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Preface
The Agency for Healthcare Research and Quality (AHRQ), through its Evidence-Based

Practice Centers (EPCs), sponsors the development of evidence reports and technology
assessments to assist public- and private-sector organizations in their efforts to improve the
quality of health care in the United States. The reports and assessments provide organizations
with comprehensive, science-based information on common, costly medical conditions and new
health care technologies.  The EPCs systematically review the relevant scientific literature on
topics assigned to them by AHRQ and conduct additional analyses when appropriate prior to
developing their reports and assessments.

To bring the broadest range of experts into the development of evidence reports and health
technology assessments, AHRQ encourages the EPCs to form partnerships and enter into
collaborations with other medical and research organizations.  The EPCs work with these partner
organizations to ensure that the evidence reports and technology assessments they produce will
become building blocks for health care quality improvement projects throughout the Nation. 
The reports undergo peer review prior to their release.  

AHRQ expects that the EPC evidence reports and technology assessments will inform
individual health plans, providers, and purchasers as well as the health care system as a whole by
providing important information to help improve health care quality.

We welcome written comments on this evidence report.  They may be sent to: Director,
Center for Outcomes and Evidence, Agency for Healthcare Research and Quality, 540 Gaither
Road, Rockville, MD 20850.

Carolyn M. Clancy, M.D.
Director
Agency for Healthcare Research and Quality
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Structured Abstract

Context. The healthcare system in the United States does not provide the same quality of care for
ethnic minority populations that it does for the majority white population. Despite awareness of
inequities in healthcare quality, little is known about strategies with the potential to improve the
quality of healthcare for minority populations. 

Objectives. We performed a systematic review of evidence concerning the effectiveness of
interventions designed to improve the quality of healthcare in racial or ethnic minorities. Our
report focused on evaluations of interventions targeted at healthcare providers or organizations,
as provider and organizational factors contribute substantially to disparities and inequities in
access to and quality of healthcare.

Data Sources. Electronic searches of MEDLINE®, the Cochrane Collaboration’s CENTRAL
Register of Controlled Trials, EMBASE, and three specialty databases were performed. Hand
searching of key journals and references lists was also performed. Electronic searching was
completed in February 2003 and hand searching was completed to June 15, 2003.

Study Selection. Articles included in this evidence synthesis were English-language reports of
evaluations of interventions that addressed one of the specific research questions.

Data Extraction. Pairs of reviewers assessed the study quality and abstracted data for each
eligible article. Data were entered into a relational database.

Data Synthesis. Ninety-one articles were identified. Twenty-seven articles evaluated strategies
targeted at healthcare providers or organizations to improve minority healthcare quality. The
majority of these studies targeted physicians and most addressed aspects of prevention. There is
excellent evidence that tracking/reminder systems can improve quality of care, and fair evidence
that multifaceted interventions, provider education interventions, and interventions that bypass
the physician to offer screening services to racial/ethnic minority patients can improve quality of
care. Sixty-four articles evaluated cultural competence training as a strategy to improve the
quality of healthcare in minority populations. Curricula addressed specific or general concepts of
culture and were primarily group discussions and lectures. The lack of consistency in
intervention methods and measured outcomes limited the evidence synthesis. There is, however,
excellent evidence for improvement in provider knowledge, good evidence for improvement in
provider attitudes and skills, and good evidence for improvement in patient satisfaction. 

Conclusions. There is some evidence that interventions to improve quality of healthcare for 
minorities, including cultural competence training, are effective. More research is needed on
quality improvement interventions specifically designed to reduce disparities. For example,
interventions should target conditions and healthcare processes for which disparities have been
documented. Also needed is more research on cultural competence training that uses rigorous
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study designs, well-described interventions and measurable objectives that are linked to process
and outcome variables. Valid, reliable, and objective measurement of cultural competence is
needed. As the literature grows, this information needs continued systematic review, updated on
a regular basis and disseminated to clinicians, other healthcare decision-makers, educators, and
the medical and health services research community.
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Introduction
In recent years, it has become clear that the

healthcare system in the United States is not
providing the same quality of care for ethnic
minority populations that it does for the majority
white population. Racial and ethnic disparities in
access to and quality of healthcare have been
extensively documented.1 The Institute of
Medicine report “Unequal Treatment” confirmed
that racial and ethnic disparities in healthcare are
not entirely explained by differences in access,
clinical appropriateness, or patient preferences.2

There is also increasing evidence that provider
behaviors and practice patterns contribute to
disparities in care.3

Despite extensive documentation of inequities
in healthcare quality, little is known about
strategies with the potential to improve the
quality of healthcare for ethnic minority
populations. For those interested in quality
improvement, there is a need for an evaluation
and synthesis of the strategies that have been
shown to be effective in bettering the quality of
healthcare for ethnic minorities.

The purpose of this report is to systematically
review the evidence to determine the effectiveness
of interventions designed to improve the quality
of healthcare and/or to reduce disparities for
ethnic minorities. It focuses on evaluations of
interventions aimed at healthcare providers or
organizations, as recent work suggests these
factors contribute substantially to the inequities.
We examined broadly any type of strategy aimed
at improving the quality of care in an ethnic
minority population of patients, and then looked
more specifically at strategies designed to improve

the cultural competence of healthcare providers or
organizations.

Methods
The project consisted of engaging technical

experts, formulating and refining the specific
questions, performing a comprehensive literature
search, reviewing the content and quality of the
literature, constructing the evidence tables,
synthesizing the evidence, and submitting the
report for peer review.

The original questions were refined through
team discussions, input from internal experts, and
review and feedback from the external technical
experts to arrive at the questions addressed in this
report.
1. What strategies targeted at healthcare

providers or organizations have been shown
to improve minority healthcare quality?
a. Which of these strategies have been shown

to be effective in reducing disparities in
health or in healthcare between minority
and white populations?

b. What are the costs of these strategies?
2. What strategies have been shown to improve

the cultural competence of healthcare
providers or organizations?
a. What are the costs of these strategies?

We performed electronic searches of
MEDLINE®, the Cochrane Collaboration’s
CENTRAL Register of Controlled Trials,
EMBASE, and the following three specialty
databases: the specialized register of Effective
Practice and Organization of Care Cochrane
Review Group (EPOC), the Research and
Development Resource Base in Continuing
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Medical Education (RDRB/CME), and the Cumulative Index
of Nursing and Allied Health Literature (CINAHL®). No
limits were based on type of healthcare provider or specific
minority group. Hand searching of key journals and reference
lists was also performed. Electronic searching was completed in
February 2003, and hand searching was completed to June 15,
2003.

Pairs of reviewers screened articles for eligibility at the
abstract level and during review of full-text articles. Articles
included in this evidence synthesis were English-language
reports of original data that addressed one of the specific
research questions. Specific exclusion criteria were developed in
consultation with the technical experts. Articles that reported
an evaluation of an intervention targeted at a healthcare
provider or organization were included.

We assessed study quality and abstracted data from each
eligible article. Forms for these tasks, developed in consultation
with experts, were pilot tested. The strength of the evidence
supporting each question was graded in relation to specific
criteria through a consensus process; grades were based on
quality, quantity, and consistency of the body of evidence and
comprised Evidence Grade A for the best or strongest evidence,
to Evidence Grade D for the weakest evidence.

Results
We screened 3,703 articles for eligibility at the abstract

review level. From this screening, 288 articles were identified
for full-text or article review. At this second level, 68 percent of
the articles did not meet eligibility criteria. Therefore, for this
report, data were synthesized from 91 eligible articles. Twenty-
seven articles addressed the broad research question concerning
interventions to improve healthcare quality; 64 articles
addressed the specific question of strategies to improve cultural
competence. Since the early 1990s there has been a striking
increase in the number of articles addressing these questions; 33
percent of the 91 reviewed articles were published after 2000. 

Question 1: Effectiveness of healthcare quality
improvement strategies for racial/ethnic
minorities

Overview of Reviewed Studies
All studies were randomized controlled trials (n=20) or

concurrent controlled trials (n=7). Most articles were in the area
of prevention (n=19) and most targeted physicians only (n=17).
The primary provider intervention was a tracking/reminder
system in 10 studies, multifaceted interventions in 9, provider
education in 2, bypassing the physician using nurse/nurse
practitioners in 2, use of a structured patient questionnaire in 1,
use of remote simultaneous translation in 1, use of subspecialty
consultation in 1, and use of defibrillators on emergency
medical vehicles in 1. Approximately half (n=14) of the studies

had a patient intervention component, although these studies
varied in whether the patient intervention was provided in
addition to the provider intervention or compared with the
provider intervention. The intervention was targeted to
improve the quality of care specifically for racial/ethnic
minorities in only two studies. The most common outcomes
were related to healthcare process: appropriateness of care
(n=18), quality of providers (n=9), and use of services (n=7).

Quality of Reviewed Studies
Most studies (20 of 27) clearly described healthcare providers

and setting, and most (24 of 27) described the intervention
sufficiently to ensure replication. Although there were 20
randomized controlled trials, the randomization was considered
adequate (in that investigators could not predict assignment) in
only 11 studies. Although there were seven concurrent
controlled trials, there was one study in which the comparison
group was considered inadequate (dissimilar). 

Finally, although all studies used objective methods to
evaluate outcomes, only nine of 27 had masked outcome
assessment, and 13 of 27 performed a pre- and a post
intervention evaluation. Approximately half (15 of 27) reported
the numbers for and reasons for non-inclusion in the study
analysis, and almost all (21 of 27) performed a complete
statistical analysis (including the magnitude of difference
between groups, an index of variability, and a test statistic). 

Results of Reviewed Studies
Twenty-seven articles qualified for review, each of which used

a unique combination of intervention methods in a variety of
settings and patient populations. For the purpose of synthesis,
we have identified the main intervention method. The
categorization of the main intervention method is a
simplification of what was often a complex intervention
strategy. 

Tracking/reminder systems. Ten studies used tracking and/or
reminder systems to improve quality of care; of these studies,
two were in adult general prevention,4,5 six in adult cancer
screening,5-10 one in tobacco cessation,11 and one in end-of-life
care (completion of advance directives).12 All ten studies
demonstrated positive outcomes, primarily in the
appropriateness of care (such as provision of preventive care,
tobacco cessation counseling, or advance directive counseling)
category. Overall, there is excellent evidence supporting the use
of tracking/reminder systems aimed at providers of racial/ethnic
minority patients (Evidence Grade A). 

Multifaceted interventions. Nine studies used an intervention
characterized as multifaceted, meaning that there were two or
more main intervention methods.13-21 Two of these
interventions were in adult cancer screening,13,14 one in
tobacco cessation,15 one in cholesterol reduction,16 three in
mental health,17-19 one in acute upper respiratory tract
infections,20 and one in asthma.21 Outcomes of these studies

 



are mixed, with most studies showing improvements in one or
two (but not all) outcomes measured. Overall, there is fair
evidence supporting the use of multifaceted interventions
aimed at providers of racial/ethnic minority patients (Evidence
Grade C). 

Bypass the physician. Two studies (both in adult cancer
screening) bypassed the physician and had either a nurse or a
nurse practitioner offer screening directly to patients,22,23 and
both studies demonstrated improvements in the provision of
preventive services to patients. Overall, there is fair evidence
supporting the use of bypassing the providers of racial/ethnic
minority patients to offer standardized services directly to
patients (Evidence Grade C). 

Provider education. Two studies used provider education as
the main intervention strategy, one in the area of adult general
prevention24 and one in prevention of injuries in children.25

Both studies demonstrated improvements in provider
counseling behaviors,24,25 but one measured and did not find
any effect of the intervention on parent knowledge of injury
prevention (the only outcome categorized as efficacy of
treatment) or parent adherence to provider advice.25 Overall,
there is fair evidence supporting the use of provider education
aimed at providers of racial/ethnic minority patients (Evidence
Grade C). 

Use of Safe Times Questionnaire (STQ). One study (in the
area of prevention in children) used a structured questionnaire
to assess adolescent health behaviors and demonstrated a
positive impact on providers’ counseling behaviors.26 Overall,
there is poor evidence supporting the use of structured
questionnaires for racial/ethnic minority patients (Evidence
Grade D). 

Use of Remote Simultaneous Translation (RST). One study
compared the accuracy of translation and quality of patient-
physician communication by using remote simultaneous and
proximate consecutive interpretation and found fewer
translation errors and greater patient and physician
satisfaction.27 Overall, there is poor evidence supporting the
use of RST for racial/ethnic minority patients (Evidence Grade
D). 

Use of specialty consult. One study evaluated the use of
nephrology consults for patients with chronic kidney disease
and found no effect on health care process or patient
outcomes.28 Overall, there is poor evidence supporting the use
of specialty consults aimed at providers of racial/ethnic
minority patients (Evidence Grade D). 

Use of defibrillators on emergency medical services. One study
evaluated the use of defibrillators on emergency medical
services and found no effect on patient outcomes.29 Overall,
there is poor evidence supporting the use of defibrillators on
emergency medical services (Evidence Grade D). 

Results for Question 1a: Strategies to Reduce Disparities 
Only one study specifically addressed the question of

whether an intervention could reduce disparities in healthcare
quality between minorities and white persons.18 The study, in
which two different culturally tailored interventions to improve
the quality of depression care were evaluated and compared to a
control group that received no intervention, had mixed results.
There was no differential effect of the interventions on
healthcare process for white versus minority patients; all
patients (African American, Latino, and white) in the
intervention groups were more likely than patients in the
control group to receive appropriate therapy. However, there
was a mixed effect on health outcomes: there were
improvements for African-American and Latino patients in the
rate of depression compared with controls (with no
improvement for white patients), whereas there were no
improvements for African-American and Latino patients in the
intervention groups in employment rates compared with
controls (with improvement for white patients). Overall, there
is poor evidence to determine which interventions might
reduce disparities between racial/ethnic minority patients and
majority patients (Evidence Grade D).

Results for Question 1b: Costs of Quality Improvement
for Racial/Ethnic Minorities

Only one study reported on the costs of an intervention
aimed at improving the quality of healthcare for racial/ethnic
minority persons.28 This study, which provided case
management and nephrology consultation for patients with
chronic renal insufficiency, estimated a minimum yearly cost of
$89,355 in 1998 (or $484 per intervention patient) and it was
unable to demonstrate any health benefits in its participants.
Overall, there is poor evidence to determine the cost of
strategies to improve the quality of care for racial/ethnic
minorities (Evidence Grade D).

Question 2: Effectiveness of cultural
competence training

Overview of Reviewed Studies
Of the 64 articles that qualified for our review, only two

described randomized controlled trials, eight studies were
concurrent controlled trials, and four had an external (non-
concurrent) control group. Most studies were designed without
a comparison group; these had either a postintervention
evaluation only (n=25), a pre- and a postintervention
evaluation (n=20), or a qualitative evaluation (n=5). Most of
the interventions targeted nurses (n=32) or physicians (n=19). 

The content of the curricular interventions varied. Using a
previously developed framework to categorize cultural
competence curricular content,30 we found that most
interventions focused on specific cultural content (n=45),
general concepts of culture (n=43), language (n=15), and
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patient-provider interaction (n=13). In terms of the specific
ethnic minority groups that were the focus of the interventions,
20 studies mentioned  Hispanic persons; 19, African
Americans; 16, Asians/Pacific Islanders; and 5, American
Indians. 

Most interventions used more than one training method,
and no two studies used exactly the same methods. The most
common training methods were group discussion (n=29) and
lectures (n=29). Most studies used more than one method for
evaluation; the most common method was provider self-
assessment forms (used in 33 studies). Only four articles
attempted to measure patient outcomes. Most included some
measure of provider outcome; attitude (n=44), knowledge
(n=30), or skills/behaviors (n=22). 

Quality of Reviewed Studies
Notably, less than half (n=27) of the studies had an objective

outcome assessment; only one third (n=21) included enough
detail about the intervention to ensure replication; only 17 of
the interventions were developed with a theoretical model; only
21 studies clearly described the targeted healthcare providers,
setting, and dates of study; only 15 had a complete statistical
analysis; only 14 included the numbers and reasons for non-
inclusion in the study analysis; only eight had an adequate
comparison group (concurrent and similar); only two had
masking of outcome assessors; and only one had adequate
randomization.

Results of Reviewed Studies
In our results below, we focus on the 34 studies with the

strongest study design (studies that either had a comparison
group and/or did a pre- and postintervention evaluation). We
do not focus on articles that described interventions evaluated
qualitatively or with only a post-test. 

Knowledge. Of the 19 studies that evaluated the effect of
cultural competence training on the knowledge of healthcare
providers, 17 demonstrated a positive effect, one study showed
no effect, and one study demonstrated a partial/mixed effect.
Eleven of these studies tested the provider’s knowledge about
general cultural concepts, seven evaluated culture-specific
knowledge, and one did not provide details to allow
determination of content. There was no obvious pattern
regarding which type of knowledge was enhanced by cultural
competence training. Overall, there is excellent evidence to
suggest that cultural competence training increases the
knowledge of healthcare providers (Evidence Grade A).

Attitudes. Of the 25 studies that evaluated the effect of
cultural competence training on the attitudes of healthcare
providers, 21 demonstrated a positive effect, one showed no
effect, and three showed a partial/mixed effect. The most
common attitude outcome measured was cultural self-efficacy
(measured in three studies), but other types of attitudes were
greater understanding of the impact of sociocultural issues on
the patient-physician relationship, more positive attitudes

toward community health issues, and an increased interest in
learning about patient and family backgrounds. Overall, there
is good evidence to suggest that cultural competence training
favorably affects the attitudes of healthcare providers (Evidence
Grade B).

Skills. Of the 14 studies that evaluated the effect of cultural
competence training on the skills of healthcare providers, all
demonstrated a positive effect. For example, in one study,
participants were given 16 one-hour sessions in which they
practiced communication skills with the community
volunteers. They were subsequently shown to be significantly
more competent in interviewing a non-English-speaking person
as rated by a masked psychologist who viewed videotapes of
interviews. Other types of skills/behaviors improvements were
an increase in nurses’ involvement in community-based cancer
education programs, an increase in self-reported social
interactions with peers of different races/ethnicities, and an
improved ability of participants to conduct a behavioral analysis
and treatment plan. Overall, there is good evidence to suggest
that cultural competence training favorably affects the
skills/behaviors of healthcare providers (Evidence Grade B).

Patient outcomes. Only three articles evaluated patient
outcomes: one targeted physicians,31 one targeted mental
health counselors,32 and one targeted a mixed group of
providers.33 All three reported favorable patient satisfaction
measures,31-33 and one demonstrated improved adherence to
follow-up among patients assigned to the intervention group
providers.32

In terms of the methods used to bring about such
improvements in patient satisfaction and (in one case)
adherence, one study trained four mental health counselors
about the attitudes that low-income, African-American women
bring to counseling (4 hours total),32 another trained nine
physicians to speak Spanish (20 hours total),31 and a third
implemented a state-mandated, 3-day training program focused
on team training, recipient recovery principles, clinical issues,
and cultural competence for all staff who have contact with
recipients of inpatient mental healthcare.33 Overall, there is
good evidence that cultural competence training improves
patient satisfaction (Evidence Grade B) and poor evidence that
it affects patient adherence or health outcomes (Evidence Grade
D). 

Results for Question 2a: Costs of Cultural Competence
Training

Of the 55 articles eligible for review, only five addressed the
costs of cultural competence training.31,34-37 Four of the
five34-37 described the costs of interventions that involved
international travel. In all cases students paid for some portion
of the trip, while the school or program paid $0 to $2,000.
There are limited data on the costs of classroom or other types
of instruction. One study estimated the cost of 20 total hours
of Spanish-language instruction for nine physicians to be
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$2,000 in 2000, not including the opportunity costs for
physician time (approximately 20 hours total for each
physician).31 In another program, 60 hours of classroom
instruction (20 hours of Spanish-language instruction and 40
hours of cultural competence training focused on Hispanic
populations) provided for 19 students had an estimated local
cost of  $3,000 in 1994, of which each student contributed
$80.36 Finally, one program matched involved matching 26
students to 26 local ethnically diverse families, asked the
students to visit the family six times, and paid each family $400
in 1996-2000.35 Overall, there is poor evidence to determine
the costs of cultural competence training (Evidence Grade D).

Discussion

Question 1. Effectiveness of healthcare quality
improvement interventions for racial/ethnic
minorities

There is excellent evidence that provider tracking/reminder
systems are effective in improving the quality of care for
racial/ethnic minority patients (Evidence Grade A), fair
evidence that multifaceted interventions, provider education
interventions, and interventions which bypass the physician to
offer screening services to racial/ethnic minority patients can
improve quality of care (Evidence Grade C), and insufficient
evidence for the use of any of the studied interventions
(Evidence Grade D).  Notably, however, two types of
interventions had favorable results (employed in one study
each, thus receiving an evidence grade of D) that may be
worthy of further study: use of remote simultaneous translation
for patients with limited English proficiency and the use of the
Safe Times Questionnaire for health behavior risk assessment in
adolescents.

There is poor evidence to determine which strategies are
most effective in reducing disparities between ethnic minority
and white populations (Evidence Grade D). The only study
specifically designed to do this had mixed results with
improvements in only one of the two outcomes assessed.18

There is poor evidence to determine the costs of strategies to
improve care and reduce disparities for ethnic minority
populations (Evidence Grade D). 

Question 2. Effectiveness of cultural
competence training

There is excellent evidence to suggest that cultural
competence training can increase the knowledge of healthcare
providers (Evidence Grade A), and good evidence that cultural
competence training can improve the attitudes and skills of
healthcare providers (Evidence Grade B). However, the studies
are heterogeneous (no two studies used exactly the same
intervention methods), and it is difficult to conclude which
specific types of training interventions are effective in

improving particular outcomes. Even within an outcome
category, there is no uniformity in outcome measurement, thus
making it difficult to determine which specific types of
knowledge, attitudes, or skills are affected by cultural
competence training.

There is good evidence from three studies to suggest that
cultural competence training can favorably affects patient
satisfaction (Evidence Grade B) and poor evidence that cultural
competence training can affect patient adherence (Evidence
Grade D), although the one study that examined patient
adherence demonstrated a positive impact. There are no studies
that have evaluated patient health outcomes.

There is poor evidence to determine the cost of cultural
competence training (Evidence Grade D). One of the studies
demonstrated an improvement in patient satisfaction also
included information about cost, and so perhaps the best
evidence is found in that study, which estimated a cost of
$2,000 to train nine emergency department physicians in the
Spanish language.31

Limitations of Report and Literature
General Limitations 
This review was limited to reports published in English (after

1980), as our resources did not permit extensive searching of
the non-English-language and “gray” literature. Consequently,
publication bias is possible. However, recent work has suggested
that results of reviews with these limits do not differ
substantially from reviews with no such limits.38 Only studies
that specifically presented data on racial/ethnic minorities were
included.

Limitations of Report and Literature for Question 1
There were limited numbers of studies in each clinical

category (except prevention), and few studies focused on
priority conditions for which there are documented healthcare
disparities (such as HIV/AIDS, cardiovascular disease, diabetes
mellitus, and infant mortality). The majority of interventions
(all but two) were generic improvement interventions targeted
at providers of racial/ethnic minority patients; they did not
necessarily target those aspects of care for which there are
demonstrated disparities between minority and nonminority
populations. 

Some of the targeted processes of care were not evidence-
based practices for any patient population (such as oral cavity
exams or breast self-examinations for cancer screening) and
thus would be unlikely to improve the quality of care or reduce
disparities for racial/ethnic minority patients. Most studies
measured health processes, rather than patient outcomes. This
characteristic poses a significant limitation for studies that
targeted processes of care not already linked to patient
outcomes (that is, not evidence-based). 
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Evaluating the effectiveness of specific interventions was
challenging for several reasons. Each study used slightly
different intervention methods, thereby making generalizations
across studies difficult. The studies used multicomponent
interventions and did not examine separate components. 

Very few studies involved Hispanic populations, and none
included American Indians/Alaska Natives or Asians/Pacific
Islanders. Most studies had no data on costs. 

Only interventions targeting providers/organizations were
included in this review. Although targeting patients directly
may be a promising strategy to improve quality of care and
reduce racial/ethnic disparities, such interventions are not
reflected here. Only randomized controlled trials and
concurrent controlled trials were included; there may be other
worthwhile interventions that have been evaluated with other
study designs.

Eligibility for our review was limited to studies in the United
States, even though there may have been other promising
studies conducted in other countries. Finally, we made no
assessment of the generalizability of the population of providers
targeted in these studies to the broader population of providers
caring for racial/ethnic minorities.

Limitations of Report and Literature for Question 2
There are no standardized instruments for measuring

cultural competence, and very few outcome assessments were
objectively measured. Often there were no data concerning the
psychometric properties of the instruments used for evaluation,
and most studies were designed without a comparison group
for evaluation.

Many articles did not describe the curricular interventions
well enough to ensure replication. Furthermore, each curricular
intervention was different, making generalizability across
studies difficult.

Few studies measured patient outcomes, and none measured
healthcare process quality indicators. Some studies used
curriculum evaluation as the only outcome. Finally, most
studies did not include data on costs.

We made no attempt to assess the psychometric properties of
the instruments used to measure cultural competence. Our
review focused on interventions aimed at the education of
healthcare providers, rather than on an evaluation of all possible
organizational strategies to provide culturally and linguistically
appropriate services.  

Future Research
Research on Improving the Quality of Care and

Reducing Disparities for Racial/Ethnic Minorities
More research designed specifically to reduce demonstrated

racial/ethnic disparities in healthcare quality is needed. It is
necessary to distinguish between interventions aimed at
improving the quality of care for all persons and those aimed

specifically at improving quality of care for racial/ethnic
minorities (such as reducing provider bias). More quality
improvement interventions are needed that focus on priority
conditions for which there are documented health disparities
(e.g., infant mortality, cardiovascular disease, diabetes mellitus,
and HIV/AIDS). For generic quality improvement
interventions done in mixed populations, there should be
subgroup analyses to gauge the effect of the interventions on
equality of treatment for racial/ethnic minorities.

Several gaps in the current literature need to be filled. More
studies are needed in acute care and specialty settings and also
among Asian/Pacific Islander, American Indian/Alaska Native,
and Hispanic populations. More information is needed about
the costs of various strategies to improve healthcare quality and
reduce racial/ethnic disparities. In general, studies ought to
include patient outcomes, have longer follow-up, and link
processes of care to health outcomes. There is a need to
replicate promising intervention strategies in different
healthcare settings and organizations. 

The literature is evolving rapidly, and updated evidence
assessments will be necessary soon. Funding for that research is
needed.

Research on Cultural Competence
Curricular objectives need to be measurable and linked to

outcomes that can be measured objectively. There is a dire need
for standardized, reliable, and valid instruments to measure
aspects of cultural competence. Studies should also measure the
effect of the curricular interventions on healthcare process and
patient outcomes. For the results to be meaningful, studies
need to have a pre- and postintervention evaluation and/or a
comparison group; there is certainly a need for more
randomized controlled trials in this area.

Researchers should comprehensively describe the curricular
interventions, such that they can be replicated in different
settings. Studies also ought to include more comprehensive
information about resources needed and the cost of cultural
competence training. 

Knowledge on this topic is evolving rapidly, and updated
evidence assessments will be needed in the near future.

Availability of the Full Report
The full evidence report from which this summary was taken

was prepared for the Agency for Healthcare Research and
Quality (AHRQ) by the Johns Hopkins University Evidence-
based Practice Center, Baltimore, MD, under Contract No.
290-02-0018. The full report is expected to be available in
January 2004. At that time, printed copies may be obtained
free of charge from the AHRQ Publications Clearinghouse by
calling 800-358-9295. Requesters should ask for Evidence
Report/Technology Assessment No. 90, Strategies for Improving
Minority Healthcare Quality. In addition, Internet users will be
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able to access the report and this summary online through
AHRQ’s Web site at www.ahrq.gov
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Chapter 1: Introduction

In recent years, it has become clear that the healthcare system in the United States does not
provide the same quality of care for minority populations that it does for the majority white
population. Racial and ethnic disparities in access to and quality of healthcare have been
extensively documented.1 The Institute of Medicine (IOM) report “Unequal Treatment”
confirmed that racial and ethnic disparities in healthcare are not entirely explained by differences
in access, clinical appropriateness, or patient preferences.2 There is also increasing evidence that
provider behaviors and practice patterns contribute to disparities in care.3 Moreover, researchers
assert that variations in healthcare organizational processes compromise quality and that
healthcare disparities signal a potentially ripe area for quality improvement.4

Despite awareness of inequities in healthcare quality, little is known about strategies with the
potential to improve the quality of healthcare for ethnic minority populations. For those
interested in quality improvement, there is a need for an evaluation and synthesis of the strategies
proved to be effective in bettering the quality of healthcare for minorities. Moreover, it is
unknown whether strategies specifically designed to reduce disparities in healthcare between
racial/ethnic minorities and whites have been implemented successfully. One empirical question
is whether interventions incorporating quality improvement strategies with documented efficacy
for the general population are sufficient to improve quality of care for minorities and reduce
disparities, or whether interventions must be specifically targeted to ethnic minority populations
in order to improve quality and achieve equity. It has been suggested that cultural competence on
the part of healthcare providers and organizations may be one such targeted strategy,5 but with
the exception of one recent systematic review of healthcare system interventions6 the
effectiveness of cultural competence initiatives targeting healthcare providers has not been
systematically evaluated.

The purpose of this report is to systematically review the evidence to determine the
effectiveness of interventions designed to improve the quality of healthcare and/or to reduce
disparities for racial/ethnic minorities. Our report focuses on evaluations of interventions aimed
at healthcare providers or organizations, as recent work suggests provider and organizational
factors contribute substantially to the inequities. We began broadly by examining any type of
strategy aimed at improving the quality of care in a racial/ethnic minority population of patients,
and then we looked specifically at strategies designed to advance the cultural competence of
healthcare providers or organizations. This evidence report was requested by the National Quality
Forum (NQF) to address recommended priority actions that were outlined in its report
“Improving Healthcare Quality for Minority Patients.”7





Note: Appendixes and Evidence Tables cited in this report are provided electronically at

http://www.ahrq.gov/clinic/epcindex.htm. 5

Chapter 2: Methodology

The National Quality Forum (NQF) requested an evidence report on strategies for
improving minority healthcare quality. In September 2002, the Agency for Healthcare Research
and Quality (AHRQ) awarded a contract to the Johns Hopkins University Evidence-based
Practice Center (EPC) to prepare an evidence report on this topic. We established a team and
work plan to develop a report that would identify and synthesize the best available evidence on
strategies shown to improve minority healthcare quality. The project consisted of recruiting
technical experts, formulating and refining the specific questions, performing a comprehensive
literature search, reviewing the content and quality of the literature, constructing the evidence
tables, synthesizing the evidence, and submitting the report for peer review.

Recruitment of Technical Experts and Peer Reviewers

We recruited technical experts to provide input during the project, four of whom were
experts from the Johns Hopkins University and had expertise in public health, quality
improvement, physician-patient communication, and nursing. We recruited five external
technical experts who had a special interest in improving minority healthcare quality and
represented different perspectives including academic medical centers, professional societies and
foundations (see Appendix D). We requested specific feedback from the partner (NQF) and from
the internal and external technical experts for key decisions, such as selection and refinement of
the questions.

We also sought comprehensive feedback on the draft evidence report from the partner,
technical experts, and other peer reviewers. Similar to the technical experts, the other peer
reviewers were recruited from a variety of organizations and included those based in universities,
professional societies and foundations. Experts and peer reviewers were identified by team
members in consultation with internal experts and AHRQ. (See Appendix D for a list of experts
and peer reviewers.)

Questions

The original questions were refined through team discussions, input from internal experts,
and review and feedback from the external technical experts. Listed below are the questions
addressed in this report.

1. What strategies targeted at healthcare providers or organizations have been shown to
improve minority healthcare quality?
a. Which of these strategies have been shown to be effective in reducing disparities

in health or in healthcare between minority and white populations?
b. What are the costs of these strategies?

2. What strategies have been shown to improve the cultural competence of healthcare
providers or organizations?
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a. What are the costs of these strategies?

Components of these questions were further defined for use in our review. Minority was
defined as all non-Caucasian or non-white racial and ethnic categories, including, but not limited
to, African American, Hispanic, American Indian/Alaska Native, and Asian/Pacific Islander. All
clinicians were considered healthcare providers. This category included dentists, dental
assistants, nurses, nurse assistants, physicians, physician assistants, pharmacists, mental health
workers, community healthcare workers, social workers, and others such as alternative healers.
For the purposes of this review, our research questions were meant to include any health
professional or healthcare organization that provides health services to patients.

Analytic Framework

We used a conceptual model developed by Cooper and colleagues to create an analytic
framework for our research questions.8 Below, we describe in detail the elements of the model
(Figure 1) and its use in the report. 

In 1993, the Institute of Medicine’s (IOM) Committee on Monitoring Access to Personal
Health Services set out to resolve many conceptual problems in the definitions of equitable
access to health care. The Committee developed a model that provided a useful starting point for
the conceptual framework that is used in this report.2 Indicators in this model are grouped
according to barriers (personal, structural, and financial) that cause underuse of services and
mediators (such as appropriateness or efficacy of treatment received, quality of provider skills, or
patient adherence) that affect health outcomes and equity of services. 

Cooper and colleagues modified the Institute of Medicine’s access model to provide more
specific directions for designing and implementing effective interventions to eliminate healthcare
disparities.8 They expanded the scope of personal and structural barriers, specified utilization
measures to include the type of setting, provider, and procedure, incorporated provider
communication skills and cultural competence as measures of the quality of providers (a
mediator in the original IOM model), and included patient views of care or patient-centeredness
(a component of healthcare quality from Crossing the Quality Chasm) as important outcome
measures.9 

Specifically, they included additional personal barriers/facilitators documented in recent
research on disparities to differentiate between the quality of healthcare received by patient
race/ethnicity or to determine differences on the use of health services or in health outcomes for
whites and ethnic minorities. These variables include family structure, patient preferences and
expectations of treatment, patient involvement in medical decision-making, personal health
behaviors, beliefs about health and disease, and health literacy.2 

Cooper and colleagues also included structural barriers/facilitators within the system in
their refined version of the IOM model. For example, in addition to the availability of care, how
care is organized, and transportation, they included level of difficulty in getting any appointments
at all with primary care physicians and specialists and the timeliness of appointments.10 A
rationale for including these structural barriers or facilitators to health service utilization is
provided by recent work showing that minority patients seen in primary care settings report more
difficulty getting an appointment and waiting longer during appointments, even after adjustment
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for sociodemographic and health status characteristics.11 
The IOM’s access model included a category for mediators. A mediator is a variable

(intermediate, contingent, intervening, causal) that occurs in a causal pathway from an
independent to a dependent variable. It causes variation in the dependent variable (outcomes),
and it is also caused to vary by the independent variable (barriers and facilitators). Health service
use and quality of care variables are mediators between barriers/facilitators and health outcomes.
Because studies of healthcare disparities document that ethnic minority patients are often cared
for by physicians with poorer indicators of technical quality (such as lower procedure volume
rates and higher risk-adjusted mortality rates) and that interpersonal care, including patient-
provider communication, differs by patient ethnicity and by ethnic concordance in the patient-
provider relationship,12 Cooper and colleagues expanded the quality of providers (a mediator
between barriers and outcomes of care) to include technical skills, interpersonal/communication
skills, medical knowledge, and cultural and linguistic competence. 

Appropriateness of care, one of the categories of mediators, was conceptualized as the
degree to which the care delivered to patients is consistent with current standards of care (for
example, beta-blocker use for acute myocardial infarction, or guideline-concordant care for major
depression). Efficacy of treatment, in contrast, was conceptualized as the degree to which a
specific intervention, procedure, regimen, service, or treatment produces beneficial results under
ideal circumstances.13 For example, patient knowledge about injury prevention might be
considered a measure of the efficacy of a provider intervention targeting patient education and
counseling skills regarding injury prevention. Patient adherence to recommended treatment (e.g.,
medication refills, health behavior modification, appointment-keeping) is another healthcare
process measure. We included all mediators from Cooper’s model in a broad category of
healthcare system processes. Finally, in addition to health status and equity of services, Cooper
and colleagues included patient views about healthcare, including their attitudes toward and
experiences with care and satisfaction, since these have emerged as important outcomes that may
differ by race, ethnicity, social class, and language.14

Interventions to improve quality of care and to eliminate racial and ethnic disparities in
healthcare might address a number of personal, structural, or financial barriers/facilitators and
healthcare system processes from our conceptual model. Ideally, the intervention should target
factors known to contribute to disparities in healthcare quality. For example, an intervention to
eliminate racial disparities in cardiovascular procedure use might focus on patient preferences,
patient-provider communication, and provider knowledge of treatment guidelines. An
intervention to eliminate racial disparities in mental health care might target patient attitudes,
such as stigma or fear of medications, primary care provider skills in recognition of mental health
problems, or structural barriers such as the availability of case managers to improve coordination
of care between primary care and mental health treatment settings.

Our conceptualization of cultural competence deserves further attention, since Question 2
in this report specifically addresses the state of the evidence regarding interventions targeting
cultural and linguistic competence. No single definition of cultural competence is universally
accepted. However, several definitions currently in use share the requirement that healthcare
professionals adjust and recognize their own culture in order to understand the culture of the
patient.15 Lack of cultural and linguistic competence can be conceptualized in terms of
organizational, structural, and clinical (interpersonal) barriers to care.5 The Office of Minority
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Health defines cultural competence as the ability of healthcare providers and healthcare
organizations to understand and respond effectively to the cultural and linguistic needs of
patients.16 At the patient-provider level, cultural competence may be defined as the ability of
individuals to establish effective interpersonal and working relationships that overcome cultural
differences.12 The Liaison Committee on Medical Education includes the need for medical
students to recognize and address personal biases in their interactions with patients among their
objectives for cultural competence training.17 Medical educators have defined eight content areas
(general cultural concepts, racism and stereotyping, physician-patient relationships, language,
specific cultural content, access issues, socioeconomic status, and gender roles and sexuality) that
are taught within a commonly accepted rubric of cross-cultural education curricula.18 We
conceptualized cultural competence interventions as those targeting the relevant provider
knowledge, attitudes, and skills (healthcare system mediators in our conceptual model).

In addressing our research questions, we acknowledge the potential for a conceptual
overlap in interventions targeting quality of care broadly and those targeting cultural competence
specifically. There may also be an overlap in interventions that are targeting an organization
broadly and those that are targeting providers specifically. One example of this overlap would be
an intervention that incorporates interpreter services. While one might consider interpreter
services to be an organizational quality improvement strategy that targets structural barriers to
care, this type of intervention also affects healthcare system mediators at the provider level,
including patient-provider communication and provider cultural competence.

Figure 1 shows the elements of the model addressed by the studies included in the
systematic review. We circled the major categories of healthcare system processes that were
targeted by the interventions included in the articles that were eligible for our systematic review.

Literature Search Methods

The process of searching the literature included identifying reference sources, formulating
a search strategy for each source, and executing and documenting each search.

Sources

Our search plan included electronic and hand searching. Several electronic databases
were searched. In February 2003, we searched MEDLINE®, the Cochrane CENTRAL Register of
Controlled Trials (Issue 1, 2003), EMBASE, and the following three specialty databases: the
specialized register of Effective Practice and Organization of Care Cochrane Review Group
(EPOC) which contains studies that report objective measures of professional performance,
patient outcomes or resource utilization identified through extensive electronic and hand
searching; the Research and Development Resource Base in Continuing Medical Education
(RDRB/CME) a Web accessed database of materials concerning program evaluation, physician
performance, change, and healthcare outcomes identified through electronic and hand searching;
and the Cumulative Index of Nursing and Allied Health Literature (CINAHL®).

Hand searching for possibly relevant citations took several forms. First, priority journals
were identified through an analysis of the frequency of citations per journal in the database of
search results as well as through discussions among the EPC team. We identified 12 journals to
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be hand searched (Appendix A). To ensure identification of recent publications, we scanned the
table of contents of each of the 12 journals for relevant citations from January or February 2003
to June 15, 2003 based on the coverage of these journals in MEDLINE®. On the basis of its
coverage, the journal Ethnicity and Disease was searched from the fall 2002 issue forward.

For the second form of hand searching, we scanned the reference lists of key reviews and
reference articles. We used ProCite, a reference management software, to create a database of
reference material identified through an electronic search for relevant guidelines and reviews,
through discussions with experts, and through the article review process. The principal
investigator reviewed a list of the titles and abstracts from this database to identify key reviews.
We then examined the reference lists from these key reviews to identify any additional articles
for consideration.

Finally, we examined the reference lists of eligible articles to identify any potentially
relevant articles. This was completed by the second reviewer as part of the article review process
(see description of article review process below).

Search Terms and Strategies

Search strategies, specific to each database, were designed to maximize sensitivity.
Initially, we developed a core strategy for MEDLINE®, accessed via PubMed, based on an
analysis of the Medical Subject Headings (MeSH) and text words of key articles identified a
priori. Because of the exclusion criterion related to study design, the component of the strategy
specific to Question 1 was combined with the first phase of a previously validated strategy for the
identification of controlled trials 19. No limits were based on type of healthcare provider or
specific minority group. The PubMed strategy was the basis for the strategies developed for the
other electronic databases (Appendix A).

Organization and Tracking of Literature Search

Whenever possible, the results of the searches were downloaded and imported into
ProCite. We used the duplication check in ProCite to include in the Minority Health Citations
Database only articles that were not previously retrieved. This database was used to store
citations and to track the search results and sources. We also used this database to track the
results of the abstract review process and the retrieval of full-text copies of articles.

Abstract Review

Specific inclusion and exclusion criteria were applied at each of the three levels of
review. Criteria became more stringent as the process moved from searching, to reviewing
abstracts, to  reviewing full-text articles. After identifying a citation, two team members
independently reviewed the title and abstract, and articles were included or excluded from the
article review according to the criteria described below.
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Inclusion and Exclusion Criteria

During the abstract review process, emphasis was placed on identifying all articles that
might have original data pertinent to the questions. As previously described, the technical experts
were consulted during the development of inclusion and exclusion criteria. In evaluating titles
and abstracts, the following criteria were used to exclude articles from further consideration:
• published prior to 1980
• not in English
• did not include human data
• contained no original data
• a meeting abstract only (no full article for review)
• not relevant to minority health
• no intervention
• not targeted to healthcare providers or organizations
• no evaluation of an intervention
• article did not apply to any of the study questions

The following additional exclusion criteria were applied to articles addressing Question 1
or strategies to improve minority healthcare quality:
• not a randomized controlled trial or a concurrent (non-historical) controlled trial 
• not conducted in the United States
The rationale for these was to focus on studies that were more likely to provide valid evidence on
the effectiveness of interventions and that could be applied to the healthcare system in the United
States. Strategies employed in other countries may only apply to the healthcare systems in those
countries and may not be amenable to translation to the healthcare system in the United States.
This restriction was not placed on articles addressing Question 2 since it was felt that educational
methods and other strategies to improve cultural competence were likely to be applicable to
providers in the United States. We did not apply any study design limits on articles addressing
Question 2 because preliminary search results indicated that very few of these studies would
meet the more stringent criteria.

Finally, for Question 1 the exclusion criterion of “not relevant to minority health” was
further specified to focus our review on interventions applicable to quality in minority healthcare.
A study was excluded if less than 50 percent of the patients was from a single minority group or
multiple minority groups, or if no subgroup analysis based on racial or ethnic group was
completed. 

Abstract Review Process

Titles and abstracts of all articles retrieved by the literature search were printed on an
abstract form and distributed to two reviewers (Appendix B). The reviewers screened the
abstracts for eligibility and classified them by the research question addressed. When reviewers
agreed there was insufficient information to decide eligibility, the full article was retrieved for
review.
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The results of the abstract review process were entered into the Minority Health Citations
Database. Deleted citations were tagged with the reason for exclusion. Citations were returned to
the reviewers for adjudication if they disagreed on eligibility.

Article Review

The purpose of the article review was to confirm the relevance of each article to the
research questions, to determine methodological characteristics pertaining to study quality, and to
collect evidence pertinent to the research questions.

Quality Assessment and Data Abstraction

Forms were developed to confirm eligibility for full article review, assess study
characteristics, and extract the relevant data for the study questions. The forms were developed
through an iterative process that included the review of forms used for previous EPC projects,
discussions among team members and experts, and pilot testing. This process was challenging
because of the heterogenous literature. We developed separate forms to abstract data for each
question. We used one form to assess the quality of each study. The forms were color coded to
aid reviewers (Appendix B).

Study Quality Assessment
The study quality assessment form had three sections, and reviewers completed the form

for each study. The first section included the exclusion criteria so that reviewers could confirm
the eligibility of the article before proceeding with the full article review. The second section
listed the research questions, thus allowing reviewers to tag articles by the question addressed.
The final section contained questions designed to provide an assessment of study quality. These
questions were designed to assess methodological strengths and weaknesses in several domains:
1) representativeness of targeted healthcare providers and, if appropriate, targeted patients; 2)
potential bias and confounding; 3) description of the intervention; 4) outcomes of the
intervention; and 5) analytic approach, statistical quality, and interpretation. In terms of
generalizability, studies were given credit for adequately describing their populations, but no
judgment was made about whether those populations were representative of the broader
population of minority patients or their providers. Each item was scored for each study with a
value ranging from 0 to 2. We calculated percentage scores for each domain by adding the total
value of the responses and dividing by the total number of possible points for that domain and for
that article (excluding items that were not applicable to certain study design types). We used the
scores to categorize quality assessment for presentation on the evidence tables. For each domain,
scores of 80 percent or higher were given a full circle, scores of 50 to 79 percent were given a
half-filled circle, and scores of less than 50 percent were given an empty circle.

Data Abstraction
We used a separate form for each question to abstract information such as study design,

intervention, and outcome assessment. For articles addressing Question 1, an additional group
description form was completed for each group (or “arm”) in the study. Articles addressing
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Question 1 were categorized as addressing specific clinical areas by using the IOM list of priority
areas 20. We further classified these articles by the IOM framework of consumer perspectives of
healthcare needs that included the categories of staying healthy, getting better, living with illness,
and coping with the end of life.9 

Article Review Process

A serial article review process was employed. In this process, the quality assessment and
abstraction forms were completed by the primary reviewer. The second reviewer, after reading
the article, checked each item on the forms for completeness and accuracy. The second reviewer
also scanned the reference lists of eligible articles to identify potentially relevant articles. The
reviewer pairs were formed to include personnel with domain-specific and/or methodological
expertise.

All information from the article review process was entered in a relational database
(Minority Health Evidence Database). The database was used to maintain and clean the data, as
well as to create evidence and summary tables.

Grading of the Evidence

After all articles were reviewed, the quality of the evidence supporting each question was
graded on the basis of its quality, quantity, and consistency (see Table 1). In terms of quality, the
articles were examined by two criteria: study design and the presence of an objective assessment
of outcomes. To meet the quality criteria for Grade A, there must have been at least one
randomized controlled trial and at least 75 percent of the studies must have used an objective
assessment method. To meet the quality criteria for Grade B, there must have been at least one
controlled trial (not necessarily randomized) AND at least 50 percent of studies must have used
an objective assessment method. To meet the quality criteria for Grade C or D, there did not need
to be any controlled trials and less than 50 percent of studies could have used an objective
assessment to measure outcomes.

In terms of quantity, there had to be at least four studies to meet criteria for Grade A,
three  to meet the criteria for Grade B, two to meet the criteria for Grade C, or fewer than two
studies to meet the criteria for Grade D. In terms of consistency, the results of the studies had to
be consistent to meet the criteria for Grade A, reasonably consistent to meet the criteria for Grade
B, and inconsistent to meet the criteria for Grade C. Where there where too few studies to judge
the consistency the article was assigned Grade D. The grading of the evidence was discussed at a
team meeting and consensus was reached on each criterion. The evidence received a final
“grade” that reflected the lowest rank on each of the four criteria (two for quality and one each
for quantity and consistency).

Peer Review
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Throughout the project, feedback was sought from the technical experts through formal
and ad hoc requests for guidance. A draft of the completed report was sent to the technical
experts, as well as to the partner (NQF), AHRQ and other peer reviewers. Substantive comments
were catalogued and entered into a database. Revisions were made to the evidence report as
warranted, and a summary of the comments and their disposition was submitted to AHRQ with
the final report.





Note: Appendixes and Evidence Tables cited in this report are provided electronically at
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Chapter 3: Results

Literature Search and Abstract Review Process

Results from the search and the abstract review process were maintained in a database
developed in ProCite. A summary of the results of the search and review processes is provided in
Figure 2.

Of the 4,389 citations retrieved by the search methods, 3,710 were uniquely identified,
that is, not previously included in the Minority Health Citations Database. We reviewed 3,703 of
these citations at the abstract review level. We could not determine eligibility for seven articles
that we were unable to retrieve.21-27

Of the 3,703 citations reviewed, we identified 288 (8 percent) as eligible for full article
review. Reviewers did not need to agree on what exclusion criterion applied at the abstract level.
The most frequent reason for exclusion was that the article was not relevant to minority health
(used by one or both reviewers to delete 1,873 citations) and that the article did not describe an
intervention (1,655 citations). Reviewers agreed on the reason for 1,876 of the 3,415 citations
deleted (55 percent). For these articles, the same criteria were the most frequently applied: not
relevant to minority health (806 citations, 43 percent) and no intervention (670 citations, 36
percent).

Article Review Process

From the abstract review process, 288 citations were identified for inclusion in the article
review phase. At the article review level, 197 articles (68 percent) were excluded. The most
frequent reasons for exclusion were no evaluation of an intervention (23 percent), not relevant to
minority health (22 percent), and not targeted to healthcare provider or organization (16 percent).
A listing of the excluded studies, with each article labeled with the reason for exclusion, is
included in this report.

Of the 91 included articles, Question 1 was addressed by 27 articles and Question 2 was
addressed by 64 articles. One article was identified as addressing strategies to address disparities
(Question 1a) and one article was identified as addressing the costs of strategies shown to
improve healthcare quality in minority populations (Question 1b). Of the articles addressing
Question 2, six articles addressed the costs of the strategies to improve cultural competence
(Question 2a). Three articles were identified that included interventions targeted to both
providers and organizations, and each of these addressed Question 1.

Description of the Literature

The identified literature addressing strategies to improve healthcare quality in minority
populations was heterogeneous. The articles were published in a variety of nursing and medical
publications. There were 144 different journals represented by the 288 articles eligible for
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review. The Journal of Nursing Education (16 articles), Academic Medicine (13 articles), and
Journal of Transcultural Nursing (12 articles) had the highest proportion of eligible articles. 

As shown in Figure 3, starting around 1992, the number of publications addressing
healthcare quality in minority populations greatly increased. Thirty-three percent (96 articles) of
the eligible articles were published after 2000.

Question 1: Effectiveness of healthcare quality improvement

strategies for racial/ethnic minorities 

Overview of Reviewed Studies

Of the 27 studies eligible for review, only three studies were published before 1990,28-30

20 were published between 1990 and 1999,31-50 and four were published after 200051-54 (see
Figure 4). All studies were randomized controlled trials (n=20) or concurrent controlled trials
(n=7) (see Evidence Table 1). Despite this, the methodology employed by the studies varied
widely, making synthesis and presentation of the evidence difficult. Some studies examined the
same providers or patients across intervention groups whereas other studies employed a
crossover design. The method of allocation also varied; the intervention assignment was made at
the patient level (n=7), at the patient and provider level (n=6), at the provider level (n=6), at the
provider and clinic/center level (n=2), and at the clinic/center level (n=6).

The majority of articles was in the area of prevention: general prevention (which included
studies on cancer screening, immunization, etc.) (n=3), cancer screening only (n=10), tobacco
cessation (n=2), cholesterol lowering (n=1), and prevention in children/adolescents (n=3). There
were three studies published in the area of mental health (either depression or alcohol abuse) and
one each in the area of chronic renal disease, asthma, acute respiratory tract infections,
emergency medical systems, and advance directives (see Figure 5). From the perspective of the
framework proposed by the Institute of Medicine,9 there were 18 studies in the area of staying
healthy, four in the area of getting better, one in the area of living with illness, one that dealt with
coping at the end of life, and three that were in more than one category. In terms of the
dimensions of quality,9 the majority of studies addressed effectiveness (n=24), although there
were some that addressed timeliness (n=10), safety (n=2), and patient-centeredness (n=5).

Almost all studies were targeted at physicians: either at physicians only (n=17) or at
physicians and mid-level providers (nurses, nurse practitioners, and/or physician assistants)
(n=8). Two studies were not targeted at physicians: one was directed solely at nurses and medical
assistants and the other was aimed at emergency medical personnel. The specialty of the targeted
physicians was most often internal medicine (n=7), but there were also general primary care
(n=3), pediatrics (n=3), family medicine (n=2), adolescent medicine (n=1), and one or more of
the above (n=9). The interventions targeted practicing professionals (n=15), professionals in
training (n=6), or both (n=6). Most interventions occurred in the outpatient setting, either a
hospital outpatient center (n=14), a community health center (n=4), a group practice (n=2), or in
one or more of the above (n=6). One intervention took place in the community.

The racial/ethnic background of the patients in these 27 articles is shown in Figure 6.
Most studies had more than 50 percent African American patients (n=19),28,29,31-36,38,40,42,44-47,49-51,54
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only two had patient populations that were specified as more than 50 percent Hispanic.37,39 and
none had more than 50 percent Asian/Pacific Islander patients or more than 50 percent American
Indian/Alaska Native patients. The remaining six studies had mixed groups (but no more than 50
percent in any one racial/ethnic category).30,41,43,48,52,53 The mean age of patients was younger than
20 years in one study, between 20 and 39 years in two studies, between 40 and 59 years in seven
studies, and over 60 years in five studies. The mean age was not specified in 12 studies. 

All studies had a provider intervention, and most studies used more than one provider
intervention method (see Evidence Table 2). Overall, the most common methods used were
provider education (n=17) and tracking/reminder systems (n=15); a few studies used standing
orders/algorithms (n=4), audit and feedback (n=1), and reward incentives (n=1). However, in
terms of the main intervention method, the primary intervention was a tracking/reminder system
in ten studies, multifaceted interventions in nine studies, provider education in two studies,
bypassing the physician using nurse/nurse practitioners in two studies, use of a structured patient
questionnaire in one study, use of remote simultaneous translation in one study, use of
subspecialty consultation in one study, and use of defibrillators on emergency medical vehicles in
one study. Approximately half (n=14) of the studies had a patient intervention component,
although these studies varied in whether the patient intervention was provided in addition to the
provider intervention or compared to the provider intervention. The intervention was intended
specifically for racial/ethnic minorities in only two studies 37 53.

The most common outcomes (summarized in Figure 7 and Table 3 and detailed in
Evidence Table 3) were related to healthcare process: use of services (7 studies, 13 outcomes),
appropriateness of care (18 studies, 43 outcomes), quality of providers (9 studies, 30 outcomes),
patient adherence (4 studies, 9 outcomes), and efficacy of treatment (1 study, 1 outcome). Patient
health status (7 studies, 21 outcomes), and patient satisfaction (3 studies, 3 outcomes) were also
measured. Most authors reported that their intervention resulted in overall improvement (n=13)
or partial/mixed improvement (n=10), but a few reported that their intervention resulted in no
improvement (n=4).

Quality of Reviewed Studies

The articles were rated in terms of quality in each of five areas or domains: 1)
representativeness, 2) potential for bias/confounding, 3) intervention description, 4) outcome
assessment, and 5) analysis. Selected aspects of quality are summarized in Table 1. Details of the
quality assessment for individual studies are found in Evidence Table 1.

The studies were fairly well described in terms of representativeness (20 of 27 clearly
described healthcare providers and setting) and intervention description (24 of 27 described the
intervention sufficiently to ensure replication). In terms of bias and confounding, although there
were 20 randomized controlled trials, the randomization was considered adequate (in that
investigators could not predict assignment) in only 11 studies. Also, although there were seven
concurrent controlled trials, there was one study in which the comparison group was considered
inadequate (dissimilar). 

The studies were not as well designed in terms of their outcome assessment and analysis.
Although all studies used objective methods to evaluate outcomes, only nine of 27 studies had
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masked outcome assessment, and 13 of 27 studies performed a pre- and a post-intervention
evaluation. Approximately half (15 of 27) reported the numbers for and reasons for non-inclusion
in the study analysis, and almost all (21 of 27) performed a complete statistical analysis
(including the magnitude of difference between groups, an index of variability, and a test
statistic). 

Results of Reviewed Studies

Twenty-seven articles qualified for our review. The results of these articles are organized
by clinical area and by type of intervention. Results are also summarized in Tables 3 and 4 and
detailed in Evidence Table 3. The overall summary columns in Evidence Table 3 are presented
for both comparisons between intervention arms and comparisons within intervention arms (such
as when there was a pre- and a post-intervention assessment), as some studies presented one but
not the other, whereas other studies presented both comparisons. For this purpose, “significant
improvement” refers to outcomes that showed a statistically better effect, “improvement” refers
to outcomes which seemed to have a trend (not statistically significant) towards a better effect,
“no improvement” refers to outcomes that were not improved, “negative effect” refers to
outcomes that were worse after the intervention, and “not available” refers to outcomes for which
no comparison was made.

Results for Question 1 by clinical area

Prevention in Adults
General prevention. Three studies evaluated the impact of quality improvement in the

area of general prevention; two primarily used a tracking/reminder system,28,29 and one primarily
used provider education and “prevention prescription forms”.36 All studies demonstrated
improvements in healthcare processes, such as likelihood of physicians applying preventive care
to eligible patients28,29 and a variety of specific physician counseling behaviors.36 Only one
study28 attempted to measure patient outcomes, and it failed to show improvements in any
physiologic measures such as blood pressure, serum glucose, and serum potassium.

Cancer screening. Ten studies evaluated the impact of quality improvement in the area of
cancer screening,30,31,34,38,40,42,44,47,48,54 and each of these used a unique combination of provider and
patient methods in the intervention and control arms of the study. Most (n=8) used some form of
a tracking/reminder system, and two studies used medical assistants or nurse practitioners to
offer screening directly to patients.31,42 All of these studies measured the impact of the
interventions on the healthcare process, and all studies found some sort of improvement in cancer
screening rates (appropriateness of care) or provider counseling behavior (quality of providers)
for some of their outcomes. None of the studies evaluated the impact of quality improvement on
patient outcomes.

Tobacco cessation. Two studies evaluated the impact of quality improvement in the area
of tobacco cessation; one utilized a tracking/reminder system only,49 and one used a provider
education and reward system.46 Both interventions improved provider counseling behavior, but
the one study that evaluated patient adherence found no effect of the intervention on patient quit
rates.46
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Cholesterol. Only one study evaluated the impact of quality improvement in the area of
hypercholesterolemia.43 The intervention in the study involved provider education, an intensive
tracking/reminder system, and patient education. Although the study did not demonstrate any
improvement in appropriateness of care, there was a significant improvement in patient
adherence to diet therapy and in cholesterol levels for patients in the intervention group.43

Prevention in Children
Injury prevention. One study evaluated the impact of quality improvement in the area of

injury prevention in children.51 This study compared the effects of a minimal provider education
program with an enhanced provider education program and found that patients of the enhanced
intervention providers received more provider injury prevention counseling and were more
satisfied with the injury prevention information provided to them than patients of minimal
intervention providers.51 However, there were no differences in parents’ knowledge of injury
prevention or in their injury prevention practices between the two groups.51

Well-baby care. One study evaluated the relative impact of two different interpretative
systems for non-English-speaking mothers during well-baby care visits.37 The two interpretative
systems were remote simultaneous (in which the interpreter translates simultaneously with the
speaker but is not in the exam room) and proximal consecutive (in which the interpreter is in the
exam room, waits for each person to complete a thought, and then translates the completed
thought). The study found that both patients and physicians preferred the remote simultaneous
translation and that it was associated with fewer misinterpretations and more complete
information.37

Health behavior screening. Only one study evaluated the impact of quality improvement
in the area of health-risk-behavior screening in adolescents.35 The study compared the effects of a
minimal provider education program with provision of a patient-completed standardized health-
behavior-screening instrument to providers. The study found that providers who received the
patient-completed screening instrument spent more time in health behavior counseling versus
assessment and had higher agreement with psychiatrist ratings in assessment of patients at risk.35

There were no differences in patient satisfaction for either group of patients.

Mental Health
Depression. Two studies evaluated the impact of quality improvement in the area of

depression: one that used an intensive program of provider education, depression protocols, and
increased provider visits with depressed patients compared with a minimal provider education
program33 and one that combined a provider education program with an intensive patient
intervention for comparison with a minimal provider education program.53 Both studies found an
improvement in healthcare processes (appropriateness of depression care) for depressed minority
patients.33,53 In terms of health outcomes, the results were mixed; one study found that depression
in both the intervention and control groups improved,33 and the other study found that depression
improved more for the intervention patients than for the control patients.53 

Alcohol. One study addressed quality improvement in the area of alcohol abuse.39 This
study evaluated the relative and combined impact of a physician education and patient
psychoeducation quality improvement program compared with no intervention, and it found
addiction severity decreased over time for all groups (including the no intervention group) and
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physiologic measures of health worsened for all groups.39
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Other Clinical Areas
Asthma. One study evaluated the impact of a minimal quality improvement intervention

compared with an intensive quality improvement intervention (including provider education,
provision or review of practice guidelines, and consultation with expert-physicians) in the care of
asthma for children in public health clinics.41 The study demonstrated improvements in
continuity of care and appropriateness of asthma care for patients in intervention clinics
compared with controls.

Chronic renal disease. One study evaluated the impact of a single nephrology
consultation for patients with chronic renal insufficiency compared with usual care by a primary
care physician.45 The study found that intervention patients had more visits to ophthalmologists,
but had no improvements in health outcomes.

Acute respiratory tract infections. One study evaluated the impact of a provider
education/minimal patient education intervention with a provider education/intensive patient
education intervention, both aimed at decreasing antibiotic prescription rates for acute upper
respiratory tract infections.52 The study found that both interventions were effective in decreasing
unnecessary antibiotic prescriptions without differences between groups

Emergency systems. One study evaluated the effect of providing automated external
defibrillators on emergency medical equipment (and training firefighters in their use) compared
with standard emergency care (which involved cardiopulmonary resuscitation without
defibrillation).32 That study found no differences in health outcomes between the two groups of
patients.

Completion of advance directives. One study used a physician reminder system to
encourage physicians to discuss advance directives with patients.50 The study found that patients
of physicians who had been reminded were more likely to be counseled and to complete advance
directives.50

Results for Question 1 by type of intervention

Each study used a unique combination of intervention methods in a variety of settings and
patient populations. However, for the purpose of synthesis, we have identified the main
intervention method. It should be noted that the categorization of the main intervention method is
a simplification of what was often a complex intervention strategy. Details on the specific study
intervention methods are found in Evidence Table 2.

Tracking/reminder systems: Ten studies used tracking and/or reminder systems to
improve quality of care. Of these, two were in adult general prevention,28 29 six were in adult
cancer screening,29,34,38,40,44,54 one in tobacco cessation,49 and one was in end-of-life care
(completion of advance directives).50 All ten studies demonstrated positive outcomes, primarily
in the appropriateness of care (such as provision of preventive care, tobacco cessation
counseling, or advance directive counseling) category. Overall, there is excellent evidence
supporting the use of tracking/reminder systems aimed at providers of racial/ethnic minority
patients (Evidence Grade A). 

Multifaceted interventions: Nine studies used an intervention that we characterize as
multifaceted, meaning that there two or more (usually more) main intervention
methods.33,39,43,46,47,5341,48,52 Two of these interventions were in adult cancer screening,47,48 one in
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tobacco cessation,46 one in cholesterol reduction,43 three in mental health,33,39,53 one in acute upper
respiratory tract infections,52 and one in asthma.41 Outcomes of these studies are mixed, with
most studies showing improvements in one or two (but not all) outcomes measured. Overall,
there is fair evidence supporting the use of multifaceted interventions aimed at providers of
racial/ethnic minority patients (Evidence Grade C). 

Bypass the physician: Two studies (both in adult cancer screening) bypassed the
physician and had either a nurse or a nurse practitioner offer screening directly to patients, and
both studies demonstrated improvements in the provision of preventive services to patients.31,42

Overall, there is fair evidence supporting the use of bypassing the providers of racial/ethnic
minority patients to offer standardized services directly to patients (Evidence Grade C). 

Provider education: Two studies primarily used provider education as the main
intervention strategy, one in the area of adult general prevention36 and one in prevention of
injuries in children.51 Both studies found improvements in provider counseling behaviors,36,51 but
one measured and did not find any positive effect of the intervention on parental knowledge of
injury prevention (the only outcome categorized as efficacy of treatment) or parental adherence to
provider advice 51. Overall, there is fair evidence supporting the use of provider education aimed
at providers of racial/ethnic minority patients (Evidence Grade C). 

Use of Safe Times Questionnaire (STQ): One study (in the area of prevention for
children) used a structured questionnaire to assess adolescent health behaviors and demonstrated
a positive impact on provider counseling behaviors.35 Overall, there is poor evidence supporting
the use of structured questionnaires for racial/ethnic minority patients (Evidence Grade D). 

Use of Remote Simultaneous Translation (RST): One study compared the accuracy of
translation and quality of patient-physician communication by using remote simultaneous and
proximate consecutive interpretation and found fewer translation errors and enhanced patient and
physician satisfaction by using the RST method.37 Overall, there is poor evidence supporting the
use of remote simultaneous translation for racial/ethnic minority patients (Evidence Grade D). 

Use of specialty consultation: One study evaluated the use of nephrology consults for
patients with chronic kidney disease and found no effect on healthcare process or patient
outcomes.45 Overall, there is poor evidence supporting the use of specialty consults aimed at
providers of racial/ethnic minority patients (Evidence Grade D). 

Use of defibrillators on emergency medical services: One study evaluated the use of
defibrillators on emergency medical services and found no effect on patient outcomes.32 Overall,
there is poor evidence supporting the use of defibrillators on emergency medical services
(Evidence Grade D). 

Results for Question 1a: Strategies to Reduce Disparities 
Only one study specifically addressed the question of whether an intervention could

reduce disparities in healthcare quality between ethnic minority and white persons.53 The study,
which evaluated the impact of two different culturally tailored interventions to improve the
quality of depression care compared with a control group that received no intervention, had
mixed results. There was no differential effect of the interventions on healthcare process for
white versus ethnic minority patients; all patients (African American, Latino, and white) in the
interventions groups were more likely than patients in the control group to receive appropriate
therapy. However, there was a mixed effect on health outcomes: there were improvements for
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African American and Latino patients in the rate of depression compared to controls (with no
improvement for white patients), but there were no improvements for African American and
Latino patients in the intervention groups in employment rates compared with controls (with
improvement for white patients). Overall, there is poor evidence to determine which
interventions might reduce disparities between racial/ethnic minority patients and majority
patients (Evidence Grade D).

Results for Question 1b: Costs of Quality Improvement for Racial/Ethnic Minorities 
Only one study reported on the costs of an intervention aimed at improving the quality of

healthcare for racial/ethnic minority persons.45 This study, which provided case management and
nephrology consultation for patients with chronic renal insufficiency, estimated that it cost a
minimum US $89,355 yearly in 1998 (or $484 per intervention patient), but it found no health
benefits to participants. Overall, there is poor evidence to determine the cost of strategies to
improve the quality of care for racial/ethnic minorities (Evidence Grade D).

Summary of Evidence

Strategies to improve the quality of care for racial/ethnic minority patients have been
implemented in a variety of clinical areas by various methods. Almost all the interventions have
occurred in the primary care setting, and most have focused on the provision of preventive
services. There is excellent evidence that these interventions have improved the quality of
providers (Evidence Grade A), good evidence that these interventions have improved
appropriateness of care (Evidence Grade B), and fair evidence that these interventions have
positively affected patient utilization, adherence, satisfaction, or health status (Evidence Grade
C). 

In terms of intervention methods, there is excellent evidence that provider
tracking/reminder systems are effective in improving the quality of care for racial/ethnic minority
patients (Evidence Grade A), fair evidence that multifaceted interventions, provider education
interventions, and interventions which bypass the physician to offer screening services to
racial/ethnic minority patients can improve quality of care (Evidence Grade C), and insufficient
evidence for the use of any other of the studied interventions (Evidence Grade D). 

There is poor evidence to determine which strategies are most effective in reducing
disparities between minority and white populations (Evidence Grade D). The only study that was
specifically designed to do this had mixed results, with improvements in only one of the two
outcomes assessed.53

There is poor evidence to determine the costs of strategies to improve care and reduce
disparities for minority populations (Evidence Grade D). 

Question 2: Effectiveness of cultural competence training 

Overview of Reviewed Studies

A total of 64 articles addressed strategies to improve the cultural competence of
healthcare providers or organizations. The number of articles published has increased
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substantially over the last decade. Of the 64 total articles, five were published between 1980 and
1989,55-59 30 between 1990 and 1999,60-89 and 29 between 2000 and 200390-118 (see Figure 8).
Most of the articles described interventions that took place in the United States (n=52). The
remainder described interventions in Australia (n=6), the United Kingdom (n=3), Canada (n=2),
or New Zealand (n=1) (see Evidence Table 4). 

Of the 64 articles that qualified for our review, only two were randomized controlled
trials, eight were concurrent controlled trials, and four had an external (non-concurrent) control
group. Most studies were designed without a comparison group; these had either a
post-intervention evaluation only (n=25), a pre- and a post-intervention evaluation (n=20), or a
qualitative evaluation (n=5). Most of the interventions described in the articles targeted nurses
(n=32) or physicians (n=19) (see Figure 9). Most interventions targeted healthcare providers who
were in their pre-professional training (n=38) or who were practicing professionals (n=17) (see
Figure 10).

The content of the curricular interventions varied across the 64 studies. Using a
previously developed framework to categorize cultural competence curricular content,119 we
found that most interventions focused on specific cultural content (n=45), general concepts of
culture (n=43), language (n=15), and patient-provider interaction (n=13). A few articles
describing interventions focused on healthcare access (n=8), racism (n=3), socioeconomic status
(n=2), and gender (n=1). In terms of the specific minority groups that were the focus of the
interventions, e 20 studies mentioned Hispanic persons; 19 African Americans; 16 Asians/Pacific
Islanders; and five, American Indians. 

Most interventions used more than one training method, and no two studies used exactly
the same methods. The most common training methods were group discussion (n=29), lectures
(n=29), case scenarios (n=20), small group work (n=18), clinical experiences (n=17), cultural
immersion (n=17), readings (n=16), role play (n=14), presentations by members of another
culture (n=14), and audio/visual materials (n=14). Less common training methods were
interviews of members of another culture (n=10), practice exercises (n=7), literature (e.g., poems,
stories) (n=5), role play/modeling (n=5), language lessons (n=4), self-study (n=3),
self-reflection/awareness (n=3), standardized patients (n=2), problem-based learning (n=1), and
brainstorming (n=1). 

Most articles did not specify the total contact time that the targeted learners spent in
training (n=32). In those that did specify learner contact time, the majority of interventions were
eight hours or less (n=12), but some were between one and five days (n=10) or longer than one
week (n=10). In terms of timing of the evaluations, 13 evaluations were completed less than one
day after the end of the intervention (immediate post-test), four were completed 1 to 30 days
after, six were completed between one and three months after, six between four and 12 months
after, five more than one year after, six had multiple evaluation time points, and 24 articles did
not specify when the evaluation of the intervention was completed.

Most studies used more than one method for evaluation; the most common methods were
provider self-assessment forms (used in 33 studies), participant ratings of the curriculum (n=19
studies), written exams (n=19 studies), individual provider interviews (n=6 studies), or patient
ratings (n=5 studies). Less common methods of evaluation were essays (n=5 studies), group
interviews (n=5 studies), direct provider observation (n=3 studies), and performance audits (n=1
study). Only four articles attempted to measure patient outcomes; most included some measure of



25

provider outcome, either attitude (n=44), knowledge (n=30), or skills/behaviors (n=22) (see
Figure 11). 

Quality of Reviewed Studies

We assessed the quality of each study in five domains: representativeness, potential for
bias/confounding, intervention description, outcome assessment, and analysis. In general, the
articles were better at adequately describing the healthcare providers (representativeness) and
intervention (intervention description) than at avoiding bias/confounding, ensuring appropriate
outcome assessment, and analysis (see Evidence Table 5).

Selected aspects of the quality assessment are highlighted in Table 4. Of particular note,
less than half (n=27) of the studies had an objective outcome assessment; only one third (n=21)
included enough detail about the intervention to ensure replication; only 17 of the interventions
were developed with a theoretical model; only 21 clearly described the targeted healthcare
providers, setting, and dates of study; only 15 had a complete statistical analysis; only 14
included the numbers and reasons for non-inclusion in the study analysis; only eight had an
adequate comparison group (concurrent and similar); only two had masking of outcome
assessors; and only one study had adequate randomization.

Results of Reviewed Studies

A summary of the results of Question 2 is found in Tables 6. In Table 6 and in our results
below, we focus on the 34 studies with the strongest study design (studies that either had a
comparison group and/or did a pre- and post-intervention evaluation). We did not focus on
articles that described interventions evaluated qualitatively or with only a post-test; however,
these articles were reviewed and are included in the presentation of results in Evidence Table 6 in
the Appendix. The results are presented by outcome type (knowledge, attitude, skills/behavior,
and patient outcomes) and, within outcome type, by targeted provider (physicians, nurses, other
providers/mixed groups).

Knowledge Outcomes
Studies in physicians. Six of the seven studies that evaluated changes in physician

knowledge following implementation of a cultural competence curriculum found an
improvement,63,67,74,96,111 and one study had mixed results.59 Of these six studies, two evaluated
culture-specific knowledge,59,67 and four evaluated knowledge about general cultural
concepts.63,74,96,111 There was no clear pattern regarding which type of knowledge (culture-specific
versus general) was more often enhanced by cultural competence training for physicians.

Studies in nurses. Four of the seven studies that evaluated changes in nurse knowledge
after implementation of a cultural competence curriculum demonstrated an improvement,72,82,94,98

one had mixed results,60 and two showed no improvement.76,91 Of these, four studies evaluated
knowledge of general cultural concepts,72,91,94,98 and three evaluated culture-specific
knowledge.60,76,82 There was no clear pattern regarding which type of knowledge (culture-specific
versus general) was more often affected by cultural competence training for nurses.

Studies in other providers/mixed groups. All six of the studies done in mixed groups of
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providers or other providers (i.e. mental health providers) demonstrated an improvement in
provider knowledge.55,69,73,93,100,108 Three of these studies evaluated knowledge of general cultural
concepts,55,69,100 two evaluated culture-specific knowledge,73,93 and one108 did not specify the type
of knowledge evaluated. There was no clear pattern regarding which type of knowledge
(culture-specific versus general) was more often expanded by cultural competence training for
mixed groups of providers/other providers.

Attitude Outcomes
Studies in physicians. Nine of the 12 studies that evaluated changes in physician attitudes

after cultural competence training demonstrated an improvement in attitudes.111

58,67,74,90,96,102,106,110These nine studies all examined different types of attitudes, such as increased
confidence in communicating with Spanish-speaking patients,106 greater understanding of the
effect of sociocultural issues on the patient-physician relationship,102 and more positive attitudes
towards community health issues.90 

Three of the 12 studies that evaluated changes in physician attitudes after cultural
competence training had no change or mixed results.59,112,118 Notably, one of these studies
demonstrated that after a curriculum that emphasized culture-specific information about
Aboriginals, although students did develop more positive attitudes towards Aboriginal people,
students were also more likely to agree that “in general, Aboriginal people are all pretty much
alike.” 59 

Studies in nurses. Nine of the 10 studies that evaluated change in nurses’ attitudes after
cultural competence training demonstrated some improvement in their attitudes,57,72,82,84,86,88,94,95,98

and one had mixed results.71 Although three of these studies demonstrated improvements in
cultural self-efficacy,86,88,98 the other types of attitudes that were measured in these studies were
varied and sometimes unspecific, for example, “attitudes about cultural patterns.”120

Studies in other providers/mixed groups. All three of the studies that were done in mixed
groups of providers and that evaluated the effect of the intervention on provider attitudes
demonstrated an improvement.69,73,100 These attitudes included enhanced awareness and
appreciation for rural lifestyles,69 an increased interest in learning about patient and family
backgrounds and increased sensitivity to cultural competence,100 and greater sensitivity to
immigrant health concerns.73

Skill/Behavior Outcomes
Studies in physicians. All seven of the studies that evaluated the impact of cultural

competence training on physician skills and/or behaviors demonstrated an
improvement.58,67,74,77,90,106,111 In one study, participants were given 16 one-hour sessions in which
they practiced communication skills with community volunteers and were subsequently shown to
be significantly more competent in interviewing a non-English speaking person as rated by a
masked psychologist assessing videotapes of the interviews.77 In one study, participants scored
higher on a Spanish language test following 20 hours of training in Spanish,67 and in another
study participants used a Spanish interpreter less often after 20 hours of training in Spanish.106

Three other studies demonstrated a positive effect on physicians’ own general skills
self-assessment.74,90,111

Studies in nurses. All five of the studies that evaluated the impact of cultural competence
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training on nurse skills and/or behaviors demonstrated an improvement.57,72,82,84,91 Two of these
studies showed an increase in nurses’ involvement in community-based cancer education
programs,57,82 and another study noted an increase in activities devoted to understanding other
racial/ethnic groups and an increase in self-reported social interactions with peers of different
races/ethnicities.91

Studies in other providers/mixed groups. Both of the studies that evaluated the impact of
cultural competence training on the skills and/or behaviors of other providers/mixed providers
demonstrated an improvement.55,93 In one study, there was an increase in referrals of Hispanic
Alzheimer’s patients and families to appropriate specialized services,93 and in another study
participants were better able to conduct a behavioral analysis and treatment plan.55

Patient Outcomes
Only three articles evaluated patient outcomes: one that targeted physicians,106 one that

targeted mental health counselors,61 and one that targeted a mixed group of providers.100 The
outcome measures were not health outcomes however. All three reported favorable patient
satisfaction measures (all related to the interpersonal aspects of care),61,100,106 and one
demonstrated an improvement in adherence to follow-up among patients assigned to the
intervention group providers.61

In terms of the methods used to bring about such improvements in patient satisfaction and
(in one case) adherence, one study trained four mental health counselors about the attitudes that
low-income African American women bring to counseling (4 hours total);61 another study trained
nine physicians to speak Spanish (20 hours total);106 and the third study implemented a
state-mandated three-day training program focused on team training, recipient recovery
principles, clinical issues, and cultural competence for all staff who have contact with recipients
of inpatient mental healthcare.100 

Results for Question 2a: Costs of Cultural Competence Training
Of the 55 articles eligible for review, only five addressed the costs of cultural competence

training.67,75,90,96,106 Overall, the cost information contained in these articles was too limited to
allow a comprehensive estimate of costs. 

There are limited data on the costs of international cultural immersion. Four of the five
articles67,75,90,96 described the costs of interventions that involved international travel. Of those,
three programs67,90,96 shared the cost of travel with the students, and one program required
students to pay the entire amount.75 Two programs provided US$2000 (in 200096 and in
1995-199690) for each student to travel from the United States to South America, Asia, or Africa
for either six96 or eight90 weeks. In each of these programs, the students paid the remaining costs.
Another program estimated that an 8-day trip from the United States to Mexico cost US$1200
total in 1994, of which the students contributed 60 percent on average and scholarship assistance
for the remainder was available through private donations.67 Another international travel program
estimated that it cost each student in excess of Aust$4000 in 1997 to travel from Australia to
Thailand for four weeks, and the students paid the entire amount.75

There are limited data on the costs of classroom or other types of instruction. One study
estimated the cost of 20 total hours of Spanish language instruction for nine physicians to be US
$2000 in 2000, not including the opportunity costs for physician time (approximately 20 hours
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total for each physician).106 This intervention, which had one of the best evaluations, was able to
show a difference in patient satisfaction. In another program, 60 hours of classroom instruction
(20 hours of Spanish-language instruction and 40 hours of cultural competence training focused
on Hispanic populations) were provided for 19 students at an estimated local cost of US $3000 in
1994, of which each student contributed US $80.67 Finally, one program matched 26 students to
26 local ethnically diverse families, asked the students to visit the family six times, and paid each
family US $400 in 1996 to 2000.90

Summary of Evidence

There is excellent evidence to suggest that cultural competence training can favorably
affect the knowledge of healthcare providers (Evidence Grade A) and good evidence that cultural
competence training can improve the attitudes and skills of healthcare providers (Evidence Grade
B). However, the studies are heterogeneous (perhaps reflecting the complexity of interventions),
and it is difficult to conclude which specific types of training interventions are effective in
improving particular outcomes. Even within an outcome category, outcome measurements are
not uniform, making it difficult to determine which specific types of knowledge, attitudes, or
skills are affected by cultural competence training. No studies have examined quality of care
process outcomes.

There is good evidence from three studies to suggest that cultural competence training
can favorably affect patient satisfaction (Evidence Grade B) and poor evidence that cultural
competence training can improve patient adherence (Evidence Grade D), although the one study
that examined patient adherence demonstrated a positive impact. No studies have evaluated
patient health outcomes.

Evidence is insufficient to determine the cost of cultural competence training (Evidence
Grade D). However, one of the studies that demonstrated an improvement in patient satisfaction
also included information about cost, and so perhaps the best evidence is its estimated US $2000
to train nine emergency department physicians in the Spanish language.106
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Chapter 4: Discussion

Summary of Findings

Question 1. Effectiveness of healthcare quality improvement
interventions for racial/ethnic minorities

Summary of Study Characteristics
• Almost all the interventions occurred in primary care settings and most of the

studies  occurred in the area of prevention. 
• Most studies targeted healthcare providers caring for a majority of African

American patients.
• The most common main intervention methods are tracking/reminder systems and

multifaceted interventions. Most studies utilized methods that were generic
quality improvement strategies, and only two studies specifically targeted the
needs of racial/ethnic minority patients.

Summary of Study Results
• There is excellent evidence that quality improvement strategies aimed at the

healthcare providers of racial/ethnic minority patients are effective in improving
the quality of providers (Evidence Grade A), good evidence that these strategies
are effective in improving appropriateness of care (Evidence Grade B), and fair
evidence that these strategies can improve patient health service utilization,
adherence, satisfaction, and health status (Evidence Grade C).

• There is excellent evidence that tracking/reminder systems aimed at providers of
racial/ethnic minority patients are effective in improving the quality of care
(Evidence Grade A), fair evidence that multifaceted interventions, provider
education interventions and interventions bypassing the physician to offer services
directly to patients can improve quality of care for racial/ethnic minority patients
(Evidence Grade C), and poor evidence to support the use of any of the other
strategies (Evidence Grade D). Of note, however, were two types of interventions
with favorable results (employed in one study each, thus receiving an evidence
grade of D) that may be worth further study: use of remote simultaneous
translation for patients with limited English proficiency and the use of the Safe
Times Questionnaire for health behaviors risk assessment in adolescents.

• There is poor evidence to determine which strategies are most effective in
reducing disparities between ethnic minority and white populations (Evidence
Grade D). Only one study was designed to do this (with mixed results), and this is
a critical gap in the literature.

• There is poor evidence to determine the costs of strategies to improve care and
reduce disparities for ethnic minority populations (Evidence Grade D).
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Question 2. Effectiveness of cultural competence training

Summary of Study Characteristics
• Studies have been conducted across a wide range of healthcare provider

specialties and training levels.
• The curricular methods utilized are heterogenous; there were no two studies that

used the same combination of intervention methods.

Summary of Study Results
• There is excellent evidence to suggest that cultural competence training can

increase the knowledge of healthcare providers (Evidence Grade A) and good
evidence that cultural competence training can improve the attitudes and skills of
healthcare providers (Evidence Grade B).

• There is good evidence from three studies to suggest that cultural competence
training can raise patient satisfaction (Evidence Grade B) and poor evidence that
cultural competence training can affect patient adherence (Evidence Grade D)
although the one study that was designed to measure patient adherence
demonstrated favorable results.

• There are no studies that have evaluated the impact of cultural competence
training on patient health status outcomes.

• There is insufficient evidence , because of heterogeneity of the literature, to
suggest which types of cultural competence training (i.e., lecture, workshop, small
group, cultural immersion) are most effective.

• There is poor evidence to determine the cost of cultural competence training
(Evidence Grade D). 

Limitations of Literature and Report

General Limitations 

• Eligibility was limited to English language published reports of studies. There is,
therefore, a possibility of publication bias. Although, our resources did not permit
extensive searching of the non-English language and gray literature, recent work
has suggested that results of reviews with these limits do not differ substantially
from reviews with no such limits.121

• Eligibility was limited to articles published after 1980.

Limitations of Literature and Report for Question 1

Limitations of the Literature
• There were small numbers of studies in each clinical category (except prevention),

and many priority conditions that have had documented healthcare disparities
(such as HIV/AIDS, cardiovascular disease, diabetes mellitus, infant mortality)
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were not represented. 
• Only two studies used interventions actually tailored for the healthcare needs of

racial/ethnic minorities. The majority of interventions did not target aspects of
care that have been demonstrated to be disparate between minority and majority
patient populations; instead most were generic quality improvement interventions
targeted at providers of racial/ethnic minority patients.

• The targeted processes of care were not always evidence-based practices for any
patient population (for example, oral cavity exams or breast self-examinations for
cancer screening) and would therefore be unlikely to improve the quality of care
or reduce disparities for racial/ethnic minority patients.

• Few studies measured patient outcomes; most measured healthcare process. This
limitation would not be as significant if the studies had targeted processes of care
that were more closely linked to patient outcomes (i.e., more evidence based).

• Very few studies were completed in Hispanic populations and none in American
Indians/Alaska Natives or in Asians/Pacific Islanders.

• Each study used slightly different intervention methods, making generalizations
across studies difficult.

• Studies used multicomponent interventions and did not examine separate
components.

• There may have been studies that had data on racial/ethnic minorities that was not
presented and therefore wouldn’t have qualified for our review.

• Most studies did not include data on costs.

Limitations of the Report 
• Only interventions targeting providers/organizations were included; interventions

directly targeting patients may also be promising strategies to improve the quality
of care and reduce racial/ethnic disparities, but theyare not reflected in this report.

• Only randomized controlled trials and concurrent controlled trials were included;
there may be other worthwhile interventions that have been evaluated with other
study designs.

• Eligibility was limited to studies conducted in the United States. There may have
been other promising interventions conducted in other countries that are not
reflected in this report.

• We made no assessment of the generalizability of the study population of targeted
providers in terms of whether they were representative of the population of
providers caring for racial/ethnic minorities.

Limitations of Literature and Report for Question 2

Limitations of the Literature
• Most studies were designed without a comparison group for evaluation.
• There were few standardized instruments for measuring cultural competence and

very few outcome assessments were objectively measured. There were often no
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data in the articles concerning the psychometric properties of the instruments.
• Many articles did not describe the curricular interventions well enough to ensure

replication.
• Each curricular intervention was different, making generalizability across studies

difficult.
• Few studies measured patient outcomes and none measured health status. Some

studies included only curriculum evaluation as an outcome.
• Most studies did not include data on costs.

Limitations of the Report
• We made no attempt to assess the psychometric properties of the instruments used

to measure cultural competence.
• Our review focuses on interventions aimed at the education of healthcare

providers and therefore falls more narrowly into the provider education
recommendation of the National Standards for Culturally and Linguistically
Appropriate Services in Healthcare published by the Office of Minority Health.17

Future Research

Research on Improving the Quality of Care and Reducing Disparities
for Racial/Ethnic Minorities

• More research is needed that is designed specifically to reduce racial/ethnic
disparities in healthcare quality, for example, research that targets healthcare
processes known to be a source of racial/ethnic disparities. 

• It is necessary to distinguish between interventions aimed at improving the quality
of care for all persons and those aimed at improving quality of care for
racial/ethnic minority populations specifically (such as reducing provider bias). 

• More quality improvement interventions in racial/ethnic minority populations
should be focused on priority conditions for which there are documented health
disparities such as infant mortality, cardiovascular disease, diabetes mellitus, and
HIV/AIDS. 

• When generic quality improvement interventions are done in mixed populations,
subgroup analyses should evaluate the effect of the interventions in racial/ethnic
minority patients, such that we understand the effect on equality of treatment.

• Studies ought to include patient outcomes, have longer follow-up, and link
process of care to health outcomes.

• There is a need to replicate promising intervention strategies in different
healthcare settings and organizations. For example, more studies are needed in
acute care and specialty settings.

• More studies are needed in Asian/Pacific Islander, American Indian/Alaska Native
and Hispanic populations.

• More information is needed about the costs of various strategies to improve
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healthcare quality and reduce racial disparity.
• The literature is expanding rapidly, and updated evidence assessments will be

needed soon.
• Funding for this research is needed.

Research on Cultural Competence

• Curricular objectives need to be measurable and linked to measured outcomes.
• Outcomes should be measured objectively.
• There is a need for standardized, reliable, and valid instruments to measure

aspects of cultural competence.
• Studies evaluating the effect of cultural competence training need to have a pre-

and post-intervention evaluation and/or comparison group; there is a need for
more randomized controlled trials in this area.

• Studies should measure the effect of the curricular interventions on healthcare
process and patient outcomes including health status.

• Researchers should comprehensively describe the curricular interventions.
• Studies ought to include more comprehensive information about resources needed

and cost of cultural competence training.
• The literature is expanding rapidly, and updated evidence assessments will be

needed soon.
• Funding for this research is needed.
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diagnostic p rotocol vs   h ospitalization  in

patients with chest pain: a randomized controlled

trial. JAMA 1997; 278(20): 1670-6.
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not targeted to healthcare providers or
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mortality and  hospital use o f commun ity-

dwelling older adults. J Gerontol A Biol Sci Med

Sci 2001; 56(2): M106-12.
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organizations
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the impact of continuous quality improvement on

clinical practic e: what it will take to ac celerate

progress. Milbank 1998; 76(4): 593-624, 510.

no evaluation of an intervention
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affecting participation in a mammography

screening program among members of an urban

Detroit health maintenance organization. Cancer

Detect Prev 1998; 22(1): 30-8.
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no original data
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not relevant to minority health

Thob aben M , Mattingly H J. Cultural sens itivity:

educating home healthcare nurses to be

transcultural nurses. Home Healthc Nurse 1993;

11(4): 61-3.
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Appendix A: Search Strings and Priority Journals
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Search Strategy for MEDLINE®

((minority groups[mh] OR ethnic groups[mh] OR urban health[mh] OR urban population[mh]
OR minority[tiab] OR urban[tiab] OR inner-city[tiab] OR black*[tiab] OR african
american*[tiab] OR mexican*[tiab] OR native*[tiab] OR indian*[tiab] OR latina[tiab] OR
latino[tiab]) AND (nurs*[tiab] OR physician*[tiab] OR health professional*[tiab] OR health care
provider*[tiab] OR health personnel[mh]) AND (randomized controlled trial [pt] OR controlled
clinical trial [pt] OR randomized controlled trials [mh] OR random allocation [mh] OR double-
blind method [mh] OR single-blind method [mh]) NOT (animal [mh] NOT human [mh])) OR
((cultura*[tiab] OR multicultural[tiab] OR transcultural[tiab] OR divers*[tiab] OR cultural
diversity[mh] OR transcultural nursing[mh] OR ethnic[tw] OR minority[tw]) AND
(competen*[tiab] OR sensitiv*[tiab] OR attitude*[tiab] OR experience[tiab] OR
knowledge[tiab]) AND (education[mh] OR ed[sh] OR educat*[tiab] OR train*[tiab] OR
curriculum[tiab]) AND (nurs*[tiab] OR physician*[tiab] OR health professional*[tiab] OR
health care provider*[tiab] OR student*[tiab])) AND eng[la] AND 1980:2003[dp] NOT
review[pt]
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Search Strategy for the Cochrane CENTRAL Register of Controlled Trials

1 (minority or ethnic or (inner next city) or cultural) (1980 to current date)
2 ((health next professional) or physician or nurse) (1980 to current date)
3 1 and 2
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Search Strategy for EMBASE

1 cultural.mp
2 "ETHNIC, RACIAL AND RELIGIOUS GROUPS"/ or ETHNIC DIFFERENCE/ or

"ETHNIC OR RACIAL ASPECTS"/ or "ETHNIC AND RACIAL GROUPS"/ or
ETHNIC GROUP/ or ethnic.mp.

3 MINORITY GROUP/ or minority.mp.
4 1 or 2 or 3
5 exp EDUCATION/ or education.mp.
6 4 and 5
7 health professional.mp. or Health Practitioner/
8 (physician or nurse).mp.
9 STUDENT/
10 7 or 8 or 9
11 6 and 10
12 cultural competence.mp
13 11 or 12
14 limit 13 to (human and english language)
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Search Strategy for the Cumulative Index of Nursing and Alliance Health Literature
(CINAHL)

((minority in TI,AB or ethnic in TI,AB or urban in TI,AB or inner-city in TI,AB or
"Cultural-Diversity" / all TOPICAL SUBHEADINGS / all AGE SUBHEADINGS in DE or
“Minority-Groups” /all TOPICAL SUBHEADINGS /all AGE SUBHEADINGS in DE or
“Ethnic-Groups” /all TOPICAL SUBHEADINGS /all AGE SUBHEADINGS in DE or “Urban-
Health” /all TOPICAL SUBHEADINGS /all AGE SUBHEADINGS in DE)  and
("Health-Personnel" / all TOPICAL SUBHEADINGS / all AGE SUBHEADINGS in DE or
health care provider* in TI,AB or nurs* in TI,AB or physician* in TI,AB or health professional*
in TI,AB) and (LA:NU = ENGLISH) and (PY:NU >= 1980) AND (“clinical trials” /all
TOPICAL SUBHEADINGS /all AGE SUBHEADINGS in DE)) or (("Education-" / all
TOPICAL SUBHEADINGS / all AGE SUBHEADINGS in DE or  educat* in TI,AB or train* in
TI,AB or curriculum in TI,AB ) and ( "Transcultural-Nursing" / all TOPICAL SUBHEADINGS /
all AGE SUBHEADINGS in DE or  "Cultural-Diversity" / all TOPICAL SUBHEADINGS / all
AGE SUBHEADINGS in DE or "Cultural-Sensitivity" / all TOPICAL SUBHEADINGS / all
AGE SUBHEADINGS in DE or  "Cultural-Competence" / all TOPICAL SUBHEADINGS / all
AGE SUBHEADINGS in DE or ((cultura* in TI,AB or divers* in TI,AB) and (sensitiv* in
TI,AB or attitude in TI,AB or knowledge in TI,AB or competen* in TI,AB))) and
("Health-Personnel" / all TOPICAL SUBHEADINGS / all AGE SUBHEADINGS in DE or 
"health care provider*" in TI,AB or nurs* in TI,AB or physician* in TI,AB or "health
professional*" in TI,AB ) and (LA:NU = ENGLISH) and (PY:NU >= 1980))
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Search Strategy for the Specialized Register of Effective Practice and Organization of Care
Cochrane Review Group (EPOC)

(minority OR ethnic OR cultural OR urban)
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Search Strategy for the Research and Development Resource Base in Continuing Medical
Education (RDRB/CME)

• selected indexed and non-indexed fields
• OR’d terms together

minority
cultural
racial
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Journals Hand Searched

Academic Medicine

Archives of Pediatric and Adolescent Medicine

Ethnicity and Disease

Health Services Research

Journal of the American Medical Association

Journal of General Internal Medicine

Journal of Health Care for the Poor and Underserved

Journal of Transcultural Nursing

Medical Care

Milbank Quarterly

New England Journal of Medicine

Pediatrics
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Appendix B: Abstraction Forms
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 EPC Minority Health  Reviewer: _________
Abstract Review Form

Data Entry: ________

Delete article because (check only one):

9 published prior to 1980

9 not in English

9 does not inc lude huma n data

9 no original d ata

9 meeting abstract (no full article for review)

9 not relevant to  minority health

    (include <50% minority or no subgroup analysis)

9 no intervention

9 not targeted to health care providers or organizations

9 has no evaluation of an intervention

9 other: (specify) ________________________

Article addresses only quality question (Q1) and is: 

9 not RCT  or concu rrent CCT  (non historica l)

9 not conducted in the U.S.

9 Unclear: get article to decide

Do not go on if any item above is checked.

 

Article addresses following questions (check all that apply):

Strategies targeted at healthcare professionals to:

Quality

     9 improve quality  of  minority healthcare  (Q1)

     9 reducing dispa rities in health or in healthcare (Q1a)

     9 costs  of strategies (Q1b)

Cultural competence

    9  improve cultural competence of healthcare professionals (Q2)

    9 costs  of strategies  (Q2a)

9 This article does not apply to any of the questions

9 Get article for reference regarding:____________________________
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Minority Health Article Quality Assessment Form

Article ID: _____________        Reviewer 1:_____________        Reviewer 2:_____________

Section I: Article Eligibility: Review eligibility criteria before abstracting 

Article is not eligible for review because (Check one):
" published prior to 1980
" not in English
" does not include human data
" no original data     
" meeting abstract (no full article for review) 
" not relevant to minority health (includes #50% minority OR no subgroup analysis)
" no intervention
" not targeted to health care providers or organizations
" no evaluation of an intervention
" this article does not apply to any of the questions
" other: (specify)____________________________________

Article addresses only quality (Q1) and is:
" not RCT or concurrent CCT (non historical)
" not conducted in the U.S. 

IF ANY OF THE ABOVE ITEMS IS CHECKED, STOP: DO NOT CONTINUE
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Section II: Focus of Article

Article provides information to address the following questions (Check all that apply):

Q1  Quality of Care Complete Quality
Assessment Form AND
the green Content Review
Form

9 What strategies targeted at health care providers or
organizations, have been shown to improve minority health
care quality? (Q1)

9 Which of these strategies have been shown to be effective in
reducing disparities in health or in health care between
minority and white populations? (Q1a)

9 What are the costs of these strategies? (Q1b)

Q2  Cultural Competence Complete Quality
Assessment Form AND
the blue Content Review
Form

9 What strategies have been shown to improve the cultural
competence of health care providers or organizations? (Q2)

9 What are the costs of these strategies? (Q2a)

9  Article addresses intervention targeted to health care
organizations   ONLY

STOP and return the
forms to Keo

9  Article addresses intervention targeted at BOTH health care  
providers and organizations

Complete Quality
Assessment Form AND
the relevant Content
Review Form for health
care providers only

Section III: Representativeness of Targeted Health Care Providers

For each question, circle one response in the column on the right.

1. Does the study describe the
setting and population from
which the health care
providers sample was drawn,
and give the dates of the
study? (e.g., clinic or
hospital-based; nurses,
dentists, physicians, etc.)

a. Adequate (Setting AND population described
AND start/end date specified)

2

b. Fair (One or more of these NOT reported
OR poor description)

1

c. Inadequate (Not specified) 0
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2. Was information provided
on health care providers
who were excluded or not
participating in the
intervention? 

a. Adequate (All reasons for exclusion/non
participation AND number OR
specified no exclusions/non
participation)

2

b. Fair (Only one of above criteria specified
or information not sufficient to allow
replication)

1

c. Inadequate (None of the above criteria specified) 0

3. Does the study describe
key health care provider
characteristics at enrollment?

Demographics: age, gender,
specialty, race/ethnicity, years
in practice or training level

a. Adequate (Complete demographic description) 
(3-4 features)

2

b. Fair (Partial demographic description) 
(1-2 features)

1

c. Inadequate (No demographic features described) 0

Section IV: Representativeness of Targeted Patients

For each question, circle one numeric response.

4. Were patients involved in
the study?

a. Yes ¸ If yes, continue to Q5

b. No ¸ If no, skip to Q7

5. Does the study describe the
setting and population from
which the study sample of
patients was drawn? (e.g.,
hospital/clinic OR
community; all patients in
practice; diabetics)

a. Adequate (Setting AND population described) 2

b. Fair (One or more of these NOT reported
OR poor description)

1

c. Inadequate (None Specified) 0

6. Does the study describe
key patient characteristics?

Demographics: age, gender,
SES, race/ethnicity,
comorbidity

a. Adequate (Complete demographic description)
(3-4 features)

2

b. Fair (Partial demographic description) (1-2
features)

1

c. Inadequate (No demographic features described) 0

Section V: Bias and Confounding
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For each question, circle one response in the column on the right.

7. Was there an appropriate
comparison group?

a. Adequate (Concurrent and similar group) 2

b. Fair (Non-concurrent OR non-similar) 1

c. Inadequate (Non-concurrent AND non-similar) 0

d. None ±Skip to item 11 0

8. Was assignment of
participant groups
randomized?

a. Adequate (Investigators could not predict
assignment)

2

b. Partial (Date of birth, admission date,
hospital record number, or other non-
random scheme for assignment, OR
did not state)

1

c. Not randomized 0

d. Unclear 0

9. Did the health care
provider group(s) have any
important differences on key
provider characteristics?

Demographics: age, gender,
specialty, race/ethnicity, years
in practice or level of training

a. Groups equivalent in all factors examined OR
appropriate adjustment

2

b. Groups have minor difference in 1 or 2 factors 1.5

c. Groups have an important difference in one or more
factors OR minor difference in more than two factors

1

d. Health care provider characteristics not reported 0

10. Did the patient group(s)
have any important
differences on key patient
characteristics? 

Demographics: age, gender,
SES, race/ethnicity,
comorbidity

a. Groups equivalent in all factors examined OR
appropriate adjustment

2

b. Groups have minor difference in 1 or 2 factors 1.5

c. Groups have an important difference in one or more
factors OR minor difference in more than two factors

1

d. Patient characteristics not reported 0

e. Patients are not the unit of observation N/A
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Section VI: Description of the Intervention

For each question, circle one response in the column on the right.

11. Does the intervention
have stated objectives?

a. Adequate (Objectives stated clearly) 2

b. Fair (Objectives stated, but unclear) 1

c. Inadequate (Objectives not stated) 0

12. Was there a complete
description of the
intervention?

a. Adequate (Intervention could be replicated given
the completeness of description)

2

b. Fair (Some detail but insufficient to ensure
replication)

1

c. Inadequate (Minimal to no detail) 0

Section VII: Outcomes of the Intervention

For each question, circle one response in the column on the right.

13. Was there blinding of
outcome assessors?

a. Yes 2

b. No 0

c. No comparison group N/A

14. Assessment of the
intervention was based upon:

a. Pre- AND post-intervention evaluation 2

b. Post-intervention evaluation 1

15. Were objective methods
used to evaluate outcomes?

a. Adequate (Evaluation methods were objective,
e.g., statistics, written exams, video)

2

b. Fair (Objectivity of evaluation is
questionable, e.g., de-briefing, self-
assessment)

1

c. Inadequate (Evaluation methods not objective,
e.g., participant essay OR methods
unclear)

0
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Section VIII: Analytic Approach

For each question, circle one response in the column on the right.

16. Did the study report the
numbers of AND reasons for
non-inclusion in the study
analysis?

a. Numbers AND reasons for withdrawal reported or
NO withdrawals

2

b. Numbers OR reasons reported 1

c. Neither numbers NOR reasons reported 0

17. What was the greatest
percentage of health care
providers in a study group
that withdrew from the study
protocol OR were lost to
follow-up at the final
evaluation?

a. < 10% withdrew or were lost to follow-up 2

b. 10 - 30% withdrew or were lost 1

c. > 30% withdrew or were lost 0

d. Withdrawals/lost to follow-up not stated 0

e. Providers not the unit of observation N/A

18. What was the greatest
percentage of patients in a
study group that withdrew
from the study protocol or
were lost to follow-up?

a. < 10% withdrew or were lost to follow-up 2

b. 10 - 30% withdrew or were lost to follow-up 1

c. > 30% withdrew or were lost to follow-up 0

d. Withdrawals/lost to follow-up not stated 0

e. Patients are not the unit of observation N/A

19. Was there differential loss
to follow-up between groups?

a. No loss to follow-up OR no difference between
groups

2

b. Minor differences in loss to follow-up between
groups

1

c. Major differences in loss to follow-up between
groups

0

d. Withdrawals/loss to follow-up not stated 0

e. No comparison group N/A
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Section IX: Statistical Quality and Interpretation

For each question, circle one response in the column on the right.

20. For primary endpoints of
the evaluation, does the study
report the magnitude of
difference between groups
(include pre post test) AND
an index of variability -
including pre-post testing
(e.g., test statistic, p value,
standard error, confidence
interval)?

a. Adequate (Both reported with index of
variability using standard error or
confidence intervals)

2

b. Fair (Both reported with index of
variability using only test statistic or p
value)

1

c. Inadequate (One or both not reported) 0

d. No comparisons (Descriptive analysis only) 0

e. Qualitative analysis only N/A

21. Were the appropriate
analyses and statistical tests
performed?

a. Adequate (Yes, for all analyses) 2

b. Fair (Yes, but for only some of the
analyses)

1

c. Inadequate (Not performed for any of the analyses
OR not able to tell)

0

d. Not applicable N/A

THANK YOU! For completing this form. Please return to Keo.
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Minority Health Content Review Form
for Key Question 1 (Quality)

Article ID: _______________ Reviewer 1: ____________ Reviewer 2: ____________

1. What health care professionals are targeted? (Check all that apply)

9 Community health worker 9 Physician

9 Dentist 9 Other (specify): ______________________

9 Nurse 9 Not specified

9 Pharmacist

2. Training level? (Check all that apply)

9 Pre-professional training (medical/nursing student)

9 Resident/fellow

9 Professional (i.e., completed training)

9 Other (specify): __________________________________________

9 Not specified

3. Clinical specialty? (Check all that apply)

9 Emergency medicine 9 Psychiatry

9 Family medicine 9 Surgery

9 Internal medicine 9 Other (specify): ______________________

9 Obstetrics and gynecology 9 Not specified

9 Pediatrics 9 N/A (for non-physicians and all students) 

9 Primary care

4. Where did the targeted health care provider(s) practice? (Check all that apply)

9 Community health center OR free
    standing clinic

9 Hospital inpatient

9 Hospital outpatient clinic

9 Home/community (not health care
    setting)

9 Group practice

9 Solo practice

9 Not specified

9 Other (specify): ______________________________
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5. What was the main objective of the study?__________________________________________

______________________________________________________________________________

______________________________________________________________________________

6. The objectives addressed which dimension of quality (Refer to IOM definitions handout)?
(Check all that apply)

Consumer perspectives on
health care needs

Safety Effectiveness
Patient

centeredness
Timeliness

Staying healthy 9 9 9 9

Getting better 9 9 9 9

Living with illness or disability 9 9 9 9

Coping with the end of life 9 9 9 9

7. Which of the following areas does this article address? (Check all that apply)

9 Care coordination 9 Self-management/health literacy

9 Asthma 9 Cancer screening

9 Children with special health care
    needs

9 Diabetes

9 Frailty associated with old age

9 Hypertension 9 Immunization

9 Ischemic heart disease 9 Major depression (clinical depression)

9 Medication management 9 Nosocomial infections

9 Pain control 9 Pregnancy and childbirth

9 Mental illness 9 Stroke

9 Tobacco dependence 9 Obesity

9 End of life 9 Other ___________________________

8. Study design? (Check one)

" Randomized controlled trial (RCT) " Concurrent controlled trial (CCT)

9. Was assignment of the intervention made at the patient or provider level or both? (Check one)

" Patients " Providers " Clinics

" Both (patients and providers) " Both (providers and clinics)

10. How many groups, including the control group, are there in this study?        _______  groups
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11. Name, in one or two words, each group to be abstracted, e.g., control; nurse I; 4th year
students.  Continue with this form and then complete a Group Description for Key Question 1
(pink sheets) for each group listed below. 

Group name

Group A Control

Group B

Group C

Group D

Group E

Group F

12. Enter numbers for entire study (total for all groups).  Enter “NS” where the number of
participants is not specified and “NA” where not applicable, e.g., if no participants in study.  
“# completed” refers to number of participants included in analysis for the entire study.

 Patients Providers Clinics

# 
recruited

 # completed
study

#
recruited

 # completed
study

# 
recruited

 # completed
study

13. When was the evaluation completed? (Check all that apply)

9 < 1 day after end of intervention (includes immediate post test)

9 1 - 29 days after end of intervention

9 1 - 3 months after end of intervention

9 4 - 6 months after end of intervention

9 7 - 12 months after end of intervention

9 > 1 year after end of intervention

9 Not specified
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14. Enter patient characteristics for the entire study as given, e.g., Ns OR %s,  for entire study
(total for all groups).  Enter “NS” where the number of participants is not specified and “NA”
where not applicable.  Enter age range only if mean is not provided.  If no patients in study, skip
to item 16, next page.  Group level information must be entered on Group Description for Key
Question 1 (pink sheets):

9 No patient information

N %

Female

9 Not specified

Asian/Pacific Islander

9 Not specified

African American

9 Not specified

Caucasian

9 Not specified

Hispanic

9 Not specified

American Indian/Alaskan
Native

9 Not specified

Mean Range

Age

9 Not specified

Years of education

9 Not specified

15. Outcomes of the provider targeted intervention assessed by (check one):

" Patient outcomes " Provider outcomes " Both
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16. What health care quality outcomes related to the intervention objectives were assessed and how measured?
Outcome type codes: Utilization = U; Quality of Providers = QP; Appropriateness of Care = AC; Efficacy of Treatment = ET; 
Patient Adherence = PA; Health Status = HS; Patient Satisfaction = PS.  This item continued next page for additional outcomes.

Outcome type
(select code from

list above)

Outcome (e.g., physician

counseling behavior, immunization

rates, cancer  screening tests, e tc.)

How measured (e.g., provid er self

report, me dical reco rd review, p atient repor t,

administrative  or claims, etc.)

Intervention effects (specify group

comparison ou tcomes)
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16 (Continued). What health care quality outcomes related to the intervention objectives were assessed and how measured?
Outcome type codes: Utilization = U; Quality of Providers = QP; Appropriateness of Care = AC; Efficacy of Treatment = ET; 
Patient Adherence = PA; Health Status = HS; Patient Satisfaction = PS.

Outcome type
(select code from

list above)

Outcome (e.g., physician

counseling behavior, immunization

rates, cancer  screening tests, e tc.)

How measured (e.g., provid er self

report, me dical reco rd review, p atient repor t,

administrative  or claims, etc.)

Intervention effects (specify group

comparison outcomes, refer to question 10)
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17. Author conclusion/summary: (Check one)

" Overall improvement after intervention

" Partial improvement or mixed results

" No improvement after intervention

" Unclear

" Other (specify): ___________________________

18. Briefly summarize the authors’ main conclusion(s): _________________________________

______________________________________________________________________________

______________________________________________________________________________

19. Reflecting back on this study as a whole, what is your overall impression of the quality of the
study? (Check one)

" Very good

" Fair

" Poor

20. Any other comments for us?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Thank you ....and please continue.

Complete a Group Description form (pink sheets) for each group (A-F) listed in Item 11, 
page 3, MH Content Review Form for KQ1. 

When all forms are completed, please assemble them and bring them to the next meeting.
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Minority Health Content Review Form
Group Description for Key Question 1 (Quality)

Article ID: _______________ Reviewer 1: ____________ Reviewer 2: ____________

Group (from Item 11, p 3, MH Content Review Form for KQ1. Circle): A    B    C    D    E    F

Group Name (from Item 11, p 3, MH Content Review Form for KQ1.) _____________________
 
1G.  Enter patient characteristics as given, e.g., Ns OR %s.  Enter “NS” where the number of
participants is not specified and “NA” where not applicable.  Enter age range only if mean is not
provided.  If no patients in study, skip to item 2G, next page. 

9 No patient information

N %

Female

9 Not specified

Asian/Pacific Islander

9 Not specified

African American

9 Not specified

Caucasian

9 Not specified

Hispanic

9 Not specified

American Indian/Alaskan
Native

9 Not specified

Mean Range

Age

9 Not specified

Years of education

9 Not specified
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2G. Briefly describe the group intervention described on this form.  Identify whether usual care
or provider or patient focus. Enter “NS” where number of participants is not specified and “NA”
where not applicable.  “# completed” refers to total # included in analysis for this group.  

Column 1 Column 2

Patients

# recruited

                #          

          completed

                

Providers

# recruited

               #           

          completed

              

Clinics

# recruited

               #           

          completed

Indicate group type and provide brief group

description,  e.g., providers given computer

reminders ; patients given w ritten material)

9 No intervention/usual care

9 Provider intervention

9 Patient intervention

3G. Were there educational methods used in the provider intervention?

 9 Yes (Continue to item 4G) 9 No educational methods (Skip to item 8G)

4G.  Educational methods used:  (Check all that apply)

9  Written material (book, flyer, journal, article)

9  AV material (audiotape, videotape, guidelines, case studies)

9  Computer-based material (CD, software, Internet)

9  Lecture

9  Self-study

9  Small group

9 Simulated patients

9 Academic detailing

9 Other___________________________________________
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5G. Number of training sessions for the main educational intervention?    _____ sessions 9  N/S

6G. What was the average duration for one training session for the main educational
intervention?

" < 2 hours

" 2 - 10 hours

" 11 - 20 hours

" > 20 hours

" Not specified

7G. How often were the sessions held for the main educational intervention?

" Once only

" Weekly

" Monthly

" Other (specify): ___________________________

" Not specified

8G. What other methods were used? (check all that apply)

9 No other methods used

9 Tracking/reminder system

9 Audit & feedback

9 Standing orders/protocols/guidelines/algorithms 

9 Reward incentive

9  Penalty incentive

9 Other (describe): _____________________________
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9G. How much time elapsed from the beginning to the end of the intervention?

" < 1 day

" 1 - 29 days

" 1 - 3 months

" 4 - 6 months

" 7 - 12 months

" > 1 year

" Not specified

10G. Comments about intervention if not captured by previous questions (i.e., brief description
intervention, including duration and frequency).

Thank you ....and please continue.

Complete a Group Description form (pink sheets) for each group (A-F) listed in Item 11,
page 3, MH Content Review Form for KQ1.

When all forms are completed, please assemble them and bring them to the next meeting.
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Minority Health Content Review Form for 
Key Question 2 (Cultural Competence)

  Article ID: _______________ Reviewer 1: ____________ Reviewer 2: ____________

1. What health care professionals are targeted? (Check all that apply)

9 Community health worker 9 Physician

9 Dentist 9 Other (specify): ______________________

9 Nurse 9 Not specified

9 Pharmacist

2. Training level? (Check all that apply)

9 Pre-professional training (medical/nursing student)

9 Resident/fellow

9 Practicing professional (i.e., completed training)

9 Other (Specify): ______________________

9 Not specified

3. Study design? (Check one)

a. Controlled trial

" Randomized controlled trial (RCT)

" Concurrent controlled trial (CCT)

b. Uncontrolled

" Pre/post test

" Post test only

c. Other (specify): ______________________

d. Not specified

4. In what part of the world was the intervention mainly performed? (Check all that apply)

9 Africa 9 U.K.

9 Asia 9 U.S.

9 Australia 9 Other (specify): ______________________

9 Canada 9 Not specified

9 Mexico, South or Central America
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5. What was the setting of the educational intervention? (Check all that apply)

9 Continuing medical education/
continuing nursing education

9 Ambulatory health care setting

9 Community health clinic

9 Health professional school 9 Community (includes cultural
immersion)

9 Professional meeting/conference 9 Hospital

9 Residency program 9 Workshop

9 Not specified

9 Other (specify): ______________________

6. What are the educational objectives of the intervention?

Objectives
(U all that apply)

Describe briefly (use key words and point form)

9 Knowledge

9 Attitudes/Beliefs

9 Skills

9 Behaviors

9 Patient outcomes
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7. What methods were used in the intervention? (Check all that apply)

9 Audio/visual (e.g. videotapes) 9 Literature (poems, stories)

9 Brainstorming 9 Presentations by community members,
members of another culture9 Case scenarios

9 Clinical experiences 9 Problem based learning

9 Culture immersion 9 Readings

9 Demonstration/role modeling 9 Role play

9 Discussion (group) 9 Standardized patient (includes OSCEs)

9 Drill/practice exercise 9 Self reflection/awareness

9 Interviewing members of another
culture

9 Self study

9 Language lessons 9 Small group

9 Lectures 9 Not specified

9 Other (specify): ___________________________

8. How was the intervention developed? (Check all that apply)

9 Literature review 9 Learner input

9 Guidelines 9 Theoretical model (specify): ________________

9 Focus groups 9 Other (specify): _________________

9 Expert opinion 9 Not specified

9. How many training sessions were held?

___________________

" Not specified

10. What was the average duration for one training session (i.e., contact time)?

" < 2 hours

" 2 - 10 hours

" 11 - 20 hours

" > 20 hours

" Not specified
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11. How often were the sessions held?

" Once only

" Weekly

" Monthly

" Other (specify): ________________

" Not specified

12. When was the evaluation completed? (Check all that apply)

9 < 1 day after end of intervention (includes immediate post test)

9 1 - 29 days after end of intervention

9 1 - 3 months after end of intervention

9 4 - 6 months after end of intervention

9 7 - 12 months after end of intervention

9 > 1 year after end of intervention

9 Not specified

13. Comments about intervention if not captured by previous questions (i.e., briefly describe
intervention, including duration and frequency).

14. Methods used in evaluation of this intervention: (Check all that apply)

9 Computer interactive tests 9 Participant ratings of curriculum

9 Essays 9 Patient rating

9 Group interviews 9 Self-assessment forms

9 Individual interviews 9 Video or audiotape feedback/analysis

9 Observer/rater questionnaire
(includes family)

9 Written exam

9 Other (specify): __________________

9 Performance audits 9 Not specified



33

15. What were the outcomes?

(U  all that apply) Briefly describe the outcomes including differential outcomes
for comparison groups, if relevant.

9 Knowledge

9 Attitudes/Beliefs

9 Skills

9 Behaviors

9 Patient outcomes

9 Curriculum
evaluation

9 Other

16. Author conclusion/summary:

9 Overall improvement after intervention

9 Partial improvement or mixed results

9 No improvement after intervention

9 Unclear

9 Other (specify): __________________________
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17. Briefly summarize the authors’ main conclusion(s):

18. Reflecting back on this study as a whole, what is your overall impression of the quality of the
study?

9 Very Good

9 Fair

9 Poor

19. Any other comments for us?

THANK YOU! For completing this form. Please return to Keo.
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Appendix C: Evidence Tables
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Evidence Table 1: Description of study characteristics for articles addressing Question 1          

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy

PREVENTION, ADULT

Adult, General Prevention

Gemson,
1995

Physician

Resident/fellow,
Professional
n=254

CCT Hospital
Outpatient

Tobacco,
Cancer,
Immunization,
Obesity,
Exercise
counselling

To test the effectiveness of a
multifaceted physician prevention
education program using prototype
materials from "Put Prevention into
Practice Program" and didactic
nursing.

McDonald,
1984

Physician, nurse
clinicians

Resident/fellow,
Professional
n=126

RCT Hospital
Outpatient

Cancer,
Immunization,
Obesity

To determine the effect of the
reminder system on physician's use
of individual actions and to find
improvements in patient outcomes
that may result from the computer
reminders.

Turner, 1989 Physician

Resident/fellow
n=34

CCT Hospital
Outpatient

Cancer,
Immunization

To determine if two different
interventions (computer
record/reminder for physician and
preventive status questionnaire for
patients) would influence the rate of
preventive services.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy
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Adult, Cancer Screening

Burack, 1994 Nurse, Physician

Professional
n=25

RCT Community
Health Clinic,
Hospital
Outpatient,
HMO

Cancer To determine effectiveness of a
patient and physician reminder
system to increase use of screening
mammography.

Burack, 1996 Physician

Professional
n=20

RCT Group
Practice, HMO

Cancer To evaluate the overall effectiveness
of the four combinations of
patient/physician reminders on
mammography screening.

Burack, 1997 Physician

Professional
n=not applicable

RCT Community
Health Clinic,
HMO

Cancer To evaluate the sustained
effectiveness of a computerized
reminder system in promoting
mammography during a second year
of continuing education.

Burack, 1998 Physician

Professional
n=20

RCT Group Practice Cancer To evaluate the overall effectiveness
of the combinations of patient and
physician reminder interventions
regarding pap smear use.

Burack, 2003 Physician

Professional
n=20

RCT Home/
Community,
HMO

Cancer To better understand the potential
interaction among procedure
reminders.

Chambers,
1989

Physician

Resident/fellow,
Professional
n=30

RCT Hospital
Outpatient

Cancer To investigate the influence on
mammogram ordering of a reminder
bulletin or "ticker system" integrated
with a microcomputerized system
that links clinical encounters data
and billing data.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy
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Dietrich, 1998 Nurse, Physician,
Office staff, Clinical
directors

Professional
n=not specified

RCT Community
Health Clinic

Cancer To test an intervention for increasing
rates of cancer early-detection
services in community/migrant health
centers.

Mandelblatt,
1993

Nurse, Physician

Resident/fellow,
Professional
n=not specified

CCT Hospital
Outpatient

Cancer To increase breast and cervical
cancer screening among elderly
black women of low socioeconomic
status using public hospital primary
care clinics.

Manfredi,
1998

Physician

Professional
n=not specified

RCT Group
Practice, Solo
Practice,
HMO,
Community of
free standing
clinics

Cancer To evaluate a health maintenance
organization-sponsored intervention
to improve cancer screening in
private physician practices serving
low-income minority populations.

McCarthy,
1997

Nurse, Medical
assistant

Professional
n=not specified

CCT Hospital
Outpatient

Cancer (1) To develop new processes for
offering mammography. (2) To
determine whether protocols
executed completely by non-
physicians would increase
mammography utilization.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy
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Adult ,Tobacco Cessation

Ahluwalia,
1999

Physician

Resident/fellow
n=45

CCT Hospital
Outpatient

Tobacco To assess whether or not a smoking
status stamp would change physician
counseling patterns.

Allen, 1998 Physician

Resident/fellow
n=158

RCT Hospital
Outpatient

Tobacco To assess the effectiveness of
physicians in training counseling for
smoking cessation in African
Americans.

Adult, Cholesterol

Keyserling,
1997

Physician, Nurse
practitioners,
Physician assistants

Professional
n=42

RCT Community
Health Clinic

Hypercholester
olemia

To assess the effectiveness of a
cholesterol-lowering intervention
designed to facilitate the
management of
hypercholesterolemia by primary
care clinicians.

PREVENTION, CHILDREN 

Health Behavior Screening 

Schubiner,
1994

Physician

Pre-professional
training,
Resident/fellow
n=not specified

RCT Community
Health Clinic

Health behavior
screening

To determine the effect of use of the
Safe Times Questionnaire (STQ) on
the length and nature of the
psychosocial risk assessment, the
degree of patient satisfaction, and
the ability of physicians to identify
adolescents at risk in the topic area
covered by the STQ.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy
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Injury Prevention in Children

Gielen, 2001 Physician

Resident/fellow
n=31

RCT Hospital
Outpatient

Injury
prevention in
children

To improve patients' safety practices
for the prevention of burns, falls and
poisoning among children aged 0 to
2 years living in low income inner-city
neighborhoods.

Well Baby Care

Hornberger,
1996

Physician

Professional
n=4

RCT Hospital
Outpatient

Well baby care To determine the impact of remote
simultaneous versus proximate
consecutive interpretation on
translation errors, provider and
patient satisfaction, provider ratings
of patient understanding, and
accuracy of translation.

MENTAL HEALTH

Alcohol

Burge, 1997 Physician

Resident/fellow
n=not specified

RCT Hospital
Outpatient

Alcohol abuse To examine the effect of two primary
care interventions for alcohol abuse
on outpatients (1) drinking patterns,
(2) psychosocial problems, and (3)
blood test results over a period of 18
months.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy
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Depression

Callahan,
1994

Physician

Professional
n=103

RCT Group Practice Care
coordination,
Major
depression

To assess the effect of a multi-
faceted physician targeted
intervention to improve the
recognition and treatment of
depression in primary care among an
elderly population with co-
morbidities.

Miranda,
2003

Nurse, Physician,
Nurse practitioner

Professional
n=181

RCT Group
Practice, HMO
Primary Care
Practice

Major
depression

To determine if quality improvement,
practice initiated interventions for
depressed primary care clinics can
improve care across groups and
improve health and employment
outcomes among ethnic minorities
over those of whites.

OTHER CLINICAL AREAS

Acute Respiratory Infections

Harris, 2003 Physician, Nurse
practitioner

Professional
n=42

CCT Hospital
Outpatient

Prescribing for
acute
respiratory tract
infections

To decrease unnecessary antibiotic
use for acute respiratory tract
infections in adults in a point of
service health care setting.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy

47

Asthma

Evans, 1997 Nurse, Physician,
Clerical staff,
Laboratory
technicians, Public
health assistants

Professional
n=134

RCT Community
Health Clinic

Asthma To determine if training of
professional and support staff (in
intervention clinics) would (1)
increase the number of children
diagnosed with asthma and receiving
continuing care and (2) improve
quality of care by increasing staff use
of new pharmacologic and
educational treatment methods.

Chronic renal disease

Harris, 1998 Physician

Resident/fellow,
Professional
n=not applicable

RCT Hospital
Outpatient

Care
coordination,
Renal disease

To assess whether a comprehens ive
multidisciplinary program for chronic
renal insufficiency patients slow the
decline of renal function.

Emergency Systems 

Kellermann,
1993

Firefighters

Professional
n=40

CCT Home/Commu
nity

Emergency first
response

(1) To determine if first responder
defibrillation can improve rates of
cardiac resuscitation and survival in
urban EMS system served by
paramedics. (2) To determine if rapid
pre-hospital defibrillation can
compensate for delayed notification
of EMS or lack of bystander CPR. (3)
To determine if station characteristics
can be used to identify optimal
locations of automated external
defibrillators.



Evidence Table 1: Description of study characteristics for articles addressing Question 1 (continued)  

Study
Targeted Healthcare
Providers/Levels of
Training/ Number of

Providers

Study
Design a

Study Setting Clinical Areas  Objectives

Summary of Quality Assessment b

Rep Bias Inter Out Analy
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End of Life

Dexter, 1998 Physician

Resident/fellow,
Professional
n=147

RCT Hospital
Outpatient

End of Life Determine effect of computer-
generated reminders to physicians
on frequency of  advance direct ive
discussions between patients and
their primary care givers.

 a CCT= controlled clinical trial; RCT= randomized controlled trial

 a assessments of methodological strengths and weaknesses in 5 domains, as categorized by following symbols:

 = quality score of 80% or above

 = quality score of 50 to 79%

 = quality score of less than 50%
Domains:
Rep = representativeness of targeted healthcare providers and/or patients
Bias = potential for bias and confounding
Inter = description of interventions
Out = assessment of outcomes
Analy = analytic approach
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Evidence Table 2: Description of intervention characteristics for articles addressing Question 1

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions

PREVENTION, ADULT

Adult, General Prevention

Gemson, 1995 Physician
Resident/fellow,
Professional

CCT Control
n=471

93% African
American, 5%
Hispanic

No Interventions

Intervention
n=529

92% African
American, 5%
Hispanic

Education, pads of
prevention
prescription forms

Written Material, AV
material, Lecture

McDonald, 1984 Physician, nurse
clinicians
Resident/fellow,
Professional

RCT Control
n=not specified

No Interventions

Intervention
n=not specified

Tracking/reminder
system

Turner, 1989 Physician
Resident/fellow

CCT Patient
intervention
n=86

Questionnaire of status of
preventive services before
primary care visit

Physician and
patient
interventions
n=64

Tracking/reminder
system

Questionnaire of status of
preventive services before
primary care visit

Physician
intervention
n=103

Tracking/reminder
system



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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Adult, Cancer Screening

Burack, 1994 Nurse, Physician
Professional

RCT Full intervention
n=1382

Education,
Tracking/reminder
system

Lecture Elimination of out-of-Pocket
expenses for patients, post-
card and telephone follow-
up

Limited
intervention
n=1343

Education Lecture Elimination of out-of-pocket
expenses for patients

Burack, 1996 Physician
Professional

RCT Control
n=596

No Interventions

Patient
reminders
n=592

Patient reminder letters

Physician and
patient reminders
n=590

Tracking/reminder
system

Patient reminder letters

Physician
reminders
n=590

Tracking/reminder
system

Burack, 1997 Physician
Professional

RCT Full intervention
n=1413

Education,
Tracking/reminder
system

Physician and staff
orientation

Limited
intervention
n=1413

Education Physician and staff
orientation



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions

51

Burack, 1998 Physician
Professional

RCT Control
n=964

No Interventions

Patient
reminders
n=964

Patient reminder letters

Physician and
patient reminder
n=960

Tracking/reminder
system

Patient reminder letters

Physician
reminders
n=960

Tracking/reminder
system

Burack, 2003 Physician
Professional

RCT Mammogram
only reminder
group
n=1228

Tracking/reminder
system

Patient reminder letter

Pap smear and
mammogram
reminder group
n=1243

Tracking/reminder
system

Patient reminder letter

Chambers, 1989 Physician
Resident/fellow,
Professional

RCT Control
n=623

31% White No Interventions

Intervention
n=639

28% White Tracking/reminder
system



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions

52

Dietrich, 1998 Nurse, Physician,
Office staff,
Clinical directors
Professional

RCT Control
n=1267

23% African
American, 22%
White, 26%
Hispanic

No Interventions

Intervention
n=1381

31% African
American, 22%
White, 22%
Hispanic

Education,
Tracking/reminder
system, preventive
care flow sheets,
advice to center
leaders, external
chart identifiers

Written Material,
provider workshops

Patient-held health diaries,
patient education materials

Mandelblatt, 1993 Nurse, Physician
Resident/fellow,
Professional

CCT Control
n=not specified

82% African
American, 15%
White, 2%
Hispanic

Tracking/reminder
system

Intervention
n=not specified

93% African
American, 1%
White, 1%
Hispanic

Screening offered
directly to patient by
nurse practitioner

Patient counseling and
screening offered directly to
patient by nurse practitioner

Manfredi, 1998 Physician
Professional

RCT Control
n=42230

Flow sheets supplied
but not actively
encouraged

Intervention
n=52392

Education,
Tracking/reminder
system, Audit &
Feedback,
incorporation of
cancer screening in
guidelines and into
HMO quality
assurance
procedures

Written Material, on-
site training of staff
and 2 follow-up
assistant visits  CME
seminar for
physicians, NCI
screening guidelines

Health maintenance cards
with letter of explanation
from HMO



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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McCarthy, 1997 Nurse, Medical
assistant
Professional

CCT Control (Clinic A)
n=2560

79% African
American, 18%
White

No Interventions

Control (Clinic B)
n=2124 

73% African
American, 24%
White

No Interventions

Intervention
n=1250

82% African
American, 15%
White

Education, Nurses
and medical
assistants screened
all patients to ensure
mammography was
up to date and then
initiated referrals for
patients not up to
date

Flow diagram for
mammogram
screening

Adult, Tobacco Cessation

Ahluwalia, 1999 Physician
Resident/fellow

CCT Control
n=not specified

100% African
American

No Interventions

Intervention
n=not specified

100% African
American

Tracking/reminder
system, smoking
stamp which
physicians needed to
mark as never,
former, or current

Allen, 1998 Physician
Resident/fellow

RCT Control
n=571

100% African
American

No Interventions

Intervention
n=515

100% African
American

Education, Reward
Incentive, summary
sheet of patient's
smoking history on
outside of medical
record

Written Material, AV
material, Lecture,
review of videotapes
of counseling
sessions, didactic
sessions, role play

Written material given to
patients about smoking
cessation



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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Adult, Cholesterol

Keyserling, 1997 Physician, Nurse
practitioners,
Physician
assistants
Professional

RCT Control
n=188

40% African
American, 47%
White, 12%
American
Indian/Native
Alaskan

No Interventions

Intervention
n=184

39% African
American, 50%
White, 11%
American
Indian/Native
Alaskan

Education,
Tracking/reminder
system, nutritionist
completed summary
on each referred
patient which was
mailed to clinician,
letter to clinician
urging drug treatment
in all patients who
have not responded
to diet therapy after 7
months

Written Material,
Lecture

Patient education materials

PREVENTION, CHILDREN

Health Behavior Screening

Schubiner, 1994 Physician
Pre-professional
training,
Resident/fellow

RCT Control
(Interview)
n=not specified

Education Written Material,
Lecture

Intervention
(STQ)
n=not specified

Education, provision
of Safe Times
Questionnaire
completed by patient

Written Material,
Lecture



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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Injury Prevention in Children

Gielen, 2001 Physician
Resident/fellow

RCT Control
n=76

Education Written Material,
Lecture

Intervention
n=120

Education Written Material,
Lecture, 5 additional
hours of experiential
learning

Well Baby Care

Hornberger, 1996 Physician
Professional

RCT Proximate
consecutive
translation
n=not specified

100% Hispanic Proximate
consecutive
translation of patient
and physician
statements by an
interpreter in the
examination room

Remote
simultaneous
translation
n=not specified

100% Hispanic Remote
simultaneous
translation of patient
and physician
statements by
interpreter in another
location



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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MENTAL HEALTH

Alcohol

Burge, 1997 Physician
Resident/fellow

RCT Control
n=not specified

100% Hispanic No Interventions

Patient
intervention
n=not specified

100% Hispanic Psychoeducation (9 hours)

Physician and
patient
intervention
n=not specified

100% Hispanic Education,
Tracking/reminder
system, Standing
Orders/protocols/guid
elines/algorithms

Written Material,
Lecture (8 hours)

Psychoeducation (9 hours)

Physician
intervention
n=not specified

100% Hispanic Education,
Tracking/reminder
system, Standing
Orders/protocols/guid
elines/algorithms

Written Material,
lecture (8 hours)

Depression

Callahan, 1994 Physician
Professional

RCT Control
n=100

53% African
American

Education Lecture

Intervention
n=75

50% African
American

Education, Standing
Orders/protocols/guid
elines/algorithms, 3
additional primary
care visits scheduled
with depressed
patients

Written Material,
Lecture, instruction in
use of materials



Evidence Table 2: Description of intervention characteristics for articles addressing Question 1 (continued)
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Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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Miranda, 2003 Nurse, Physician,
nurse practitioner
Professional

RCT Behavioral
therapists
n=not specified

Education, in kind
resources to support
costs

Written Material,
Lecture, Small Group,
Academic Detailing

Nurse used culturally
tailored written materials
and videotapes to activate
depressed patients to
engage in treatment and
psychotherapist provided
individual and group
Cognitive Behavioral
Therapy for 8-12 sessions

Control
n=not specified

Written Material,
(national practice
guidelines)

Nurse follow-up
n=not specified

Education, in kind
resources to support
costs

Written Material,
Lecture, Small Group,
Academic Detailing

Nurse used culturally
tailored written materials
and videotapes to activate
depressed patients to
engage in treatment and
then nurses provided
follow-up assessments for 6
to 12 months
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Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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OTHER CLINICAL AREAS

Acute Respiratory Infections

Harris, 2003 Physician, nurse
practitioners
Professional

CCT Baseline control
group
n=671

16% African
American, 39%
White, 42%
Hispanic

No Interventions

Full intervention
n=393

9% African
American, 35%
White, 41%
Hispanic

Education, Standing
Orders/protocols/guid
elines/algorithms,
posters for acute
respiratory infection
treatment guidelines
in exam rooms

Written Material,
Computer-based
material, Lecture

Posters in exam rooms,
computerized education in
waiting room for patients

Limited
intervention
n=805

12% African
American, 37%
White, 48%
Hispanic

Education, Standing
Orders/protocols/guid
elines/algorithms,
posters for acute
respiratory infection
treatment guidelines
in exam rooms

Written Material,
Lecture

Posters in exam rooms
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Healthcare

Providers/Levels
of Training

Study
Design

Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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Asthma

Evans, 1997 Nurse, Physician,
Clerical staff,
Laboratory
technicians,
Public health
assistants
Professional

RCT Control
n=not specified

46% African
American, 34%
Hispanic

Standing
Orders/protocols/guid
elines/algorithms,
access to new
medicines through
increased distribution
to clinics

Intervention
n=not specified

44% African
American, 33%
Hispanic

Education, Standing
Orders/protocols/guid
elines/algorithms,
access to new
medicines through
increased distribution
to clinics 1) monthly
visits by nurse-
educator to clinic to
help solve problems,
2) consultation
(telephone) available
with "expert"
physician

Written Material, AV
material, Lecture,
Small Group,
interactive exercise,
performance of skit,
clinical observation of
"expert" physicians

Chronic renal disease

Harris, 1998 Physician
Resident/fellow,
Professional

RCT Control
n=231

80% African
American

No Interventions

Intervention
n=206

81% African
American

Letter to primary care
physician including
summary of actions
taken by consultant
nephrologist,
suggestions for future
care, and summary
of clinic visit

Consultation with
nephrologist
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Providers/Levels
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Group Patient
Race/Ethnicity

Interventions Educational Methods Patient Interventions
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Emergency systems

Kellermann, 1993 Firefighters
Professional

CCT Cardiopulmonary
resuscitation
control
n=432

59% African
American

No Interventions

Automated
external
defibrillators
n=447

60% African
American

Education Simulated cardiac
arrest scenario ("mega
code" exercise)

End of life

Dexter, 1998 Physician
Resident/fellow,
Professional

RCT Control
n=253

60% African
American, 39%
White

Education Written Material,
Lecture, Face-to-face
meetings

Instruction and
Proxy
Intervention
n=277

56% African
American, 44%
White

Education,
Tracking/reminder
system

Written Material,
Lecture, Face-to-face
meetings

Instruction
Directive
n=219

56% African
American, 44%
White

Education,
Tracking/reminder
system

Written Material,
Lecture, Face-to-face
meetings

Proxy Directive
n=260

49% African
American, 51%
White

Education,
Tracking/reminder
system

Written Material,
Lecture, Face-to-face
meetings
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Evidence Table 3: Results from articles addressing Question 1 

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary

PREVENTION, ADULT

Adult, General Prevention

Gemson,
1995

Physician
Resident/fellow,
Professional

CCT Quality of
Providers

Breast self
examination
counseling

Patient report Changes in breast self-exam
counseling rates received by
patients pre and post
intervention time period:
intervention + 0.12 (p<0.01);
control -0.06 (p=0.25).

not available significant
improvement

Quality of
Providers

Nutrition and
weight control
counseling

Patient report Changes in nutrition and
weight control counseling
rates received by patients
pre and post intervention
time period: intervention
+0.11 (p=0.02); control -0.05
(p=0.27).

not available significant
improvement

Quality of
Providers

Prevention
knowledge

Provider written
test

The overall change in
physician knowledge of
prevention was significantly
greater for the intervention
[+2.67 (SD 3.96)] compared
to control [+1.58 (SD 3.43)]
(p=0.03).

significant
improvement

not available

Quality of
Providers

Exercise
counseling

Provider self
report

Positive change in physician
exercise counseling practices
comparing intervention to
control (p<0.01).

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Quality of
Providers

Nutrition and
weight control
counseling

Provider self
report

Positive change in physician
nutrition and weight control
counseling practices
comparing intervention to
control (p<0.01).

significant
improvement

not available

Quality of
Providers

Smoking
cessation
counseling

Patient report Change in receipt of smoking
cessation counseling rates
pre and post intervention
time period: intervention
+0.03 (p=0.08), control +0.01
(p=0.4).

not available improvement

Quality of
Providers

Breast cancer
screening

Provider self
report

Positive change in physician
breast cancer screening
practices comparing
intervention to control
(p=0.01).

significant
improvement

not available

Quality of
Providers

Smoking
cessation
counseling

Provider self
report

Positive change in physician
smoking cessation
counseling practices
comparing intervention to
control (p<0.01).

significant
improvement

not available

Quality of
Providers

Exercise
counseling

Patient report Changes in exercise
counseling rates received by
patients pre and post
intervention time period:
intervention + 0.07 (p<0.01);
control + 0.03 (p=0.14).

not available significant
improvement



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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McDonald,
1984

Physician, nurse
clinicians
Resident/fellow,
Professional

RCT Health Status Blood pressure,
weight, serum
glucose, serum
hemoglobin,
serum
potassium, and
blood urea
nitrogen

Medical record
review

No significant differences
between patients assigned to
intervention group physicians
and control physicians.

no
improvement

not available

Utilization Hospitalizations
and emergency
room visits for
patients eligible
for pneumococal
or influenza
vaccines

Review of
admission logs

Patients cared for by
intervention group physicians
had fewer hospitalizations
and emergency room visits in
the years influenza occurred
(p<0.02).

significant
improvement

not available

Utilization Overall number
of
hospitalizations,
emergency room
visits, or clinic
visits

Review of
admission logs

No significant overall
differences between patients
assigned to intervention
group physicians and control
physicians.

no
improvement

not available

Appropriateness of
Care

Physician
response to
computerized
reminders

Computer record
review

49% of physicians responded
to computerized reminders in
intervention group compared
to 29% in control group
(p<0.001).

significant
improvement

not available

Appropriateness of
Care

Physician
response to
computerized
reminders
regarding
preventive care

Computer record
review

Physicians in intervention
group were 2 to 4 times more
likely to apply preventive
care to their eligible patients
than were control group
physicians (p<0.005).

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary

64

Turner,
1989

Physician
Resident/fellow

CCT Appropriateness of
Care

Guaiac test rates Medical record
review

Guaiac test rates increased
from 34.1% to 50% in the
physician-reminder group
(p<0.05), increased from
32.6% to 42.5% (p=ns) in the
patient-reminder group, and
increased from 29.7% to
46.1% (p<0.05) in the
combined intervention group.

not available significant
improvement

Appropriateness of
Care

Rectal exam
rates

Medical record
review

Rectal exam rates increased
from 10.4% to 52.6% in the
physician-reminder group
(p<0.05), increased from
32.3% to 46.9% (p<0.05) in
the patient-reminder group,
and increased from 34.1% to
57.1% (p<0.05) in the
combined intervention group.

not available significant
improvement

Appropriateness of
Care

Pap smear rates Medical record
review

Pap smear rates increased
from 20.3% to 33.1% in the
physician-reminder group
(p=ns), decreased from
29.4% to 27.5% (p=ns) in the
patient-reminder group, and
increased from 20.5% to 40%
(p=ns) in the combined
intervention group.

not available no
improvement



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Appropriateness of
Care

Breast exam
rates

Medical record
review

Breast exam rates increased
from 37.5% to 53.5% in the
physician-reminder group
(p<0.05), increased from
41.2% to 53.6% (p<0.05) in
the patient-reminder group,
and increased from 38.3% to
47.8% (p=ns) in the
combined intervention group.

not available significant
improvement

Appropriateness of
Care

Mammogram
rates

Medical record
review

Mammogram rates increased
from 14.3% to 15% in the
physician-reminder group
(p=ns), increased from 15%
to 46.6% (p<0.05) in the
patient-reminder group, and
increased from 0% to 4.8%
(p=ns) in the combined
intervention group.

not available significant
improvement

Appropriateness of
Care

Tetanus
immunization
rates

Medical record
review

No change reported in any
group.

not available no
improvement

Adult, Cancer Screening

Burack,
1994

Nurse, Physician
Professional

RCT Appropriateness of
Care

Mammogram
appointment

Mammogram
appointment
rates

At each site, full intervention
status was associated with
significant increase in
mammogram appointment
rates with absolute increase
from 13% to 29% compared
to limited intervention.

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Appropriateness of
Care

Overall use of
mammography

Mammogram
appointment
completion rates

Compared to limited
intervention, full intervention
was associated with a
significant increase in the
mammography rate at each
of the sites.

significant
improvement

not available

Appropriateness of
Care

Completion of
first
mammogram
appointment

Completed
mammogram
appointments

No differences in completion
of first mammography
appointment between full
intervention groups.

not available not available

Burack,
1996

Physician
Professional

RCT Utilization Primary care
visit rates in 1
year

Administrat ive
data

No significant relation
between interventions and
primary care visitation.

no
improvement

not available

Appropriateness of
Care

Mammography
screening rates
(completion in
study year)

Administrat ive
data

Mammography rates were
higher for the two groups of
women assigned to the
physician reminder
intervention, but only at one
of two HMO sites. No
significant difference for
patient intervention.

improvement improvement

Burack,
1997

Physician
Professional

RCT Appropriateness of
Care

Annual
mammography
rates

Medical record
review;
computerized
administrat ive
records

At the end of year 2,
mammography rates were
44% for full intervention
versus 28% for limited
intervention at the health
department (OR: 1.84, 95%
CI:1.40, 2.40) and 45% for
full versus 46% for limited at
the health maintenance
organization (OR: 1.06, 95%
CI: 0.08, 1.42).

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)
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Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Burack,
1998

Physician
Professional

RCT Appropriateness of
Care

Completion of
pap smear

Reports of pap-
smear results

Women who received the
patient and physician
reminders together had 1.23
times the odds of completing
pap smear screening (95%
CI, 1.01, 1.50) than women
who received neither
intervention. The pap smear
rates for women in the
patient only or physician only
intervention were not
significantly different than the
pap smear rates for women
who received neither
intervention.

significant
improvement

not available

Utilization Primary care
visits

Administrat ive
data

No significant association of
intervention.

no
improvement

not available

Burack,
2003

Physician
Professional

RCT Appropriateness of
Care

Completing pap
smear

Medical record
review

Combined reminder
treatment associated with
increased likelihood of pap
smear (30% versus 23%,
p=0.007) OR 1.39.

significant
improvement

not available

Appropriateness of
Care

Completing
mammogram

Medical record
review

No difference between
combined reminder treatment
and mammogram only
reminder (39% versus 40%).

no
improvement

not available

Utilization Visits to
gynecology

Medical record
review

Combined reminder
treatment associated with
increased rate of visits (34%
versus 29%, p=0.001).

significant
improvement

not available

Utilization Visits to primary
care physician

Medical record
review

No difference between
groups.

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Chambers,
1989

Physician
Resident/fellow,
Professional

RCT Appropriateness of
Care

Mammography
rates

Medical record
review

At the end of the study
period, 27% of the
experimental group were up-
to-date as compared with
21% of the control group
(p=0.011).

significant
improvement

not available

Dietrich,
1998

Nurse, Physician,
Office staff, Clinical
directors
Professional

RCT Appropriateness of
Care

Mammography
rates in females
over 50

Medical record
review

Both interventions and
control groups showed
increased rates, 58% to 65%
in the intervention group
(p=0.008) versus 59% to
64% in the control group
(p=0.02).

no
improvement

improvement

Appropriateness of
Care

Oral cavity exam Medical record
review

Both intervention and control
groups showed significantly
increased rates, 67% to 78%
in the intervention group
versus 73% to 83% in the
control group (p<0.001).

no
improvement

significant
improvement

Appropriateness of
Care

Rates of clinical
breast exams in
all females

Medical record
review

Both intervention and control
groups showed increased
rates, 50% to 63% in the
intervention group versus
55% to 59% in the control
group (significant in both
groups).

no
improvement

significant
improvement

Appropriateness of
Care

Rates of pap test
in all females

Medical record
review

Intervention showed no
change in rates, changing
from 52% to 55%, while the
control group increased rates
from 43% to 62% (p<0.01)

no
improvement

improvement
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Healthcare

Providers/Levels
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Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Appropriateness of
Care

Fecal occult
blood test

Medical record
review

Both intervention and control
groups increased rates, 9%
to 19% in the intervention
group versus 7% to 19% in
the control group (not
significant in either group).

no
improvement

improvement

Appropriateness of
Care

Digital rectal
exam

Medical record
review

Both intervention and control
groups showed increased
rates, 35% to 41% in the
intervention group (not
significant) versus 34% to
49% in the control group
(p=0.03).

no
improvement

improvement

Quality of
Providers

Rates of breast
self-exam advice
in all females

Medical record
review

Both interventions and
control groups showed
increased rates, 4% to 13%
in the intervention group
(p<0.001) versus 3% to 8%
in the control group (not
significant). Intervention
showed a greater increase
than control (p=0.009).

significant
improvement

significant
improvement

Appropriateness of
Care

Sigmoidoscopy Medical record
review

Neither intervention or control
arm increased rates, 3% to
3% in the intervention group
versus 2% to 2% in the
control group.

no
improvement

no
improvement

Mandelblatt,
1993

Nurse, Physician
Resident/fellow,
Professional

CCT Appropriateness of
Care

Mammography
screening rates

Medical record
review

Significant increase in the
mammography screening
rate in intervention 18% to
40% versus control 18% to
18% (p<0.01).

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Appropriateness of
Care

Pap test
screening rates

Medical record
review

Significant increase in the
pap test screening rate in the
intervention 17% to 57%
versus the control 12% to
18% (p<0.01).

significant
improvement

not available

Manfredi,
1998

Physician
Professional

RCT Appropriateness of
Care

Rates of pap
smears among
eligible patients
of HMO/not of
HMO

Medical record
review

Rates increase in HMO
patients only from 55.7% at
baseline to 59.7% post-
intervention but decrease in
control group from 56.1% to
48.2% (not statistically
significant).

significant
improvement

not available

Appropriateness of
Care

Rates of clinical
breast exams
(CBE) among
eligible patients
of HMO/not of
HMO

Medical record
review

No effect of intervention in
HMO patients/positive effect
of intervention among non-
HMO patients with rates
increasing from 26.6 to
36.5% in intervention clinics
and decreasing in control
clinics (p<0.05).

significant
improvement

not available

Appropriateness of
Care

Rates of fecal
occult blood
testing (FOBT)
among eligible
patients of
HMO/not of
HMO

Medical record
review

Rates increased in both
groups of patients. For HMO
patients, rates increased
from 3.2% to 12.5% in the
intervention clinics with
decrease in control clinics
(p<0.05). In non-HMO
patients, rates increased
from 4.5% to 5.2% in
intervention clinics while de

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Appropriateness of
Care

Rates of
mammograms
among eligible
patients of
HMO/not of
HMO

Medical record
review

No effect of intervention in
either group of patients.

no
improvement

not available

McCarthy,
1997

Nurse, Medical
assistant
Professional

CCT Appropriateness of
Care

Mammography
screening rates

Computerized
audit of billing
records

Prior to the intervention, the
proportion of visits in which
women were up-to-date was
68% in the intervention clinic
and 66% in each control
clinic. At the end of
evaluation, there was an
absolute increase of 9% in
the intervention group (95%
CI 2-16%) while one control
clinic had an absolute
increase of 1% (95%. CI:-5,
7%) and the other has an
absolute decrease of 2%
(95%. CI: - 3, 5%).

not available significant
improvement

Adult ,Tobacco Cessation

Ahluwalia,
1999

Physician
Resident/fellow

CCT Quality of
Providers

Smoking
cessation
counseling by
provider; ASK if
patient smokes
cigarettes or any
other form of
tobacco

Patient report Odds ratio of "ASK" between
intervention and control: if
smokes cigarettes 3.97
(2.87, 5.49); if uses other
tobacco products 1.40 (0.91,
2.18).

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Quality of
Providers

Smoking
cessation
counseling by
provider;
ASSIST how or
when to quit
smoking

Patient report Odds ratio of "ASSIST"
between intervention and
control groups: how to quit
1.60 (0.78, 3.31); set a date
0.74 (0.16, 3.34).

improvement not available

Quality of
Providers

Smoking
cessation
counseling by
provider;
ADVISE to quit
smoking

Patient report Odds ratio of "ADVISE"
between intervention and
control groups 1.75 (1.29,
2.35).

significant
improvement

not available

Quality of
Providers

Smoking
cessation
counseling by
provider;
ARRANGE
follow-up or refer
to specialist

Patient report Odds ratio of "ARRANGE"
between intervention and
control 1.97 (1.20, 3.24).

significant
improvement

not available

Allen, 1998 Physician
Resident/fellow

RCT Quality of
Providers

Protocol
adherence

Patient report Only 16% of the control
group patients compared to
nearly 70% of the
intervention patients reported
that their physician urged
them to quit smoking.

improvement not available

Patient Adherence 3 month quit rate Patient report 6.1% for intervention group
versus 5.2% for control group
(p=not specified).

no
improvement

not available

Patient Adherence 12 month quit
rate

Saliva cotinine
tests

3.2% for intervention group
versus 2.8% for control
group, (p=not specified).

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)
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Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Patient Adherence 12 month quit
rate

Patient report 8.4% for intervention group
versus 10.6% for control
group (not significant).

no
improvement

not available

Patient Adherence 3 month quit rate Saliva cotinine
tests

2% for intervention group
versus 1.8% for control group
(not significant).

no
improvement

not available

Adult, Cholesterol

Keyserling,
1997

Physician, Nurse
practitioners,
Physician assistants
Professional

RCT Health Status Difference in
total cholesterol
among
participants not
on lipid lowering
therapy at one
year

Blood tests Average reduction of 0.14
mmol/L (5.3 mg/dL) greater
in intervention group
(p=0.01).

significant
improvement

not available

Quality of
Providers

Clinician dietary
counseling
behavior

Medical record
review

Cholesterol mentioned in
progress note for 10% of
intervention patients and
30% of control patients on
first routine follow-up
(statistical significance not
assessed).

no
improvement

not available

Appropriateness of
Care

Referral for
dietary
counseling

Medical record
review

9% of control group patients
compared to 2% of
intervention patients referred
for dietary counseling
(statistical significance not
assessed).

no
improvementno
t available

Appropriateness of
Care

Number patients
taking lipid
lowering
medication

Medical record
review

8% of intervention patients
compared to 15% of control
group patients were taking
lipid-lowering medication on

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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follow-up (p=0.05).



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Health Status Difference in
total cholesterol
among all study
participants at
one year

Blood tests Averaged over 1 year follow-
up, the total cholesterol
reduction in the intervention
group was 0.08 mmol/L (3.0
mg/dL) greater than in control
group (p=0.09).

improvement not available

Patient Adherence Dietary habits Patient report,
dietary risk
assessment

Sustained decrease in both
groups with average
reduction in the intervention
group significantly more than
for the control group
(p>0.001).

significant
improvement

not available

Health Status Difference in
LDL among all
study
participants at
one year

Blood tests Average reduction 0.10
mmol/L (3.7 mg/dL) greater
in intervention group
(p=0.08).

improvement not available

PREVENTION, CHILDREN 

Health Behavior Screening 

Schubiner,
1994

Physician
Pre-professional
training,
Resident/fellow

RCT Quality of
Providers

Total time of
interview

Videotaped
encounters

Physicians in intervention
group had shorter visits than
physicians in the control
group.

improvement not available

Quality of
Providers

Accuracy of
physician
assessment of
patient need for
interventions in
each "Safe

Compared to
"gold standard"
of psychologist
interview

Physicians in the intervention
group had higher agreement
with psychologist ratings in
identification of subjects at
risk for depression and family
conflicts than the physicians

improvement not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Times" topic
area

in the control group.

Patient Satisfaction Patient
satisfaction

Medical
Interview
Satisfaction
Scale

No difference in satisfaction
between groups.

no
improvement

not available

Quality of
Providers

Time spent
making
assessment
versus
counseling in
each area

Videotaped
encounters

Physicians in intervention
group spent less time in
assessment rather than
counseling in each of the
"Safe Times" areas (p<0.05).

significant
improvement

not available

Quality of
Providers

Total time spent
in each of the
"Safe Times"
topics

Videotaped
encounters

Physicians in intervention
group spent less time
discussing each of the
specific "Safe Times" topics.

improvement not available

Quality of
Providers

Time spent
discussing "Safe
Times" topics

Videotaped
encounters

Physicians in intervention
group spent less time
discussing all "Safe Times"
topics.

improvement not available

Injury Prevention in Children

Gielen, 2001 Physician
Resident/fellow

RCT Patient Adherence Safety practices Self report and
home-
observation

Groups did not differ.no
improvement

not available

Efficacy of
Treatment

Parental
knowledge and
beliefs regarding
injury prevention

Follow-up
interview

Groups did not differ. no
improvement

not available

Patient Satisfaction Satisfaction Patient report Patients in the intervention
group rated the help they
received with safety topics

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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significantly higher than
patients in the control group
(p=0.01).



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Quality of
Providers

Injury prevention
counseling

Audiotape
analysis

Mention of safety strategies
was higher in intervention
group (9.4 +/- 6.8) than
control group (3.7 +/- 3.2).

improvement not available

Well Baby Care

Hornberger,
1996

Physician
Professional

RCT Quality of
Providers

Adequacy of
interpretation

Audiotape
analysis

The remote simultaneous
translation group had a 13%
lower rate of inaccurately
interpreted mother utterance
per visit than the proximate
consecutive service (most
were omissions).

improvement not available

Quality of
Providers

Number of
questions asked
by mother

Audiotape
analysis

Significantly more questions
were asked by mothers in the
remote simultaneous
translation than with the
proximate consecutive
translation service (no p-
values given).

improvement not available

Quality of
Providers

Provider
preference for
type of
intervention

Provider self
report

Providers preferred remote
simultaneous translation to
proximate consecutive
translation.

improvement not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Utilization Duration of
encounter

Audiotape
analysis

No significant difference
between intervention and
control.

no
improvement

not available

Quality of
Providers

Number of
explanations by
mother

Audiotape
analysis

The number of mother
explanations per visit was
22% more in the remote
simultaneous translation
group than in the proximate
consecutive translation group
visits.

improvement not available

Quality of
Providers

Number of
explanations by
physicians

Audiotape
analysis

The number of physician
explanations per visit was
18% more in the remote
simultaneous translation
group than in the proximate
consecutive translation group
visits.

improvement not available

Patient Satisfaction Patient
preference for
type of
intervention

Patient self
report

All 17 mothers who
experienced both types of
translation and who
responded to the survey
preferred remote
simultaneous translation.

improvement not available

Quality of
Providers

Patient-physician
eye-to-eye
contact

Provider self-
report

Physician reported that eye-
to-eye contact was improved
in remote simultaneous
translation group.

improvement not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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MENTAL HEALTH

Alcohol

Burge, 1997 Physician
Resident/fellow

RCT Health Status Addiction
Severity Index
(ASI) Family
Score

Interview;
medical record
review

Decreased over time in all
groups (p=0.000), but
decrease more significant for
physician intervention group
at 12 months (p=0.003).

significant
improvement

significant
improvement

Health Status Addiction
Severity Index
(ASI)
Employment
Score

Interview;
medical record
review

No change over time in any
group (not significant) at 12
months.

no
improvement

no
improvement

Health Status Addiction
Severity Index
(ASI) Alcohol
score

Interview;
medical record
review

Decreased over time in all
groups (p=0.000). No
difference between groups at
12 months.

no
improvement

significant
improvement

Health Status Drinks per week Interview;
medical record
review

Decreased over time for all
groups (p=0.000). No
difference between groups at
12 months.

no
improvement

significant
improvement

Health Status Addiction
Severity Index
(ASI) Medical
Score

Interview;
medical record
review

Decreased over time in all
groups (p=0.000) at 12
months.

no
improvement

significant
improvement

Health Status Mean
Corpuscular
Volume (MCV)

Blood test Decreased over time in all
groups (p=0.000). No
difference between groups at
12 months.

no
improvement

significant
improvement



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary

81

Health Status Liver enzymes
(SGot, SGPt,
GGT)

Blood test No difference between
groups at 12 months. SGoT
decreased over time
(p=0.000) in all groups.

no
improvement

significant
improvement

Depression

Callahan,
1994

Physician
Professional

RCT Appropriateness of
Care

Percentage of
patients with
depression
diagnosis
recorded at 6
months

Medical record
review

32.3% (intervention) versus
12.1% (control) (p=0.002).

significant
improvement

not available

Appropriateness of
Care

Percentage of
patients with
newly-prescribed
antidepressant
at 6 months

Medical record
review

26.0% (intervention) versus
8.0% (control) (p=0.01).

significant
improvement

not available

Appropriateness of
Care

Percentage of
patients referred
to psychiatry at 6
months

Medical record
review

13.7% (intervention) versus
12.1% (control) (no
significant differences).

no
improvement

not available

Health Status Depression Hamilton
Depression
Scale

Both groups showed
statistically significant
improvement in depression
at 6 months (no significant
difference between groups).

no
improvement

not available

Appropriateness of
Care

Percentage of
patients in whom
drug associated
with depression
was
discontinued

Medical record
review

22.0% (intervention) versus
23.0% (control)  (no
significant difference).

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Miranda,
2003

Nurse, Physician,
nurse practitioner
Professional

RCT Health Status Depression Composite
International
Diagnostic
Interview (CIDI)

At 6 and 12 months, patients
in both intervention groups
were less likely than patients
in control group to meet
criteria for probable
depressive disorder (39.9%
versus 49.9%, p=0.001). In
subgroup analysis only
African American and Latino
patients were significantly
less likely to  screen positive
for depression, whereas the
difference was not significant
for white patients.

significant
improvement

not available

Appropriateness of
Care

Appropriate
depression care

Not specified At 6 and 12 months, all
patients (African American,
Latino, and white) in both
intervention groups were
more likely than controls to
receive counseling or to
receive anti-depressant
medications (50.9% versus
39.7%, p<0.001).

significant
improvement

not available

Health Status Employment Telephone and
mailed survey

At 6 and 12 months, there
were no improvements for
African American or Latino
patients in employment rates,
however, there were
improvements for white
patients.

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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OTHER CLINICAL AREAS

Acute Respiratory Infections

Harris, 2003 Physician, nurse
practitioners
Professional

CCT Appropriateness of
Care

Antibiotic
prescription
rates for acute
bronchitis

Medical record
review

The proportion of patients
with acute bronchitis
decreased from 58% in the
baseline period to 30% and
24% among patients
exposed to the limited and
full interventions (p<0.001 for
intervention groups versus
baseline). No differences
between groups.

no
improvement

significant
improvement

Appropriateness of
Care

Antibiotic
prescription
rates for non-
specific upper
respiratory tract
infections

Medical record
review

Antibiotic prescriptions for
nonspecific upper respiratory
tract infections decreased
from 14% to 3% and 1% in
the limited and full
intervention groups (p<0.001
for intervention groups
versus baseline). No
difference between limited
and full intervention groups.

no
improvement

significant
improvement



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Asthma

Evans, 1997 Nurse, Physician,
Clerical staff,
Laboratory
technicians, Public
health assistants
Professional

RCT Appropriateness of
Care

Patient
education by
physician and
nurse

Patient report Patient reported education by
physicians was 71% for
intervention versus 58% for
control patients (p<0.01), and
by nurses was 61% for
intervention versus 41% for
control patients (p<0.05).

significant
improvement

not available

Utilization Continuity of
care

Average number
of visits made by
children with
asthma per year

Average number of visits
made by children with
asthma increased in
intervention clinics from
baseline through both follow-
up periods (2.15 in 1992
versus 2.42 in 1993 versus
1.41 in 1991, p<0.001) and
remained the same in control
clinics.

not available significant
improvement

Appropriateness of
Care

Use of
appropriate
medicines

Proportion of
patients with
asthma who had
each type of
medication
dispensed

In the intervention clinics, a
higher proportion of patients
with asthma compared to
controls were given inhaled
anti-inflammatory medication
(17 versus 3, p<0.001),
spacers devices (28 versus
3, p<0.001), and anti-
inflammatory meds (68
versus 50, p<0.05).

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Utilization Continuity of
care

Proportion of
patients treated
for asthma in 1
year who
returned for
treatment the
next year

Percent of patients with
asthma in year 1 who
returned in year 2 increased
in intervention clinics 16% to
32% (p<.0002) and
decreased slightly in control
clinics 14% to 12% (not
significant).

not available significant
improvement

Appropriateness of
Care

Identification/
treatment of
asthma patients

Number of
asthmatic
patients per
1000 clinic
patients

Intervention clinics doubled
(p<.001) rate at which they
identified asthma patients
with no change in control
clinics during both 1st and
2nd follow-up years.

not available significant
improvement

Chronic Renal Disease

Harris, 1998 Physician
Resident/fellow,
Professional

RCT Utilization All outpatient
clinic visits
(years 3-5 after
enrollment)

Medical record
review

Intervention group patients
had significantly more
outpatient clinic visits overall
than did control group
patients, 26 versus 18
(p<0.001).

significant
improvement

not available

Health Status Blood pressure
(years 3-5 after
enrollment)

Medical record
review

No significant differences in
systolic and diastolic blood
pressures between groups.

no
improvement

not available

Utilization Emergency
department visits
(years 3-5 after
enrollment)

Medical record
review

No significant difference in
emergency department visits
between groups.

no
improvement

not available

Utilization Hospitalizations
(years 3-5 after
enrollment)

Medical record
review

No significant difference in
number of hospitalizations
between groups.

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Appropriateness of
Care

Calcium channel
blocker use
(years 3-5 after
enrollment)

Medical record
review

Patients in the intervention
group were more likely to be
on a calcium channel blocker
than were patients in control
group, 49% versus 35%
(p=0.003).

no
improvement

not available

Utilization Ophthalmology
clinic visits
(years 3-5 after
enrollment)

Medical record
review

Patients in the intervention
group had a greater number
of ophthalmology
appointments than did
patients in the control group,
1.8 versus 1.2 (p=0.07).

improvement not available

Health Status Cumulative 5
year mortality

Death certificate
from Indiana
State
Department of
Health, hospital
death
summaries,
discharge status
reports, autopsy
reports

No significant difference in
intervention (29%) versus
control (33%) group in
cumulative 5 year mortality.

no
improvement

not available

Health Status Change in renal
function (years
3-5 after
enrollment)

Medical record
review

Intervention group patients
had lower creatinine
clearance than did control
group patients, 30 versus 34
(p=0.10).

no
improvement

not available

Emergency Systems

Kellermann,
1993

Firefighters
Professional

CCT Health Status Neurological
deficits

Physician/nurse
report

Neurological outcomes for
survivors of both groups were
similar.

no
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Health Status Survival to
hospital
discharge

Hospital report Patients treated by
automated external
defibrillator equipped
responders were no more
likely to survive to hospital
discharge.

no
improvement

not available

Health Status Survival to
hospital
admission

Written report Patients treated by
automated external
defibrillator equipped
responders were no more
likely to survive to hospital
admission.

no
improvement

not available

End of Life

Dexter,
1998

Physician
Resident/fellow,
Professional

RCT Patient Adherence Completion of
either Instruction
or Proxy
Directive

Patients
complete either
Directive

The percentage of patients
who completed either
directive was 15% in the
instruction and proxy group,
7% in the instruction group,
3% in the proxy group, and
4% in the control group.

improvement not available

Quality of
Providers

Discussion of
advance
directives

Patient report Compared with control,
dissemination of advanced
directives had OR of 7.7 (3.4
to 18) in instruction and
proxy group; 4.4 (2.1 to 9.4)
in instruction group; and 2.5
(1.1 to 5.5) in proxy group.

significant
improvement

not available



Evidence Table 3: Results from articles addressing Question 1 (continued)

Study

Targeted
Healthcare

Providers/Levels
of Training

Study
Design

Outcome Type Outcome How Measured Intervention Effect

Summary

Between-
Group

Summary

Within-
Group

Summary
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Quality of
Providers

Initiation of
discussion

Patient report Discussions initiated by
physician in 86% of
instances in instruction and
proxy group, 77% in
instruction group, 43% in
proxy group, and 38% in
control group.

improvement not available

Patient Adherence Completion of
Proxy Directive

Completion of
form by patient

The percentage of patients
who complete a Proxy
Directive was 8% in the
instruction and proxy group,
4% in the instruction group,
1% in the proxy group, and
2% in the control group.

improvement not available

Patient Adherence Completed
Instruction
Directive

Completion of
form by patient

The percentage of patients
who completed an instruction
directive in the instruction
and proxy group was 15%,
7% in instruction group, 2%
in proxy group, and 2% in
control group.

improvement not available
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Evidence Table 4: Description of study characteristics for articles addressing Question 2, sorted by targeted healthcare provider(s)

Study
Categorization of Curriculum 

Content Training Methods Contact
Time

Training Objectives

Cultural Concepts Specific Cultures

PHYSICIAN

Beagan, 2003,
Canada

Language, Specific
cultural content

Not Specified Clinical experiences,
Lectures, Standardized
patient, Small group

1 afternoon
each week
held over 2
years

To develop physicians who are sensitive to the
ethnic, cultural, and gender diversity of the
community.

To develop students skills to address critical
issues in the doctor-patient relationship including
cross-cultural healthcare.

Copeman, 1989,
Australia

Racism, Doctor-patient
interactions, Language,
Specific cultural content

Other specific
culture: Aboriginal

Case scenarios, Clinical
experiences, Discussion
(group), Interviewing
members, Presentations

Not
Specified

To be aware and reassess any prejudices,
stereotypes, and judgmental attitudes towards
Aboriginal or ethnic minorities.

To practice overcoming difficulties in
communicating with persons of different cultures
and languages.
To be aware of difficulties in communicating with
different cultures.

To understand how sociocultural backgrounds
affect health.
To learn basic facts about Aboriginal and migrant
health, their social, and cultural backgrounds.

Crandall, 2003,
U. S.

General concepts of
culture, Racism, Specific
cultural content,
Socioeconomic status
(SES)

Not Specified Audio/Visual, Case
scenarios,
Demonstration/role,
Interviewing members,
Lectures, Problem based,
Readings, Role play

20 2-3 hour
sessions
held over 1
year

To help students become more culturally
competent by moving towards conscious
incompetence, and in some instances to
conscious competence.



Evidence Table 4: Description of study characteristics for articles addressing Question 2, sorted by targeted healthcare provider(s) (continued)

Study
Categorization of Curriculum 

Content Training Methods Contact
Time

Training Objectives

Cultural Concepts Specific Cultures
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Culhane-Pera,
1997, U. S. 

General concepts of
culture, Doctor-patient
interactions, Language,
Specific cultural content

Hispanic Audio/Visual, Clinical
experiences, Discussion
(group), Drill/practice
exercise, Lectures,
Literature, Presentations,
Role play

3 1-day
sessions

To define culture and factors influencing culture
of different population groups.

To describe beliefs, values, behaviors, and
health practices of ethnic groups.
To be aware of own cultural beliefs, values, and
practices and respect patients' and families'
behaviors and values as pertinent to their
medical problems.
To appreciate the heterogeneity of patients,
providers, and the clinical encounter.
To inquire about beliefs, practices, and values of
patients and family.
To obtain medical history considering cultural
information.
To perform physical exam that is adjusted to the
patient's cultural desires. To work with
interpreters.
To consider cultural information in making
diagnostic and therapeutic plans.
To be aware of sociocultural factors.

Dogra, 2001,U. K. General concepts of
culture

Not Specified Brainstorming, Case
scenarios, Drill/practice
exercise, Lectures, Self
study, Small group

2 hours
sessions in
one week

To evaluate students' own attitudes and
perceptions of different groups within society.

To demonstrate respect for patients and
colleagues that encompasses without prejudice,
diversity of background and opportunity,
language, culture, and way of life.



Evidence Table 4: Description of study characteristics for articles addressing Question 2, sorted by targeted healthcare provider(s) (continued)

Study
Categorization of Curriculum 

Content Training Methods Contact
Time

Training Objectives

Cultural Concepts Specific Cultures

89

To assess both the positive and negative impact
of students' attitudes on their future practices as
doctors.
To apply the principles the students have learned
from the exercises to other similar situations.
To recognize the limitations of students'
knowledge and seek appropriate advice with
respect to students' understanding of another
person's perspective.
To describe at least two cultures different from
your own.
To outline the current legislation that exists to
prevent discrimination.
To respect the differences that exist between
different groups of people.

Douglas, 1994,
U. S.

General concepts of
culture, Doctor-patient
interactions, Language,
Specific cultural content,
Access issues

Asian/Pacific
Islander, Hispanic

Audio/Visual, Clinical
experiences, Discussion
(group), , Readings, Self
study

Not
Specified

To learn about the errors that can occur with use
of translators.

To teach physicians about themselves (self
awareness of culture/language).
To deliver culturally sensitive healthcare.
To address need of minority community.

Dowell, 2001,
New Zealand

General concepts of
culture, Specific cultural
content

Other specific
culture: Maori

Culture immersion one week
full-time

To increase awareness of importance of cultural
issues.

To encourage students to adopt broad public
health approaches in assessing the health needs
of defined communities.

Drouin, 2003,
Canada

Language Other specific
culture:
Francophone
Canadian

Observation and feedback,
Standardized patient

15 < 2 hour
sessions
held over 2
years

To expose students to clinical scenarios that
reflect the primary care practice of francophone
physicians and to introduce them to cultural
aspects of healthcare.



Evidence Table 4: Description of study characteristics for articles addressing Question 2, sorted by targeted healthcare provider(s) (continued)

Study
Categorization of Curriculum 

Content Training Methods Contact
Time

Training Objectives

Cultural Concepts Specific Cultures
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To give students the opportunity to learn clinical
skills efficiently outside the tertiary care centers
where instruction in French was rarely possible.

Farnill, 1997,
Australia

Language Other specific
culture: non-English
speaking

Discussion (group),
Interviewing members,
Small group

16 < 2-hour
sessions
held over 7
months

To interview people of non-English speaking
backgrounds.

To develop students' basic skills in interviewing.
To increase student sensitivity to multicultural
issues.

Godkin, 2001,
U. S.

General concepts of
culture, Language,
Specific cultural content,
Socioeconomic status
(SES)

Asian/Pacific
Islander, Hispanic

Culture immersion,
Interviewing members, 
Language lessons,
Lectures, Community
service

30 half-day
sessions
over 1 year
plus 6
weeks full
time

To develop sensitivity through first-hand
experiences when living in a new country.

To develop abilities to speak the language of an
immigrant, refugee, or undocumented population
new to Massachusetts.
To develop an understanding of the culture and
health beliefs of the newcomer group and the
problems that they face.
To promote a career preference to serve
underserved populations.

Godkin, 2003,
U. S.

General concepts of
culture, Specific cultural
content

Asian/Pacific
Islander, African
American, Hispanic

Culture immersion Not
Specified

To improve language skills for pre-clinical
students in a formal language program.



Evidence Table 4: Description of study characteristics for articles addressing Question 2, sorted by targeted healthcare provider(s) (continued)

Study
Categorization of Curriculum 

Content Training Methods Contact
Time

Training Objectives

Cultural Concepts Specific Cultures
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Haq, 2000,
U. S.

General concepts of
culture, Specific cultural
content

Asian/Pacific
Islander, African
American, Hispanic

Brainstorming, Case
scenarios, Clinical
experiences, Culture
immersion, Discussion
(group), Drill/practice
exercise, Lectures,
Conduction of community
health activities, Role play

8-10 weeks
full time

To learn about 23 vital areas of international
health, including planning, sanitation, nutrition,
etc.

Mao, 1988,
U. S.

General concepts of
culture, Doctor-patient
interactions, Specific
cultural content

Not Specified Audio/Visual, Discussion
(group), Role play, Small
group

1 4-hour
session held
once only

To improve ability to provide medical care
appropriate to patients ethnic and sociocultural
backgrounds.

To use LEARN (Listen, Explain, Acknowledge,
Recommend, Negotiate) model as a framework
for resolving physician-patient conflicts.
To acknowledge that ethnic and sociocultural
differences between a physician and a patient
can influence the type of medical care given.
To understand ethnic differences between
patients and students.

Marvel, 1993,
U. S.

General concepts of
culture, Doctor-patient
interactions

Not Specified Audio/Visual, Case
scenarios, Interviewing
members, Readings, Role
play, Small group

16 sessions
held over 4
weeks

To understand basic family systems concepts.

To understand how one's own cultural and family
background influences the doctor-patient
relationship.
To conduct a family conference.

To identify developmental tasks in the family life
cycle.
To identify cultural factors that affect health care.
To recognize the family role in chemical
dependency.
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Mazor, 2002,
U. S.

Language, Specific
cultural content

Hispanic Case scenarios, 
Language lessons

2-hour
sessions
held weekly
for 10 weeks

To improve understanding of Hispanic cultural
beliefs.

To improve ability in taking medical history in
Spanish.
To determine whether a course in medical
Spanish for Pediatric Emergency department
physicians is associated with an increase in
patient satisfaction for Spanish-speaking-only
families.

Nora, 1994,
U. S.

Language, Specific
cultural content, Access
issues

Hispanic Clinical experiences,
Culture immersion,
Demonstration/role,
Discussion (group), 
Language lessons,
Lectures, Presentations,
Readings, Small group

30 2-hour
sessions
plus 8 days
full time

To learn about demographic, geographic, and
cultural differences between Hispanics and
Anglo-Americans and implications for health
care.

To teach medical terminology and physician-
patient conversation.
To explore issues of health care in a developing
Hispanic country.
To improve ability to understand health issues
and communicate them to Spanish-speaking
patients.

Rubenstein, 1992,
U. S.

General concepts of
culture, Specific cultural
content

Asian/Pacific
Islander

Case scenarios,
Discussion (group),
Interviewing members,
Lectures, Presentations,
Small group

1 4-hour
session held
once only

To describe the effect of non-conventional health
beliefs in doctor-patient relationship.
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To identify resources for learning more about
these beliefs.
To recognize how pervasive such beliefs are in
our society.
To interview a person about his/her health beliefs
and practices.

Sinnott, 2001,
Australia

General concepts of
culture, Specific cultural
content

Other specific
culture: Aboriginal

Lectures, Readings 1 < 2-hour
session held
once only

To be aware of the role of indigenous hospital
liaison officers.

Tang, 2002,
U. S.

Not Specified Not Specified Case scenarios, Lectures,
Role play, Self reflection,
Small group

sessions
held over
four years

To prepare students to negotiate sociocultural
issues that will emerge in their clinical
experiences.
To increase the knowledge about sociocultural
factors in medical students future patient care.
To increase understanding of the relationships
among sociocultural background, health, and
medicine.

NURSE

Alpers, 1996,
U. S.

General concepts of
culture, Specific cultural
content

Asian/Pacific
Islander, African
American, Hispanic

Home visits, Not Specified Not
Specified

To improve skill specific transcultural tasks.

To increase knowledge of specific cultural
patterns.
To increase knowledge of general transcultural
concepts.
To improve confidence and competence in
providing care to minorities (African Americans,
Latino-Hispanics, Southeast Asians).

Barton, 1992,
U. S.

General concepts of
culture, Specific cultural
content

Hispanic Clinical experiences,
Culture immersion

Not
Specified

To explore the extent to which student discovery
learning occurs when the teaching model
includes clinical experience involving
transcultural health care.
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Berman, 1998,
U. S.

General concepts of
culture, Specific cultural
content

Asian/Pacific
Islander, African
American, Hispanic

Audio/Visual, Case
scenarios, Lectures,
Readings, Small group

3 one-day
sessions
plus 1 two-
day session

To identify beliefs, sources of information, and
access of minority/underserved populations.

To increase cul tural sensit ivity.
To identify appropriate nursing interventions for
minorities.

To identify cancer-related needs in different
minorities.
To identify barriers to adequate cancer nursing
care for minority/underserved populations.

Blackford, 2002,
Australia

General concepts of
culture, Specific cultural
content, Gender roles and
sexuality

Other specific
culture: non-English
speaking

Discussion (group),
Interviewing members

< 2-hour
sessions
held every
two weeks
for 7 months

To examine health professionals own Anglo-
Australian culture and its impact on other ethnic
communities.

Bond, 1994,
U. S.

General concepts of
culture, Language,
Specific cultural content

Hispanic Culture immersion, 
Language lessons,
Literature, Presentations,
Readings, Self reflection,
Small group

Not
Specified

To allow the student to compare observations to
what is reported in the literature.

To gain exposure to the Spanish language.
To explore Mexican culture.
To increase knowledge of Mexican health care
beliefs.
To acknowledge the challenges presented in
planning and delivering culturally sensitive and
competent care within health care work settings.
To experience the Mexican culture by beginning
to learn the language, living with people, sharing
food and customs, and ultimately gaining insight
into behavior.
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Campinha-Bacote,
1996,
U. S.

General concepts of
culture

Not Specified Audio/Visual, Drill/practice
exercise, Lectures,
Experimental exercises

4 < 2-hour
sessions

To increase cultural awareness and knowledge
of nurses.

To improve the cultural skills of nurses.
Felder, 1990,
U. S.

General concepts of
culture, Doctor-patient
interactions, Specific
cultural content

African American Not Specified Not
Specified

To test for any significant difference between
baccalaureate and associate degree nursing
students' cultural knowledge and attitudes
towards black American clients.

To test for any significant difference of cultural
knowledge of black Americans among
baccalaureate and associate degree seniors and
freshmen.

To test for any significant difference in the
attitudes of baccalaureate and associate degree
seniors and freshmen where programs have
provided similar training experiences.

Flavin, 1997,
U. S.

Doctor-patient
interactions, Specific
cultural content

Asian/Pacific
Islander

Audio/Visual, Case
scenarios, Discussion
(group), Presentations,
Role play

< 2-hour
sessions
held weekly
for 3 weeks

To provide culturally relevant quality care to
clients from cultures different from nurses' own.

Frank-Stromborg,
1987,
U. S.

Specific cultural content African American Demonstration/role,
Discussion (group),
Lectures, , Role play

1 day
session held
once only

To identify cancer risks at the individual and
community level.

To describe nursing role in prevention/detection
of cancers in black Americans.
To integrate what was learned into clinical
practice.
To explore nurses' own feelings toward cancer.
To palpate simulated prostate and gynecological
malignancies.
To increase cancer prevention/detection activities
among Black Americans.
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Frisch, 1990,
U. S.

General concepts of
culture, Specific cultural
content

Hispanic Culture immersion 6 weeks full-
time

To assess the change in students' thinking
maturity over time.

To assess the level of cognition of undergraduate
students.

To examine whether exposure to diversity
challenged established views and brought
measurable cognitive change.

Hadwiger, 1999,
U. S.

Doctor-patient
interactions, Language,
Specific cultural content

African American,
American
Indian/Alaska
Native, Hispanic,
Other specific
culture

Case scenarios 4 sessions To learn about the cultural background of another
group, particularly healthcare practices,
communication styles, and specific health-
problems.

To have the nursing student reflect on how
his/her beliefs and assumptions differs from the
patient.
To negotiate a plan of care without resorting to
ethnocentric attitudes or stereotypes.

Haloburdo, 1998,
U. S.

General concepts of
culture, Specific cultural
content

Hispanic Clinical experiences,
Culture immersion,
Lectures

Not
Specified

Not specified.

Inglis, 2000,
Asia; Australia

Doctor-patient
interactions, Specific
cultural content

Asian/Pacific
Islander

Lectures, Visits to local
hospitals and health
centers, Field trip

3 weeks full
time

To improve knowledge about the Nepalese
people and their health system.

To improve behaviors directed towards the
Nepalese people.
To improve students' attitudes and beliefs about
the Nepalese people.

Jeffreys, 1999,
U. S.

General concepts of
culture, Specific cultural
content

Not Specified Clinical experiences,
Discussion (group),
Lectures, Written
assignments, Readings

Not
Specified

To systematically conduct basic cultural
assessment.



Evidence Table 4: Description of study characteristics for articles addressing Question 2, sorted by targeted healthcare provider(s) (continued)

Study
Categorization of Curriculum 

Content Training Methods Contact
Time

Training Objectives

Cultural Concepts Specific Cultures

97

To discover importance of culturally competent
care.
To identify similarities and differences among
individuals from cultural groups.
To distinguished between varying levels of
acculturation.

Jeffreys, 2002,
U. S.

General concepts of
culture, Doctor-patient
interactions, Access
issues

Not Specified Audio/Visual, Discussion
(group), Lectures,
Readings, Role play, Small
group

Not
Specified

To identify strategies to integrate cultural health
assessment.

To discuss impact of healthcare policy on diverse
populations.
To identify ethical, legal, and moral dimensions of
interventions from transcultural perspective.
To identify role of provider in culturally competent
care.
To discuss application of transcultural care.
To discuss theories of culture.

To discuss future directions and challenge of
transcultural care.
To discuss issues in diversity and healthcare in
relation to culturally competent clinical practice.
To critically appraise selected theories/research.

Lasch, 2000,
U. S.

Specific cultural content Not Specified Clinical experiences,
Discussion (group),
Lectures, Presentations

1 1-day
sessions
held once
only

To improve cancer pain knowledge hands-on
experience.

To improve attitudes relating to cancer pain
among nurses of patients from 11 different ethnic
groups.
To improve knowledge about cancer pain among
nurses of patients from 11 different ethnic
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groups.
To increase durability of attitudes related to
cancer pain via hands-on-experience.

Lindquist, 1984,
U. K.

Specific cultural content Not Specified Culture immersion,
Discussion (group),
Lectures

sessions
held daily for
4 weeks

To learn about another culture and health care
delivery system.

Lockhart, 1997,
U. S.

General concepts of
culture, Access issues

African American,
American
Indian/Alaska
Native, Hispanic,
Other specific
culture

Drill/practice exercise,
Lectures, Simulations;
Field experience; Self
assessment

Not
Specified

To explore ways to promote knowledge
development of and the profession's involvement
in transcultural nursing.

To investigate cultural diversity as it relates to the
nursing program.
To examine select healthcare delivery and
acceptance issues related to an individual's
background.
To examine specific concepts and principles in
transcultural health care system.
To explore the evaluation of transcultural nursing
as a specialty area.

Napholz, 1999,
U. S.

General concepts of
culture, Language,
Specific cultural content

African American Clinical experiences,
Presentations, Small group

3 2-hour
sessions

To increase cul tural sensit ivity.

To apply change strategies.
To formulate culturally relevant care plans.
To discuss openly racial and ethnic differences.
To adapt to clients' interactive style and
language.
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Oneha, 1998, U. S. General concepts of
culture

Asian/Pacific
Islander

Case scenarios, Clinical
experiences, Discussion
(group), Problem based,
Small group

sessions
held weekly

To identify the role of nurses in multi professional
team.

To solve culturally sensitive group problems.
To adjust activi ties to benefi t the communi ty.
To identify the impact of culture on nursing care.
To accept the controls, constraints, and
ambiguity in community based practice.

Rolls, 1997,
Australia

General concepts of
culture

Asian/Pacific
Islander

Culture immersion,
Discussion (group),
Readings

4 2-hour
sessions
plus 4
weeks full
time

To develop an understanding of the forces
influencing international health care services.

To create awareness and change attitudes
towards different cultures.

Rooda, 1993,
U. S.

General concepts of
culture, Specific cultural
content

Asian/Pacific
Islander, African
American, Hispanic

Discussion (group),
Drill/practice exercise,
Lectures, Reflection, Small
group

1 1-day
session held
once only

To learn how the culture of various ethnic groups
affects their healthcare practices.

To develop a sequence of learning to be used for
increasing cultural awareness.

Ryan, 2000,
U. S.

General concepts of
culture

Not Specified Culture immersion Not
Specified

No stated objectives.

Ryan, 2002,
U. S.

General concepts of
culture, Language,
Specific cultural content

Asian/Pacific
Islander, African
American, Other
specific culture

Case scenarios,
Discussion (group), Web
page

Not
Specified

To learn new ways of communicating and
facilitating dialogue about culture.

To gain insight into both one's own and others'
cultural beliefs.
To gain insight into social orientation.
To identify health behaviors unique to a culture.
To increase knowledge about health practices in
another count ry.
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To discuss nursing intervent ions for case s tudy.
To increase awareness of culture in healthcare
and the environmental influences in cultural
heritage.

Scisney-Matlock,
2000,
U. S.

General concepts of
culture

Not Specified Lectures, Web pages;
Written and verbal
presentations, Small group

Not
Specified

To increase exposure to information and
activities devoted to understanding other
racial/ethnic groups.
To increase knowledge of diversi ty.

Smith, 2001,
U. S.

General concepts of
culture, Specific cultural
content

Not Specified Case scenarios,
Demonstration/role,
Lectures, Simulations

1 session
held once
only

To improve confidence in performing specific
transcultural skills.

To improve confidence in knowledge of cultural
patterns within different groups.
To improve knowledge of cultural concepts
(culturally specific health and illness concerns,
values, and family orientation issues).

St Clair, 1999,
U. S.

General concepts of
culture, Doctor-patient
interactions

African American Culture immersion  2-3 weeks
full time

To change nursing students' self-efficacy and
cultural perceptions.

To determine if there are changes in the nurse-
patient relationship as a result of these cultural
immersions.

To improve cultural sensitivi ty.

To change nursing students' ethnocentrism.
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Underwood, 1999,
U. S.

Specific cultural content African American Case scenarios,
Demonstration/role,
Lectures, Outreach with
national prevention
organization

Not
Specified

To identify common attitudes of African
Americans towards cancer.

To describe nurses' role in cancer prevention and
early detection.
To describe procedures for performing screening
examinations for 5 common cancers.

To conduct NCI breast self exam or smoking
cessation program.

To identify factors which facilitate and impede
cancer prevention in the African American
community.
To identify individuals at increased risk for 5
common cancers.
To design a community-based cancer prevention
program including: development, implementation,
and evaluation.

Underwood, 2002,
U. S.

Specific cultural content African American Lectures, Presentations,
Role play, Small group

Not
Specified

To discuss the nurse education role in prevention
and early detection and strategies to enhance
understanding of burden of cancer experienced
by African Americans.
To identify etiological factors associated with 5
common cancers among African Americans.
To describe signs and symptoms associated with
5 common cancers in the African American
population.
To describe incidence mortality and survival of
breast, cervical, prostrate, colorectal, and lung
cancer in African Americans.

To teach programs related to breast health,
smoking cessation, and smoking prevention.
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To discuss recommended cancer screening
procedures and diagnostic examination for 5
common cancers in African Americans.

To provide nurse educators with information and
resources on the prevention and control of
cancer in African Americans.

To propose a strategy for educating students to
promote health screening and early detection for
African Americans in the community or practice
setting.
To describe procedures for accessing state-of-
the-art cancer information on the Internet and
World-Wide Web.
To identify common attitudes of African
Americans towards cancer, cancer prevention,
early detection, and cancer cure.

To identify established organizations with cancer
control as a major objective.
To identify factors which facilitate or impede
cancer prevention and early detection.

Warner, 2002,
U. S.

General concepts of
culture, Specific cultural
content

American
Indian/Alaska Native

Culture immersion Not
Specified

To "broaden horizons".
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Wendler, 2002,
U. S.

General concepts of
culture, Specific cultural
content

African American,
American
Indian/Alaska
Native, Hispanic,
Other specific
culture

Interviewing members,
internet learning, cultural
enrichment activities,
Small group

Not
Specified

To evaluate the impact of culture on health,
illness, and wellness.

To analyze the theoretical and conceptual
approaches underlying cultural
congruency/competency.
To evaluate health patterns of different ethnic
groups: African-American, Hispanic, Asian, and
Native American.
To synthesize the scholarly literature to facilitate
healthcare planning, implementation, and/or
evaluations that are culturally competent.
To examine the interrelationships among a
pluralistic society, the culturally diverse group
within the society, and the health/illness status
and beliefs of the group members, with a specific
focus on the peoples of the African-American,
Hispanic, Asian, and Native American cultures.

Williamson, 1996,
U. S.

General concepts of
culture

Not Specified Audio/Visual, Clinical
experiences, Culture
immersion, Discussion
(group), Interviewing
members, Presentations,
Readings

sessions
held weekly

To increase the students' knowledge of ethnic
groups.

To increase students' ability to care for ethnic
groups.
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OTHER PROVIDERS/ MIXED GROUPS

Nurse, Physician, Receptionists, Volunteers, Business office staff
Gallagher
Thompson, 2000,
U. S.

Doctor-patient
interactions, Specific
cultural content, Access
issues

Hispanic Audio/Visual, Discussion
(group), Lectures,

1 session
held once
only

To increase knowledge about Hispanic
Alzheimer's patients and their families.

To increase general knowledge about
Alzheimer's disease.
To increase knowledge of Hispanic beliefs about
dementia.
To increase referrals of Hispanic Alzheimer's
patients and their families to the appropriate
specialized services about Alzheimer's disease.

Nurse, Physician, Social workers, Nurse's aides, Receptionists, Clerks
Gany, 1996,
U. S.

Language, Specific
cultural content

Asian/Pacific
Islander, African
American, Hispanic

Discussion (group),
Personal experiences,
Role play

4 sessions To learn about expectations and behaviors of
immigrant groups concerning pregnancy, birth,
well-baby care, contraceptive use, and folk
remedies.
To learn about immigrant epidemiology,
management of disease and other health issues,
the impact of immigration, and use of folk
medicine.
To discern between health beliefs that are
beneficial or neutral to the child and well-being of
the mother and those that are harmful.
To bridge differences between the Western
biomedical system and alternative healthcare
systems.
To learn about the impact of migration in family
dynamics and interaction, and the increased
possibility of family violence.
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To become aware of own interview style and
learn effective communication strategies in the
bilingual medical interview.

Nurse, Pharmacist
Chevannes, 2002,
U. K.

General concepts of
culture

Not Specified Audio/Visual, Case
scenarios, Clinical
experiences, Discussion
(group), Lectures,
Presentations

Not
Specified

To develop skills (i.e. history taking) to meet the
health needs of ethnic minorities.

To change practice as a result of training.
To improve culture knowledge of ethnic minority
patients and their health care needs.

Nurse, Pharmacist, Physician, Occupational Therapy, Physical Therapy, Health administration
Erkel, 1995, U. S. Specific cultural content African American Audio/Visual, Case

scenarios, Clinical
experiences, Culture
immersion, Literature,
Presentations, Readings,
Role play

5 weeks full
time

To develop culturally sensitive health
professionals able to function within
interdisciplinary team in rural setting.

Nurse, Pharmacist, Physician, Any staff with direct patient contact
Way, 2002,
U. S.

General concepts of
culture

Not Specified Not Specified 1 sessions
held once
only

To enhance recognition and understanding of
other cultures.
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Community health worker, Undergraduate student
Bengiamin, 1999,
U. S.

General concepts of
culture, Specific cultural
content, Access issues

Asian/Pacific
Islander, American
Indian/Alaska
Native, Hispanic,
Other specific
culture

Audio/Visual, Discussion
(group), Literature,
Presentations

Not
Specified

To explore one's own cultural background.

To increase knowledge of student perception of
transcultural nursing.
To facilitate cultural awareness from a holistic
care perspective.
To develop a sense of cultural awareness.
To cultivate skills that allow students to
understand and analyze cultural differences.

Community health worker, Church nurse guild members and other interested community organizations
Briscoe, 1999,
U. S.

Access issues African American Case scenarios,
Discussion (group),
Lectures, Readings, Role
play

1 2-hour
session held
once only

To instruct organization members on strategies
for maximizing medical encounters.

To identify strategies to overcome practical
obstacles to quality of care, utilization (e.g.,
manage child care, transportation).
To develop a plan for overcoming attitudinal
obstacles to health care utilization, especially
diabetes screening.
To describe and implement a plan for promoting
sources of high quality diabetes care within the
organization.
To implement a plan for identifying sources of
high quality diabetes care in their communities.
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Social workers
Browne, 2002,
U. S.

General concepts of
culture

Not Specified Case scenarios, Clinical
experiences, Drill/practice
exercise, Lectures

Not
Specified

To incorporate knowledge of diverse cultural,
norms, issues, and values in the assessments of
and interventions with culturally diverse age
groups.
To provide a greater emphasis on
interdisciplinary team work and cultural
competence.
To increase knowledge of diverse cultural norms,
issues, and values.
To increase awareness of diverse cultural norms,
issues, and values.

Psychologists
Hansen, 2002,
U. S.

General concepts of
culture, Doctor-patient
interactions, Language,
Specific cultural content

Not Specified Discussion (group), Writing
cultural autobiography,
Readings, Self study

2 1-day
sessions

To develop cultural awareness.

To self assess one's multicultural competence.
To establish rapport and convey empathy in
culturally sensitive manner.
To explain results  in a culturally sensitive
contextual manner.
To modify assessment tools and conclusions
appropriately for use with identified group.
To know how to assess variables of special
relevance to identified groups.
To understand culture-specific assessment
procedures and tools.
To ascertain effects of therapist-client language
differences.
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Tomlinson-Clarke,
2000,
U. S.

General concepts of
culture, Racism, Specific
cultural content

Other specific
culture: Aboriginal

Discussion (group), Use of
"critical incidents" to
develop skills, Readings

15 sessions
held weekly

To understand people within a socio-cultural
context; addressing race, oppression, and
ethnicity. Familiarity with current research in
multicultural field.
To discuss culture, identity, appreciation of one's
own culture and biases.
To use critical incidents to develop multicultural
communication skills.

Mental health professionals
Stumphauzer,
1983,
U. S.

General concepts of
culture, Access issues

Asian/Pacific
Islander

Case scenarios,
Discussion (group),
Readings

2-hour
sessions
held weekly
for 10 weeks

No stated objectives.

Occupational therapy
Velde, 2001,
U. S.

Specific cultural content African American Clinical experiences,
Culture immersion,
Interviewing members,
Literature, Presentations,
Self reflection, Small group

20-28 hours
total

To know about cultural differences between
Tillery community members and students/faculty.

To note personal awareness of cultural
differences between Tillery community members
and students.
To study effects of cultural differences on
behavior of Tillery community members and
students/faculty.
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Counselors
Wade, 1991,
U. S.

Specific cultural content African American Discussion (group), Role
play

4 hours total To increase knowledge necessary to understand
and to respond to attitudes that low-income black
women bring to counseling.

To increase cul tural sensit ivity.
To increase self-awareness necessary to
understand and to  respond to attitudes that  low-
income black women bring to counseling.

To increase skills necessary to understand and
to respond to attitudes that low-income black
women bring to counseling.
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Study Study Design

Summary of Quality Assessment a Selected Aspects of Quality

Rep Bias Inter Out Analy
Comparison

Group?
Complete

Description?
Blinding?

Objective
Strategy?

Numbers/
Reasons for

Non-
inclusion?

Complete
Statistical
Analysis?

PHYSICIAN

Beagan, 2003 Post-test only with
external control

Y N N N N N

Copeman, 1982 Pre-/post-test
N N N/A Y N N

Crandall, 2003 Pre-/post-test
N N N/A Y Y Y

Culhane-Pera,
1997

Pre-/post-test
N Y N/A N N N

Dogra, 2001 Pre-/post-test
N Y N/A Y Y N

Douglas, 1994 Post-test only
N N N/A N N N

Dowell, 2001 Post-test only
N Y N/A N N N

Drouin, 2003 Post-test only
N Y N N N N

Farnill, 1997 Pre-/post-test
N Y N/A Y N Y

Godkin, 2001 Concurrent
controlled trial
(CCT)

Y Y N Y Y N

Godkin, 2003 Concurrent
controlled trial
(CCT)

Y N N N N Y

Haq, 2002 Pre-/post-test
N Y N/A N N N

Mao, 1988 Pre-/post-test
N Y N N N N

Marvel, 1993 Post-test only
N N N/A N N N
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Mazor, 2002 Pre-/post-test
N Y N/A Y N Y

Nora, 1994 Pre-/post-test with
external control

N Y N Y Y N

Rubenstein,
1992

Pre-/post-test
N N N/A Y N N

Sinnott, 2001 Post-test only
N N N

N
N N

Tang, 2002 Pre-/post-test
N Y N/A N N Y

NURSE

Alpers, 1996 Concurrent
controlled trial
(CCT)

Y N N Y N N

Barton, 1992 Post-test only
N N N/A N Y N/A

Berman, 1998 Post-test only
N Y N/A N N N

Blackford, 2002 Qualitative
N N N/A N N N

Bond, 1994 Post-test only
N N N/A N N N

Campinha-
Bacote, 1996

Post-test only
N N N/A N N N

Felder, 1990 Post-test only
N N N Y N Y

Flavin, 1997 Pre-/post-test
N N N/A Y Y N

Frank-
Stromborg,
1987

Pre-/post-test
N Y N/A Y Y Y
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Frisch, 1990 Concurrent
controlled trial
(CCT)

Y N Y Y N N

Hadwiger, 1999 Post-test only
N Y N/A N N N

Haloburdo,
1998

Qualitative
N N N/A N Y N/A

Inglis, 2000 pre-/post-test with
external control

N Y Y Y N N

Jeffreys, 1999 Pre-/post-test 
N N N/A Y N N

Jeffreys, 2002 Post-test only
N N N/A N N N/A

Lasch, 2000 Randomized
controlled trial
(RCT)

Y Y N Y N N

Lindquist, 1984 Post-test only
N N N N N N

Lockhart, 1997 Post-test only
N N N/A N N N

Napholz, 1999 Concurrent
controlled trial
(CCT)

Y N N Y N Y

Oneha, 1998 Post-test only
N N N/A N N N

Rolls, 1997 Post-test only
N N N/A N Y N

Rooda, 1993 Post-test only
N N N/A N N N/A

Ryan, 2002 Post-test only
N Y N/A N N N

Ryan, 2000 Qualitative
N N N/A N N N/A
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Scisney-
Matlock, 2000

Concurrent
controlled trial
(CCT)

Y Y N Y N Y

Smith, 2001 Concurrent
controlled trial
(CCT)

Y N N Y Y Y

St Clair, 1999 Concurrent
controlled trial
(CCT)

Y N N Y N N

Underwood,
1999

Pre-/post-test
N Y N/A N N N

Underwood,
2002

Post-test only
N N N/A N Y N

Warner, 2002 Post-test only
N N N/A N N N

Wendler, 2002 Post-test only
N N N/A N N N

Williamson,
1996

Pre-/post-test
N N N/A Y N Y

OTHER PROVIDERS/ MIXED GROUPS

Nurse, Physician, Receptionists, Volunteers, Business office staff

Gallagher
Thompson,
2000

Pre-/post-test
N N N/A Y N N

Nurse, Physician, Social workers, Nurse's aides, Receptionists, Clerks
Gany, 1996 Pre-/post-test

N N N/A Y N Y
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Nurse, Pharmacist

Chevannes,
2002

Post-test only
N N N/A N Y N/A

Nurse, Pharmacist, Occupational therapy, Physical therapy, Health administration

Erkel, 1995 Pre-/post-test
N N N/A N N N

Nurse, Pharmacist, Physician, Any staff with direct patient contact
Way, 2002 Pre-/post-test

N N N/A Y N Y

Community health worker, Undergraduate students
Bengiamin,
1999

Qualitative
N N N/A N Y N/A

Community health worker, Church nurse guild members and other interested community organizations

Briscoe, 1999 Post-test only
N N N/A N N N

Social workers

Browne, 2002 Post-test only
N N N/A N N N

Psychologists

Hansen, 2002 Post-test only with
external control

N Y N Y N Y

Tomlinson-
Clarke, 2000

Post-test only
N N N/A N N N
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Mental health professionals

Stumphauzer,
1983

Pre-/post-test
N Y N/A Y N N

Occupational therapy
Velde, 2001 Qualitative

N N N/A N N N

Counselors

Wade, 1991 Randomized
controlled trial
(RCT)

Y N Y Y Y Y

a assessments of methodological strengths and weaknesses in 5 domains, as categorized by the following symbols:

 = quality score of 80% or above

 = quality score of 50 to 79%

 = quality score of less than 50%
Domains:
Rep = representativeness of targeted healthcare providers and/or patients
Bias = potential for bias and confounding
Inter = description of interventions
Out = assessment of outcomes
Analy = analytic approach
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Evidence Table 6: Results from articles addressing Question 2, sorted by targeted healthcare providers(s)

Study Evaluation Methods Outcomes

PHYSICIAN

Beagan, 
2003

Individuals interviews,
questionnaires

There were no differences in the percent of students who thought various characteristics of patients (for
example appearance, English ability, social class, race, gender, culture) affected their treatments.
There were no differences in the percent of students who thought physicians' social and cultural
characteristics affected their medical practice.
There were no differences in the percent of students who thought their own social and cultural factors
affected their medical school experience.

Copeman, 
1989

Self-assessment forms, Written
exam

A 2-item test of knowledge showed significant improvement on one item measuring knowledge of
cardiovascular disease but no improvement on the item measuring mental illness among Aboriginals.
After the intervention, only 20% felt "quite competent" to interview a non English speaking patient through
an interpreter and 76% thought they could "probably manage".
After the curriculum, medical students were less likely to agree, 1) that migrants take away jobs from other
Austral ians (p<0.01) and 2) that restrictions should be placed on the Aboriginal to protect him from his own
lack of responsibility (p<0.05) and medical students were significantly more likely to agree 1) that the cause
of Aboriginal poor health is disposition from their land (p<0.01) and 2) that in general Aborigines are pretty
much all alike (p<0.05).

Crandall, 
2003

Written exam, The multicultural
assessment questionnaire

Statistically significant improvement of the 4 items of the skills sub-scale occurred after the course
(p=0.000).
Statistically significant improvement on the 6 items of the knowledge sub-scale occurred after the course
(p=0.000).
Statistically significant improvement of the 6 items of the attitudes sub-scale occurred after the course
(p=0.000).

Culhane-Pera, 
1997

Group interviews, Observer
questionnaire, Participant
ratings, Self-assessment forms

Average scores on a 4-item attitudinal self-assessment improved from 3.93 to 4.1, though this change was
not statistically significant.

Average scores on a 6-item self-assessment of skills (related to incorporating cultural issues into clinical
care) improved from 3.33 to 3.96 (p=0.000).
Residents self-assessments of their level of cultural competence significantly increased between initial and
final evaluations.
Although faculty's initial assessment of resident's level of cultural competence did not correlate well with
residents' own assessment r=0.092), final competence level assessment did r=0.507, p<0.05).
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Average scores on a 6-item knowledge self-assessment of general cultural issues improved from 2.87 to
3.47 (p=0.000).

Participants  ranked the enti re curriculum of 4.33/5 for importance and 4.26/5 for quali ty.
Dogra, 2001 Self-assessment forms, Written

exam
There was no statistical difference in responses to case scenarios before and following training.

After the intervention, students had significantly different responses on 8 out of 25 attitudinal items about
cultural issues, (p<0.05).

Douglas, 
1994

Patient rating, Self-assessment
forms

Participants in the curriculum developed a keener appreciation of their own culture and that of their patients.

In a follow-up survey of patients, the majority felt that evaluation in the ethnogeriatric clinic was helpful and
that they had benefitted from the assessment approach.

Dowell, 
2001

Participant ratings, Written exam Students were able to successfully identify the health needs of a population.

Forming an attachment with Maori people resulted in students finding they actually cared about them.
Students rated the course highly.

Drouin, 
2003

Participant ratings Students rated the communication encounters positively in terms of quality and relevance of the scenarios,
realism of role-playing, usefulness of feedback by patient and supervising clinician, and perception
concerning acquisition of new communication skills.

Farnill, 
1997

Patient rating, Self-assessment
forms, Video/Audiotape

Students reported significantly more competence on all self-assessment dimensions (p<0.001) related to
interviewing patients of non-English speaking patients.
Community volunteers reported positive experiences being interviewed by the students.
Blinded psychologist rating of video showed students to be significantly more competent in interviewing a
non-English-speaking patient in the post-intervention video over pre-intervention video (p<0.01).

Godkin, 
2001

Self-assessment forms, Written
exam

Students in the intervention group showed significant improvements in self-assessed knowledge of cultural
beliefs, practices, and health needs on 8 out of 9 items.
Students in the intervention group showed significant improvements on 7 out of 20 cultural competence
items, and had significantly better cultural competence attitudes than students who did not participate in the
intervention.

Godkin, 
2003

Self-assessment forms Compared to students who did not elect to travel internationally, students who traveled were significantly
more interested in an international component in career, interested in working with underserved,
recognizing need to know another language and recognizing need to know a patient's financial constraints.
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After traveling to another country, preclinical medical students were more likely (than before they had
traveled) to report (on a scale from 1 to 5) that they had an interest in an international component to their
career (4.37 compared to 4.06, p<0.001), that they had an interest in an international component to their
career (3.97 compared to 3.67, p<0.01), that there is a need to understand cultural differences (4.43
compared to 4.16, p<0.01), that there is a need to know another language (4.51 compared to 4.15,
p<0.001), and that there was a need to be an advocate for the whole community (4.14 compared to 3.91,
P=0.03).
After traveling to another country, medical students in their clinical years were more likely (than before they
had traveled) to report (on a scale from 1 to 5) that there was a need to understand cultural differences
(4.51 compared to 4.23, p<0.001), that they were enthusiastic about being a physician (4.17 compared to
3.86, p+0.03), ant that they had a sense of idealism in the role of physician (3.65 compared to 3.16,
p<0.001), but were less likely to report a need to work collaboratively with other professionals (3.93
compared to 4.19, p=0.02) and that they had awareness of their future role as physicians (4.14 compared to
4.35, p=0.04).

Haq, 2000 Essays, Participant ratings, Self-
assessment forms, Open-ended
questions

96% would recommend international health experiences to other students.

Participants experienced significant positive changes in attitude towards communication and community
health issues (p # 0.03) between the pre and post-test.
83% of participants said the experiences changed how they would practice medicine.
Participants gained significant positive improvements on each of 10 self-assessed clinical skills between the
pre and post-test (p=0.001).

Mao, 
1988

Participant ratings In 1986, 94% approved the use of student discussion leaders, 85% enjoyed the videotapes, and 49% found
the role playing exercises helpful.
In 1986 and 1987, 70% of students found that the workshop achieved its objectives and 10% wanted more
specific cultural information.
In 1986 and 1987 a few students commented that the workshop should explore racial and gender issues in
more depth.
1985 showed some "significant" improvement in making treatment choices in three case studies (paired t-
tests).
There was significant improvement on 3 of 9 attitudes measured.

Marvel, 1993 Participant ratings The curriculum received an average score of 7.1 out of 10 (range: 5.4 - 8.0) on usefulness of rotation
objectives to current practice.
All respondents recommended to continue the rotation in the curriculum.
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Mazor, 2002 Performance audits, Patient
rating, Self-assessment forms

Families in the post-intervention period were more likely to strongly agree that "the physician was
concerned about my child" (OR 2.1, [1.0-4.2]) than families in the pre-intervention period.
Families in the post-intervention period were more likely to strongly agree that "the physician listened to
what I said" (OR 2.9, [1.4-5.9]) than families in the pre-intervention period.
Families in the post-intervention were more likely to strongly agree that "the physician made me feel
comfortable" (OR 2.6, [1.1-4.4]) than families in the pre-intervention period.
Physicians used a professional interpreter less often in the post-intervention period (55% versus 29%, odds
ratio 0.34, [0.16-0.71]).
Physicians scored higher on measures of data gathering without the use of an interpreter (17.2 pre-test
versus 22.4 post-test, p=0.01).
All but one of the physicians in the post-intervention period expressed increased confidence in addressing
various emergency department chief complaints in Spanish.
Families in the post-intervention period were more likely to strongly agree that "the physician was
respectful" (OR 3.0, [1.4-6.5]) than families in the pre-intervention period.

Nora, 1994 Group interviews, Participant
ratings, Written exam

Spanish language proficiency went from 60% pre-test to 75% post-test.

Using the misanthropy scale (which indicates openness to those not like oneself), there were no significant
differences between intervention and control post course but there was a trend towards increased
acceptance of others in the intervention group.
Students reported liking the opportunity to meet Mexicans and traditional healers.
Students were positive about their experience in Mexico; one reported that it exceeded their expectations.
In comments six months later, four of the eight students who went to Mexico described the experience as
life-changing.
Cultural knowledge of Hispanic health in the intervention group went from 40% precourse to 58% post
course versus the control group 46% pre and 42% post (p=0.007).

Rubenstein,
1992

Participant ratings, Written exam Participants developed increased knowledge of ways physicians ignorance of patient's health beliefs can
adversely affect clinical encounter (on Likert scale out of 5 points: pre-test 3.3, post-test 4.6 (p<0.0001)).
The curriculum scored a mean rating of 3.5 (0=lowest; 4=highest) in usefulness.
Participants developed increased knowledge about available resources to learn about non-conventional
health beliefs (pre-test 3.8, post test 4.9 (p<0.0001)).

Sinnott, 2001 Individuals interviews, Self-
assessment forms

Interviews with 14 indigenous hospital liaison officers indicated that the program was perceived as
beneficial by 100% of those interviewed.

Tang, 2002 Self-assessment forms After the intervention, the students reported increased understanding of the importance of incorporating
sociocultural factors into patient care (p<0.01).
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After the intervention, the students reported significantly increased understanding of the impact of
sociocultural issues on the patient-physician relationship and on patients' health (p<0.001).
After the intervention, the students reported significantly greater understanding of the relationship among
sociocultural issues, health, and medicine (p<0.001).

NURSE

Alpers, 1996 Self-assessment forms, Bernol
and Froman Cultural Self-
Efficacy Scale

Intervention group has a greater confidence/competence in providing care to African-American and
Hispanic clients.

Control group felt more confidence/competence in entering ethnically distinct community, and
understanding Asian folk health practices than did the group who had received class content on culturalism.

Barton, 1992 Weekly journal entries Students gained an understanding of both differences and similarities between their own culture and that of
the migrant farm workers.

Reflections on gaining awareness of the particular lifestyles of another culture were related to being able to
observe and absorb ordinary events.
Students experienced growth by developing respect for the migrant community.
Students were incensed at inadequacies of the health care delivery system, and the insensitive and
sometimes prejudicial treatment they saw their clients experience.

Berman, 1998 Self-assessment forms Between 44-91% of participants (depending on type of workshop attended) believed that, as a result of their
participation in the program, they had 1) increased patient compliance, 2) shared knowledge with other
providers, and 3) optimized use of existing resources.

Blackford, 2002 Qualitative evaluation of group
process

The process deepened nurses understanding of and insight into cultural biases regarding: 1 feminist
expectations of gender roles, 2 gender equality, 3 patriarchy, 4 distinction between equity and equality, and
5 cultural sensitivity in nursing practice.

Bond, 1994 Self-assessment forms Students reported increased Spanish language skills.
Students learned a variety of field methods for data collection for qualitative research.
Students expressed surprise that health care, access, physical settings, and care modalities could be so
different in a country bordering the U.S.
Students reported a better understanding of the ci rcumstances from which Mexican clients enter the U.S.
health care system.
Students learned a great deal about themselves, their beliefs, and their own values, coping styles, and
resources.
Students reported increased knowledge about Mexican American cultural practices.
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Many students were surprised at the common bond they shared with women of their Mexican families.
Campinha-
Bacote, 
1996

Participant ratings Approximately 90% of the participants rated the program as good to excellent.

Felder, 1990 Written exam No significant difference between freshmen and seniors nursing students in either program in attitudes
towards black American clients.
Baccalaureate seniors scored significantly higher than freshmen on the cultural knowledge test of black
American clients (p<0.001), however there were no differences in knowledge between freshmen and
seniors in the associate degree program.

Flavin, 1997 Essays, Participant ratings,
Written exam

The curriculum received good scores for design, relevancy of information, and meeting participant
expectations.
There were no significant changes in "learning scores" regarding knowledge of practices and values of four
targeted cultures prior to and after the curriculum.

Frank-
Stromborg, 1987

Self-assessment forms, Cancer
Attitude Inventory (CAI);
Pittsburgh Attitude Survey
(PAS); Activities survey

Activities survey reported increased community activities in cancer prevention and early detection.

Scores on the Pittsburgh Attitude Survey (PAS) self report measuring cancer attitudes improved from the
pre-test (mean=81) to the post-test (mean=82, p<0.08).
94% rated simulated practice with models as excellent to above average, 98% rated the speakers as
excellent to above average, and 78% rated the program as excellent.
Scores on the Cancer Attitude Inventory (CAI) improved from pre-test (mean=132) to the post-test
(mean=139, p<0.001).

Frisch, 1990 Written exam, Measure of
Epistemological Reflection
(MER)

5 out of 9 students that increased their scores on the Measure of Epistemological Reflection (MER) went on
exchange to Mexico.

Seventy-one percent of the measured cognitive improvement seen in the senior class can be attributed to
the Mexico program (p=0.018).
The Mexico exchange students were 3.5 times as likely to improve show cognitive improvement as
measured by the Measure of Epistemological Reflection (MER) than were students that did not participate.

Hadwiger,1999 Essays describing relationship
with patient

The nursing students became more aware of how their own culture affects the nursing care they provide.

Emphasis was placed on the establishment of trust in the cross-cultural relationship in post-intervention
essays.
Respect for the patient and the patient's culture was constantly shown in post-intervention essays.
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Students were more likely to include the patient in exploring goals and interventions in post-intervention
essays.

Haloburdo, 1998 Individuals interviews Students reported increased cultural sensitivity (in both those traveling to developed and developing
countries), a recognition of universal human characteristics, and increased self-confidence.
Students identified an increased knowledge of sociopolitical resources influencing health care population
based health programs, and internationa l attitudes towards the U.S.

Inglis, 2000 Written exam Students who participated in the intervention showed significant shifts on 8 out of 23 attitudinal items
towards more understanding of cross-cultural issues, whereas students in the control group showed no
change on any items.

Jeffreys, 1999 Self-assessment forms,
Transcultural Self-Efficacy Tool

Practical (interviewing) subscale score on the Transcultural Self-Efficacy Tool increased between pre and
post-test from 16 to 55% (p<0.001).
Affective subscale scores on the Transcultural Self-Efficacy Tool increased between pre and post-test from
16 to 43% (p<0.001).
Cognitive subscale scores on the Transcultural Self-Efficacy Tool increased between pre and post-test from
2 to 28% (p<0.001).

Jeffreys, 2002 Participant ratings Several students suggested inclusion of more complementary and alternative medicine.
Students reported learning the most from topics such as conceptual models, ethnopharmacology, multiple
heritage individuals, and lesbian clients.

Lasch, 2000 Written exam Nurses participating in both intervention programs (workshop only and enriched model) significantly
changed pain management attitudes (p=0.01), and maintained this change at 1 year follow-up, whereas the
control group had no change.
Both intervention groups (workshop only and enriched model) significantly improved knowledge of cancer
pain management over control group at post test and follow-up (p<0.0001).

Lindquist, 1984 Participant ratings A great deal of personal and professional growth experienced by nursing students who participated.
Lockhart, 1997 Self-assessment forms Participants reported positive long term influences on their ability to provide culturally sensitive nursing care.
Napholz, 1999 Self-assessment forms, Written

exam, Ethnic Competency Skills
Assessment (ECSA)

Both groups significantly increased scores Ethnic Competency Skills Assessment (ECSA), however the
experimental group increased much higher than the control group.

Oneha, 1998 Participant ratings, Self-
assessment forms

Students rated the curriculum as helpful in identifying and investigating issues and thinking critically and
analytically.
Students reported greater awareness of societal problems.
Students reported a greater ability to solve real problems in this field.
Students reported re-examination of their former attitudes.

Rolls, 1997 Individuals interviews,
Qualitative analysis

Attitudes towards another culture, language, and religion changed to a level of acceptance and
understanding.
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Students reported increased self confidence.
Rooda, 1993 Essays, Feedback Department directors who participated thought the issue of culture, ethnic identity, and healthcare was

timely and that they could use what they learned to educate their staff.
Ryan, 2000 Group interviews Students reported several strategies to use to "learn to care for clients in their world not mine": preparation

activities, dependencies or group support, use of coping skills, learning to communicate differently, live and
think differently.
Students experienced personal and professional growth.
Students reported increased awareness of need to communicate in culturally sensitive ways.
Students report greater appreciation of the value of others.

Ryan, 2002 Self-assessment forms Participants reported that they gained insight into own (69%) and others' (86%) cultural beliefs.
Participants reported learning new ways of communicating (69%).
Participants reported increased awareness of culture in healthcare (91%).
Participants reported increased knowledge about health practices (89%).

Scisney-Matlock,
2000

Self-assessment forms, 5
selected items measured with
Michigan Longitudinal Study
Scales (MLSS)

Knowledge of diversity gained through course work was not statistically significant different between
experimental group and control group.

Intervention group showed statistically significant increase in activities devoted to understanding other
racial/ethnic groups.
Intervention group showed statistically significant increase in self-reported social interactions with peers of
different race/ethnicities.
Intervention group showed statistically significant increase in satisfaction with relevance of course work to
their own ethnic ity.

Smith, 2001 Self-assessment forms, Written
exam, Cultural Self-Efficacy
Scale (CSES)

Questionnaire measuring knowledge of cultural diversity taken in 3 phases showed significant increases
over time (p<0.001) in the intervention group and no improvement in the control group.

Cultural self-efficacy scale (CSES) taken in the 3 phases, showed significant improvements in self-efficacy
(p<0.001) in the intervention group and no improvement in the control group.

St Clair, 1999 Essays, Self-assessment forms,
Journal; Field notes; Cultural
Self-Efficacy Scale (CSES)

Continual growth in cultural self-efficacy scores for students in international clinical exercises (mean score
3.7) over those who remained in the US (mean score 3.3) in the follow-up testing period (p=0.007).

There was a statistically significant increase in cultural self-efficacy scores on the post-test in all students.
Students developed sensitivity to being a minority through international experience.
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Underwood,
1999

Participant ratings, Self-
assessment forms

Since completing the program, many participants have designed and implemented a number of innovative
cancer prevention programs.
Participants indicated more confidence in their ability to positively influence cancer prevention behaviors in
practice and community.
Participants indicated that the curriculum changed their attitudes towards nurses role in cancer prevention
and early detection.
Participants indicated increased knowledge of cancer prevention and early detection among African
Americans.

Underwood,
2002

Self-assessment forms Between 33% to 50% of participants reported that their knowledge had substantially increased on a wide
range of items (N=50) concerning five common cancers among African Americans.

Warner, 2002 Group interviews Students were able to identify common ground of human experiences.
Students expressed frustration over intractable health problems.
Students were able to contrast Navajo healing with Western ways.

Wendler, 2002 Essays, Participant ratings Almost all students said they would recommend the course to others.
Students rated the course process, activit ies, and outcomes highly.

Williamson, 1996 Group interviews, Self-
assessment forms, Written
exam, Cultural Self-Efficacy
Scale

Attitudes about cultural patterns. Showed sustained improvements in African American [begin 2.77 (0.66),
middle 3.31 (0.72), end 3.61 (0.65)], Hispanics [begin 2.58 (0.70), middle 3.31 (0.70), end 3.69 (0.71)], and
SE Asians [begin 2.28 (0.69), middle 3.64 (0.69), end 3.35 (0.77)] (p<0.001).

Students improved in transcultural skills (begin 3.29 (SD +/-0.69), middle 3.64 (SD +/-0.69), end 3.96 (SD
+/-0.66) (p<0.001)).
Participants improved their knowledge of cultural concepts (beginning 2.92 (+/- 0.74), middle 3.49 (+/- 0.70),
end 3.68 (+/- 0.66) (p<0.001)).

OTHER PROVIDERS/ MIXED GROUPS

Nurse, Physician, Receptionists, Volunteers, Business Office Staff
Gallagher
Thompson, 2000

Self-assessment forms, Written
exam

Statistically significant increased referrals of Hispanic Alzheimer's patients and/or families to the appropriate
specialized services about Alzheimer's disease (p<0.005).

Statistically significant increase in participants knowledge of Hispanic beliefs about Alzheimer's disease
(p<0.05).
Statistically significant increase in participants general knowledge about Alzheimer's disease (p<0.005).
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Nurse, Physician, Social Workers, Nurse's Aides, Receptionists, Clerks
Gany, 1996 Written exam There was a significant attitude shift on 12 item exam in which the mean score was 33.76 on the pre-test

compared to 35.68 on the post-test (p<0.003).
There was a significant knowledge shift on 21 item scale exam about immigrant health in which students
scored 15.8% correct in the pre-intervention period compared to 18.6% correct in the post-intervention
period (p<0.0001).

Nurse, Pharmacist
Chevannes,
2002

Self-assessment forms, Focus
groups

After the intervention, 8/17 said that they were not able to bring about change in practice and 4/17
participants were able to identify areas of practice that had changed.
Qualitative: "I have become more conscious of stereotyping."
Participants reported a better understanding of the concepts of ethnicity and race, and community
resources available.
82% believed that training added to their knowledge.
Participants reported the acquisition of confidence to engage with colleagues about different cultural values
and practices.

Nurse, Pharmacist, Physician, Occupational Therapy, Physical Therapy, Health Administration
Erkel, 1995 Participant ratings, Self-

assessment forms
Interdisciplinary team interaction, exposure to new practice opportunities, and the community-oriented
primary care project were the elements of the course that were most enjoyed by students.
Participants gained an increased awareness to barriers to care for rural clients.
Participants gained increased knowledge of rural, transcultural, and interdisciplinary issues; principles of
case-management, patient focused care, and community oriented primary care.
Course evaluations revealed that classroom and field trips met student expectations.
72% of students reported that the practicum influenced them to consider practicing in a rural setting.
Participants gained an appreciation for rural lifestyle.
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Nurse, Pharmacist, Physician, Any Staff with Direct Patient Contact
Way, 2002 Participant ratings, Patient

rating, Self-assessment forms
After the intervention there was an increased perception among patients of seeing staff members of their
ethnicity (p=0.04) and of finding magazines/reading materials on ward that contained information of interest
(p=0.04). There was also a significant increase in patients' reporting that staff would see them as individuals
(p=0.06).
There was a statistically significant increase in participants' perception that there were pictures on walls that
may remind patients of family/friends (p=0.01), and that there were magazine/reading materials that contain
information in which the patient may be interested (p=0.0001).
58% of participants increased interest in learning patient and family background, and 59% of participants
increased sensitivity to cultural competence.
59% of participants increased awareness of special needs of recipients who do not speak English.

Community Health Workers, Undergraduate Students
Bengiamin, 1999 Self-assessment forms, Open-

ended questions
Students  evidenced a greater awareness of the ever-changing and complex life stages across life's
continuum through a transformational process of personal growth and emerging definition of culture.
After the intervention students understood the significance of recognizing socioeconomic status as a culture
of its own.
Students gained the ability to view health care in a holistic manner.

Community Health Worker, Church Nurse Guild Members and Other Interested Community Organizations
Briscoe, 1999 Self-assessment forms, Intent to

take action form
At six months follow-up, 30% of nurse participants had fulfilled their intention compared to <10% of nurses
in other groups.
After the curriculum, participants reported that they intended to arrange for a community group to take a
diabetes risk test (71%), distribute diabetes material at community health fairs or church services (67%),
present African-American Program modules (59%), promote health foods at pot luck suppers (56%), and
arrange cooking or exercise classes (38%).
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Social Workers
Browne, 2002 Individuals interviews, Self-

assessment forms
After the intervention, 100% felt competent about their role in an interdisciplinary team.

After the intervention, 100% believed that their style of practice was culturally competent.
After the intervention, 7 of 12 felt knowledgeable regarding elder abuse and the full range of social work
interventions.
After the intervention, 100% agreed that they understood normal aging.
After the intervention, 11 of 12 agreed that they were knowledgeable about common ethical dilemmas,
policy analysis, program evaluations, and resources development.

Psychologists
Hansen, 2002 Written exam Those who completed the program scored 88.3% on knowledge test, those who did not take the program

(control) scored 75.3% (p<0.001).
Tomlinson-
Clarke, 2000

Individuals interviews,
Participant ratings

Overall students perceived textbooks and reading as helpful in gathering understanding of multicultural
issues.
Acquisition of multi-cultural knowledge was considered by participants to be useful and transferable in
developing effective counseling interventions at 4 months follow-up.
Critical incidents that involved students' interactions with one another were most frequently cited as
enhancing learning.

Mental Health Professionals
Stumphauzer,
1983

Observer questionnaire,
Participant ratings, Written exam

Trainees ability to do behavioral analysis and treatment plan increased significantly (p<0.01) from the pre-
intervention period to the post-intervention period.

The course was seen by all trainees as having added "a greater deal" or "a considerable amount" to their
knowledge base.
There were significant increases on a 23-item test measuring knowledge of behavioral modification
principles, from 38% correct on pre-test to 68% correct on post-test (p<0.01).

Occupational Therapy
Velde, 2001 Interviews Qualitative/quotes from students/faculty: student quote - "I feel that Tillery people would prefer to see our

differences and respect them for those differences rather than act as if we are the same."
Qualitative/quotes from students/faculty: faculty quote - "I respect and value the differences I see between
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Tillery residents and myself."

Counselors
Wade, 1991 Patient rating, Barrett-Lennard

Relationship Intervention;
Counselor Effectiveness Scale;
Counselor Rating Form

Brief culture sensitivity training produced significant differences in client perceptions of counselors and the
counseling process and was more important than racial pairing.

Clients assigned to counselors in culture sensitivity training returned for more follow-ups (mean 2.88 versus
1.90).
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