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Navigating this Guideline 1 

This guideline specifically addresses the responsibilities of the registered speech-language pathologist 2 
(SLP) or audiologist for providing anti-racist care. This document utilizes the following icons: 3 

The Tools and Templates icon provides the SLP or audiologist with checklists and documents 4 
that can be used to assist them with anti-racist service provision. Click on the bolded title of the 5 
document to view/print the tool and/template.  6 

The Magnifying Glass is used to identify the first time that a key term is mentioned. The key 7 
term is italicized, bolded, and defined in the Glossary of Terms.  8 

The Link icon references resources that the SLP or audiologist may want to review. These are 9 
typically external additional resources that may be helpful and can be accessed by clicking on 10 
the bolded title.  11 

The Reflection icon identifies information to help support self-reflection on issues related 12 
to anti-racism.  13 

Acknowledgement 14 

ACSLPA would like to thank the dedicated volunteers who shared their expertise and their thoughtful 15 
review and revisions on this guideline by participating on the Anti-Racism and Anti-Discrimination Advisory 16 
(ARADA) Committee.17 
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Guideline:  Provides guidance to regulated members to support them in the 22 

clinical application of Standards of Practice. 23 

Introduction 24 

The Alberta College of Speech-Language Pathologists and Audiologists (ACSLPA) is the regulatory body for 25 
the professions of speech-language pathology and audiology. ACSLPA carries out its activities in 26 
accordance with provincial legislation. It protects and serves the public by regulating and supporting 27 
speech-language pathologists and audiologists to ensure competent, safe, and ethical professional 28 
practice. Speech language pathologists (SLPs) and audiologists have been regulated under the Health 29 
Professions Act (HPA) in Alberta since July 1, 2002. The HPA directs the activities of ACSLPA and outlines 30 
the regulatory responsibilities of the College required to protect and serve the public. 31 

College guidelines provide guidance to regulated members to support them in the clinical application of 32 
Standards of Practice. 33 

Background on the Anti-Racism and Anti-Discrimination Committee  34 
ACSLPA’s Anti-Racism and Anti-Discrimination Advisory (ARADA) Committee was formed in September 35 
2020. This committee has a mandate to comprehensively review ACSLPA’s requirements, systems, 36 
processes, policies, and practices to identify any real or perceived instances of systemic racism and 37 
discrimination either caused by, perpetuated by, or left unaddressed by the College. As part of this 38 
mandate, members of the ARADA committee completed reviews of the College’s Standards of Practice and 39 
Code of Ethics, reviewing for: 40 

• Any use of overt or potentially racist, discriminatory, stereotypical, or insensitive terms,  41 
• Any messages or themes that might suppress, deter, or adversely impact underrepresented 42 

racial, ethnic, or linguistic minority (URELM) communities and individuals from engaging or 43 
being engaged with the College or the professions it regulates, 44 

• Contradictions to current best practices, research, theory and scholarship into racism and 45 
discrimination, and their sources, causes, or impacts, 46 

• Lack of consideration about health, welfare, economic, and other systemic disparities, and 47 
• Omissions that could intentionally or unintentionally perpetuate racist or 48 

discriminatory conditions. 49 

Overview and Purpose of the Guideline 50 
Following the ARADA committee’s review, changes were made to both the Standards of Practice and Code 51 
of Ethics which:   52 

• Make the documents more inclusive to equity-seeking communities and individuals,  53 
• Acknowledge cross-cultural differences in access to services and experiences when accessing 54 

services, 55 
• Acknowledge cross-cultural differences in processes that impact service delivery (e.g., health 56 

seeking behaviours, communication norms), 57 
• Acknowledge considerations required for SLPs and audiologists when working with clients 58 

whose cultural and linguistic backgrounds differ from their own, 59 
• Acknowledge the wider social, economic, and political contexts of racialized groups in the 60 

context of service provision by regulated members, and 61 
• Make the documents more in-line with anti-racism service provision best practice approaches. 62 
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These guidelines are intended to provide more information to help members abide by the Standards of 63 
Practice and Code of Ethics regarding anti-racist service delivery. Principles of equity, diversity, inclusion, 64 
social justice, and anti-oppression are infused throughout the pending Standards of Practice and Code of 65 
Ethics (see above), and this guideline addresses these new concepts which will permeate these key guiding 66 
documents.  67 
 68 
 69 

 70 
 71 
 72 
 73 

 74 
 75 
 76 
Specifically, this guideline provides the information required to help regulated members:  77 

• Understand the need to widen their knowledge base to include social justice, equity, and 78 
power perspectives, in order to provide equitable services, 79 

• Understand the issues faced by equity-seeking groups when accessing or receiving services 80 
from health professionals,  81 

• Understand the importance of anti-racist service provision, 82 
• Effectively and safely negotiate cross-cultural boundaries in their clinical interactions, and  83 
• Understand and implement principles related to anti-racist service provision during  84 

service delivery. 85 

In addition, regulated members can also use these guidelines to support advocacy for systems and/or 86 
policy changes, in instances where employer policies and procedures create barriers to safe, effective, and 87 
anti-racist client service provision.  88 

Guiding Principles 89 
This Guideline is founded upon the following Guiding Principles:  90 

• ACSLPA recognizes the existence of systemic racism and discrimination and holds a zero-91 
tolerance stance towards any misconduct of this nature by regulated members. 92 

• Diversity, inclusivity, tolerance, and equity are shared values which are reflected in ACSLPA’s 93 
Standards of Practice and Code of Ethics. ACSLPA regulated members are expected to be 94 
fully informed on any changes to these key College documents regarding anti-racist 95 
service provision. 96 

• It is expected that ACSLPA’s regulated members, staff, and volunteers practice in accordance 97 
with the above documents, regardless of their role, practice area, or practice setting. Breach of 98 
these documents may constitute professional misconduct.  99 

Standard of Practice Update: 

Standards of Practice must be submitted to the Ministry of Health for feedback before they can be 
adopted by ACSLPA. The proposed amended Standards of Practice have been submitted but are 
pending until feedback is received. The current and pending versions of the Standards of Practice are 
both available on the ACSLPA website.  
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Understanding the Need for an Anti-Racist Service Provision Framework 100 

Equity in service provision occurs when all individuals, families, and communities have fair and universally 101 
comparable access, experiences, and outcomes with services. However, oppression, racism, and 102 
discrimination have been shown to create health disparities and inequities in outcomes when accessing 103 
and engaging with social service institutions, like the health and education systems, and including the 104 
types of services provided by ACSLPA regulated members. It is important for regulated members to be 105 
aware of how the various cultural, social, economic, and political aspects of the client’s context impact 106 
their health and daily life, and how any oppression, racism, or discrimination may impact service delivery.  107 

Racism as a Determinant of Health  108 
Health is influenced by many factors, including genetics, lifestyle choices, and social determinants. Social 109 
determinants of health are the non-medical factors that influence health outcomes and are the wider set 110 
of social and economic forces and systems which influence the conditions of daily life. Social determinants 111 
of health include employment and working conditions, childhood experiences, physical environments, 112 
access to health services.  113 
There is now consistent evidence in the literature that racism is also a social determinant of health. This is 114 
demonstrated by the inequities and barriers caused by racism, which include: 115 

• Inequitable access to social institution services (e.g., healthcare, education), 116 
• Lack of culturally competent/sensitive practitioners and providers,  117 
• Lack of culturally congruent services, and 118 
• Inequitable outcomes and quality of life for racialized individuals and communities. 119 

Another result of structural racism is the racial hierarchy, which is a system that stratifies people into 120 
social hierarchies based on their proximity to the dominant white culture. Under this classification system, 121 
racism that is experienced is dependent on how closely an individual or group resembles the dominant 122 
white culture. This hierarchy explains why anti-Black racism and anti-Indigenous racism are particularly 123 
prevalent in the education and healthcare systems, and why Black and Indigenous people accessing these 124 
services may experience more overt and explicit forms of discrimination that other racialized or 125 
marginalized people. 126 

People who are new to the anti-racism journey often think of racism as the extreme and violent forms, 127 
e.g., the South African apartheid, or the genocide of Indigenous peoples around the world by colonial 128 
powers. However, racism has several levels. Individual racism is the assumptions, beliefs, or behaviors, 129 
existing within an individual, based on the thinking that one's own racial group has superior values, 130 
customs, and norms. Individually held racist beliefs may result in interpersonal racism, which is the 131 
discriminatory action directed from an agent to a target of racism. Racism at the institutional level refers 132 
to institutional practices that perpetuate racial inequality, while structural racism is racism that is backed 133 
up by societal power. These are policies and procedures entrenched in across social institutions, leading to 134 
racialized outcomes, the root of which are difficult to isolate.  135 

Individual clinicians may not hold racist beliefs themselves, or personally act as agents of racism or 136 
discrimination in their therapeutic interactions with their clients. But, by virtue of operating with societal 137 
institutions and structures, like healthcare and education, in which structural racism persists, they may 138 
play a role in the continuation of policies and procedures that are racist and discriminatory.  Additionally, 139 
when working within such systems where racism and discrimination exist at the structural level, being 140 
anti-racist (i.e., actively working to understand, challenge, and counter racism, discrimination, and 141 
inequity) has far more impact on the public than ‘not being racist’. 142 
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The Biomedical Model 143 
Healthcare education in Canada and around the world typically centers around the Eurocentric healthcare 144 
culture, which is associated with the concept of Western medicine, and in which biomedical science is the 145 
main way of knowing. 146 

The biomedical model focuses on individual pathophysiology, which results in standards of practice and 147 
codes of ethics which focus on biomedically defined aspects of health and wellbeing, while ignoring the 148 
sociological perspectives that have profound impacts on health and wellbeing (e.g., social determinants of 149 
health, societal power imbalances). In this way, exclusive use of the biomedical model in service delivery is 150 
an indirect way of furthering the bias, discrimination, and racism faced by clients.  151 

While the allied health knowledge and research base is one of the pillars of evidence-based care, clinicians 152 
should also consider where the knowledge they use to inform their clinical practice comes from. For 153 
example, while the evidence base of allied health is thought to be research based and objective, in reality 154 
much of the empirical data on which practice is based is itself based on dominant culture norms, or white 155 
cultural norms, as in Canada and Alberta, the dominant culture is white, middle class, Christian, and 156 
cisgender. Under the biomedical model, the dominant culture norms, or white cultural norms are used as 157 
the basis for understanding and treating health issues. Because whiteness is the norm under the 158 
biomedical framework, when it is used as the framework for understanding and working with clients is 159 
used for racialized clients, any difference from this ‘norm’ may either be viewed as a disorder.   160 

The biomedical model also promotes scientific objectivity and neutrality, which anti-racism advocates now 161 
consider to be both not possible, nor desirable in healthcare. This is because objectivity and neutrality or 162 
‘treating everyone the same’ ignores the unique considerations that are required for providing safe and 163 
effective services for culturally and linguistically diverse (CLD) individuals. For example, considering 164 
religious dietary restrictions during feeding and swallowing care, or how a client’s religious wear may 165 
impact their hearing assessment or wearing their hearing aids.  166 

Traditionally, healthcare education has promoted the idea that clinicians should ‘treat everyone the same’. 167 
However, not everyone is the same, and the reality is that not all clients are treated the same by the 168 
healthcare system. Treating everyone the same ignores important cross-cultural differences that are 169 
meaningful to CLD individuals and the health and wellbeing. Being able to acknowledge and understand 170 
cross-cultural differences is a key skill for clinicians when providing culturally and linguistically appropriate 171 
and suitable care.  172 

Many SLPs and audiologists may have had little exposure to perspectives of health beyond the biomedical 173 
viewpoint. Moving forward with anti-racist service provision requires members to consider the wider 174 
contexts in which they practice and to use these as a framework with which to understand their client and 175 
to plan services, while also engaging in situated practice and practicing cultural humility themselves (see 176 
below). Although everyday practice often involves working on a one-to-one basis, the delivery of SLP and 177 
Audiology services unfolds within larger socio political and economic contexts and within the context of 178 
systemic racism in social services institutions (e.g., health and education).  179 
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 Racism as a Source of Power Imbalance in the Therapeutic Relationship  180 
In Alberta, most regulated members of both the SLP and audiology professions are white (90%), with 9.6% 181 
of regulated members identifying as a visible minority. This statistic is indicative of a workforce of 182 
members that is not representative of the general population of Alberta, in which 23% of people identify 183 
as visible minorities (Statistics Canada 2016 data). 184 

Also, regarding workforce diversity, research by D’Souza et al. (2012) demonstrated a significant mismatch 185 
in the profile of languages spoken by SLPs and the profile of languages spoken by their clients.  186 
Grandpierre et al. (2019) identified language barriers as a major challenge in the delivery of hearing loss 187 
services in Canada.  188 

The lack of diversity in the professions translates into a lack of experiential knowledge of the needs of 189 
racialized and marginalized clients, and systems which are not truly responsive to the needs of these 190 
clients and communities. Clinicians should also consider that within the context of the therapeutic 191 
relationship, racialized people encounter two sources of power imbalances when seeking care: the power 192 
and privilege of structural racism in society (as discussed previously) and power and privilege of 193 
therapeutic relationship, where in Western health models, service providers have a power-over 194 
differential by virtue of the nature of healthcare work.   195 

Suggestions for Regulated Members: 

The biopsychosocial model is an alternative inter-disciplinary model that can be utilized by regulated 
members. This framework recognizes the interconnections between biological, psychological, and 
social functioning. Specifically, the biopsychosocial model acknowledges the impact of social factors 
(e.g., cultural practices and knowledge, socioeconomic status) on health outcomes, and recognizes 
that the client holds expertise on their own experience and well-being.  
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 210 
The therapeutic relationship is the relationship between a regulated member and a client. This 211 
relationship is different from a personal non-professional relationship, as the regulated member must 212 
consider the client’s needs primarily. In the therapeutic relationship there are three key components that 213 
are important for the regulated member to understand. These include power, trust, and respect.  214 
 215 
Power: The therapeutic relationship involves an imbalance of power between the regulated member and 216 
the client. This imbalance of power is due to numerous factors: 217 

• The regulated member has greater clinical knowledge, authority, and influence in the  218 
health system.  219 

• The regulated member has access to personal information about the client. 220 
• The client is dependent on the regulated member for the professional services provided.  221 

The imbalance of power may be compounded when racialized clients receive services from white 222 
regulated members. As a result of the power imbalance, the client may feel vulnerable and avoid 223 
confronting the regulated member for fear that the services they need will be compromised or withheld. It 224 
is the responsibility of the regulated member to recognize and take steps to reduce the power imbalance 225 
by ensuring the client feels safe and empowered to be an active participant and to exercise their agency 226 
(the capacity to act independently and make their own free choices) within the therapeutic relationship.  227 

Trust: The therapeutic relationship between the regulated member and the client is based on trust. The 228 
client must trust that the regulated member has the necessary competence, will act in the client’s best 229 
interest, and will do no harm. Some populations groups have significant mistrust in social service systems 230 
(e.g., healthcare and education institutions) given the historical contexts of oppression and discrimination 231 
against them. It is the responsibility of the regulated member to be sensitive to the vulnerability of the 232 
client and take the necessary steps to build and maintain trust.  233 

Respect: In the therapeutic relationship, the regulated member has the responsibility to acknowledge and 234 
respect all clients, regardless of background, gender, sexual orientation, culture, language, and beliefs. 235 
While the regulated member is the expert in the clinical content of the therapeutic relationship (i.e., they 236 
hold the technical, scientific, and clinical knowledge related to speech language pathology or audiology), 237 
the client is the expert on the context of their own life, experiences, symptoms, strengths, and the 238 
inequities they experience, and how these impact their communication health and well-being.  239 
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Issues Specific to SLP and Audiology Service Provision 240 
Systemic racism and discrimination in social service institutions like education and healthcare result in 241 
inequities in access and experience for equity seeking groups when accessing SLP and audiology services. 242 
These include:  243 

1. Access barriers, whereby:  244 
• The lack of diverse representation of public facing professionals, and resulting perceived 245 

irrelevance of services, can serve as a barrier to access and result in underutilization of 246 
services by URELM clients,   247 

• Under-referral of CLD clients to services can occur when access is determined by referral 248 
from non-racially concordant professionals. This is due to the use of dominant culture norms 249 
when determining pathology, a lack of understanding of cultural norms, and conscious and 250 
unconscious bias, and 251 

• The lack of trust or fear of public service systems in some population groups due to 252 
unaddressed historical contexts of systemic racism may also result in decreased usage of 253 
professional services.  254 

2. Negative experiences of CLD clients when accessing services, whereby: 255 
• There is an increased potential for CLD clients to experience cultural harm, racism, 256 

discrimination due to the inherent power differentials of both the provider/client 257 
therapeutic relationship and the dominant-subordinate culture dichotomy of broader 258 
society, and  259 

3. Inequities in assessment and treatment exist, including:  260 
• The lack of culturally and linguistically appropriate assessment and intervention materials 261 

and resources (e.g., speech sound recognition tests, language assessments), 262 
• The over-referral of CLD clients to unnecessary services because of the use of dominant 263 

culture norms when determining pathology, 264 
• Intervention practices which use dominant culture norms and promote assimilation to 265 

dominant culture norms (e.g., coaching parents to ‘play’ according to Western  266 
standards), and 267 

• The lack of empirical evidence to support use of ‘best-practice’ approaches normed on 268 
dominant culture with other cultures. 269 

The Anti-Racist Service Provision Framework 270 
The complexity of culture and diversity in Alberta calls for approaches to healthcare/education that reach 271 
beyond the biomedical model and Eurocentric meanings of health and wellbeing. Anti-racist service 272 
provision requires professionals to be aware of the structural inequalities (in institutions such as 273 
healthcare, education, and government) that determine the health of communities, families, and 274 
individuals. Lack of knowledge of the dynamics of cultural differences, power imbalances, and racism may 275 
lead to inadequate service provision and perpetuate additional harms. 276 

The healthcare literature defines the anti-racist framework for practice as ethical service provision 277 
based on: 278 

• A broad foundation of experiential, practical, and Indigenous knowledge, incorporated with 279 
empirical evidence from the conventional literature, while recognizing that the individual 280 
client is most often the most reliable and accurate source of experiential knowledge,  281 

• An awareness of the biologic and genetic determinants of health, in addition to the social 282 
determinants of health and the socio political and economic contexts of the individual 283 
client, and 284 

• An implementation of anti-oppressive principles in practice.  285 
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Practicing Cultural Humility  286 

Cultural humility is a lifelong approach of self-reflection of one’s own assumptions, beliefs, and personal 287 
and systemic biases. For regulated members, this includes reflection on how these assumptions impact 288 
their clinical interactions and their service provision. Although it is self, rather than other focused, 289 
practicing cultural humility also requires that members seek knowledge respectfully from clients regarding 290 
the cultural and structural influences that affect their care, rather than assuming knowledge or an 291 
expertise on their client’s experience. Recognizing that the client holds knowledge and expertise outside of 292 
the scope of the regulated member, and that the client holds power over their own personal information 293 
allows the member to provide services to all clients regardless of how much specific information the 294 
member has about the client’s particular culture. When cultural humility is practiced, learning in the 295 
context of the clinical relationship is bidirectional and mutually beneficial to both the client and  296 
the clinician. 297 

Practicing cultural humility allows regulated members to:  298 
• Redress power imbalances in provider/client relationship, 299 
• Develop an understanding of how cultural influences affect clinical interaction and  300 

service provision, 301 
• Develop mutually beneficial clinical partnerships, where clients work in collaboration with 302 

regulated members to take responsibility for their care and outcomes,  303 
• Develop interpersonal sensitivity within clinical relationships, 304 
• Acknowledge and address inequities through collaboration with and learning from clients, and   305 
• Advocate for clients and communities to enact structural changes towards equitable services. 306 

Situated Practice  307 
Situated practice involves examining one’s own identities, beliefs, and culture by locating the self in terms 308 
of various identities and locations. Situated practice involves consciously reflecting on one’s own identity 309 
and where one’s identity is situated in relation to the dominant culture in society. The figure below shows 310 
some aspects of social location that can be reflected on, but it is not exhaustive; it is meant to prompt 311 
thinking around social locations. This will help regulated members understand how their backgrounds and 312 
social environments shaped their experiences, assumptions, and biases; and helps members understand 313 
that individuals who do not have the same background will have experiences, knowledge, and 314 
assumptions that are different to theirs. 315 

When situating themselves, regulated members should consider how both the biomedical worldview 316 
AND their identification with the dominant culture in society have affected their biases, perspectives,  317 
and values. 318 
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 319 

The University of British Columbia’s Social Identity Worksheet is a guided self-reflection on 320 
social identity which can help clinicians better understand their own social location and 321 
life experience. 322 

In social service systems in Canada, the status quo is often viewed as unbiased and objective (i.e., that 323 
everyone is treated equally). However, research indicates that differences in social location and the 324 
differential experiences of providers and clients in terms of social class, gender, education, and racial 325 
dominance do implicate themselves during the therapeutic relationship and affect the provision of quality 326 
services. The social locations of both the provider and the client, and the power dynamic between them 327 
(especially between a white provider and racialized client) affect service provision and outcomes, and so 328 
must be addressed to the point where care is centered on the client’s culture.  329 

Cultural humility also involves attempting to understand the reasons for mistrust between vulnerable 330 
populations and social service providers, including healthcare and education providers. This includes an 331 
awareness of the historic realities of violence and oppression against certain groups of people, and the 332 
lived experiences of disrespect and harm when accessing social services.  333 

Overall, the purpose of cultural humility is to increase our understanding of others, through increased 334 
awareness of one’s own values and beliefs that result from their social location. Beyond situated practice, 335 
regulated members can practice cultural humility by: 336 

• Practicing humility in the assumptions they make about clients, and about knowing the world 337 
from the client’s perspective, 338 

• Understanding how their own background impacts their interactions with clients and their 339 
service delivery, 340 

• Motivating themselves to learn more about their clients’ backgrounds, cultures, health beliefs, 341 
and practices, 342 

• Incorporating this knowledge into their therapeutic relationships and service delivery, and  343 

Self

Culture

Skin color

Language(s) 
spoken

Religious 
beliefs

Gender 
identity

Physical/ 
mental 

disability 
Age

Ancestry

Socio-
economic 

status

Sexual 
Orientation

Education

https://timeandplace.ubc.ca/files/2014/06/Appendix-2.pdf
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• Emphasizing respect in all aspects of their service delivery, including in situations where the 344 
client’s cultural norms around communication and hearing health may be in conflict with 345 
their own. 346 

Practicing cultural humility has no endpoint. Rather, it is an ongoing and lifelong transformative process of 347 
learning and recognizing that clients bring valuable insight and knowledge to their service provision; 348 
regarding their personal history, preferences, and the cultural contexts in which these are experienced.  349 

Providing Culturally Safe Services  350 

Cultural safety is a process that regulated members can engage in that acknowledges and addresses the 351 
power imbalances inherent to the delivery of clinical services to URELM and/or racialized clients. The 352 
concept was developed in Aotearoa New Zealand, in the field of nursing education, in acknowledgement 353 
of the significant health inequities faced by Māori communities, and the need for drastic change in 354 
educating healthcare providers on addressing the long-terms impact of colonization and oppression on 355 
Indigenous individuals and communities.  356 

Cultural safety is understanding and respecting that other cultures have different ways of seeing and 357 
doing. This understanding is the basis of the provision of quality clinical services for people of cultures 358 
different from the dominant culture and ensures that services are provided within the cultural values and 359 
norms of the client. Thus, practicing cultural humility (and situated practice) is the foundation of achieving 360 
cultural safety. Ideally, this results in a clinical environment and interactions which are free of racism and 361 
discrimination, where all clients feel safe when receiving care. 362 

The College of Alberta Psychologists practice guideline Working With Indigenous Populations 363 
and Communities: A Guide to Culturally Safe Practice and Humility includes a Cultural Safety 364 
Checklist on page 10.  365 

There are four principles that regulated members can use to implement cultural safety during service 366 
delivery (adapted from Ball, n.d.):  367 

Protocols:  368 
• Acknowledging that cultural factors critically influence the relationship between regulated 369 

members and clients. For SLP regulated members, this should include acknowledging the 370 
unique role of communication (the expression of which is culturally bound) within the 371 
therapeutic relationship, where it is sometimes both the medium and the focus of the 372 
clinical interaction,  373 

• Finding out about and respecting cultural forms of engagement (e.g., showing respect by 374 
asking for permission/ informed consent), 375 

• Seeking cultural knowledge from the client during assessment and intervention. 376 
• Demonstrating reciprocity (i.e., learning that goes both ways) in learning protocols and norms 377 

for interactions, and 378 
• Finding allies or mentors in the community of practice (e.g., other clinicians familiar with the 379 

client’s culture). 380 
Examples of using protocols in SLP and Audiology include: 381 

• Finding out what constitutes initial relationship building in the client’s culture and engaging in 382 
this relationship building before or during clinical services, as appropriate, 383 

• Finding out and implementing the culturally appropriate ways to address clients and how to 384 
have them address you. 385 

  386 

https://www.cap.ab.ca/Portals/0/adam/Content/hBoa24UzV0qoTK43dmxH-Q/Link/Practice%20Guideline%20-%20Working%20with%20Indigenous%20Populations%20and%20Communities%20final.pdf
https://www.cap.ab.ca/Portals/0/adam/Content/hBoa24UzV0qoTK43dmxH-Q/Link/Practice%20Guideline%20-%20Working%20with%20Indigenous%20Populations%20and%20Communities%20final.pdf
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Personal Knowledge:  387 
• Becoming aware of one’s own cultural identities and of how our own beliefs and values, 388 

families, and community influence how we interact with others and our delivery of  389 
clinical services, 390 

• Reflecting on one’s implicit bias, 391 
• Reflecting on the power dynamic inherent to the clinical relationship, which places the 392 

clinician in a position of power over the client,  393 
• Becoming more aware of one’s socio-historical and political contexts, and how these relate 394 

to our clients, 395 
• Being open-minded and flexible in our attitudes towards people who are different  396 

from ourselves, 397 
• Recognizing that acknowledging and protecting the cultural identity of the client is a 398 

responsibility of the regulated member, and 399 
• Providing services within a framework of recognizing and respecting the difference of any 400 

individual. This does not mean having to be familiar with all ethno-specific norms and 401 
values, only a willingness to learn from any client how their culture influences their care 402 
and wellbeing. 403 

For example, members can reflect on the following, how they may differ across cultures, and how they 404 
respond when their clients have different norms and values from them regarding: 405 

• Views of disability, 406 
• Views of independence, 407 
• Trust in health and education systems and professionals,  408 
• Understanding of the role of the clinician and the client, and  409 
• The role of the family in decision-making and care. 410 

Partnerships:  411 
• Balancing the power differentials between yourself and the client, 412 
• Allowing the client to describe their social location and how it may affect care, instead of 413 

making assumptions based on stereotypical information,  414 
• Promoting collaborative practice, which recognizes clients as carriers of essential information 415 

and joint problem solvers and decision makers,  416 
• Sharing knowledge instead of ‘telling,’ and avoiding one-way interactions 417 
• Working alongside clients to negotiate and change services that better align with their 418 

unique needs, 419 
• Engaging in building relationships, mutual learning, and cultural exchange, 420 
• Frequent checking in to ensure that proposed speech-language pathology or audiology 421 

supports ‘fit’ with client’s values, preferences, lifestyles, and needs, and 422 
• Allowing the client to decide what safety means, and whether they feel safe with the services 423 

that have been provided.  424 
Examples of working in partnership with clients include: 425 

• Ensuring that interpreter and translating services are available for clients as necessary, 426 
• Ensuring that the client has ample opportunities to speak on matters that affect their care, 427 
• Inquiring with the client on who needs to be involved with decision-making and care and 428 

ensuring that all decision-makers have the opportunity to be involved in care, and 429 
• Working in consultation with the client or community advisors to learn how to incorporate 430 

cultural protocols, values, and goals.  431 
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Positive Purpose:  432 
• Ensuring that positive cultural options exist for the client to achieve their goals. This would 433 

involve incorporating the client’s language and culture into their goals in a culturally affirming 434 
and relevant manner that does not view any differences as ‘deficiencies’ in need of 435 
remediation, and  436 

• Ensuring that the clinical interaction and subsequent action plans avoid inflicting cultural harm 437 
(i.e., any action which diminishes, demeans, or disempowers the cultural identity and well-438 
being of an individual).  439 

Examples of ensuring positive purpose include: 440 
• Working to ensure that the client’s development and use of their home language(s) 441 

are supported, 442 
• Choosing meaningful words and phrases from the client’s first or home language as targets 443 

in treatment,   444 
• Including foods typically eaten in the home for clients who require modified texture diets, and 445 
• Working with clients who wear religious head covering to ensure optimal comfort and usage 446 

of hearing aids. 447 

Considerations Related to Cultural Competence 448 

Cultural competence is defined as a set of behaviors, attitudes, and skills that enable professionals to 449 
work effectively in cross-cultural situations. This approach to multicultural service provision emphasizes 450 
knowledge, i.e., learning about the traits and practices of diverse groups. The assumption is that the more 451 
knowledge that the regulated member has about other cultures, the greater their competence in 452 
clinical practice, and the less likely it will be that misinterpretations and misjudgments will occur during 453 
the clinical interaction that negatively impact on the clinical relationship. Compared with cultural 454 
humility, which emphasizes a ‘process’, cultural competence emphasizes a ‘product’, i.e., specific  455 
cultural knowledge.  456 

Cultural competence involves the following:  457 

Cultural Skill 
self-assessment 
of competence, 
acceptance and 
adaptation to 

diversity 
 

Cultural 
Sensitivity 

the desire to work 
effectively across  

cultural boundaries 
 

Cultural  
Awareness 

   finding one’s own 
cultural identity  

   and heritage, and 
building self- 
awareness 

 

Cultural 
Knowledge 

knowledge of 
cultural beliefs  
and behaviours 
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The Knowledge Transfer Process 458 
The goal of any cultural competency training or education is to ensure that providers have the specialized 459 
knowledge required to serve clients whose cultural backgrounds are different from their own. This 460 
knowledge is often thought of as lists of group characteristics, which can be taught or learned, and 461 
achieved through attending workshops and presentations, self-study, etc. Although providers may 462 
‘complete’ cultural competency activities for professional purposes, engaging in further learning does not 463 
predict changes in their behavior. Becoming culturally competent should be viewed as a developmental 464 
process. No matter how proficient a regulated member may become, there will always be room  465 
for growth.  466 

Regulated members should also consider that culture is usually thought of in terms of ethnicity and race, 467 
and little attention is given to other components of culture such as gender, class, geographic location, 468 
country of origin, or sexual orientation, and how these components interact with each other to affect 469 
quality of life. Members should recognize that within group differences exist, and avoid stereotyping based 470 
on a client’s culture.  471 

It is important to acknowledge that the cultural competency learning is often presented through the 472 
dominant culture’s perspective, leading to several limitations of the cultural competence model,  473 
including that:  474 

• Culture is assumed to be possessed by the patient or client or the ‘other,’  475 
• Education about the ‘other’ is key to developing cultural competence, 476 
• Mainstream white English speakers are viewed as the ‘standard,’ and  477 
• Culture is considered a confounding variable that white providers must control for when they 478 

care for people of different races than themselves.  479 

The Cultural Competence Continuum  480 
Cross et al.’s (1989) seminal work on the cultural competence continuum provides indicators for the many 481 
ways of responding to cultural differences: 482 
 483 
 484 
 485 
 486 
 487 
 488 
 489 
 490 
 491 
 492 
 493 
 494 
 495 
 496 
 497 
 498 
 499 
 500 
 501 
 502 
 503 

Cultural Destructiveness 
• Attitudes, policies, and practices which are destructive to cultures and the individuals who 

identify with that culture, 
• Viewing one culture as superior and one as lesser, 
• Racist/discriminatory attitudes combined with power differentials that allow for 

disenfranchisement, control, or destruction of ‘lesser’ group, 
• E.g., residential schools. 
  

Cultural Incapacity 
• Attitudes, policies, and practices which do not intentionally seek to be culturally destructive, 

but which lack the capacity to help URELM clients and communities,  
• Internal attitudes are still biased, believing in the superiority of one group, and adopting 

paternalistic and patronizing attitudes towards the ‘lesser’, 
• E.g., lack of access to interpreter services to clients who do not speak English, the under 

and over referral of URELM clients due to the use of dominant culture norms as the referent 
for diagnoses. 
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 504 
 505 
 506 
 507 
 508 
 509 
 510 
 511 
 512 
 513 
 514 
 515 
 516 
 517 
 518 
 519 
 520 
 521 
 522 
 523 
 524 
 525 
 526 
 527 
 528 
 529 
 530 
 531 
 532 
 533 
 534 
 535 
 536 
 537 
 538 
 539 
 540 
 541 
 542 
 543 
 544 
 545 
 546 
 547 
 548 
  549 

Cultural Blindness 
• Expressing a philosophy of being unbiased or the belief that race or culture make no 

difference and that all people are the same, 
• ‘Helping’ approaches traditionally used by dominant culture are thought to be universally 

applicable, 
• Ignoring cultural strengths, outcomes are measured on how well URELM clients can 

assimilate to dominant culture, 
• E.g., parent coaching on language stimulation or early intervention hearing loss strategies 

that are based on dominant culture expectations of parent-child interactions. 
  

Cultural Pre-Competence 
• Realizing weaknesses in services to diverse populations, 
• Acknowledging culpability and responsibility when acting in a culturally biased manner, 
• Attempting to improve some aspect of services to specific populations, 
• Characterized by a desire to deliver quality services and a commitment to civil rights and 

social justice, 
• E.g., engaging in training around cultural sensitivity. 

Cultural Competence 
Characterized by cultural knowledge that allows for: 

• Acceptance and respect for diversity, 
• Adjusting of interpersonal skills to allow for effective cross-cultural communication, 
• Continuing self-assessment regarding culture, 
• Careful attention to the dynamics of difference, 
• Continuous expansion of knowledge and resources, 
• Variety of adaptations to service models to meet needs of diverse populations, 
• E.g., providing culturally and linguistically appropriate assessment and intervention for SLP 

and Audiology clients, seeking consultation from specific population groups regarding 
appropriate service delivery.  

 

Cultural Proficiency 
• Holding culture in high esteem, 
• Adding to knowledge base by conducting research, developing new therapeutic approaches 

based on culture, disseminating results, 
• E.g., systems wide implementation of policies and procedures that enable efficient cross-

cultural care, working with community groups to develop culturally appropriate care. 
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Although the continuum is presented as a set of discrete steps, cultural competence is not a linear 550 
progression. The stages may overlap, and a clinician’s place on the continuum is also dependent on 551 
context. For example, a clinician may be at a different stage of the continuum for each diverse cultural 552 
group they work with, based on their experience, knowledge and comfort working with each group.  553 

The American Speech-Language-Hearing Association’s Cultural Competence Checklist was 554 
designed to help clinician’s develop an awareness of how they view clients from 555 
cultural/linguistic backgrounds different from their own.  556 

Using an Integrated Anti-Racist Service Provision Framework 557 

An anti-racist framework for service provision requires that regulated members integrate cultural humility, 558 
cultural safety, and cultural competence in their practice. By improving cultural competence, regulated 559 
members can become more familiar with the values, beliefs, and practices of population groups and 560 
individuals who come from a different culture than their own. However, this understanding cannot occur 561 
unless members are aware and reflective of their own culture.  562 

By incorporating cultural humility (i.e., the awareness of one’s social location and the bidirectionality of 563 
culture) and cultural safety (i.e., working in true partnership with the client to ensure safe and effective 564 
service delivery), regulated members are able to acknowledge and understand that culture is not fixed, 565 
and that there are considerable variations of values, beliefs, and behaviors within cultural groups 566 
themselves. This reduces stereotyping of clients during service provision. In addition, when members can 567 
acknowledge and understand their own culturally bound assumptions, beliefs, and biases, this can 568 
mitigate any unintentional othering of clients, and the assumption that the dominant culture is the ‘norm’ 569 
to which others are compared. 570 

Thus, it is only through a commitment to moving through the cultural competence continuum towards 571 
competency, and practicing cultural humility and cultural safety, that regulated members are better able 572 
to provide safe, effective, and equitable care. 573 

Culturally Responsive Practice  574 
Integrating the principles and concepts described above allows regulated members to engage in culturally 575 
responsive practices, which are practices which take into consideration the client’s cultural perspectives, 576 
beliefs, and values into every aspect of service delivery. Being culturally responsive requires members to: 577 

• Value diversity,  578 
• Further their knowledge of cultural perspectives that are different from their own, and  579 
• Engage in service delivery where diversity is respected.  580 

Practicing cultural responsiveness requires: 581 
• Gaining an awareness of one’s own cultural positioning (through practicing cultural humility 582 

and reflecting on one’s social location), 583 
• Consideration of the client’s wider social, political, and historical contexts (through 584 

incorporating cultural humility), 585 
• Working in partnership with clients to create culturally safe and inclusive therapeutic 586 

relationships and environments (through incorporating cultural safety principles), and 587 
• Using clinical knowledge and knowledge of client’s culture (cultural competence) to identify 588 

and implement culturally appropriate assessment and intervention methods, resources, 589 
and goals.  590 

https://www.asha.org/siteassets/uploadedFiles/Cultural-Competence-Checklist-Personal-Reflection.pdf
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Advocacy for Equitable, Safe, and Effective Service Provision 591 

Barriers to service accessibility and to safe, effective, and equitable care exist at both the individual and 592 
organizational levels. Organizational barriers include: 593 

• Culturally inappropriate models of service (e.g., promoting self-sufficiency and independence 594 
in children to all families despite cultural differences in child rearing), 595 

• Lack of adequate resources (e.g., interpreters, assessment tools in other languages), 596 
• Lack of diversity in workforce and organizational leadership (resulting in a lack of the 597 

experiential knowledge required to design systems suited to culturally and linguistically 598 
diverse groups), 599 

• Lack of staff training in culturally responsive or anti-racist service provision, 600 
• Institutional racism (i.e., policies, practices and procedures of organizations that intentionally 601 

or unintentionally discriminate against certain population groups), and 602 
• Bureaucracy (e.g., long wait times, forms, and communications available in English only, or 603 

requiring clients to travel to urban centers for services, at their own expense). 604 
 605 
  606 
 607 
 608 
 609 
 610 
 611 
 612 
 613 
 614 
 615 
 616 
 617 
 618 
 619 
 620 
 621 
 622 
 623 
 624 
 625 
 626 
 627 
 628 
  629 

Suggestions for Regulated Members: 

Addressing these barriers can and should be aimed at both the individual provider and 
organizational levels. Regulated members can become more culturally aware, sensitive, and 
competent (using the concepts described above) to provide safe, effective, and equitable care to 
individual clients. Members can also play a critical role in advocating for change and proactively 
challenging organizational barriers to service provision. Some examples of organizational systems 
that regulated members can advocate to make more equitable in their workplaces or 
organizations include: 

• Service marketing (e.g., having informational materials available in languages other than 
French and English, making changes to explicitly state that service provision extends to 
culturally and linguistically diverse clients),  

• Anti-racism and cultural responsiveness training for all staff, 
• Waitlist management strategies that allow clinician to build and maintain connections 

while clients are waitlisted for services,  
• Actively recruiting and engaging Black, Indigenous, and people of color to join  

the professions, 
• Availability of interpreters and other language services (e.g., translation of written 

materials), and 
• Prioritization of research topics involving equity seeking clients and communities.  

True reductions in service provision inequities will only occur when barriers are addressed at the 
provider and organizational levels. 
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Glossary of Terms: 766 

Anti-racism  Actively working against racism; making a commitment to resisting 
unjust laws, policies, procedures, and attitudes; examining systemic 
power structures that create and maintain racism; exploring and 
implementing mechanisms to counteract racism.  

Assimilation The process of denying and erasing the language, culture, customs, and 
material possessions of a group of people, forcing them to adopt the 
systems of the dominant group of the society in which they reside. 

Biopsychosocial model An interdisciplinary model that examines the interconnections between 
biological, psychological, and social factors on the health and well-being 
of individuals 

Client A recipient of speech, language, or audiology services, and may be an 
individual, family, group, community, or population. Individual clients 
may also be referred to as patients.  

Cisgender  Denoting or relating to a person whose sense of personal identity and 
gender corresponds with their birth sex. 

Culture Integrated pattern of human behavior that includes thoughts, 
communications, actions, customs, beliefs, values, and institutions of a 
racial, ethnic, religious, or social group. 

Culturally and linguistically 
diverse   

Individuals who are not of the dominant language and cultural 
background of the society in which they reside, and/or those who have 
multiple cultural and linguistic influences. 

Cultural competence  The process in which clinicians continuously strive to achieve the ability 
and availability to effectively work within the cultural context of their 
client(s). 

Cultural harm Any action which diminishes, demeans, or disempowers the cultural 
identity and well-being of an individual. 

Cultural humility  A process of self-reflection to understand personal and systemic biases, 
to develop and maintain respectful processes and relationships based 
on mutual trust. Cultural humility involves humbly acknowledging 
oneself as a learner when it comes to understanding another’s 
experience. 

Cultural safety  The provision of quality care for individuals of ethnicities outside of the 
dominant culture/mainstream culture; and care provided within the 
cultural norms of the client, so that all people feel respected and safe 
when they interact with the health care system. Culturally safe health 
services are free of racism and discrimination and occur when clients 
are supported to draw strengths from their identity, culture, and 
community. 

Discrimination Denying members of a particular social group access to comparable and 
equitable goods, resources, and services. 
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Dominant culture The group of people in society who hold the most power and are often 
(but not always) in the majority.  

Eurocentric  Being centered on belief systems, languages, cultures, and ways of 
thinking that have their historical origins in Europe. 

Equity  The absence of unfair, avoidable, or remediable differences among 
groups of people, whether those groups are defined socially, 
economically, demographically, or geographically or by other 
dimensions of inequality (e.g., sex, gender, ethnicity, disability, or 
sexual orientation).  

Equity seeking Communities that face significant collective challenges in participating 
in society. This marginalization can be created by attitudinal, historic, 
social, and environmental barriers based on age, ethnicity, disability, 
economic status, gender, nationality, race, sexual orientation, 
transgender status, etc.  

Experiential knowledge Knowledge gained through differential history and experience with 
oppression in society and the ability of a group to articulate this 
experience in ways unique to that group. 

Inequity  Systemic differences in health status of different population groups, 
which have significant social and economic costs both to individuals  
and societies. 

Power The capacity or ability to direct or influence the behavior of others or 
the course of events.  

Racialization The process by which socially constructed racial categories are assigned 
and applied in ways that mark non-white individuals as different and 
unequal and that lead to social, economic, and political impacts.  

Racism Prejudice, discrimination, or antagonism directed against a person or 
people on the basis of their membership in a particular racial or ethnic 
group, typically one that is a minority or marginalized, based on beliefs 
about one’s own racial superiority, or the belief that race reflects 
inherent differences in attributes and capabilities. 

Social determinant of 
health  

The conditions in which people are born, grow, work, live, and age,  
and the wider set of forces and systems shaping the conditions of  
daily life. These forces and systems include economic policies and 
systems, development agendas, social norms, social policies, and 
political systems. 

Stereotype An exaggerated belief, image or distorted truth about a person or 
group; allows for little or no individual differences or social variation.  

Underrepresented racial, 
ethnic, and linguistic 
minority (URELM):  

A group or community that makes up a smaller percentage than a 
larger subgroup with a population. In Alberta, this larger population 
subgroup is comprised of people who identify with the dominant 
culture, i.e., white, English speaking, middle class, cisgender, and 
Christian. This definition also encompasses groups or individuals whose 
representation within the SLP and Audiology professions is less than 
their proportion in the public.  
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Schedule 1: Experiencing Discrimination or Racism in the Workplace 769 

Black, Indigenous, and other people of color can face racism, discrimination, and bias in the workplace, 770 
which can be directed from clients, colleagues, and managers. Examples of racism and discrimination in 771 
the workplace include:  772 

• Refusals from clients to be treated by providers of a certain race, religion, color or who have 773 
accented English, 774 

• The questioning of backgrounds, credentials, or qualifications of racialized clinicians, 775 
• Requesting or implementing supervision for racialized providers without evidence to support 776 

the need for supervision, 777 
• Overt use of racist or discriminatory language, and  778 
• Institutional policies such as barring the wearing of religious symbols in the workplace or 779 

requiring that staff use only standard English for all workplace interactions.  780 

ACSLPA acknowledges that instances such as these can have a variety of harmful effects. Apart from being 781 
demoralizing and demeaning, experiencing racism or discrimination in the workplace can also lead to 782 
feelings of isolation, particularly if the employee is left to ignore or accommodate without the support of 783 
their employer. Having to accommodate discriminatory requests also creates complex legal and ethical 784 
issues for both the employee and employer.  785 

In Alberta, the Alberta Human Rights (AHR) Act prohibits discrimination in employment based on a number 786 
of protected grounds, which include race, colour, ancestry, place of origin, and religious beliefs. Under the 787 
AHR Act, employers are expected to create inclusive workplaces that respect the dignity of every 788 
individual. This includes taking responsibility for:  789 

• Removing discriminatory barriers that prevent individuals from getting a job or promotion,  790 
• Accommodating employees who have special needs, and  791 
• Ensuring that the work environment is free from discrimination. 792 

Employees have the right to be accommodated based on their needs related to their protected grounds. 793 

If you are experiencing harassment, discrimination, or racism in the workplace, ACSLPA recommends 794 
taking the following steps: 795 

1. Keep detailed records of the discriminatory action(s) or behaviour(s). This should include the 796 
names of any witnesses.  797 

2. Seek positive social support from family, friends, or a mental health professional. Dealing with 798 
racism or discrimination in the workplace can be stressful, frustrating, and emotionally traumatic, 799 
and making the decision to report can compound the emotional burdens faced.  800 
Some employers offer an employee assistance program, which provides short term, confidential 801 
counselling services for employees with difficulties that affect their work performance. 802 

3. Discuss your experience with someone you trust (e.g., a colleague, supervisor, human resources 803 
personnel) in your organization to find out what further steps can be taken.  804 

4. Report the action(s) to your employer according to their policy and procedure. Most larger 805 
organizations (e.g., Alberta Health Services, or school boards) have internal policies for dealing 806 
with complaints that can inform employees on how to report complaints and what the follow up 807 
procedure entails.  808 

5. If you are dissatisfied with your employer’s handling of your complaint, you can file a 809 
complaint with the Alberta Human Rights Commission, who will work with the parties to  810 
resolve the complaint. 811 

  812 



DRAFT

Anti-Racist Service Provision for Speech-Language Pathologists and Audiologists |   28 

 

 

 

6. Contact ACSLPA for practice advice. If you are self-employed or the actions are coming from an 813 
individual or individuals who are not under the authority of your workplace policies (e.g., a client 814 
or member of the public), ACSLPA can offer advice regarding any clinical actions that can be taken 815 
by the regulated member in these situations (e.g., extricating self from provider role).  816 

Important Links for Further Information: 817 
1. Alberta Human Rights Commission - Human Rights in the Workplace: 818 

https://www.albertahumanrights.ab.ca/employment/Pages/employment.aspx 819 
 820 

2. Alberta Anti-Racism Advisory Council: 821 
https://www.alberta.ca/anti-racism-advisory-council.aspx 822 

 823 
3. Alberta Hate Crimes Committee: 824 

https://sites.google.com/albertahatecrimes.org/ahcc/home?authuser=0 825 
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Schedule 2: Culturally Safe and Effective Clinical Supervision of  838 
Culturally and Linguistically Diverse SLP and Audiology Support Personnel 839 
and Students 840 

Introduction 841 
Culturally and linguistically diverse (CLD) students and support personnel (SP) are those who are not of the 842 
dominant language and cultural background of the society in which they reside, and/or those who have 843 
multiple cultural and linguistic influences. Clinical educators and supervisors of support personnel have a 844 
responsibility to create safe and inclusive clinical learning and supervisory environments for these students 845 
and SP. These are environments where: 846 

• Cultural and language barriers are minimized,  847 
• The CLD student or SP is actively involved in intercultural learning opportunities,  848 
• There is reciprocal learning during intercultural learning opportunities,  849 
• There is minimization of ethnic stereotyping of clients, and  850 
• There is critical reflection on prejudice and dominant culture norms in clinical practice.  851 

A culturally responsive clinical educator or supervisor is one who acknowledges the experience of, shows 852 
interest in, demonstrates knowledge of, and expresses appreciation for the client’s culture and places the 853 
client’s clinical problem in a cultural context. This educator or supervisor can discuss and provide guidance 854 
on multicultural issues with students or SPs, in addition to addressing any cultural concerns, and exploring 855 
and validating the student’s or SP’s cultural perceptions. When intercultural learning opportunities arise, 856 
these educators and supervisors are able to reinforce the CLD student’s or SP’s cultural knowledge, avoid 857 
assimilative approaches, and enhance their confidence and professional identity. 858 

Culturally Safe Supervision Strategies 859 

Implementation of Safe Reporting Systems  860 
CLD students or SPs may be exposed to discrimination and racism from educators, other staff, and clients. 861 
As such, they should have opportunities to express any concerns about racism and discrimination. Clear 862 
help systems should be put into place, where steps can be practically and visibly taken to address any 863 
racism or discrimination experienced.  864 

Increase Clinical Educator or Supervisor Cultural Awareness  865 
Clinical educators and supervisors should critically reflect on and assess their: 866 

• Comfort and competence in working with CLD students and SP, 867 
• Awareness of cross-cultural differences in learning behaviors and expression of professional 868 

skills like communication, 869 
• Limitations concerning knowledge of the CLD student’s or SP’s culture and their willingness to 870 

learn about it from the student,  871 
• Use of dominant culture norms as the standard with which to evaluate students or SP and 872 

promotion of CLD student or SP assimilation to dominant culture norms, 873 
• Perceptions of student or SP expression of culturally bound learning and professional skills as a 874 

deficiency, 875 
• Willingness to engage in reciprocal learning with CLD students and SP when intercultural 876 

learning opportunities arise, 877 
• Awareness that the responsibility for creating safe and inclusive learning and supervisory 878 

environments lies with them, and   879 
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• Skill in allowing students or SP to retain their cultural beliefs while developing clinical 880 
proficiency during clinical learning.  881 

Engagement in Cultural Discussions During Clinical Education 882 
Cultural discussions are discussions that clinical educators and students or supervisors and SP can engage 883 
in around the differences and similarities between their cultural perspectives, as well as that of the client, 884 
and how these may impact clinical work. While more culturally aware students or SP may feel more 885 
comfortable with initiating these discussions, it is the responsibility of the clinical educator or supervisor to 886 
initiate these discussions. Cultural discussions should:  887 

• Be joint discussions between clinical educators and students or supervisor and SP, 888 
• Include reflections of personal biases, dominant culture norms, power differentials, and racism 889 

and discrimination in the historical and contemporary contexts,  890 
• Encompass value conflicts that may arise when the student’s or SP’s cultural values differ from 891 

dominant culture norms, or that of the client’s,  892 
• Accommodate different worldviews, and  893 
• Not assign inferiority status to student’s, SP’s, or client’s culture.  894 

Culturally Safe Assessment and Feedback 895 
Learning behaviors are culturally bound and as such, CLD students’ expression of learning behaviors may 896 
differ from those of the dominant culture, which are considered the ‘norm’ in education settings, including 897 
clinical learning environments. Culturally safe clinical education strategies can be implemented for CLD 898 
students, including: 899 

• Providing regular assessment and feedback,  900 
• Acknowledging differences in learning and teaching styles (e.g., some students may have well 901 

developed rote learning strategies, and therefore may have difficulties learning ‘on the fly,’ 902 
asking questions, giving peer or supervisor feedback, or undertaking reflective learning), 903 

• Discussing and agreeing on expectations and roles at the onset of clinical placement (including 904 
feedback process, explicit supervisory expectations, evaluation methods, consequences of 905 
poor performance etc.), 906 

• Providing sufficient orientation into the wider health or education systems that the clinical 907 
placement takes place in, as some students may be unfamiliar with the structures, routines, 908 
and policies of mainstream healthcare, 909 

• Acknowledging that interpersonal communication norms differ cross-culturally (e.g., showing 910 
emotions, interacting in groups, being assertive, definitions of personal space). Student should 911 
not be judged on ability to conform to dominant culture interpersonal communication norms, 912 

• Providing support for CLD students to integrate and adapt to the clinical contexts, including 913 
explicit explanations of behaviours that CLD students find confusing or challenging (cultural 914 
norms may seem arbitrary if not explained), 915 

• Facilitating the negotiation of cultural barriers, i.e., structure teaching to incorporate CLD 916 
students’ cultural beliefs, and  917 

• Allowing students to preserve their cultural identity during clinical learning and development 918 
of their professional identity and encouraging students to function biculturally. 919 

The Multicultural Supervision Tool can be used to elicit feedback from CLD students on the 920 
quality of multicultural supervision.  921 

http://www.drpaulwong.com/wp-content/uploads/2018/03/Multicultural-Supervision-Inventory-MSI-Wong-Wong-2000.pdf
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Clinical Education 922 

Goals of Clinical Supervision 923 
Clinical supervision plays a critical role in helping SLP, Audiology and Supportive Personnel students 924 
translate theories into clinical practice; by guiding the learning process, setting outcomes, providing time 925 
for individual and shared reflection, evaluating progress, allocating resources, providing a link between 926 
other staff members and students, and creating safe learning environments. The individualized clinical 927 
education relationship is crucial to effective clinical learning and is a significant factor in student 928 
satisfaction during clinical placements.  929 

Clinical educators also play an important role in helping students to develop their professional identity, 930 
(i.e., the attitudes, values, knowledge, beliefs, and skills shared with others within a professional group).  931 

Current Clinical Education Pedagogy 932 
Although post-secondary education is often thought of as neutral and objective, it is becoming more 933 
recognized that the learning needs of CLD students have not been systematically considered in the post-934 
secondary education context. CLD students are those who are not of the dominant language and cultural 935 
background of the society in which they reside, and/or those who have multiple cultural and linguistic 936 
influences. The lack of scientific and pedagogical diversity, combined with the lack of diversity in teaching 937 
staff, including clinical educators, can create barriers to success in clinical education for CLD students. It 938 
also creates an atmosphere where CLD students are expected to assimilate to dominant culture norms to 939 
be successful.  940 

Traditionally, SLP and Audiology training has had little to no focus on issues of systemic marginalization for 941 
equity-seeking groups, and so the bias, discrimination, racism, and oppression that CLD students may face 942 
goes unacknowledged.  943 

The Culturally and Linguistically Diverse Student Perspective 944 
CLD students operate from deeply embedded and culturally defined systems of values, beliefs, and 945 
meanings about the world. As such they may have additional needs within the supervisory relationship, 946 
including the need for: 947 

• Acknowledgement of their lived experience, 948 
• Acknowledgement of their learning styles,  949 
• Acknowledgement of their everyday realities, including the additional stressors that racialized 950 

students face outside of their academic life,  951 
• Acknowledgement of the value of their experience to the professional community, 952 
• Provision of adjustments and adaptations to assist them to achieve their potential, 953 
• Clear definitions of the expectations of them and of their educators, and 954 
• Provision of support in facing feelings of isolation, alienation, and uncertainty in dealing with 955 

being underrepresented in the professional environment.  956 
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Although CLD students may have experienced acculturation (i.e., the behavioral and internal changes in 957 
individuals as they experience firsthand contact with a new culture) to the dominant culture to some 958 
degree, cultural conflicts may still arise in clinical education. Cross-cultural conflicts may arise due to 959 
differences in: 960 

• Definitions of health, 961 
• Views of appropriate interpersonal relationships with clinical educators (e.g., some students 962 

may come from cultures where respect and good manners are demonstrated by taking a 963 
passive and silent attitude, but this may be judged as a lack of assertiveness by clinical 964 
educators), 965 

• Values and views about appropriate communication patterns and interpersonal relationships 966 
with clients, and  967 

• Training goals and expectations (e.g., students from systems that value interdependence 968 
may have difficulties adjusting to dominant cultural norms which value individualism 969 
and independence). 970 

The degree of difficulty encountered during clinical education and the strength of the student-educator 971 
bond are both associated with the degree of dissimilarity between the student’s culture and the dominant 972 
culture. Research has shown that when these cross-cultural boundaries exist, clinical educators and CLD 973 
students tend to view the students’ background as a need, rather than a strength.  974 

However, CLD students, given their own cultural constructs, sociocultural understandings, and having to 975 
exist biculturally within their own culture and the dominant culture of the society in which they reside, are 976 
able to apply their cultural knowledge and awareness into their clinical practice, and can be an effective 977 
resource for CLD clients. CLD students may also have an increased interest in multicultural issues in clinical 978 
practice, given the relevance to their own backgrounds.  979 

Barriers to Safe and Effective Supervision of CLD Students 980 

Lack of Clinical Educator, Staff, and Peer Diversity 981 
The lack of cultural and linguistic diversity in staff and peers during clinical placements can have the 982 
following impacts on CLD students: 983 

• Evaluation processes which may be consciously or unconsciously biased, whereby: 984 
 Competencies of CLD students are undervalued, and 985 
 Educators may judge certain skills as lacking if they deviate from dominant culture 986 

norms (e.g., professional skills like communication, assertiveness). 987 
• Lack of appropriate mentorship opportunities, 988 
• Supervisory relationships may be different to that afforded to white students, and  989 
• Feelings of alienation and isolation during clinical placements. 990 

Unwelcoming Learning Environments 991 
CLD students may encounter unwelcoming learning environments on clinical placements which may 992 
include any or all the following: 993 

• Lack of organizational awareness and understanding of issues faced by CLD students,  994 
• Unfavourable clinical educator and staff attitudes (e.g., aggressive, avoidant, judgmental, 995 

hostile, unwelcoming reception to placement), 996 
• Unfavourable client attitudes (which can be influenced by staff attitudes), 997 
• Unfavourable peer attitudes,  998 
• Overt racism and discrimination (e.g., offensive comments, rejection, harassment, 999 

microaggression, bullying),  1000 
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• Negative stereotyping, and  1001 
• CLD students not being recognized and trusted as motivated learners, resulting in CLD 1002 

students having limited learning opportunities, ( i.e., not being assigned more complex tasks or 1003 
clients, being limited to observation only, or being more frequently challenged and questioned 1004 
than their white peers). 1005 

An unwelcoming environment can impact CLD students on clinical placements in the following ways: 1006 
• Increased risk of lower performance during clinical placement, 1007 
• Difficulties integrating into clinical learning environment, 1008 
• Feelings of being overwhelmed, confronted, disoriented, frustrated, intimidated, alienated, 1009 

and isolated, 1010 
• Internalization of prejudice experienced into feelings of incompetence, 1011 
• More severe mental health concerns including burnout, depression, and anxiety, and 1012 
• Lack of a safe space in which to report or resolve concerns. 1013 

These impacts may be compounded by language barriers.  1014 

Educator Attitudes and Awareness  1015 
Clinical educators who lack cultural sensitivity, i.e., the ability to understand and embrace diversity and 1016 
cultural expressions outside of the dominant culture norm in which they operate, present a significant 1017 
barrier in clinical education for CLD students. While a cross-cultural supervisory relationship is not 1018 
dysfunctional in itself, clinical educators who lack cultural competence skills, who experience diversity-1019 
based anxiety, and whose racial identities are not yet developed can create dysfunction and impact the 1020 
CLD student in the following ways: 1021 

• Application of a ‘deficiency’ status to CLD students whose culturally bound expression of 1022 
professional skills (e.g., communication) differs from dominant culture norms, requiring some 1023 
degree of assimilation to the dominant culture norms of learning. Students in return may 1024 
resist assimilation for fear of being forced to give up their cultural identities. 1025 

• Educators who do not believe issues related to prejudice, racism, and oppression are relevant 1026 
to the clinical learning environment are not able to engage with these issues during clinical 1027 
teaching, which affects student learning and engagement with these topics.  1028 

• CLD students may be hesitant or fearful of addressing cultural differences or perspectives due 1029 
to the power dynamic of the clinical educator-student relationship. This hinders the 1030 
development of the student and can result in the student feeling dissatisfied or disengaged. 1031 

• Clinical educators may feel uncomfortable giving feedback to CLD students. This may be 1032 
because they fear being perceived as racist. Educators may also experience difficulties 1033 
communicating with CLD students and providing instructional responses that are not 1034 
patronizing, assimilationist, or demeaning for students. This impacts the quality of clinical 1035 
teaching and student satisfaction with supervision.  1036 

• Clinical educators who lack cultural sensitivity may discuss cultural competence learning 1037 
activities in a way that further stigmatizes CLD students and creates an unsafe learning 1038 
climate. This occurs when intercultural learning activities are presented in ways which: 1039 

 Reinforce negative stereotypes, 1040 
 Reinforce dominant culture norms, whereby cultural differences that vary from 1041 

the ‘norm’ are problematized or pathologized, 1042 
 Confirm prejudices against equity-seeking groups instead of adding t 1043 

intercultural awareness, 1044 
 Do not incorporate the cultural awareness and knowledge of the CLD student, and 1045 
 ‘Others’ the CLD student through the ‘othering’ of CLD clients  1046 
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As a result, CLD students may feel a burden to provide correct information or may develop a perception of 1047 
their clinical educator not being well informed, and lose confidence in the supervisory relationship and 1048 
learning process. 1049 

Approaches to Clinical Education 1050 
Yoder (2001) described five patterns of teaching CLD students characterized by educator attitudes 1051 
and behaviors.  1052 
 1053 
 1054 
 1055 
 1056 
 1057 
 1058 
 1059 
 1060 
 1061 
 1062 
 1063 
 1064 
 1065 
 1066 
 1067 
 1068 
 1069 
 1070 

 1071 

 1072 

 1073 

 1074 

 1075 

  1076 

Generic Pattern 
• Believe that all students have the same opportunities 

to learn because they have physical access to learning,  
• Cannot recognize that CLD students have different 

needs due to experience in different cultures, 
• Expect that all students behave in the same way,  
• Do not view cultural diversity as an important factor 

influencing the learning process, and   
• Are not aware of issues facing CLD students both 

within and outside of the learning environment. 
 

 

Culturally Non-Tolerant Pattern 
• Are unwilling to tolerate cultural differences, and   
• At times, display frustration and hostility towards 

cultural differences. 
 

 

Mainstreaming Pattern 
• Have some awareness of the different needs of CLD 

students, and  
• Rationalize these needs as deficiencies to be remediated 

to be brought to level of mainstream peers 
 

 

These three approaches 
provide little 
accommodation for CLD 
students, even when there 
is some awareness of their 
needs, and often result in 
negative consequences for 
these students. These 
deficits-based approaches 
view difficulties as arising 
solely from the student, 
place the onus of 
remediation on the student, 
and overlook the role of the 
clinical educator in 
facilitating learning. They 
give rise to assimilative 
practices, which aim to 
enculturate CLD students 
into the values, beliefs,  
and practices of the 
dominant culture. 
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 1077 

 1078 

 1079 

 1080 
 1081 
 1082 
 1083 
 1084 
 1085 
 1086 
 1087 
 1088 
 1089 
 1090 
 1091 
 1092 
 1093 

 1094 

 1095 

 1096 

 1097 

 1098 

 1099 

 1100 

 1101 

 1102 
 1103 
 1104 

Summary 1105 
The supervision and learning needs of CLD students has not been systematically or traditionally considered 1106 
in the clinical education of SLP or Audiology students. There are, however, a number of barriers to 1107 
culturally safe and effective clinical supervision. SLP or Audiology clinical educators should use 1108 
pedagogically appropriate supervision techniques to ensure that CLD students have satisfactory and 1109 
effective learning opportunities during clinical intern and externships. 1110 

Struggling Pattern 
• Have developed a growing awareness of CLD student 

hardships,  
• Realize that CLD students have specialized learning 

needs,  
• Acknowledge that their own abilities to meet these 

needs may be inadequate,  
• Identify the need to be more culturally competent in 

interactions with students, and  
• Begin to adapt teaching approach to respond to 

cultural needs of students 
 

Bridging Pattern 
• Feel comfortable and grow professionally 

in diversity, 
• Regard diversity as a benefit (not a liability  

or deficit), 
• Actively modify teaching strategies to meet cultural 

needs of CLD students,  
• Encourage CLD students to maintain cultural 

identity,  
• Are able to assess cues sent by students to 

distinguish cultural problems or conflicts that arise, 
and help students to resolve them, 

• Can identify and analyze CLD students’ frames of 
reference to determine the effect of students’ 
cultural views on understanding of concepts and 
clinical practice, 

• Safely explore differences in perception with CLD 
students, and   

• Recognize the barriers faced by CLD students both 
within and external to the clinical learning 
environment. 

 
 

These two approaches are 
considered pedagogically 
appropriate for CLD 
students. By using these 
approaches, students and 
educators can learn from 
each other, and students 
are given credit for their 
backgrounds, cultural 
knowledge and skills and are 
allowed to build on them 
to further develop 
professionally. 
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