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ABSTRACT
Structural and intercultural competence approaches have
been widely applied to fields such as medical training,
healthcare practice, healthcare policies and health
promotion. Nevertheless, their systematic implementation
in epidemiological research is absent. Based on a
scoping review and a qualitative analysis, in this article
we propose a checklist to assess cultural and structural
competence in epidemiological research: the Structural
and Intercultural Competence for Epidemiological
Studies guidelines. These guidelines are organised as
a checklist of 22 items and consider four dimensions
of competence (awareness and reflexivity, cultural and
structural validation, cultural and structural sensitivity,
and cultural and structural representativeness), which are
applied to the different stages of epidemiological research:
(1) research team building and research questions; (2)
study design, participant recruitment, data collection and
data analysis; and (3) dissemination. These are the first
guidelines addressing structural and cultural competence
in epidemiological inquiry.

THE CHALLENGE OF INTERCULTURAL AND
STRUCTURAL COMPETENCE IN EPIDEMIOLOGICAL
RESEARCH
In recent decades, the intercultural competence approach and its sisters, such as cultural
competence, cross-cultural competence and
cultural humility, among others, have been
widely applied to healthcare, healthcare policies and especially to training programmes
for health professionals.1–6 Making policies
and clinical practices more sensitive and
effective in dealing with social diversity has
become a purpose of healthcare systems of
many countries, regardless of their policy
models, as well as of international health
agencies.7 In a globalised world, medical
services and policies must face the challenge

Summary box
►► Structural and cultural competence approaches

have been widely applied to the health fields, but no
systematic effort has been made to apply them to
the epidemiological inquiry.
►► Organised as a 22-
item checklist, the Structural
and Intercultural Competence for Epidemiological
Studies (SICES) guidelines are the first systematic
attempt to bring these approaches into epidemiological research.
►► SICES provides new clues for reducing bias, interpreting the findings, and favours the commitment of populations to research results and their
dissemination.
►► SICES encourages a more horizontal and dialogical
relationship between researchers and the public.
►► SICES promotes the representativeness of minority
groups and excluded population in epidemiological
studies.

of multiculturalism.8 Everyday clinical practice presents a landscape that is expressed by
patients with different demands, ethnic affiliations, languages and idioms of distress, as well
as problems of exclusion and racism, experiences of migration, displacement and torture,
and other difficulties arising from globalisation and its disruptions.9 10 In this context,
culture matters for balancing the dominant
cultural view of the healthcare agenda, for
dealing with local worlds and popular medical
systems, for promoting social participation in
health, as well as for designing community-
centred health initiatives, among many other
fields.11
Following Fleckman et al,4 in this article
we prefer the term intercultural competence
rather than the more frequent cultural competence. The cultural competence notion can
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in the idea of self-reflective humility and lifestyle practices. But culture as a factor is not widely included in this
definition. Some elements are missing or receive meagre
attention, especially the cultural and linguistic validation
of tools and services and the ‘intercultural’ dimension,
in the sense of the capacity of clinicians, researchers and
policymakers to oscillate themselves ‘between’ a known
culture and a culture to be known. We consider that a
better balance between recognition of cultural diversity and awareness of inequality makes it possible to
strengthen the analysis of both dimensions, since structural vulnerabilities take unique forms in specific cultural
contexts. For example, ‘poverty’ takes on a different
meaning in a culture where social status is not based on
material wealth.17
The integration of structural and intercultural competencies into epidemiological study design is a real challenge not just for epidemiologists, but also for social
scientists working on health issues, such as medical
anthropologists. A look at the Lancet Commission on
Culture and Health report is illuminating in this regard.11
In that detailed text, the word ‘epidemiology’ and its variants (ie, ‘epidemiological’) is used just twice, as are other
close terms such as ‘cohort’. The relative omission of
epidemiology in this text is symptomatic for us, especially
considering its comprehensive and integrative purpose.
In fact, no systematic effort has been made so far to apply
the intercultural or structural competence perspectives
to the epidemiological field.
One of the reasons for this gap is undoubtedly the difficulty of integrating social and cultural factors into epidemiological inquiry. This difficulty arises from at least two
challenges. The first is common to healthcare, as it lies in
the very conceptualisation of health problems as realities
dependent on social life.11 The second is more specific to
epidemiological research and concerns the design and
the use of tools and methods that are sensitive not just to
cultural and social aspects, but also to political and structural vulnerabilities.
In relation to the first challenge, it is recognised that
social and cultural factors overlap and there is no clear
distinction between them. Generally, it is considered that
culture refers to the ideational dimensions of social life:
perceptions, symbolic representations, collective identities, religious customs, values, among other phenomena
that often resist quantification.20 For their part, social
factors have become more associated with the system of
social organisation, status and classes, with social mobility,
poverty, inequality and policies.21 However, cultural and
social factors are related to each other in a holistic and
interdependent mode in such a way that their isolation as
variables can be artificial. For example, a cultural variable
such as the process of acculturation of ethnic minorities
is closely related to access to education and to upward
social mobility and thus to social status.
But the more general problem arises concerning the
second challenge: the application of structural and intercultural competence to the epidemiological design. The
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suggest the possibility of substantial or complete knowledge of a given culture and an emphasis on the culture
of the patient, user or participant. Two implicit assumptions may be misleading, since (1) it is not possible to
know a culture in its entirety and (2) any competence
in this domain requires health professionals’ reflexivity
regarding their cultural backgrounds, including the
culture of their expert system. Alternatively, the intercultural competence model invites an understanding
of competence as a movement from the personal to the
interpersonal level of interactions.4 Intercultural competence values the impact of cultural factors on both lay
participants and health professionals and can be defined,
paraphrasing Fleckman et al,4 as ‘the ability to manage
effectively and appropriately in intercultural situations
on the basis of one’s own intercultural knowledge, skills
and attitudes.’
Recent initiatives have sought to broaden the spectrum of intercultural competence to integrate social
and economic dimensions, and issues such as structural violence and the naturalisation of inequality.12–16
Cultural diversity explains only part of the impact of
social life on health. It is necessary to complement diversity with another ‘usual suspect’: inequality and its structural vulnerabilities. This is the case of some attempts to
rethink cultural competence, such as Kirmayer’s,17 as well
as of the so-called ‘structural competence’ that, according
to some authors, attempts to rescue ‘five decades’ of
studies on the social determinants of health.12 Following
Metzl and Petty,18 we can define structural competence
as a framework for addressing ‘health-
related social
justice issues that emphasises diagnostic recognition of
economic and political conditions producing and racialising inequalities in health.’
Structural competence is closely related to other
approaches such as the Critical Race Theory,19 which
discusses structural racism and its impact in previous
research studies and medical interventions in ethnic
and sociocultural minorities. Structural vulnerabilities
can be assessed through historical medical memories of
the marginalised communities. The community’s trust in
research and medicine and consequently their eagerness
to participate, or not, in epidemiological studies is a main
aspect to be addressed due to its impact on recruitment
and thereby bias.
Structural competence includes some cultural dimensions, so it might seem that the proposal to maintain the
dual structural and intercultural components may be
redundant. Nevertheless, the focus of structural competence is mainly on how broad social systems and historical
processes generate structural vulnerabilities and health
inequalities. Bourgois et al12 define structural competence as ‘the ability for health professionals to recognise
and respond with self-reflective humility and community
engagement to the ways negative health outcomes and
lifestyle practices are shaped by larger socioeconomic,
cultural, political and economic forces.’ Culture is integrated in this definition as a ‘larger force,’ and implicitly
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Definition

Intercultural
competence in
epidemiology
Culture

The ability to effectively address cultural and intercultural factors in the study design, data collection,
data management, analysis and dissemination. Intercultural competence values the impact of cultural
factors on both participants and researchers. In this sense, it includes both lay and expert systems.
A culture is a set of values, meanings and lifestyles shared by a human group that is transmitted
intergenerationally through a process of socialisation and learning. All human beings are cultural
to the extent that we live in society. Each cultural system involves specific norms, values, canons,
aesthetic forms and models of personhood, among other aspects, that shape a worldview. This
particularity or specificity does not contradict the existence of an internal diversity in each culture.
Culture is a dynamic reality, the result of historical developments, and therefore changing over time.11

36

Biomedicine as culture The ‘culture of biomedicine’ is the Westernised idea of care, analysis and perception of health,
illness, the body and healing processes. Any medical system can be considered a cultural system.
Biomedicine, also called Western medicine, scientific medicine or allopathic medicine, is the
hegemonic medical system worldwide.37 38
Race

Anthropology and population genetics indicate that the notion of race is not useful in accounting for
human biological variation and that it results in reproducing non-existent biological differences.39–41
Alternative use of this term implies considering it a social construct, as a social variable related to
discrimination and racism.

Racism

Racism can be understood as the exclusion of specific individuals and groups due to phenotypical
and/or cultural traits (cultural racism). These traits may be imagined, but they have a real effect in the
life of people. In this sense, it is a structural factor of vulnerability and vulnerabilisation.

Ethnicity

The notion of ethnicity or ethnic group refers to a set of individuals who share a sense of common
origins, claim a common and distinctive history and destiny, and feel a sense of collective uniqueness
and identity. This identity may be based on similarities in outward appearance (ie, phenotype),
customs, language, religion or other identity elements.

Structural competence The ability to recognise in the study design, data collection, management and analysis of data, and
in epidemiology
dissemination of the results the ways negative health outcomes and lifestyle practices are shaped by
larger socioeconomic, cultural, political and economic forces.
Structural vulnerability Bourgois et al12 define structural vulnerability as follows: ‘An individual’s or a population groups’
condition of being at risk for negative health outcomes through their interface with socioeconomic,
political and cultural/normative hierarchies.’
Following these authors, some structural vulnerabilities are:
►► Discrimination (ie, stigma, racism)
►► Lack of financial security (ie, income, rent)
►► Lacking safe/stable place (ie, housing, residence)
►► Exposure to environmental risks (ie, climate change, toxins)
►► Difficulty in food access (ie, proximity, price)
►► Lack of social network (ie, isolation)
►► Problems with legal status (ie, undocumented migrants, refugees)
►► Lack of education

problem of cultural validation of some measurement
instruments such as scales or diagnostic interviews is well
known in the literature,22 23 but it is not the only issue.
A competence approach in this matter presupposes a
self-reflective practice on the researcher’s own cultural
milieu, including biomedical culture. Table 1 includes
some basic definitions that we have adapted to epidemiological inquiry to assist in this reflexivity process.
Certainly, in epidemiology there are different paradigms that focus on issues close to those considered in
intercultural and structural competence. This would be
the case of social epidemiology23 and sociocultural epidemiology,24 participatory epidemiology25 or critical epidemiology,26 in which we could even include the proposal
of an ‘epidemiology without numbers’27 that takes the

collective production of health as its horizon. However,
these paradigms have not explicitly or clearly focused
on the competence of researchers as a set of knowledge,
skills and attitudes that can improve research design.
Here we think that intercultural and structural competence should not be considered as a theoretical option,
but as a transversal approach, in the same way as research
ethics or the Responsible Research and Innovation (RRI)
approach.28 The impact of local knowledge, difficulties in
communicating with participants, or social and cultural
biases arising from data collection,29 30 among many
other factors, are challenges in epidemiological research
that an intercultural and structural competence can help
to address.
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Table 1 Basic definitions
Term

BMJ Global Health

SEARCHING FOR REFERENCES
We conducted a scoping review to identify in the literature instruments, tools, and guidelines regarding structural and cultural competence in epidemiology and, in a
second phase, in other health fields. In order to identify
the available literature, we conducted several searches in
the National Library of Medicine (PubMed) starting in
April 2020; updated in September 2020. The searches
included publications in any language with the following
keyword search combinations (no Medical Subject Headings terms) limited to title and abstract:
►► First search: (“structural competence” OR “structural
competency”) AND (epidemiolog* OR “epidemiological procedures” OR “epidemiological design” OR
“epidemiological methods”).
►► Second search: (“cultural competence” OR “cultural
competency OR intercultural competence OR intercultural competency OR cross-cultural competence
OR cross-cultural competency) AND (epidemiolog*
OR epidemiological procedures OR epidemiological
design OR epidemiological methods).
Additionally, we searched in the Cochrane Database of
Systematic Reviews using the same terms. No items met
the sole inclusion criterion of being a tool, instrument,
or guidelines for the application of structural and/or
cultural competence in the design and/or implementation of epidemiological research.
Due to this gap in the literature, we proceeded in a
second phase to review the instruments, tools and guidelines used in other fields, such as health professional
training and education, healthcare, health promotion
and healthcare policies. In this case, we used the following
search strategies:
►► Third search: (“structural competence” OR “structural competency”) AND (“guideline” OR “tool” OR
“instrument”).
►► Fourth search: (“cultural competence” OR “cultural
competency” OR “intercultural competence” OR
“intercultural competency” OR “cross-
cultural
competence” OR “cross-cultural competency”) AND
(“guideline” OR “tool” OR “instrument”).
Only publications which reported tools, instruments or
guidelines regarding structural and cultural competence
were eligible for inclusion. Uncertainties about whether
the publications met the inclusion criteria were resolved
through discussion among the researchers. Additional
references were added through cross-referencing.
4

H) conducted full-
text
Two researchers (DB and AM-
reviews of the publications and independently analysed the
most salient domains of the selected items using a hermeneutic and qualitative content methodology. The obtained
domains were crossed with the tasks involved in epidemiological research. The examination of this intersection allowed
us to propose a checklist of items that should be considered
when designing, carrying out and analysing data in epidemiological studies with a structural and intercultural perspective. Finally, the different items were elaborated on the basis
of a consensus exercise among all authors, which included
both scholars with expertise in intercultural and structural
competence and those with experience in designing and
conducting epidemiological research.

EVALUATING EXISTING TOOLS
The first and second searches yielded 55 articles (42
through PubMed and 13 identified through Cochrane
Database of Systematic Reviews). No items met the inclusion criterion of being a tool, instrument or guidelines.
The two articles closest to our goal were on the application of intercultural competence to public health,4 especially to the training of professionals, and on integrating
epidemiological and ethnographic methodologies.31 The
third and fourth searches yielded a total of 427 articles
(11 and 416, respectively), and 10 documents were added
through cross-referencing. After eliminating duplicates
(two items), the remaining 435 articles were screened,
of which 404 were excluded because they did not report
on tools, instruments or guidelines, and 10 because they
were a redundant use of a tool. A total of 21 tools were
identified (figure 1).
Table 2 shows the six domains that are covered by these
tools and instruments. These six domains were reduced
to four by merging both cultural and structural sensitivity,
and cultural and structural representativeness.
Domain 1: cultural awareness and reflexivity
In clinical care, this domain assesses whether health professionals are reflexively analysing how their cultural, ethnic,
gender and social backgrounds, including the culture of
their expert system, interact with the cultural background
of patients and families and may affect clinical communication. In the field of health education and promotion, it is
often aimed at raising awareness of the different perceptions
among experts and lay systems. In this domain, the issue that
is considered critical is an intangible attribute such as reflexivity. In our sample of 21 tools, this issue was clearly present
in 19 of them. In one case,12 it was indirectly addressed
through the idea of cultural humility. Applied to epidemiological research, this domain can be defined as the capacity
of the research team to reflexively analyse how their cultural,
ethnic, social and expert background interact with those of
the participants, and can affect research questions, design,
recruitment, data collection, data analysis and dissemination
activities.
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This article aims to develop some guidelines that can
improve the structural and intercultural competence of
epidemiological studies. When we speak of competence,
we are referring to a horizon or an aspiration and not so
much to a goal that can be achieved in its entirety. In this
sense, this is not a proposal of maximums, but a first step
that can help to strengthen the structural and intercultural competence of epidemiological studies.

BMJ Global Health

Flow diagram.

Domain 2: cultural and linguistic validation
This domain refers to the cultural and linguistic adaptation of instruments, tools, questionnaires, interviews,
informed consents, health advice, prescriptions, and
various interactions between health professionals or
experts and patients and lay systems by extension. It
also usually includes the adjustment of health services
to the cultural and linguistic background of the users,
for example, through the translation of information
or the adaptation of protocols, settings and schedules.
Among the 21 tools analysed, this domain was present

in 18 of them. In the field of epidemiological research,
this domain can be defined as the linguistic and cultural
adaptation of instruments, tools, informed consents, and
participant information sheets, questionnaires, interactions between researchers and participants, and dissemination outputs addressed to the participants.
Domain 3: sensitivity to cultural diversity and structural
vulnerabilities
The idea of merging sensitivity to cultural diversities
and to social inequalities responds here to the already
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•

Clinical Cultural Competency Questionnaire45

•
•

Escala de Medición Competencia Cultural51

The Cultural Competence Assessment Instrument52
•

•

•

•
•
•

Ethnic-Sensitive Inventory56

Agency Cultural Competence Checklist—Revised57

Multiculturally Competent Service System Assessment Guide58

•

•

•

•

•

•

•

•

•

•

•

•
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•
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•

•

•
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•

•
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•

•
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•

•

•

Sensitivity
to structural
vulnerabilities

•

•

•

•

•

•

•

*

*

•

•

•

•

Representativeness
of cultural minority
groups

*When these domains were implicit throughout the tool/instrument, but did not have a specific section dedicated to these domains like in other tools/instruments.
CAMHS, Child and Adolescent Mental Health Services.

Iowa Cultural Understanding Assessment—Client Form

•

•

Self-Assessment Checklist55

59

•

Structural Foundations of Health18

*
•

Critical Race Theory (tool)19

Structural Vulnerability Assessment Tool for the Clinical Encounter

•

•

•

The CAMHS Cultural Competence in Action Tool50

•

Healthcare Provider Cultural Competence Instrument54

•

Standards for Transcultural Nursing49

•

•

Intercultural Development Inventory48

•

•

Inventory for Assessing Process of Cultural Competence Among
Healthcare Professionals53

•

Cultural Competence Scale47

Tool for Assessing Cultural Competence Training

•

•

Primary Care Assessment Tool44
46

•
•

•

•

Cultural and
linguistic
validation

•

Cultural
awareness and
reflexivity

Cross-Cultural Competence Instrument for Healthcare
Professionals43

Evaluating existing tools

*

*

Representativeness
of socially excluded
populations
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Knowledge, Efficacy, and Practices Instrument42

Table 2
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17. Facilitating the participation of excluded groups 22. Promoting the participation of
and minorities through sample representativeness.
excluded groups and minorities in the
18. Assessing the social and cultural barriers to their dissemination and RRI activities.
participation in the study.

Representativeness of
minority groups and
excluded populations

RRI, Responsible Research and Innovation.
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8. Representativeness of cultural diversity
and civil society in the team, including lay
participants and/or minority and marginalised
groups.

14. Including cultural variables in the study design.
Assessing causal mechanisms associated with these
variables and the limitations of using these variables
as proxies for more complex categories.
15. Including social determinants of health and
structural vulnerability variables in the study design.
16. Use of local knowledge to interpret findings, for
example, local ideas and beliefs regarding disease
aetiology or transmission.

Sensitivity to cultural
5. Team training in intercultural and structural
diversity and structural competence.
vulnerabilities
6. Cultural and social knowledge of populations
under study, including ethnic minorities and
marginalised groups, and lay perspectives on
the topics of study.
7. Knowledge about the medical history of
the country/community in which the research
is taking place and the legacy that medical
research has on ethnic minorities/hidden
populations.

21. Consideration of the cultural
and social specificities of the
population studied in the conclusions,
recommendations and application of the
results of the study.

12. Cultural and linguistic validation of informed
20. Dissemination outputs addressed and
consent, and of instruments such as questionnaires culturally tailored to the population under
and scales.
study.
13. Integration of qualitative research (eg, in-depth
interviews and focus groups) and/or mixed methods
in the epidemiological design and the selection of
instruments.

3. Awareness of the lay/expert decalages.
4. Adequate use of categories such as race,
culture and ethnicity in the research questions.

19. Inclusion of the groups under study in
the dissemination plan through reflexivity
and awareness on the potential linguistic,
cultural and social gaps.

Dissemination

Cultural validation

Study design, recruitment, data collection and
data analysis
9. Awareness of cultural biases from previous
research done on a similar topic/population.
10. Reflexivity on social and cultural sources of
potential bias or imprecision.
11. Considering the association of missing data with
sociocultural characteristics of populations under
study.

Research team building and research
questions

Structural and intercultural domains and criteria

Cultural awareness and 1. Reflexivity on cultural and ethnic team
reflexivity
composition compared with the populations
under study.
2. Tools and instruments for ensuring team
reflexivity.

Table 3
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Dissemination

19. Does the dissemination plan include the groups under study? Does this plan include reflexivity and awareness on potential linguistic, cultural and social gaps?
20. As part of the dissemination of the results, has any output (ie, publication or audio-visual document) been addressed and culturally tailored to the population
studied (ie, tested in a focus group)?
21. Have the cultural and social specificities of the studied groups been considered in the conclusions, recommendations and in the implementation of the results?
22. Is there a dissemination or Responsible Research and Innovation plan considering the active role of participants and stakeholders? If so, have barriers to
participation been assessed and active participation been facilitated?

Study design, recruitment, 9. Is the research team aware of cultural and social biases from previous research done on a similar topic/population that they are using as a research background?
data collection and data
10. Has the research team considered social and cultural sources of potential bias or imprecision? For example, if the research hypothesis, the objectives of the
analysis
study, the theoretical–conceptual framework, or the sample gives rise to possible sensitive cultural issues or ethnocentric statements?
11. Has the association of missing data with sociocultural characteristics of populations under study been considered?
12. Are the informed consent and the questionnaires, scales, and instruments understandable to the participants and/or culturally validated or tailored to the
population under study?
13. Has qualitative research or mixed methods been included in the design of the study, that is, for the selection of the instruments or for the collection of qualitative
data on the research subject?
14. Have cultural variables been included in the study design such as ethnicity, cultural identity, religious beliefs or acculturation, among others? In addition, and
following the Bridging Research Integrity and Global Health Epidemiology guidelines, have the different causal mechanisms associated with these variables been
considered and the limitations of using these variables as proxies for more complex categories been acknowledged?
15. Does the study address how symptoms, clinical problems, diseases and/or attitudes toward patients, populations and/or health systems are influenced by
social determinants of health and structural vulnerabilities? For example, but not limited to discrimination, lack of financial security, lacking safe/stable place, risk
environments, difficulty in food access, lack of social network, problems with legal status and/or lack of formal education.
16. Has local knowledge been considered in interpreting the results of the study, that is, local ideas on aetiology and disease transmission?
17. Does the sample consider subsamples of cultural minority groups, groups subject to health disparities, and/or historically under-represented? And if so, in what
way, that is, has the analysis been disaggregated for such variables or have they been considered as confounder/effect modifiers?
18. Have barriers to participation in the study arising from structural vulnerabilities been analysed? If so, has the inclusion of these participants been facilitated in
any way?

1. Has the research team identified its ethnic, cultural, and social composition and compared it with that of the study population? Has the research team taken into
account the potential impact that these differences or similarities may have on the research?
2. Does the research team have any tools or means to facilitate reflexivity, for example, fieldnotes or regular meetings for this purpose?
3. Does the research team consider the lay views on the topics of study?
4. Has the research team assessed whether the use of concepts such as race, ethnicity or culture (among others) in the study is adequate?
5. Have the research team’s training needs in intercultural and structural competence been assessed?
6. Does the research team have cultural and social knowledge of the populations under study, including ethnic minorities and marginalised groups and lay
perspectives on the topics of study?
7. Has the research team considered the medical history of the country in which the research is taking place and the legacy that medical research has on ethnic
minorities/hidden populations?
8. Has the research team established an advisory board which includes representatives of different cultural and/or ethnic groups, including lay participants
representing civil society and/or minority collectives?

Research team building
and research questions

The Structural and Intercultural Competence for Epidemiological Studies guidelines

Guide questions

Table 4
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Domains
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Domain 4: representativeness of minority groups and
excluded populations
As in the previous domain, in this one we have merged
the representativeness of minority groups and excluded
populations, which may overlap since diversity and
inequality often run together. Generally, this domain has
to do with the inclusion of disadvantaged and hidden
groups, especially in health policies and services, with
the objectives of improving the health of these groups,
making their unequal situation visible, favouring their
empowerment and health literacy, and recognising their
citizenship rights. In our analysis, we observed that this
was the domain least present, as it was only included
directly in half of the tools. Nevertheless, its inclusion can
be considered strategic because of its capacity for social
transformation of the most vulnerable populations. In
the context of epidemiological research, this domain can
be defined as the ability to favour the representativeness
of minority groups and excluded populations throughout
the different phases of the study, such as the composition
of the research team, the selection of the sample, and the
development of dissemination and RRI activities.
THE STRUCTURAL AND INTERCULTURAL COMPETENCE FOR
EPIDEMIOLOGICAL STUDIES GUIDELINES
The four reported domains can be related to main stages
of epidemiological research, such as (1) research team
building and research questions; (2) study design, participant recruitment, data collection and data analysis; and
(3) dissemination. Table 3 reveals the intersection between
the cultural and structural domains and the epidemiological stages and a series of resulting items. Most of them
relate to pre-existing instruments that account for intercultural and/or structural competence in other health
fields. Other elements were obtained indirectly and were
the result of a consensus among the different authors.
One of them, item 14, has been expanded thanks to the
valuable contribution of one of this article’s reviewers,
who recommended including a second specific question

already existing in the Bridging Research Integrity and
Global Health Epidemiology (BRIDGE) guidelines.32 33
The result is a checklist of 22 items (see table 4) in which
the items have been converted into questions that guide
the researchers in their self-assessment.
CONCLUSION
To our knowledge, the Structural and Intercultural
Competence for Epidemiological Studies (SICES) checklist is the first systematic attempt to bring the structural
and intercultural competence into epidemiological
research. Based on the selection and adaptation of a
series of criteria developed for other health fields, we
have proposed a checklist that should be understood as a
starting point rather than as a destination. The methodology we followed was the same as the one used for the
elaboration of the Consolidated Criteria for Reporting
Qualitative Research34: data extraction and analysis of
previous instruments and checklists, in this case on intercultural and structural competence. To this process, we
have added a dimension of internal consensus, as the
authors of this paper include both medical anthropologists specialising in intercultural and structural competence and epidemiologists with experience in designing
and conducting epidemiological research. In this sense,
and if we follow the Moher et al’s guidance for developers
of health research reporting guidelines,35 SICES would be
better defined as working guidelines, or even a guidance,
whose purpose is to help promote a common language
between epidemiology and structural and intercultural
competence. SICES complements well with other guidelines and standards focused on related issues, such as the
BRIDGE guidelines.
SICES arranges a set of criteria that can be useful
not just for strengthening the structural and intercultural competence, but also the self-reflection and self-
evaluation of research teams. Reflexivity is an intangible
domain that has to do with attitudes and predispositions and has an influence on the quality of research.
For example, self-reflection on cultural and social gaps
between the research team and the populations under
study can provide new clues for reducing bias and interpreting the findings, favour the commitment of these
populations to research results and their dissemination,
and strengthen health literacy and empowerment among
the most vulnerable groups. The impact of embracing a
structural and intercultural competence perspective has
different faces, but they all encourage a more dialogical
relationship between researchers and the public. This
is the purpose of these guidelines. We invite readers
to improve this checklist with comments, critiques and
suggestions.
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mentioned complementarity between these perspectives.
Cultural sensitivity refers to motivation and curiosity
for diverse cultural realities, whether they come from
patients, participants in a health promotion programme,
users of a service, beneficiaries of a health policy or populations under study. Cultural knowledge can be understood as a result of cultural sensitivity. Similar reasoning
can be applied to the case of sensitivity to structural
vulnerabilities and social inequalities, and their correlates in knowledge on health disparities. Among the
tools analysed, most contemplated some form of cultural
sensitivity (19 clearly and 1 indirectly) or structural sensitivity (18). In the field of epidemiological research, this
domain can be defined as the incorporation of variables
and relevant information on cultural diversity and structural vulnerabilities of the groups under study in any of
the phases of epidemiological research.
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