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SECTION I: EXECUTIVE SUMMARY

With growing concerns about racial and ethnic disparities in health, and the need for health care
systems to accommodate increasingly diverse patient populations, “cultural competence” has become
more and more a matter of national concern. Training physicians to care for diverse populations is
essential. The purpose of this paper is to report findings of an environmental scan that will serve to inform
the development of Cultural Competence Curriculum Modules (CCCM) for family physicians. This work
is supported by the Office of Minority Health (OMH) of the U.S. Department of Health and Human
Services (DHHS) and represents the first effort to create such training materials at the national level. This
project intends to build on the ongoing efforts of the Office of Minority Health, which has completed
extensive work to issue “National Standards for Culturally and Linguistically Appropriate Services
(CLAS) in Health Care” (Federal Register 65 (247), 80865-80879) in December 2000 and is currently
completing an effort on “Developing a Research Agenda for Cultural Competence in Health Care.”

In conducting the environmental scan for the present initiative, we gathered information through
literature searches, Internet searches, and phone calls with experts in the field. The purpose of this paper
is to synthesize our findings regarding the concepts, policies, and teaching practices with respect to
culturally competent health care. For the purposes of this paper, we adopt the definition of “cultural
competence” used in the CLAS standards work that precedes it, while emphasizing the importance of
defining “culture” in its broadest sense. We focused on information that pertains particularly to family
physicians, who are the subject of this project. The information we gathered fell into three categories that
comprise the main sections of this paper: information that provides family physicians with a context and
rationale for cultural competence; information specifically relating to the three main CLAS themes—
culturally competent care, language access services, and organizational supports—and information related
to pedagogical issues of curricula and training.

Three major areas of health research provide a context that speaks to the importance of culturally
competent care: health disparities, access to health care, and quality of care (specifically the aspect of
patient centeredness). The existence of health disparities has been documented repeatedly (U.S.
Department of Health and Human Services [DHHS], 2001; National Institutes for Health [NIH], n.d.).
Recent studies support the notion that the provision of culturally competent services can potentially
improve the health of minorities by improving physician-patient communication and delivering health
care in the context of each patient’s cultural beliefs (Vermeire, Hearnshaw, VanRoyen, & Denekens,
2001). Social, cultural, and language barriers to health care access are numerous and problematic.
Cultural and linguistic differences and levels of acculturation may affect communication, level of trust,

and the ability to navigate the American health system (Coleman-Miller, 2000; Commonwealth Fund,
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n.d.). The provision of high-quality care requires patient safety and patient centeredness. Patient safety
guarantees that medical treatments will not be harmful to patients. Patient centeredness has the goal of
ensuring that patients’ preferences and beliefs are taken into account and that patients have the
information they need to participate in their own care (Institute of Medicine [IOM], 2001). Cultural
competence training can further these goals, and should be emphasized as an important means for
improving quality of care in order to stay competitive in today’s health care atmosphere.

The other context to consider is that of policies and laws relating to culturally and linguistically
appropriate services. Title VI of the Civil Rights Act of 1964 has been interpreted by the U.S. Department
of Health and Human Services Office for Civil Rights to mean that the denial of adequate interpretation to
patients is a form of discrimination. All physicians and providers who work for DHHS-funded agencies
are required to provide language access services to patients who do not speak English adequately (Office
for Civil Rights [OCR], 2000). Many states have also enacted laws that require providers to offer
language assistance in many health care settings (Perkins, Simon, Cheng, Olson, & Vera, 1998). Medicare
and Medicaid policies vary among the states. Both programs tend to have problems with vagueness in
billing for interpreter services and lack of funding, but some states’ Medicaid managed care contracting
provisions have made efforts to meet the language access needs of their enrollees with some success
(Coye & Alvarez, 1999).

Accrediting organizations are also beginning to make reforms in their policies to better support
cultural competence. In 2001, the Liaison Committee on Medical Education issued higher standards for
curricular material in cultural competence than ever before required in medical schools (Liaison
Committee for Medical Education [LCME], 2001). Many professional organizations in different areas of
health have instituted policies, initiatives, and projects and have even developed training materials that
promote cultural competence in health care. Our review of consumer advocate and minority interest group
web sites suggests that numerous resources are available for both consumers and health care providers
related to cultural competence. The organizations whose web sites we reviewed provide a wide variety of
resources related to cultural competence, including outreach services, social support, translation services,
action alerts, and training resources (see Appendix A).

For each of the three main areas of the CLAS standards—culturally competent care, language
access services, and organizational supports—we present the main themes that emerged from the
information we synthesized as possible main content areas for the curricular modules. For the first CLAS
theme, culturally competent care, we discuss five themes. First, much of the literature emphasized a
patient-centered focus (Carrillo, Green, & Betancourt, 1999; Leininger, 1978; Shapiro & Lenahan, 1996).
This idea departs from the traditional model that focuses on treating a disease rather than the whole

patient. The second main theme, effective physician-patient communication, is essential for a successful

2 American Institutes for Research



medical encounter (Bobo, Womeodu, & Knox, 1991; Carrillo et al., 1999; Campinha-Bacote, 1999;
Kristal, Pennock, Foote, & Trygstad, 1983). The third theme, balancing fact-centered and attitude/skill-
centered approaches to acquiring cultural competence, speaks to the importance of balancing a knowledge
of specific cultural facts pertaining to specific ethnic and racial populations with the acquisition of sound
skills and general knowledge that apply to all patient encounters (Carrillo et al., 1999). The fourth theme,
acquisition of cultural competence as a developmental process, refers to the finding that most
conceptualizations of cultural competence define it as a process of developing various competencies and
skills, rather than an end goal to be achieved (Culhane-Pera, Reif, Egli, Baker, & Kassekert, 1999; Cross
et al., 1989; Borkan & Neher, 1991). The process requires ongoing self-reflection and experience
(Tervalon & Murray-Garcia, 1998; Campinha-Bacote, 1999). Finally, the fifth theme is the need for
physicians to understand alternative sources of health care and the influence of culture on health care
seeking behavior (Blue, 2000; Brach & Fraser, 2000; Cohen & Goode, 1999; Pachter, 1994; Spector,
2000).

For the second CLAS theme, language access services, four prominent themes important for the
provision of linguistic services emerged. First, the importance of appropriate interpretation services was
emphasized repeatedly in the literature (Fortier, 1999; Goode, Sockalingam, Brown, & Jones, 2000;
Haftner, 1992; Woloshin, Bickell, Schwartz, Gany, & Welch, 1995). Much of the literature emphasized
the need for trained, qualified interpreters and some warned against the use of friends, family members
(especially children), and other ad hoc interpreters (Fortier, 1999; Scott, 1997). A push for interpreter
standards and accreditation has resulted in several initiatives to develop standards. The second main
theme was the importance of teaching physicians to effectively work with interpreters (Fortier, 1999;
Scott, 1997; Woloshin et al., 1995). Another main theme was the lack of resources to support language
access service requirements. Even though linguistic services are the sole form of culturally competent
services required by federal law, enforcement faces significant barriers owing to a lack of federal and
state reimbursement policies that support these services (Landers, 2000; Perkins et al., 1998). The final
main theme was the lack of information available to physicians and health care organizations regarding
language access strategies including recruiting community health workers, community interpreter banks,
and telephone interpreter services (Fortier, 1999; Jacob, 2001; OCR, 2000; Woloshin et al., 1998).

The third category of CLAS standards, organizational supports, encompasses a variety of complex
issues related to developing and implementing cultural and linguistic competence at the organizational
level. Five main themes emerged as a result of the environmental scan. First, much of the literature noted
that a strong commitment to cultural competence at every level of the organization is essential for
successful organizational cultural competence and should be reflected in policies and planning (Fortier,

1999; Goode, 1999; Rutledge, 2001; Siegel, 1998). Second, community involvement was also a central
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theme to providing organizational support (Bureau of Primary Health Care [BPHC], n.d.; Coye &
Alvarez, 1999; Goode, 1999; Rankin & Kappy, 1993; Siegel, 1998). The third theme for essential
organizational support was recruiting minority staff and community health workers (Brach & Fraser,
2000; Coye & Alvarez, 1999; Fortier, 1999; Jackson-Carroll, Graham, & Jackson, 1998). Much of the
literature suggests that racial or ethnic concordance enhances patient satisfaction. A fourth organizational
main theme is the importance of supporting opportunities for training and professional development in
cultural competence (Brach & Fraser, 2000; Coye & Alvarez, 1999; Goode, 1999; Office of Minority
Health [OMH], 2000). The fifth and final theme was the need for organizational assessment tools and the
lack of agreed-on methods of measuring cultural competence (Cross, Bazron, Dennis, & Issacs, 1989;
Goode, 1999; HRSA, 2001b).

For the last section of the scan, which focuses on curricula and training, we performed a content
analysis of a sample of curricula from medical and nursing schools and analyzed them for broad themes in
content, teaching techniques, and assessment strategies. All of the curricula reviewed were used to train
medical students, nursing students, or medical residents. Pedagogical strategies integrated content with
the application of skills through interaction with real or simulated patients, case studies or vignettes.
Broad themes addressed in the curricular content pertained mainly to the provision of culturally
competent care through the physician-patient relationship and also included one language access theme—
working with interpreters. Information on the most effective types of training and assessment strategies in
cultural competence and on training in continuing medical education or workplace settings is lacking
(Fortier & Bishop, forthcoming).

The information available on cultural competence gathered through this environmental scan
provides a basis for developing modules for cultural competence for family physicians, but the
recommendations of the National Project Advisory Committee (NPAC) and the input of the expert

concept papers commissioned for this project will be essential to its success.
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SECTION II: INTRODUCTION

In 1999, the U.S. Department of Health and Human Services’ (DHHS) Office of Minority Health
(OMRH) first proposed national standards for culturally and linguistically appropriate services (CLAS) as a
means to correct inequities that exist in the provision of health care (Federal Register 64(240), 70042—
70044). The standards were developed on the basis of an analytical review of key laws, regulations,
contracts, and standards used by federal and state agencies and other national organizations, with input
from a national advisory committee of policymakers, health care providers, and researchers. Open public
hearings also were held to obtain input from communities throughout the nation. The standards represent
the first national standards for cultural competence in health care. The 14 standards are comprised of
guidelines (standards 1-3, and 8—-14) and mandates (standards 4—7) for all recipients of federal funds.
They follow three general themes: Culturally Competent Care (standards 1-3), Language Access Services
(standards 4-7), and Organizational Supports (standards 8—14) (Box 1). The final CLAS standards were
issued in the Federal Register on December 22, 2000, (Federal Register 65(247), 80865—-80879), and the
final report, “National Standards for Culturally and Linguistically Appropriate Services in Health Care,”
was published in March 2001 (See Box 1).

A second phase of the CLAS initiative, “Developing a Research Agenda for Cultural Competence
in Health Care,” is currently being prepared for dissemination. The main goal of the Cultural Competence
Research Agenda Project is to produce and disseminate a working research agenda on the relationship
between CLAS interventions and health outcomes. The research agenda was developed after conducting a
literature review on cultural competence interventions, convening a Research Advisory Committee, and
soliciting public comments (Fortier & Bishop, forthcoming).

These national initiatives reflect a recognition that culture and language are central to the delivery
of health services. It is essential for physicians to be sensitive to cultural and linguistic factors while
providing health care to people from diverse backgrounds, particularly minority groups. One of the
requirements for implementing culturally competent health care is teaching physicians how to practice it.
There have been many efforts across the country to develop formal and informal curricula for teaching
cultural competence in service delivery settings. These efforts have been largely isolated, with each
institution or organization developing its own discrete curricula independently. Up to this point, no
standardized curriculum for cultural competence has been developed. The development of the CLAS
standards by the Office of Minority Health was the first attempt to unify efforts in defining and

implementing culturally and linguistically appropriate services. The OMH has now contracted the
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Box 1: National Standards for Culturally and Linguistically Appropriate Services (CLAS)

1. Health care organizations should ensure that patients/consumers receive from all staff members effective,
understandable, and respectful care that is provided in a manner compatible with their cultural health belief and
practices and preferred language.

2. Health care organizations should implement strategies to recruit, retain, and promote at all levels of the organization
a diverse staff and leadership that are representative of the demographic characteristics of the service area.

3. Health care organizations should ensure that staff at all levels and across all disciplines receive ongoing education
and training in culturally and linguistically appropriate service delivery.

4. Health care organizations must offer and provide language assistance services, including bilingual staff and
interpreter services, at no cost to each patient/consumer with limited English proficiency at all points of contact, in a
timely manner during all hours of operation.

5. Health care organizations must provide to patients/consumers in their preferred language both verbal offers and
written notices informing them of their right to receive language assistance services.

6. Health care organizations must assure the competence of language assistance provided to limited English proficient
patients/consumers by interpreters and bilingual staff. Family and friends should not be used to provide
interpretation services (except on request by the patient/ consumer).

7. Health care organizations must make available easily understood patient-related materials and post signage in the
languages of the commonly encountered groups and/or groups represented in the service area.

8.  Health care organizations should develop, implement, and promote a written strategic plan that outlines clear goals,
policies, operational plans, and management accountability/oversight mechanisms to provide culturally and
linguistically appropriate services.

9. Health care organizations should conduct initial and ongoing organizational self-assessments of CLAS-related
activities and are encouraged to integrate cultural and linguistic competence-related measures into their internal
audits, performance improvement programs, patient satisfaction assessments, and outcomes-based evaluations.

10. Health care organizations should ensure that data on the individual patient’s/consumer’s race, ethnicity, and spoken
and written language are collected in health records, integrated into the organization’s management information
systems, and periodically updated.

11. Health care organizations should maintain a current demographic, cultural, and epidemiological profile of the
community as well as a needs assessment to accurately plan for and implement services that respond to the cultural
and linguistic characteristics of the service area.

12. Health care organizations should develop participatory, collaborative partnerships with communities and utilize a
variety of formal and informal mechanisms to facilitate community and patient/ consumer involvement in designing
and implementing CLAS-related activities.

13. Health care organizations should ensure that conflict and grievance resolution processes are culturally and
linguistically sensitive and capable of identifying, preventing, and resolving cross-cultural conflicts or complaints
by patients/consumers.

14. Health care organizations are encouraged to regularly make available to the public information about their progress
and successful innovations in implementing the CLAS standards and to provide public notice in their communities

about the availability of this information.

Source: Federal Register 65(247), 80865-80879.
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American Institutes for Research (AIR) to carry out the first national effort to design and assess Cultural

Competence Curriculum Modules to teach cultural competence to family physicians.

DEFINITION OF “CULTURAL COMPETENCE”

Early work that shaped today’s understanding of cultural competence in health care was largely in
the field of medical anthropology (Harwood, 1981; Kleinman, 1980; Kleinman et al., 1978; Pfifferling,
1980). These anthropologists have applied the observational methods of anthropology to medicine,
examining the dynamics of the physician-patient relationship within the context of medical culture and
exploring the interactions between culture, health beliefs and health behavior. They have described the
traditional culture of Western medicine as being disease-oriented, focusing on biological concepts and
processes, and largely discounting the importance of cultural and psychosocial factors to health
(Harwood, 1981; Pfifferling, 1980).

The concept of “cultural competence” has been applied to many fields of service delivery. For the
purposes of this report, we adopt the definition of cultural and linguistic competence used in the CLAS
standards, which was adapted from a definition developed in the mental health field (Federal Register
65(247)):

Cultural and linguistic competence is a set of congruent behaviors, attitudes, and policies
that come together in a system, agency, or among professionals that enables effective
work in cross-cultural situations. “Culture” refers to integrated patterns of human behavior
that include the language, thoughts, communications, actions, customs, beliefs, values,
and institutions of racial, ethnic, religious, or social groups. “Competence” implies having
the capacity to function effectively as an individual and an organization within the context
of the cultural beliefs, behaviors, and needs presented by consumers and their
communities. (Based on Cross, Bazron, Dennis, & Issacs, 1989)

It is important to point out that in our definition of cultural competence, the social groups influencing a
person’s culture and self-identity include not only race, ethnicity, and religion but also gender, sexual
orientation, age, disability, and socio-economic status. The culture of linguistic groups is also an
important domain of culture to include. Linguistic minorities include not only people with limited English
proficiency (LEP), but also people with low literacy skills and the hearing impaired. Although this report
primarily focuses on issues of cultural competence that pertain specifically to ethnicity and race, it is our
intention that the issues concerning culturally competent care addressed in this environmental scan and in
the Cultural Competence Curriculum Modules that are subsequently developed will encompass a broad
definition of culture and include these less often mentioned social groups.

Cultural competence can be viewed in relation to general competence in professional medical
practice as an integrated aspect of overall competence. A recent article generated a definition of

professional competence intended to be inclusive of all important domains of competence. According to

7 American Institutes for Research



the definition, competence is “the habitual and judicious use of communication, knowledge, technical
skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual
and the community being served” (Epstein & Hundert, 2002, p. 226). This definition of encompasses
certain aspects of overall professional competence that were found to be underemphasized by Western
medical culture, including interpersonal skills, lifelong learning, and integration of core knowledge into
clinical practice (Epstein & Hundert, 2002). Many of these aspects are also central aspects of cultural
competence. The implication is that cultural competence is part of a central set of professional
competencies, rather than an isolated aspect of medical care with limited relevancy.

In addition to defining cultural competence as essential to professional competence in general,
cultural competence can be defined in terms of the power dynamics in medicine as well as society at
large. The need for cultural competence arises from the inherent power differential in the physician-
patient relationship (Tervalon & Murray-Garcia, 1998). Ethnicity and social status are inextricably linked
(Harwood, 1981), and social issues such as stereotyping, institutionalized racism, and dominant-group
privilege are as real in the examining room as they are in society at large. Therefore, the goal of cultural
competence training in health care should be to guide physicians in bringing these power imbalances into
check. This process, consisting of ongoing self-reflection and self-critique, requires humility. In fact, the
concept of “cultural competence” may be better described as “cultural humility” (Tervalon & Murray-
Garcia, 1998).

It is important to make one other distinction regarding the definition of cultural competence.
According to a comprehensive report, “Cultural competence is usually broken down conceptually into
linguistic competence and cultural competence, even though true cultural competence recognizes
language and culture as inseparable” (Fortier, 1999, para.1). However, in certain instances it is useful to
conceive of them as separate competencies. In this scan, we consider linguistic competence as an integral
aspect of cultural competence, but for practical reasons and better understanding, we discuss linguistic

competence separately when appropriate.

PURPOSE

The purpose of this report is to synthesize the information from our environmental scan on the
concepts, policies, and teaching practices regarding culturally competent health care and to inform the
National Project Advisory Committee (NPAC) on this subject. The committee will convene to advise on
the development of Cultural Competence Curriculum Modules (CCCMs) to teach culturally and
linguistically appropriate health services to family physicians. The CLAS standards developed by OMH
and summarized in Box 1 will serve as the starting point for this initiative. The 14 standards are directed

primarily at health care organizations and represent a comprehensive set of recommendations and
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mandates for implementing culturally and linguistically appropriate services at all levels of the
organization. Individual providers are encouraged to use the standards to make their practices more
culturally and linguistically accessible (Federal Register 65(247), 80865-80879). We first provide a
context and rationale for cultural competence by discussing relevant health policy and research issues that
support the need for culturally competent health care and training. After discussing the issues from this
perspective, we discuss concepts of cultural competence and training practices as they pertain to the three
major CLAS themes. Since the family physician is the subject of this project, we use the CLAS standards
as the framework, but examine them as they apply specifically to the education of physicians on this
subject. For our purposes, we discuss the three main themes of the CLAS standards as follows:

1) Culturally Competent Care refers mainly to the family physician-patient

relationship and the delivery of culturally competent care by individual
physicians.

2) Language Access Services focus on the family physician’s role in ensuring
appropriate language access services to every patient.

3) Organizational Supports focus on the family physician’s functioning as part of
a health care team within an organization. Although family physicians work in a
variety of settings, the family physician is a central figure influencing the cultural
competence of the staff and the organization as a whole. Given this role,
knowledge of the issues concerning the implementation of culturally competent
services at the organizational level increases the physician’s capacity to enhance
institutional change.

Even though we will discuss them separately, it is important to note that these three themes are
interdependent. Naturally, culturally competent care is not authentic if it does not include language access
services for people with limited English proficiency and if it is not supported by the organization at large.
Similarly, language access services will not be effective if they are not delivered in a culturally
appropriate manner, and culturally competent care will not be provided on an ongoing basis if
organizational supports are not in place. The three themes are ultimately parts of the interrelated and

overall construct of cultural competence.
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METHODS

The information presented in this report was gathered by performing an environmental scan for
information on the topic of cultural competence curricula. The environmental scan consisted of gathering
information through literature searches, Internet searches, and phone contacts with experts in the field.
Our main goal during the gathering phase was to ensure a broad perspective on the subject by collecting
information from a variety of sources. The review and scan covered sources in five categories, pertaining
to each of the three main CLAS themes. The sources were selected to focus on materials related to
teaching cultural competence to physicians, including the content of specific cultural competence
curricula, conceptual frameworks for cultural competence, policy and accreditation standards, and other
information pertaining to the main CLAS themes. The five categories of sources follow:

1) Published Literature—Research articles, books and reports on cultural and

linguistic competence, theories, frameworks, practices, surveys, or other research

2) Medical and Nursing Schools—Information on courses and curricula in cultural

competence, program information and syllabi

3) Federal, State, and Local Agencies—Policy and legal information, certification

standards, and contracting requirements

4) Public and Private Health Organizations—Internal institutional guidelines,

policies, training materials, accreditation standards and reports

5) Consumer and Advocacy Groups—Information from organizations and

associations that advocate for health care quality, including associations for
health care practitioners, patients, nurses, students, mental health workers,
minority groups, family, and other advocate or consumer groups

The primary search methods included using web-based databases such as Medline, Ebsco, Health
Source Plus, Health Source: Academic/Nursing Edition, and Lexis-Nexis for literature searches and
performing Internet searches using search terms related to “cultural competence curricula.” We also used
reference lists from major documents such as the CLAS standards and other prominent reports and
articles encountered as a starting point. Another major source of information were phone interviews with
experts involved with developing cultural competence curricula for various types of health care
practitioners including medical, nursing, and others. Several of the experts we contacted provided us with
reference lists and other resources pertaining to training and curricula in cultural competence. We
emphasized gathering resources that were the most recent and most widely referenced. Most of the
materials collected on curricula in cultural competence had to do with medical student and resident

education in cultural competence.
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The amount of information gathered was approximately even across the three CLAS themes.
However, in terms of information that was particularly relevant to family physicians, some of the
information on language access services and some of the information on organizational supports did not
pertain to them. However, a majority of information on culturally competent care pertained to the
physician-patient interaction. For example, a large amount of the information we encountered on language
access services had to do with such topics as training interpreters. We also found extensive information
regarding legal aspects of language access. Whether particular information regarding organizational
supports was relevant was more vague. Although it is important for family physicians to be aware of
issues related to organizational supports in order to promote cultural competence and increase their
capacity to enhance institutional change, this information may not be relevant to every physician. To help
make the distinction, we included information on organizational supports that were most recent or that we

found most helpful.

BRIEF OUTLINE

This paper is divided into five sections. Following the Executive Summary and the Introduction,
the third section, Context and Rationale for Cultural Competence Curricula in Health Care, provides a
current context of cultural competence in health research and policy as it relates to the physician and
offers a rationale for the importance of training physicians in cultural competence. This section
encompasses two subsections, the first of which discusses the importance of cultural competence in three
research contexts: health disparities research, access to care research, and quality of care research. The
second subsection gives an overview of policies and laws influencing the provision of culturally and
linguistically appropriate services in health care, including Title VI of the Civil Rights Act of 1964;
Medicare and Medicaid policies; accreditation standards for health care organizations and medical
schools; and policies, activities, and resources of professional organizations and consumer advocate and
minority interest groups.

The fourth section discusses the main concepts of cultural competence relevant to the three areas
of CLAS that emerged from the information gathered in the environmental scan. The main themes
discussed in the subsection on culturally competent care were a patient-centered focus, effective
physician-patient interaction, balancing fact-centered and attitude/skill-centered approaches to acquiring
cultural competence, the acquisition of cultural competence as a developmental process, and
understanding of alternative sources of care. The next subsection on language access services discusses
appropriate interpretation services, the training of physicians to work with interpreters, lack of resources
for language access services, and language access strategies. The final subsection on organizational

supports encompasses a strong commitment to cultural competence at every level of the organization,
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community involvement, the recruitment of minority staff and community health workers, training and
professional development, and organizational assessment.

The fifth section, Curricula and Training, discusses current prevalence of training activities in
cultural competence and curricular issues related to context, pedagogy, and assessment in three
subsections. The first subsection presents findings of a multicultural family practice residency survey. The
second presents a review of a sample of specific curricula. The third subsection describes the findings of
our curricular analysis and discusses the issues and implications involved.

The final section concludes our review by summarizing the main findings relevant to this project.
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SECTION Ill: CONTEXT AND RATIONALE FOR CULTURAL COMPETENCE
CURRICULA IN HEALTH CARE

There are many reasons why it is important for family physicians to learn to practice culturally
competent care. In this section, our purpose is to provide a context that illustrates the critical need for
cultural competence curricula from the perspective of health-related research and the laws and policies
that govern the delivery of health care services to an increasingly diverse U.S. population. This section is
divided into two subsections; the first describes the importance of cultural competence in three major
health research contexts, and the second offers an overview of the laws and policies that shape culturally

competent practice and provides some examples of the ways they are implemented.

THE IMPORTANCE OF CULTURAL COMPETENCE IN THREE RESEARCH CONTEXTS

Research and writing on cultural competence are relatively new in the literature. In this section we
relate the need for cultural competence to the context of three major areas of health services research and
policy: health disparities, access to health care, and quality of care (specifically the aspects of patient

safety and patient centeredness).

RACIAL AND ETHNIC HEALTH DISPARITIES

The long-standing problem of racial and ethnic health disparities is well documented and well
known in health and policy arenas (DHHS, 2001; Geiger, 2001; Lillie-Blanton, Martinez, & Salganicoff,
2001; NIH, n.d.; Rutledge, 2001; Stapleton, 2001). Despite improvement in overall health for the majority
of Americans, the burden of health disparities continues to disproportionately affect minority populations.
Recent studies reveal that good health is connected with an individual’s socio-economic status,
environmental factors, ethnicity, and gender. In response to staggering disparities, a number of major
initiatives to improve the health of minority populations have been implemented (DHHS, 2001). Healthy
People 2010 establishes a public health agenda with the elimination of health disparities as one of its two
overarching goals. Its other major goal is to improve health. The focus for disparity reduction is on six
key areas shown to affect racial and ethnic groups differently at all life stages: infant mortality, diabetes,
cardiovascular disease, cancer screening and management, HIV/AIDS, and child and adult immunizations
(DHHS, 2001).

For example, according to the National Institutes for Health (NIH), infant mortality rates among
Blacks, American Indians and Alaska Natives, and Hispanics in 1995 or 1996 were all above the national

average of 7.2 deaths per 1,000 live births. The greatest disparity exists for Blacks, whose infant death
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rate (14.2 per 1,000 in 1996) is nearly two and a half times that of White infants (6.0 per 1,000 in 1996).
The overall Hispanic rate (7.6 per 1,000 live births in 1995) does not reflect the diversity among this
group, which had a rate of 8.9 per 1,000 live births among Puerto Ricans in 1995. Paralleling the death
rate, the incidence rate for lung cancer in Black men is about 50 percent higher than in White men (110.7
vs. 72.6 per 100,000). Native Hawaiian men also have elevated rates of lung cancer compared with White
men. Alaska Native men and women suffer disproportionately higher rates of cancers of the colon and
rectum than do Whites. Vietnamese women in the United States have a cervical cancer incidence rate
more than five times greater than White women (47.3 vs. 8.7 per 100,000). Hispanic women also suffer
elevated rates of cervical cancer (NIH, n.d.). An increasingly large, consistent body of research indicates
that racial and ethnic minorities are less likely to receive even routine medical procedures and experience
a lower quality of heath services (Geiger, 2001; Lillie-Blanton et al., 2001; Rutledge, 2001).

The complexity of issues surrounding health disparities makes it hard to research causal factors.
Causes have been attributed to a variety of factors including socio-economic status, lack of access to
quality health services, environmental hazards in homes and neighborhoods, and the scarcity of effective
prevention programs tailored to the needs of specific communities (Satcher, 2001); shortages of health
professionals in urban areas where minority populations are high (American Medical Student Association,
2001); patients’ mistrust of the health care system (Coleman-Miller, 2000); perceived discrimination
(Krieger, 1999); poor communication between physician and patient (Vermeire et al., 2001; Woloshin et
al., 1995); and lack of cultural sensitivity and cultural competence on the part of physicians and other
health care workers (Rutledge et al., 2001; Geiger, 2001; Canto, Allison, & Kiefe, 2000).

Even though a direct link between racial and ethnic health disparities and the lack of culturally
competent care has not been empirically demonstrated, the provision of culturally competent services can
potentially improve health by increasing the understanding between physicians and patients and
potentially increasing the adherence to treatment (Vermeire et al., 2001). Culturally competent services
have the potential to increase the quality of health care so that it is delivered in the context of each

patient’s cultural beliefs and practices and those of his or her family and community.

ACCESS TO HEALTH CARE: CULTURAL BARRIERS TO ACCESS

Barriers in access to health care are economic, geographic, social, and cultural (Office on
Women'’s Health, 2000). These types of barriers encompass a wide variety of specific impeding factors;
however, much of the literature on access to health care focuses on access to health insurance. Data on
health insurance coverage indicates that every major minority group has significantly less access to health
care insurance than Whites do (Brown, Ojeda, Wyn, & Levan, 2000). A major reason for these disparities

in access is that minorities have higher rates of poverty, but racial and ethnic disparities in insurance
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coverage persist among people of the same income level. Even for people with similar health insurance
coverage, disparities include differences in the source of primary care (Lillie-Blanton et al., 2001;
Commonwealth Fund, n.d.) and patient-reported experiences with health providers (Commonwealth
Fund, n.d.). These examples accentuate the fact that social, cultural, and language barriers to access
outside of insurance coverage are numerous.

Barriers in access to health care also include cultural and linguistic differences. Cultural and
linguistic differences can be present within groups of the same race and ethnicity and thus are significant
because both language and culture affect health in many ways. These intraethnic variations include the
individual’s level of acculturation, which depends on citizenship and refugee status, the circumstances of
immigration; and the length of time the family has lived in the United States. These differences affect
individual health practices and the ability to navigate the American health system. Fear may be a powerful
barrier for groups who are illegal immigrants. History can have a tremendous influence on creating
barriers of mistrust toward physicians and hospitals for minority groups who have historically
experienced racism, as the legacy of the Tuskegee University experiment demonstrates. The study, funded
by the U.S. government, observed Black men with syphilis in order to study long-term complications of
the disease while allowing the study participants to believe that they were being treated. Intergenerational
transmission of health care experiences and attitudes based on stories of such extreme discrimination are
very powerful influences (Coleman-Miller, 2000).

Even when language barriers are reduced through interpretation services, other cultural barriers
can hinder effective communication and produce negative effects. Patients are less likely to comply with
treatment if they do not understand it (Coleman-Miller, 2000; Woloshin et al., 1995) or have conflicting
health beliefs (Coleman-Miller, 2000; Vermeire et al., 2001). Strategies to increase access to health
insurance are important and necessary to decrease disparities in access owing to economic reasons, but
the means to decreasing cultural and language barriers lies in the provision of culturally and linguistically

appropriate services to increase understanding and improve quality of care.

QUALITY OF CARE RESEARCH: PATIENT SAFETY, PATIENT CENTEREDNESS, AND CULTURAL COMPETENCE

In today’s changing health care environment, physicians and health care organizations are under
increasing pressure to ensure quality of care for their patients. It is important for all practitioners and
organizations to understand that providing culturally competent services is essential to quality care.
Recently, the Institute of Medicine (IOM) convened a national committee of experts to develop a
framework for a National Health Care Quality Report on the quality of health care in the United States
(IOM, 2001). According to the framework, health care quality consists of four components: safety,
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effectiveness, patient centeredness, and timeliness. Two of these components, safety and patient
centeredness, can be used to illustrate the necessity of cultural competence to quality care.

The IOM report refers to patient safety as “avoiding injuries to patients from care that is intended
to help them” (IOM, 2001, p. 44). Lack of culturally competent care can result in a patient’s
misunderstanding of the treatment plan and harm to the patient. For example, a patient may not take a
medication correctly due to a miscommunication, compromising the patient’s safety. So, the physician
must be able to communicate treatment plans effectively to patients with limited English proficiency or of
diverse cultural backgrounds through culturally and linguistically appropriate services.

The relationship between the clinician and the patient is central to patient-centered care. Patient-
centered care is based on a partnership of practitioners, patients, and their families and takes into account
the patient’s needs and preferences (IOM, 2001, p. 50). Patient centeredness is “furthered when patients
receive information in their own language, when the clinicians have greater awareness of potential
communication difficulties, and most importantly, when care is provided taking into account the context
of the patient’s cultural beliefs and practices” (Hurtado et al., 2001, p. 52). A competent physician must
be aware of the role of cultural health beliefs and practices in a person’s health seeking behavior and be
able to negotiate treatment options appropriately and in a culturally sensitive way. As the population
becomes increasingly diverse, culturally competent health care practitioners, bilingual practitioners, and

language access services are becoming a requirement for high quality care (Chin, 2000).

POLICIES AND LAWS PROMOTING CULTURALLY AND LINGUISTICALLY APPROPRIATE
SERVICES

This subsection provides an overview of the laws and policies that influence culturally and
linguistically appropriate services. We briefly discuss Title VI of the Civil Rights Act of 1964; Medicare
and Medicaid policies; accreditation standards for health care organizations and medical schools; and
policies, activities and resources of professional organizations and consumer advocate and minority

interest groups

FEDERAL AND STATE LAWS

Title VI of the Civil Rights Act of 1964 states that “no person in the United States shall, on the
grounds of race, color, or national origin be excluded from participation in, be denied the benefits of, or
be otherwise subjected to discrimination” under any federally supported program (Civil Rights Act of
1964). The U.S. Department of Health and Human Services’ Office for Civil Rights (OCR) extends this
protection to language, viewing inadequate interpretation as a form of discrimination. DHHS-funded

health programs are required to provide patients with limited English proficiency access to services equal
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to that of English speakers. Programs that do not comply risk losing all federal funds. However, the
regulation is vague and is difficult to comply with and enforce. On August 30, 2000, OCR issued a Policy
Guidance to provide clarity and guidance to physicians and other recipients of federal funds on the
regulation as it applies to LEP patients. According to the Policy Guidance (Federal Register 65(169), p.
52772):

The key to providing meaningful access for LEP persons is to ensure that the relevant
circumstances of the LEP person’s situation can be effectively communicated to the
service provider and the LEP person is able to understand the services and benefits
available and is able to receive [them] in a timely manner.

In the section on Language Access Services, we discuss this issue further.

The Minority Health and Health Disparities Research and Education Act became effective on
October 1, 2000, establishing the National Center on Minority Health and Health Disparities to facilitate
the work of the National Institutes of Health (NIH) to address and reduce health disparities.

In recognizing the importance of language access services, many states have also enacted laws
that require providers to offer language assistance to LEP persons in many health care and other service
settings. In fact, at least 26 states and the District of Columbia have enacted legislation requiring some
form of language assistance (OCR, 2000). A few state laws, such as those passed in California,
Massachusetts, and New York, give specific guidance to health care providers regarding what they must
do to meet the regulation. Other states’ legislation, such as that in Illinois, note the importance of
translation services, but do not specify what services must be offered. Many states have tied language
access laws to specific categories of health services, with some of the most stringent requirements being
those for mental health and long-term-care services (Perkins et al., 1998).

At least 18 states have enacted laws that make English the official state language. Although many
of these laws are purely symbolic, and even the strictest of these laws include exceptions for law
enforcement and public health activities, state agencies may interpret public health exceptions broadly or
narrowly (Perkins et al., 1998). Because of state English-only laws, agencies that receive federal funding

may not realize that they are required to provide language access services to non-English speakers.

MEDICARE AND MEDICAID POLICIES

Medicare is the federal health insurance program that covers people over age 65, people with
permanent kidney failure, and certain other disabled people of any age. Although Medicare policies
consider bilingual services reimbursable costs for hospital overhead rates, no explicit billing for
interpreter services is allowed. The provision to pay for any outpatient interpreter services virtually does

not exist (Woloshin et al., 1995).
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Medicaid is a cooperative federal and state medical assistance program, and policies vary among
the states. Medicaid provides services to indigent aged, blind, and disabled people; poor families with
children; and poor children and adolescents (Perkins et al., 1998). Typically, hospitals are reimbursed for
patient care according to the diagnosis and are not reimbursed specifically for interpreter services. In fact,
most states do not have legislation that deals explicitly with interpreter services, and states that do
typically have problems of vagueness and a lack of funding (Woloshin et al., 1995).

In recognizing the need to improve the provision of health care services to minorities, a growing
number of states have begun requiring that health plans meet the linguistic needs of non-English-speaking
enrollees under their Medicaid managed care contracting provisions. Under these provisions, nearly three-
quarters of all states require plans and providers to make written materials available in other languages;
close to half require language interpreter services for clinical and administrative encounters; and nearly
two-thirds of all Medicaid managed care contracts have some cultural competence requirements that are
non-language specific (Coye & Alvarez, 1999).

States’ approaches to ensuring culturally competent services to Medicaid beneficiaries vary
widely, primarily as a result of differences among states’ demographics and health care delivery systems.
In California, all Medicaid (Medi-Cal) recipients are enrolled in managed care plans. All of these plans
provide cultural competence training for member services personnel. The state and most health plans offer
education to providers on the appropriate use of linguistic services (Coye & Alvarez, 1999). Several
programs are also interested in providing more detailed educational programs for other staff and
contracted health care providers.

Both California and Oregon have a concentration criterion as part of their Medicaid contracting
requirements for providing linguistic services to certain language groups. In California, linguistic services
must be provided in areas that either meet a threshold standard of 3,000 beneficiaries per language group
or meet concentration standards. Concentration standards are defined as 1,000 beneficiaries of a specific
language group in a single zip code or 1,500 in two contiguous zip codes. In Oregon, the criterion is
defined at the provider level. A physician who is selected by at least 35 members of a single ethnic group
must provide linguistic services. Few contractual requirements exist. Translation and interpreter costs are
included as administrative costs in capitation rates (Coye & Alvarez, 1999).

In an increasingly complex political environment, physicians should be aware of the complicated
issues and problems surrounding Medicare and Medicaid policies. They should be aware of the potential

benefits of policies that support culturally competent care that certain states have implemented.
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ACCREDITATION STANDARDS FOR HEALTH CARE ORGANIZATIONS AND MEDICAL SCHOOLS

In addition to federal and state laws, accrediting organizations influence standards regarding
cultural competence for health care organizations and medical schools. New standards have been
implemented by the Liaison Committee on Medical Education (LCME), which mandated higher standards
for curricular material in cultural competence for medical schools than were in place before (LCME,
2001a).

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) accredits hospitals
and other health care institutions such as behavioral health care facilities and home care agencies
(JCAHO, n.d.). JCAHO standards require hospitals to employ policies that provide the means for
effective communication for each client served. For example, on admission, patients must be informed of
their rights in a manner that they can understand (Perkins et al., 1998).

The National Committee for Quality Assurance (NCQA) accredits managed care organizations in
primary health and behavioral health (NCQA, 2001). NCQA’s accreditation standards call for managed
care organizations to be able to provide materials in languages of major non-English speaking populations
that make up at least 10 percent of the membership.

The Accreditation Council for Graduate Medical Education’s (ACGME) requirements for family
practice ensure that residency programs teach residents to assess and understand the specific health needs
of the community in which they work (ACGME, 1997). Clearly, in today’s increasingly diverse
communities, training programs must prepare physicians to care for people of diverse cultures.

The Liaison Committee on Medical Education’s (LCME) new accreditation standards for 2001
include a specific requirement for cultural competence. The accreditation handbook states (LCME, 2001a,
p. 19):

The faculty and students must demonstrate an understanding of the manner in which

people of diverse cultures and belief systems perceive health and illness and respond to

various symptoms, diseases, and treatments. Medical students should learn to recognize

and appropriately address gender and cultural biases in health care delivery, while

considering first the health of the patient.

This new requirement is evidence that the importance of patient-centered care, the influence of both
culture and gender on health care needs, and the need to teach concepts of culturally competent care are

becoming increasingly recognized. We discuss examples of curricula that address this requirement in the

section on Curricula and Training.
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PROFESSIONAL ORGANIZATIONS

Many professional organizations in different areas of health have instituted policies that promote
culturally competent practices. The Society for Teachers of Family Medicine (Like, Steiner, & Rubel,
1996), the American Psychological Association (1990), the American Medical Association (1999), the
National Association of Social Workers (2001), the American Academy of Pediatrics (Committee on
Pediatric Workforce, 1999), the American Medical Women’s Association, the Association of American
Medical Colleges, the National Medical Association, the American Academy of Family Physicians, and
the National Alliance for Hispanic Health are a few examples of organizations that have policies, research
and initiatives or that provide training in cultural competence (American Medial Association, 1999;
Horowitz, Davis, Palermo, & Vladeck, 2000). The American Medical Association’s Cultural Competence
Compendium (1999) provides comprehensive information on policies, publications, educational
programs, and relevant activities of physician associations, medical specialty groups, and state medical
societies.

Several organizations have instituted guidelines or standards in cultural competence for their
memberships. For example, the American Academy of Family Physicians (AAFP) issued cultural
proficiency guidelines for preparing information or continuing medical education programs (AAFP,
2001). A policy statement issued by the American Academy of Pediatrics on culturally effective pediatric
care, education, and training issues defines “culturally effective health care” and other terms related to
cultural competence and describes the importance of training in cultural competence in medical school,
residency, and continuing medical education (Committee on Pediatric Workforce, 1999). Other
professional organizations have issued guidelines on providing culturally competent services for their
membership. The APA’s “Guidelines for Providers of Psychological Services to Ethnic, Linguistic, and
Culturally Diverse Populations” provides general principles that give suggestions for psychologists
working with diverse populations (APA, 1990). A publication of the National Association of Social
Workers, “Standards for Cultural Competence in Social Work Practice,” presents and interprets 10
standards that address the need for definition, support, and encouragement of a social work practice that
prompts cultural competence among all social workers (NASW, 2001).

The Association of American Medical Colleges (AAMC) surveyed medical schools for
information on established programs in cultural competence and identified needs (AAMC, 1998), and the
organization’s Task Force on Cultural Competence was instrumental in developing and supporting the
new standard on cultural diversity that was recently implemented by the Liaison Committee on Medical
Evaluation (AMA, 1999; LCME, 2001a). Other professional organizations also support projects and

initiatives that promote cultural competence. The American Public Health Association’s “Alternative and
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Complementary Health Practices” special primary interest group sponsors sessions at the annual meeting
that focus on topics such as using cross-cultural communication and synthesizing alternative and
complementary health practices into Western medical practice (AMA, 1999). The National Hispanic
Medical Association has a Cultural Competence Project that includes a medical education curriculum
survey, a speakers’ list, and policy reports and programs for medical schools (AMA, 1999).

Some professional organizations have developed their own curricular materials, such as the
Society for Teachers of Family Medicine and the National Alliance for Hispanic Health. In 1996, the
Society for Teachers of Family Medicine published curricular guidelines, developed over a decade, that
are designed to introduce cultural competence into residency training and graduate medical education
(Like et al., 1996). The National Alliance for Hispanic Health has developed resources for delivering
culturally competent services to Latinos, such as “A Primer for Cultural Proficiency: Towards Quality
Health Services for Hispanics” (National Alliance for Hispanic Health, 2000). The Administration on
Aging has also produced an introductory guidebook that addresses culturally competent care for elderly
minority population (DHHS Administration on Aging, 2001).

Professional organizations have developed and continue to develop policies, guidelines, and
resources that encourage their memberships to learn and continue learning to provide effective culturally
competent health care. They are important vehicles for promoting and training their members to be

culturally competent health care providers.

CONSUMER ADVOCATE AND MINORITY INTEREST GROUPS

We researched 25 consumer web sites targeted specifically at the health care of racial and ethnic
minorities (See Appendix A for complete listing). We accessed the web sites between January 3 and
January 9, 2002. Of the 25 sites, 3 targeted Asian Americans, 3 targeted African Americans, 7 targeted
Latinos, 7 targeted Native Americans and/or Native Hawaiians, and 6 targeted minority communities as a
whole. We found that these organizations provide a wide variety of resources related to cultural
competence, including outreach activities, social support, translation services, action alerts, and training
resources. The web sites of nine organizations are individually summarized below. They address issues of
cultural competence and/or language access services aimed at the specific needs of Asian Americans,
Hispanic Americans, Native Americans, Native Hawaiians, and African Americans. All nine sites address
cultural competency at the physician-patient level, 7 address language barriers, and 1 addresses
organizational issues specifically. All 9 sites address the health consumer’s needs, and 5 sites have
sections aimed specifically at physicians and health centers. These web sites are a brief look at the online
health care resources dedicated specifically to improving the health care of communities of color through

advocacy of culturally appropriate services and other strategies.
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The web site of Families USA: The Voice for Health Care Consumers discusses strategies that
can be used to eliminate barriers to coverage within U.S. minority communities of color. Regarding the
health care of Latino communities, the organization stated that a current obstacle is the shortage of
culturally appropriate services and that the successful navigation of the health system requires language
translation services or Spanish-speaking providers and staff (Families USA, n.d.).

The National Council of La Raza (NCLR), Institute for Hispanic Health (IHH), has a web site
dedicated to reducing the incidence, burden, and impact of health problems among Hispanics. IHH is
committed to providing technical assistance and science-based approaches that are culturally competent
and linguistically appropriate. To improve the health care of Hispanic Americans, IHH promotes accurate
and culturally appropriate health information targeted to the Latino community through the use of
multimedia (NCLR/IHH, n.d.).

The mission of the California Pan-Ethnic Health Network’s (CPEHN) web site is to improve
health care access and eliminate health status disparities in California’s minority communities. CPEHN
analyzed and published “The Use of Standardized Patient Satisfaction Surveys in Assessing the Cultural
Competence of Health Care Organizations.” Its findings and recommendations represented a significant
effort to promote the quality health care for California’s increasingly diverse population. CPEHN hopes to
encourage the health care industry, policymakers, purchasers, researchers, and advocates to recognize the
critical relationship between cultural competence and health care quality (CPEHN, n.d.).

The National Multicultural Institute’s web site addresses cultural competence through
organizational systems for managing a diverse workforce, cross-cultural conflict resolution, advocacy of
cultural competence in health care, and the training of diversity trainers (National Multicultural Institute,
n.d.).

The web site of the Center for Multicultural and Multilingual Mental Health Services provides
support to mental health professionals who work cross-culturally and cross-linguistically. Created to
assist mental health workers in meeting the needs of clients who have cultural and/or linguistic barriers to
treatment, the center is dedicated to bridging the gap between diverse client populations and mainstream
mental health provider organizations. Its list of providers identifies agencies, staff members, languages,
and specific services in the Metro Chicago area where culturally relevant care is provided. To expand
interpreters’ effectiveness, the center has developed a mental health curriculum for training interpreters
(Center for Multicultural and Multilingual Mental Health Services, n.d.).

The Native Elder Health Care Resource Center’s (NEHCRC) web site is a national resource for
older American Indians, Alaska Natives, and Native Hawaiians, with special emphasis on culturally
competent health care. Diverse organizational assets are integrated to create population-specific and

multicomponent programs led by experienced, prominent Native faculty. This site also offers the
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resources of cultural competence continuing education in the way of disease-specific modules for health
providers (NEHCRC, n.d.).

The Hispanic Health Council’s web site comes from a community-based non-profit organization
that promotes the health and social well being of Puerto Rican/Latinos and underserved communities
through research, service, training, and advocacy in Connecticut. The council provides a comprehensive
cluster of six preventive, culturally tailored programs that emphasize the provision of social support and
advocacy, along with information, health education, and case management (Hispanic Health
Council, n.d.).

The Black Health Network’s web site offers disease-specific solutions to African-Americans.
Addressing the need for cultural competence in the United States, the editor-in-chief states, “Efforts must
be made to create culturally sensitive educational materials in both print and video, increase the numbers
of minority physicians, and provide sensitivity training for all other physicians and health care workers
caring for the poor and minority patients” (Black Health Network, n.d.).

The Association of Asian Pacific Community Health Organizations’ web site promotes advocacy,
collaboration, and leadership that improve the health status and access of Asian Americans, Native
Hawaiians, and Pacific Islanders within the United States. It aims to establish a standard of excellence for
community-based health care that is equitable, affordable, accessible, and culturally and linguistically
appropriate. It offers technical assistance to community and migrant health centers to increase quality and
improve access to care by addressing cultural and linguistic barriers experienced by Asian American and
Pacific Islander communities. Recently, the association released an action alert that called for the support
of cultural competency requirements in Medicaid managed care (Association of Asian Pacific Community
Health Organizations, n.d.).

From this brief overview of selected sites, it is clear that a variety of resources on cultural
competence are available for both consumers and health care providers. Though some focus on a
particular racial/ethnic group or a specific aspect of cultural competence, most are broader and are
directed to all communities of color.

Many different developments and activities that pertain to cultural competence are taking place in
far-reaching realms of health from grassroots activities, to research, to accreditation, to local and federal
policies. Recent developments reflect a move toward an increasing emphasis on the importance of cultural
competence in health care. It is important for physicians to understand cultural competence in a broad

context that provides the rationale for training physicians in culturally competent care.
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SECTION IV: THREE THEMES OF THE CLAS STANDARDS

In the contexts of health care research and policies and laws guiding health care practices, the
rationale for a physician to enhance his or her cultural competence through training is evident. In the next
three sections we discuss the three major themes of culturally and linguistically appropriate services
(CLAS) as they apply to family physicians. For each of the three main themes of the CLAS standards—
culturally competent care, language access services, and organizational supports—we present the main
concepts drawn from the information we gathered and synthesized, and we include examples. More

detailed examples of the materials we collected are included in appendices where indicated.

CULTURALLY COMPETENT CARE

The theme of culturally competent care is addressed by the first three CLAS standards (see
Box 1), and for the purpose of this report refers to the culturally competent services delivered by
individual physicians. Many of the materials reviewed for this section provide conceptual frameworks and
key aspects of culturally competent care that can be used in developing curricula for training physicians
and other health care practitioners. The main themes of culturally competent care are discussed in this
section. A review of curricular matters focusing on relevant aspects of pedagogy is provided in the last
section of this paper.

The resources gathered for this section represent the majority of the information we collected and
were found mainly in journals and web sites. Summaries of some of these cultural competence
frameworks or approaches are given in Appendix B. After reviewing the materials we gathered on
culturally competent care, we saw five themes emerge: a patient-centered focus; effective physician-
patient communication; balance fact-centered and attitude/skill-centered approaches to acquiring cultural
competence; the acquisition of cultural competence as a developmental process; and understanding

alternative sources of care.

PATIENT-CENTERED FOCUS

In the information we reviewed, most conceptual frameworks of cultural competence emphasized
the patient (and family when appropriate) as the focus of attention, rather than the person’s cultural group
characteristics or the disease (Carrillo et al., 1999; Leininger, 1978; Shapiro & Lenahan, 1996). This idea
marks a departure from the traditional medical model that focuses on treating a disease rather than the
whole patient. These frameworks tend to take a holistic approach, emphasizing the cultural and social

influences on a person’s health and health beliefs. This scenario empowers the patient as the “expert” of
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his or her unique illness experience (Tervalon & Murray-Garcia, 1998). An important concept to patient
centeredness is the distinction between disease and illness.

The difference between “disease” and “illness” is an important distinction. Disease refers to the
malfunctioning of physiological and psychological processes, whereas illness refers to the psychosocial
meaning and experience of the perceived disease for the individual, the family, and those associated with
the individual (Kleinman, Eisenberg, & Good, 1978). Individuals seek health care because of their
experience of illness, so it is important for physicians to recognize that a patient’s experience with illness
may vary from their professional interpretation of the disease and may be influenced by cultural and
social factors (Blue, 2000). In response to a particular illness episode, an individual forms an explanatory
model that encompasses his or her own beliefs about the course of the sickness, such as its origin,
severity, treatment, and expected recovery (Kleinman, 1980). The goal of medical interviewing
techniques is to “elicit” the patient’s explanatory model of his or her sickness. This focus on the patient’s
perspective marks a shift from a disease perspective to a more holistic perspective that sees the patient as
a whole person and not just as an organ system or a disease. A culturally competent physician must
address both the disease and the illness. Examples of patient-centered approaches follow.

Carrillo, Green, and Betancourt (1999) warn against a categorical approach to teaching cultural
competence that focuses on specific characteristics of certain groups of people. Instead, they emphasize a
patient-based approach to cross-cultural curricula that focuses on differences between individual patients
rather than between groups or cultures. One of the five major content areas focuses on determining the
patient’s social context. The curriculum they have developed combines medical interviewing techniques
with the sociocultural and ethnographic tools of medical anthropology. A summary of the content areas of
the five modules can be found in Appendix B, and a thorough description of this curriculum is given in
the Curricula and Training section.

Leininger’s Sunrise Model suggests that the patient’s worldview and social structure are important
areas of assessment and that the Western medical model fails to explore cultural patterns of illness. The
Sunrise Model provides nine domains that practitioners can use to assess patients in order to provide
comprehensive and culturally sensitive care. Leininger’s nine domains are presented in Appendix B
(Leininger, 1978).

As part of their solution-oriented approach to cross-cultural training for family practice residents,
Shapiro and Lenahan use inductive models for learning about cultural differences as one of their basic
strategies (Shapiro & Lenahan, 1996). An inductive model focuses on the patient and his or her family as
the center of analysis rather than on some generalized theory.

Another patient focused approach to teaching cultural competence is to focus on the patient’s

family unit. Marvel and colleagues’ (1993) approach to teaching concepts of culture focuses on the family
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system. The model uses the family as its basis for identifying and understanding cultural influences that
affect health, and negotiating a treatment plan. The relationship between a patient centered approach and
culturally competent care is intertwined. Culturally competent health interventions require a patient-

centered focus, and conversely a patient-centered approach implies culturally competent interventions.

EFFECTIVE PHYSICIAN-PATIENT COMMUNICATION

Effective communication is essential for the physician-patient relationship to be successful. A
majority of resources reviewed focus on enhancing the communication skills of the physician or the
clinician. Important concepts related to communication include interviewing techniques, eliciting the
explanatory model, and negotiation of treatment.

Many frameworks for cultural competence curricula emphasize the importance of learning
communication skills as part of the core intercultural skills required for culturally competent care (Kristal
et al., 1983; Bobo et al., 1991; Levin, Like & Gottlieb, 2000; Scott, 1997; Stuart & Lieberman, 1993).
These frameworks stress the use of communication for eliciting the patient’s understanding of his or her

culture and establishing rapport. Campinha-Bacote’s construct of

Box 2: Berlin & Fowkes’
LEARN Model

“cultural skill,” which is one of five interdependent constructs

that make up cultural competence in her model, depends on
. . . ¢ Listen with sympathy and
effective communication (Campinha-Bacote, 1999). Cultural understanding to the patient’s

1 o . ti f th lem.
skill is the ability to collect relevant cultural data regarding perception of the problem

clients’ health through a culturally sensitive approach to ¢ Exll’)llai“ your perceptions of the
problem.

interviewing clients.

] o o ) ¢ Acknowledge and discuss the

Several interviewing and communication strategies are differences and similarities.

cited in the literature as important techniques for culturally ¢ Recommend treatment.

competent clinical practice. Kleinman and colleagues (1978) o Negotiate agreement

developed a set of patient-centered interviewing questions for
Source: Berlin & Fowkes, 1983

eliciting a patient’s explanatory model, such as “What do you

think has caused your problem?” and “How does it affect your life?” Berlin and Fowkes” LEARN model
consists of the five guidelines for cross-cultural encounters listed in Box 2. Stuart and Lieberman’s (1993)
BATHE model is a mnemonic that suggests useful questions for eliciting a patient’s psychosocial context.
ETHNIC is a framework that guides culturally competent clinicians to communicate effectively
throughout the physician-patient encounter (Levin et al., 2000). Details of the BATHE and ETHNIC
models are given in Appendix B.

Berlin and Fowkes and Carrillo and colleagues agree that negotiation is an essential component to

treatment. Negotiation of explanatory models involves acknowledging and negotiating across belief
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systems (Carrillo et al., 1999). The treatment plan should be the result of a partnership in decision making

between physician and patient (Berlin & Fowkes, 1983).

BALANCING FACT-CENTERED AND ATTITUDE/SKILL-CENTERED APPROACHES TO ACQUIRING CULTURAL
COMPETENCE

Approaches to acquiring cultural competence can be categorized as fact-centered or attitude/skill-
centered approaches. The fact-centered approach enhances cultural competence by teaching clinicians
cultural information about specific ethnic groups. Although it has practical applications, a solely fact-
centered approach risks presenting patients as racial stereotypes. An individual has far more cultural
influences than any handbook or course can teach, and it may not be possible for physicians to learn about
the particularities of all the various cultural and ethnic groups they serve. However, culture-specific
knowledge, such as an ethnic group’s historical context, cultural concepts of illness and disease, health-
seeking behaviors, health-oriented data and disease patterns, etc., may be helpful in certain situations
(Fisher, 1996; Harwood, 1981). Cultural competence resources that use a fact-centered approach usually
emphasize the importance of recognizing intra-group variation, warn against ethnic stereotyping, and may
be presented as a “first step” to learning culturally competent care (Fisher, 1996, p. xx).

The attitude/skill-centered approach represents a universal approach to cultural competence that
enhances communication skills and emphasizes the particular sociocultural context of individuals.
Although some cultural competence frameworks fall into one category or another, most emphasize the
need for achieving a balance of the two approaches. Many frameworks of cultural competence have the
goal of balancing specific cultural facts and knowledge pertaining to health beliefs of specific cultures
with acquiring sound skills and general knowledge of physician-patient interaction that applies to all
patient encounters (Bobo et al., 1991; Kristal et al., 1983; Scott, 1997). An example of balancing fact- and
attitude/skill-centered approaches to acquiring cultural competence is discussed in more depth in the

Curricula and Training section.

ACQUISITION OF CULTURAL COMPETENCE AS A DEVELOPMENTAL PROCESS

Most of the conceptual frameworks we reviewed present cultural competence and sensitivity as an
ongoing process of learning, reflecting and developing concepts, skills, attitudes, experiences, knowledge,
or specific competencies (Culhane-Pera, Reif, Egli, Baker, & Kassekert, 1999; Cross et al., 1989; Borkan
& Neher, 1991; Tervalon & Murray-Garcia, 1998). These developmental models describe cultural
competence as consisting of levels or stages that build on each other as cultural competence develops,
rather than as a competence that is achieved after attaining any one particular goal, such as passing a

course or completing a training module. In other words, developing cultural competence requires more
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than just passive learning; it requires a deliberate process of thinking through, reflecting, and progressing
on the part of the trainee. Campinha-Bacote (1999) encourages health care providers to focus on cultural
competence as more of a journey than an ultimate goal. Her model of cultural competence is made up of
five interdependent constructs: cultural awareness, cultural knowledge, cultural skill, cultural encounters,
and cultural desire. See Appendix B for a more detailed description.

Examples of developmental models of cultural competence include Cross and colleagues’ (1989)
developmental continuum ranging from “cultural destructiveness” to “cultural proficiency.” To articulate
the continuum, the model characterizes six points along the range. Similarly, Culhane-Pera and
colleagues’ (1997) developmental model consists of five levels of cultural competence, ranging from
level 1, “no insight about the influence of culture on medical care,” to level 5, “integration of attention to
culture into all areas of professional life.” Borkan and Neher (1991) present a model with seven stages
from “ethnocentric” to “ethnosensitive” that emphasizes the progression from stage to stage. For example,
the stage of “superiority,” which is characterized by negative stereotyping, is followed by “minimization,”
in which the trainee has learned to value similarities between cultural groups, accepts that no one group is
superior, but tends to over-generalize this notion, minimizing the importance of cultural differences.

In contrast, other approaches to cultural competence focus on methods and guidelines for
practicing culturally competent care in certain multicultural situations (Carrillo et al., 1999; Pachter,
1994; Shapiro & Lenahan, 1996). These frameworks present a more methodological approach aimed at
practical applications and may not emphasize the developmental nature of cultural competence
acquisition. For example, Shapiro and Lenahan’s (1996) solution-oriented approach identifies general
strategies that can be applied in cross-cultural situations. However, such methodological guidelines for
addressing cultural competence may also be interpreted as important multicultural experiences that further
the development of cultural competence.

Two important aspects to learning cultural competence further articulate the idea that it is a
personal process of developing one’s own cultural sensitivity and proficiency. The literature emphasizes
self-reflection of one’s own cultural identity and cultural beliefs, and the importance of experiences with
cross-cultural encounters, as important to developing cultural competence. Cultural competence
frameworks that cite self-reflection as a key element explain the importance of exploring one’s own
cultural and family values and influences (Campinha-Bacote, 1999; Marvel, Grow, & Morphew, 1993)
and exploring one’s own biases or prejudices (Campinha-Bacote, 1999; Carrillo et al., 1999; Ohmans,
1996). Frameworks that emphasized the need for experience with cross-cultural clinical encounters noted
that such experience is important for a variety of reasons. Through repeated interactions with diverse
groups, providers have the opportunity to learn to deal adequately with and become comfortable with a

variety of issues and scenarios (Campinha-Bacote, 1999; Lurie & Yergan, 1990); to prevent stereotyping
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through repeated interactions with diverse people from similar cultural groups (Campinha-Bacote 1999);
or to achieve empathy or a sense of patients’ essential values through cultural experiences (Carrillo et al.,
1999; Lurie & Yergan, 1990). Tervalon and Murray-Garcia (1998) describe cultural competence as a
commitment and active engagement in a lifelong process of self-reflection and self-critique, requiring
humility.

For individuals who are beginning to learn to provide culturally competent care, presenting
cultural competence as a developmental process that involves self-reflection and cross-cultural experience

may be an important framework for learning.

UNDERSTANDING ALTERNATIVE SOURCES OF CARE

Many of the conceptual frameworks regarding culturally competent care explicitly emphasize the
importance for physicians to recognize that patients may use alternative sources of health care and that
their health care seeking behavior is influenced by culture (Pachter, 1994; Blue, 2000; Brach & Fraser,
2000; Cohen & Goode, 1999). That is, an important aspect of culturally competent care is an awareness
that the Western health care system is only one among multiple sources of health information and
resources from which people gain knowledge about health and receive health care. Traditional or folk
models of health care differ from the Western biomedical model in that explanations for illness may
include such factors as injuries, environmental factors, interpersonal conflicts, witchcraft, hexes, or
spirits. In addition, traditional or folk health practices or remedies include herbal remedies, acupuncture,
massage, prayer rituals, and the use of traditional healers or practitioners such as curanderos, shamans,
and herbalists (Fortier & Bishop, forthcoming).

Spector (2000) points out that traditional health beliefs and practices should not be confused with
alternative medicine, which has been rapidly gaining in popularity. Traditional methods of health care
differ from alternative medicine in that they are based on traditional beliefs and practices that are integral
to a person’s culture.

The foundation for today’s understanding of traditional health care is anthropology. In 1980,
Kleinman conceptualized multiple source health care sectors. According to Kleinman, the folk health care
sector is a non-professional, specialist sector that may be based on secular or sacred beliefs and practices,
or both. It also may overlap with the professional or popular health sectors. Kleinman’s model emphasizes
that culture plays a major role in influencing a patient’s experience of and interaction with popular and
folk health care sectors (Blue, 2000; Kleinman, 1980).

Most of the literature on traditional and folk health care describes traditional health models and
practices and articulates that culturally competent care should attempt to coordinate alternative systems

and practices with conventional approaches to care (Fortier & Bishop, forthcoming). For example,
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Spector’s health traditions model uses a holistic concept of health, exploring traditional methods of
maintaining, protecting, and restoring health. Traditional methods are based on the knowledge and
understanding of health-related resources from within a given person’s ethnoreligious cultural heritage
(Spector, 2000). Similarly, Leininger’s Sunrise model of nine domains that influence health status
includes “health and life care rituals and rites of passage to maintain health” and “folk and professional
health-illness systems used” (Leininger, 1978).
In terms of coordinating alternative care with conventional approaches, an example is Pachter’s
(1994) guidelines for addressing clinical issues surrounding folk beliefs in a culturally sensitive way,
which include
¢ becoming aware of the commonly held medical beliefs and behaviors in the patients’
community;
¢ assessing the likelihood of a particular patient or family acting on these beliefs during a
specific illness episode; and
¢ arriving at a way to successfully negotiate between the two belief systems.
An understanding of the clinical issues surrounding folk health provides the physician with a framework
to develop a therapeutic plan within the context of the patient’s cultural system, which may increase
patient compliance.
Culturally competent care is dependent on the ability to understand and communicate. For many
who do not speak English, communication can be a major barrier to health care. The next section focuses

on the issues related to creating language access services for LEP patients.

LANGUAGE ACCESS SERVICES

A main tenet of anthropology is that language is the most important aspect of culture because it is
the primary way that a culture is transmitted. This notion holds true in health care settings. The medical
interview is the physician’s most powerful tool (Woloshin et al., 1995). But millions of U.S. residents
throughout the country do not have proficient English speaking and reading skills. Providing language
access services in health care settings to people with limited English proficiency is the second theme of
the CLAS standards. Standards 4 through 7 (see Box 1) represent the set of CLAS standards that are
federal mandates, not just recommendations, for providing appropriate language access services for LEP
patients so that they can have equal access to health care services. The standards support Title VI
regulations mandating that every feder