced health cases were reported in Malawi 
compared to Norway. While this may not be a very surpris-
ing findings given many various health systems challenges 
in Malawi,12 the Norwegian participants were able to learn 
that there are other important social, cultural, and religious 
factors that may contribute to the health seeking behaviors of 

patients. Some people in the Malawian context only seek 
care from health facilities after they have tried other options 
available to them, which may include traditional medicine, 
herbs, religious inquiries, and other related home remedies.31 
In Norway on the other hand people generally use health 
facilities as the first point of inquiry, therefore with regards 
to health seeking behaviors, participants from both countries 
learned from these differences, some of which are socially 
and culturally informed and founded. For Norwegian partici-
pants, these experiences are particularly important as Norway 
is slowly becoming a multicultural country,32 hence having 
experiences with patients in different contexts enhances their 
cultural knowledge and competence.

The identities such as gender, and race also proved to be 
contributory to the experiences and encounters of partici-
pants with patients. Race especially in the context of Malawi 
a country that has a recent history of colonialism, defines 
power hierarchies and dynamics.33 It is this that perhaps 
explains why patients and their relatives preferred to be 
treated and to take instructions from a white, health profes-
sional, Maria, even when she felt that she was less qualified 
than local professionals. In Malawi as with many other coun-
tries in Southern Africa, which experiences vices of racial 
segregation, discrimination and apartheid,34 as settler colo-
nies, still by and large suffers from a racial inferiority com-
plex where a white person is perceived and considered as 
more skilled and knowledgeable.35 When going in such con-
texts, health professionals need to be aware of these deep-
seated biases, which at face value may just appear as a 
preference.

Additionally, the results also show that older Norwegians 
seem not to prefer to be treated by professionals from 
Malawi, while language may partly explain this, it can also 
be identified and defined in racial terms. Norway has been 
largely a homogenous country until recently, and in this new 
process of multiculturalism, older generations may not be 
used to receive essential services from people of color and 
races. This too is not just a preference, but something to be 
interpreted as some deep-seated racial biases.36

Gender as also another identity, was reported to have 
influenced how health professionals are perceived with 
regards to the discharging their duties. Chikondi felt that in 
Norway the fact that she was young and female, seemed not 
to affect the way she interacted with patients in any way. This 
is contrary to her experiences in her home country of Malawi 
where being young and female serve as a disqualification of 
skills and knowledge. This could be explained by how these 
2 countries stand in terms of gender equality and the empow-
erment of the girl child. Norway is largely used as an exam-
ple of countries with gender equality,37 while Malawi has 
some long way to go in this regard.38 This shows that partici-
pants in this study were aware that various identities influ-
ence how they are perceived in care giving and in interacting 
with their patients and colleagues.
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Encounters and Experiences With Other Health 
Professionals as Contributory to the Building of 
Cultural Competence

Our study results show participants’ cultural awareness in 
respecting their host institutions’ systems, conditions, and 
contexts. Participants cultural awareness of differences in 
context helped to build trust and respect, and resultantly 
reduced tensions and promoted synergy in the collaborative 
exchange. Some of the Norwegian health professionals 
reported being more motivated to provide medical advice to 
Malawian health professionals in instances where they 
actively showed commitment to shared learning. In the same 
vein, the Norwegian participants were also aware that their 
experience in relation to their technological advancements in 
the field of emergency medicine would possibly undermine 
the local knowledge of Malawian health professionals, 
unless they adopted a participatory, accommodative, and 
respectful training approach. This demonstrates that cultural 
awareness can foster common understanding and enhance 
the cultural competence of health professionals.

Results also demonstrates Malawian health professionals 
were more willing to be receptive to the education and train-
ing from Norwegian health professionals when they felt their 
local approaches to trauma care and emergency medicine  
were being respected and appreciated. For professionals 
from both settings to establish a common understanding, it 
had to start by acknowledging their biases and confront 
them. Previous studies show that if not carefully and inten-
tionally designed, cross cultural learning experiences and 
partnerships have the potential to reinforce bias, stereotypes, 
paternalistic actions, and a superior-inferior dichotomy.39-42 
In this study as the results has demonstrated, exchange par-
ticipants were largely aware of their biases both at profes-
sional and individual level and therefore were aware that 
such exchange collaborative programs could lead to cultural 
imposition and power domination.17,43 For example, we have 
heard Marte and Hege expressing that they realized early that 
they needed to respect and understand the Malawian ways of 
doing things first in order for the Malawians to pay attention 
to their contributions. This awareness is important because it 
minimizes instances of cultural imposition.

The study illustrates the importance and impact of cul-
tural knowledge when building a foundation for team col-
laboration. Health professionals in their local contexts, were 
key in bridging and building cultural knowledge and skill in 
health care at both KCH and HUH. For example, most of the 
exchange participants were very much aware that they 
needed to use their local colleagues as a resource to learn and 
acquire knowledge. This local knowledge varied from famil-
iarization with the disease profiles of each context, to famil-
iarization with local institutional routines.

The study has demonstrated the importance of communi-
cation, and the more participants managed to communicate 
effectively, the more they understood the local context better, 

including sociocultural context around them. To the contrary, 
participants also struggled to cope in cases where they did 
not have local colleagues to consult from. According to a 
review study by Lin et al from China, it emerged that the 
application of cultural knowledge to clinical care was impor-
tant but depended on how each health professional interpret 
the cultural sensitivity of their tasks which depended on their 
knowledge.44 In a study from a Kenyan and USA health part-
nership program, participants reported being able to observe 
the cultural knowledge, and skill that their working partners 
possessed and use these in performing their own duties as 
well in these new environments.41 In this study, some few 
participants, in both contexts, felt frustrated, neglected, and 
abandoned. This frustration could be explained by the fact 
that these participants felt that they did not have had oppor-
tunities to acquire relevant knowledge and skills to develop 
their cultural competence in the host country.

Participants actively showed a great desire in enhancing 
their knowledge, skills, and competencies. One striking 
example is related to how the participants cope with the lan-
guage challenge, which is a known barrier for effective com-
munication,30 interaction and in the execution of work tasks. 
However, because the desire to learn was there, many of the 
participants resorted to resourceful strategies of using their 
colleagues as resources in solving the language puzzle while 
others utilized information technologies and online learning 
platforms.

Learning to work in a different social cultural context 
with different work ethics and work culture also emerged as 
one of the most important findings for this study. Participants 
reported both positive and negative experiences around this. 
The differences in professional and work ethics were seen 
initially as creating cultural misunderstandings and clashes, 
and hence acted as a barrier for teamwork and learning. 
However, these were later transformed into opportunities to 
learn and understand the context even beyond the hospital 
setting. Differences in relation to time management, punctu-
ality, the culture of meetings and general job execution, 
proved to be conflictual in terms of work values and norms. 
While Norwegian participants expressed frustrations about 
the work culture in Malawi as they experienced it as driven 
by a slow and casual approach, the Malawian participants 
were equally frustrated by the Norwegian work culture, 
which they experience as demanding, inflexible and offers 
less autonomy to individuals. These findings relate to litera-
ture on work cultures between western and non-western soci-
eties and the philosophies of time management.41

This study demonstrates the importance of social and cul-
tural factors in care giving. Accounts from our study partici-
pants who had participated in a health professional exchange 
program showed that such exchanges can help greatly in 
equipping health professionals with skills they need in an 
ever changing and multicultural global world. The study 
demonstrated that health professionals in our study learned 
a lot from this exchange. Their experiences were largely 
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positive but also negative in some case, however, all these 
experiences contributed meaningfully to their cultural com-
petence in providing health care.

Study Limitations

The study was conducted in a limiting environment due to 
the COVID-19 pandemic. Due to this we had to alter origi-
nal plans of collecting data through face-to face interviews 
to digital means. Using digital platforms such as Zoom and 
WhatsApp to collect data, might have limited the way we 
interacted with our participants. In face-to-face situation, it is 
easier to pick up nonverbal cues while in digital options 
these could be lost. Additionally, the first author wanted to 
travel to Malawi for data collection, but it was not position 
due to restrictions in traveling during this period. 
Furthermore, the study used purposive selection of partici-
pants, although it is a strength in qualitative research, by 
selecting the participants we defined and identified to have 
necessary knowledge on the study phenomenon, we might 
have in the process missed other potential participants that 
could have enriched the study in other ways. The sample 
size for the study is 20, no power calculation was used to 
estimate this sample number. In general, in qualitative 
research, we aim for saturation, and in the case of this study, 
we stopped data collection when no new information was 
coming from additional interviews. This could also be seen 
as a possible limitation of this study.

Conclusion

The study demonstrates the importance of collaborative 
exchange programs in building the cultural competence of 
health professionals. Both participants from Malawi and 
Norway largely reported positive experiences in their host 
institutions. Their experiences centered around their interac-
tions and encounters with patients, patients’ relatives, and 
colleagues at host institutions. Participants reported a better 
understanding on health seeking behaviors in different con-
texts, the importance of communication with both patients 
and colleagues, and teamwork. In addition, the study revealed 
the importance on perceptions around identities such as race 
and gender and how these impact on health professionals’ 
interactions with patients and care provision. Furthermore, it 
emerged that although working in a different socio-cultural 
environment was challenging, it was experienced as enrich-
ing and rewarding in terms of building and developing cul-
tural competence. To this end, the study concludes that 
North-South health professionals exchange partnerships can 
be a viable vehicle for developing and naturing cultural com-
petence in health professionals, however, these programs 
need to also invest in preparing the participants to be ready 
for the known challenges that lies ahead in host institutions 
and countries, some which have been highlighted in this 
study.

Future Research and Directions

The study has highlighted on the importance of social cul-
tural aspects of care and specifically the role that North-
South health partnerships can play in building the cultural 
competence of health professionals. Going forward, it can be 
interesting to investigate how new emerging theoretical con-
cepts in this field such as cultural safety and humility can 
also contribute to the understanding of this socio-cultural 
and contextual dimension of care.

Acknowledgments

We thank all the informants and participants in this research for 
their valuable insights.

Author Contributions

The authors of this manuscript all made substantial contributions 
to the acquisition and interpretation of the data, drafted, and revised 
the manuscript, (and approved this version of the article to be 
published in INQUIRY: The Journal of Health Care Organization, 
Provision, and Financing).

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article

ORCID iDs

Takunda Archlove Tanyanyiwa  https://orcid.org/0000-0002 
-2047-1104
Victor Chimhutu  https://orcid.org/0000-0001-7160-642X

References

 1. Whitaker J. The Rapid Evaluation of Trauma Healthcare 
Systems in Low-and Middle-Income Countries Using the Three 
Delays Framework. King's College London; 2021.

 2. WHO. Emergency and trauma care Emergency care sys-
tems for universal health coverage: ensuring timely care for 
the acutely ill and injured. WHO; 2019. Accessed November 
10, 2021. https://apps.who.int/gb/ebwha/pdf_files/WHA72/
A72_31-en.pdf

 3. Purcell LN, Mulima G, Reiss R, Gallaher J, Charles A. 
Epidemiological comparisons and risk factors for pre-hospital 
and in-hospital mortality following traumatic injury in Malawi. 
World J Surg. 2020;44(7):2116-2122.

 4. Kohler RE, Tomlinson J, Chilunjika TE, Young S, Hosseinipour 
M, Lee CN. “Life is at a standstill” quality of life after lower 
extremity trauma in Malawi. Qual Life Res. 2017;26(4): 
1027-1035. 

 5. Kironji AG, Hodkinson P, de Ramirez SS, et al. Identifying 
barriers for out of hospital emergency care in low and low-
middle income countries: a systematic review. BMC Health 
Serv Res. 2018;18(1):291.

https://orcid.org/0000-0002-2047-1104
https://orcid.org/0000-0002-2047-1104
https://orcid.org/0000-0001-7160-642X
https://apps.who.int/gb/ebwha/pdf_files/WHA72/A72_31-en.pdf
https://apps.who.int/gb/ebwha/pdf_files/WHA72/A72_31-en.pdf


12 INQUIRY

 6. Agarwal-Harding KJ, Chokotho L, Young S, et al. Assessing 
the capacity of Malawi’s district and central hospitals to man-
age traumatic diaphyseal femoral fractures in adults. PLoS 
One. 2019;14(11):e0225254.

 7. Gerein N, Green A, Pearson S. The implications of shortages of 
health professionals for maternal health in sub-Saharan Africa. 
Reprod Health Matters. 2006;14(27):40-50.

 8. Kruk ME, Gage AD, Arsenault C, et al. High-quality health 
systems in the Sustainable Development Goals era: time for a 
revolution. Lancet Glob Health. 2018;6(11):e1196-e1252.

 9. Mock C, Kobusingye O, Joshipura M, Nguyen S, Arreola-Risa 
C. Strengthening trauma and critical care globally. Curr Opin 
Crit Care. 2005;11(6):568-575.

 10. OʼBrien P, Kajja I, Potter JM, OʼHara NN, Kironde E, Petrisor 
B. Role of north-south partnership in trauma management: 
Uganda sustainable trauma orthopaedic program. J Orthop 
Trauma. 2018;32:S21-S24.

 11. WHO. World Health Statistics 2016: Monitoring Health for 
the SDGs Sustainable Development Goals. World Health 
Organization; 2016.

 12. Sonenthal PD, Nyirenda M, Kasomekera N, et al. The Malawi 
emergency and critical care survey: A cross-sectional national 
facility assessment. EClinicalMedicine. 2022;44:101245.

 13. Tanyanyiwa AT. Role of social cultural factors in health part-
nerships: The case of a health collaborative exchange between 
Malawi and Norway in trauma care and emergency medicine. 
Master’s thesis. The University of Bergen; 2021.

 14. Woodland L, Blignault I, O’Callaghan C, Harris-Roxas B. 
A framework for preferred practices in conducting culturally 
competent health research in a multicultural society. Health 
Res Policy Syst. 2021;19(1):24.

 15. Lie JHS. Partnership – Just Another Buzzword? Oslo; 2022.
 16. Fisher-Borne M, Cain JM, Martin SL. From mastery to 

accountability: cultural humility as an alternative to cultural 
competence. Soc Work Educ. 2015;34(2):165-181.

 17. Campinha-Bacote J. The process of cultural competence in the 
delivery of healthcare services: a model of care. J Transcult 
Nurs. 2002;13(3):181-184.

 18. Young S, Guo KL. Cultural diversity training: the neces-
sity of cultural competence for health care providers and in 
nursing practice. Health Care Manag. 2020;39(2):100-108. 
doi:10.1097/HCM.0000000000000294

 19. Chen H-C, Jensen F, Chung J, Measom G. Exploring faculty 
perceptions of teaching cultural competence in nursing. Teach 
Learn Nurs. 2020;15(1):1-6.

 20. NOREC. Project Report: Strengthening Doctors and Nurses in 
the Face of Trauma. Strengthening Doctors and Nurses in the 
Face of Trauma; 2018.

 21. Merriam SB. Qualitative Research and Case Study 
Applications in Education. Revised and Expanded from Case 
Study Research in Education. ERIC; 1998.

 22. Neuman LW. Social Research Methods: Qualitative and 
Quantitative Approaches. Pearson; 2014.

 23. Savolainen R. Manifestations of expert power in gatekeeping: 
a conceptual study. J Doc. 2020;76:1215-1232.

 24. Brinkmann S, Kvale S. Conducting an interview. In: Interviews. 
Learning the Craft of Qualitative Research Interviewing, 
3rd ed. SAGE Publications; 2015;149-166.

 25. Creswell J. Research Design: Qualitative, Quantitative and 
Mixed Methods Approaches, 4th ed. SAGE; 2014.

 26. Braun V, Clarke V. Using thematic analysis in psychology. 
Qual Res Psychol. 2006;3(2):77-101.

 27. Bringedal B, Isaksson Rø K, Magelssen M, Førde R, Aasland 
OG. Between professional values, social regulations and 
patient preferences: medical doctors’ perceptions of ethical 
dilemmas. Med Ethics J. 2018;44(4):239-243.

 28. Solum EM, Maluwa VM, Severinsson E. Ethical problems 
in practice as experienced by Malawian student nurses. Nurs 
Ethics. 2012;19(1):128-138.

 29. Bradley A. Positive rights, negative rights and health care. Med 
Ethics J. 2010;36(12):838-841.

 30. Horwood C, Mapumulo S, Haskins L, et al. A north-south-
south partnership in higher education to develop health 
research capacity in the Democratic Republic of the Congo: the 
challenge of finding a common language. Health Res Policy 
Syst. 2021;19(1):79.

 31. Ritter R, Nkhwalingwa N, Anthonj C, Kistemann T. Coping 
with ill-health while lacking access to health care: acceptabil-
ity of health service provision in rural Malawi – a qualitative 
study. Global Health Action. 2022;15: 2-10.

 32. Herrero-Arias R, Diaz E. A qualitative study on the experi-
ences of southern European immigrant parents navigating 
the Norwegian healthcare system. Int J Equity Health. 2021; 
20:42.

 33. Maldonado-Torres N. On the coloniality of human rights. Rev 
Crit Cienc Sociais. 2017;114:117-136.

 34. Magu SM. Africa Huru! Complex events—Cold war, residual 
colonization and apartheid. In: Magu SM (ed.) Explaining 
Foreign Policy in Post-Colonial Africa. Springer; 2021; 
99-152.

 35. Ndlovu-Gatsheni SJ. The entrapment of Africa within the 
global colonial matrices of power: Eurocentrism, coloniality, 
and deimperialization in the twenty-first century. J Dev Soc. 
2013;29(4):331-353.

 36. Burke M. Colorblind Racism. John Wiley & Sons; 2018.
 37. Larsen E, Manns U, Östman A-C. Gender-equality pioneering, 

or how three Nordic states celebrated 100 years of women’s 
suffrage. Scand J Hist. Published online January 25, 2022. doi:
10.1080/03468755.2021.2023035

 38. Prokopenko LY. Gender equality in the political landscape 
of Southern African countries: Progress and Problems of 
Evolvement. RUDN J Polit Sci. 2022;24(1):148-165.

 39. Lough BJ, Oppenheim W. Revisiting reciprocity in interna-
tional volunteering. Prog Dev Stud. 2017;17(3):197-213.

 40. Chimhutu, V, Tjomsland, M, Songstad, NG, Mrisho, M, 
Moland, KM. Introducing payment for performance in the 
health sector of Tanzania-the policy process. Global Health. 
2015;11(1):1-10.

 41. Healey-Walsh J, Stuart-Shor E, Muchira J. Through the lens 
of postcolonial theory: establishing global north-south partner-
ships. Nurs Educ Perspect. 2019;40(5):270-277.

 42. Katisi M, Daniel M. Exploring the roots of antagony in the 
safe male circumcision partnership in Botswana. PLoS One. 
2018;13(9):e0200803.

 43. Corbin JH, Jones J, Barry MM. What makes intersectoral part-
nerships for health promotion work? A review of the interna-
tional literature. Health Promot Int. 2018;33(1):4-26.

 44. Lin C-J, Lee C-K, Huang M-C. Cultural competence of health-
care providers: a systematic review of assessment instruments. 
J Nurs Res. 2017;25(3):174-186.


