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ABSTRACT
Purpose: The purpose of this quality improvement project was to increase healthcare staff’s
cultural awareness, knowledge, skills, and desire pertinent to Latino populations.
Background: Increasing diversity of the United States population places critical importance on
healthcare providers to provide culturally competent care. Patient-provider barriers, including
language, nonverbal and verbal communication, and basic cultural knowledge, can diminish the
efficiency and efficacy of patient treatment. Establishing cultural competence in healthcare clinic
staff can improve patient interaction and outcomes; specifically, cultural competence has been
noted to improve patient treatment adherence and reduce health disparities.
Framework and Methods: This educational quality improvement project employed a pre-post-
test design. The project design and process were informed by the Plan-Do-Study-Act cycle and
involved healthcare providers at an outpatient pediatric clinic in Gilbert, AZ. Voluntary
participation in a synchronous educational session was delivered by PowerPoint training during a
monthly staff meeting. Project outcomes were measured with a Likert-based pre- and post-
survey incorporating components from Seeleman’s framework for cultural competency. Survey
data was collected and analyzed to determine changes in staff cultural competence.
Results: Aggregate comparative and descriptive analysis of pretest and posttest scores found
increases in minimum, maximum, and mean overall cultural competency scores of participants
(n=6). All measured components had increased comparative scores.
Conclusion: Educational training for healthcare providers can increase levels of basic cultural
competency. Increasing overall cultural competence of healthcare staff may require more

intermittent education sessions. Recommendations for maintaining culturally relevant care by



staff may include policies for initial and continued clinic-informed cultural competency. Data

collection was limited to collection from the single clinic site. However, project findings can

improve the quality of care delivered at the clinic and provide implications for future research.

As healthcare providers and staff gain a foundation of cultural competence through education,
they may be empowered to provide culturally informed quality patient care regionally,

nationally, and globally.

11
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INTRODUCTION

The population in the United States (US) is increasingly becoming diverse. Since 2010,
96% of all US counties registered declines in their white population shares (Frey, 2017). The
increasing diversity of the national population places particular importance on healthcare
providers to provide culturally competent care. Patient-provider barriers, including language,
nonverbal and verbal communication, and basic cultural knowledge, can diminish the efficiency
and efficacy of patient treatment (Brooks et al., 2019). Establishing cultural competence in
healthcare clinic staff and providers, can improve the quality of patient interaction and patient
outcomes; expressly, cultural competence has improved patient treatment adherence and reduces
health disparities (Henderson et al., 2018).

Background Knowledge and Significance

Within an organization, cultural competence integrates knowledge about individuals and
groups of people transformed into specific standards, policies, practices, and attitudes (Centers
for Disease Control and Prevention [CDC], 2020). These standards are then applied in
appropriate cultural settings to increase the quality of services. Cultural competence can be
classified into six components: cultural awareness, cultural knowledge, cultural skills, cultural
encounters, cultural desire, and cultural empathy (CDC, 2020). Although encounters are learned
based on face-to-face interaction and cannot be taught, an educational implementation can target
the other five components (Henderson et al., 2018).

Healthcare providers have implicit biases towards ethnic minority patients, regardless of
intent; these implicit biases can negatively impact patient outcomes and sustain health disparities

(Wheeler & Bryant, 2017). A health disparity is identified as a higher burden of an adverse
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health determinant or outcome (Wheeler & Bryant, 2017). Patients subject to provider bias
experience more shame and embarrassment that leads to avoidance of medical care and therefore
promotes health disparities (Flynn et al., 2020).

As part of the goal to improve health in the US, government objectives highlight the
importance of addressing social determinants of health and providing culturally and linguistically
appropriate services (CLAS) standards within the community, local, and national organizations
(Office of Disease Prevention and Health Promotion [ODPHP], n.d.). The social determinants of
health and CLAS standards identified a need to promote health equity with objectives that can be
addressed by improving cultural competence for healthcare professionals (ODPHP, n.d.; United
States Department of Health and Human Services [USDHHS], n.d.). Cultural competence
training aims to improve the quality of health care and reduce health disparities by improving
communication and trust between patients and healthcare providers, thereby enhancing provider
knowledge about socio-cultural factors linked to health beliefs, practices, and utilization of
services (Henderson et al., 2018). Providers who completed cultural competence training
reported improvements in cultural skills, attitudes, awareness, and knowledge (Govere &
Govere, 2016).

Although cultural competence is presently taught in healthcare professional education
programs, the formal integration of cultural competence teaching only began in the 1990s
(Thackrah & Thompson, 2013). As a result, a considerable number of experienced and actively
practicing healthcare providers were not provided formal education on cultural competence.
Additionally, cultural competence is a lifelong process, so efforts to initiate or bolster learning

are essential to the process of developing cultural competence (Watt et al., 2016).
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Local Problem

Large metropolitan areas have historically been the nexus of minority settlement in the
US, serving as destinations for immigrants, black migration to urban areas, and, more recently,
for Latino and Asian Americans. In Arizona, the Latino ethnic population was 31.7% in 2019
(United States Census Bureau, n.d.). Latino populations in the US are disproportionately affected
by the social determinants of health, resulting in high incidences of cardiovascular disease,
diabetes, cancer, and liver disease (Velasco-Mondragon et al., 2016). Educational background,
English proficiency, and cultural background lead to further health inequities (Velasco-
Mondrago et al., 2016). Cultural and linguistic differences are also highlighted as significant
contributors to health disparities (Alizadeh & Chavan, 2016). Therefore, given the prominence of
the Latino population in Arizona, focusing on the cultural competence of primary care providers
(PCPs) and staff is necessary to improve health equity and reduce the prevalence of health
disparities for Latino patients.

Intended Improvement

Project Purpose

This project aims to improve cultural competency levels, specific to Latino populations,
of healthcare providers and staff. Improved cultural competency of healthcare professionals who
encounter Latino patients aims to improve patient outcomes and the patient-centered nature of

care that reduces health disparities (Watt et al., 2016).
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Project Question

In an outpatient clinic setting caring for Latino patients (P), do providers and staff who
undergo cultural competency training (I) improve cultural competency scores (O) compared to
no training (C)?
Project Objectives

The projected implementation method utilizes an in-person synchronous educational
training adapted from national CLAS standards completed over the course of two weeks.
Evaluation was determined by participant completion of a pre-/post-peer-reviewed cultural
assessment survey. The survey instrument consisted of 20 questions, including five demographic
questions and 20 questions assessing four components of cultural competency. Responses to the
cultural competency questions were presented on a five-point Likert scale, ranging from strongly
disagree =1 to strongly agree=5). Assessment of cultural competency scores and future
implications were based on survey results. The first objective was to improve cultural
competency scores of healthcare providers and staff in the outpatient clinic setting from baseline
(pre-training) to post-training. A second objective was to increase healthcare staff intent to
integrate culturally congruent practices into care from baseline to post-training. Lastly, the third
objective was to utilize participant feedback to improve training modules for future application

by outpatient clinics.
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Theoretical Framework
Seeleman’s Framework of Cultural Competence
The guiding theoretical framework for this project was Seeleman’s framework of cultural
competence (Figure 1). The framework, in general, identifies cultural competence as an essential
practice in medicine and regards “culture” beyond just ethnicity (Seeleman et al., 2009).
Figure 1

Model of Seeleman’s Framework of Cultural Competence

Knowledge Attitudes Ability
Critical awareness of]
Patient & communityy | § an Cultural self- Cross-cultural . .
context Cultural protocols culture & health reflection communication Patient-centred skills
inequities

Socio-political & Culturally relevant

environmental | | Hclinical guidelines & Respect for cultural | | § Motivation to learn Advocacy & action

determinants of community difference about culture for patient care

health resources

Increased engagement &
Culturally safe & respectful care as Increased mutual understanding
accepta;r‘;i;ti;rgit;i:':n% health perceived by patient H between patient & GP

More appropriate management
& equitable health service |
structure

Improved access to resources
. & support in the community

Improved health outcomes

Reduction in health disparities | for individuals

(Adapted from Abbott, P., n.d.)

This framework establishes three subsets of cultural competency: knowledge, awareness,
and ability (Seeleman et al., 2009). Knowledge refers to a healthcare clinician’s factual
comprehension of differences and nuances in epidemiology and treatment for ethnic groups

(Seeleman et al., 2009). Awareness and Ability incorporate both external and internal



17

considerations; Awareness refers to clinicians’ self-awareness of their prejudices and bias in
addition to the acknowledgment of the social contexts of ethnic groups and how culture affects
thinking and behavior in the groups (Seeleman et al., 2009). Ability refers to a clinician’s ability
to adapt and respond appropriately to diverse situations and effectively communicate information
to and with the patient—using an interpreter as needed (Seeleman et al., 2009). Seeleman’s
framework maintains that cultural competency in these three areas can provide more timely,
effective, and culturally appropriate care (2009).

Clinical judgment plays a significant role in the effectiveness of patient care. Poor
competency in one or all these areas can lead to inadequate provision of care or an inappropriate
diagnosis (Seeleman et al., 2009). Decreased knowledge or bias can lead to a clinician’s lack of
regard or clinical uncertainty, diminishing the overall standard of care (Seeleman et al., 2009). In
contrast, knowledgeable clinicians understand different disease incidences in ethnic groups,
resulting in a more timely and appropriate diagnosis (Seeleman et al., 2009). Paternotte et al.
(2016) explored the impact of cultural competence on healthcare provider communication and
found that a standard healthcare clinician at baseline can utilize generalized skills of adaptation
and communication. Therefore, individual clinician behaviors that promote effective patient-
centered care can improve by increasing cultural competence. However, lack of awareness can
be a barrier to providing patient-centered communication (Derrington et al., 2018). An inability
or unwillingness to achieve patient-centered communication can also result in a lack of depth in
information transfer and collaboration between clinicians and patients (Rothlind et al., 2018).
These studies, in addition to others incorporating Seeleman’s framework of cultural competence,

found evidence supporting the need to incorporate cultural competence training for healthcare
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clinicians to not only increase cultural competence scores but an intent to become culturally
competent (Paternotte et al., 2016; Sorensen et al., 2019).

For this project, application of Seeleman’s framework of cultural competence and
findings from previous studies were incorporated to focus the educational training on increasing
Latino culture knowledge, awareness, and clinician ability. Information relevant to the Latino
population, such as epidemiology and cultural effects on behavior, was presented with the intent
to strengthen healthcare clinicians’ foundational clinical skills and judgment. Incorporating self-
reflection within the educational training was expected to allow clinicians to establish awareness
and confront prejudice and bias, which can impede effective communication. An educational
training was used for clinicians to equip them with the ability to adapt and respond to diverse
situations—a trait expected to strengthen through continued practice. Thus, the use of a cultural
competence educational training guided by Seeleman’s cultural competence framework was
expected to promote effective patient care for Latino patients and other diverse populations.

Literature Synthesis
Evidence Search

A literature search for peer-reviewed articles on cultural competence in the outpatient
clinic was conducted in the following search databases: PubMed, EndNote, Medline, Google
Scholar, and Cochrane. MeSH search terms used to locate articles included: “cultural

99 ¢¢

competence,” “cultural competency training,” “Latino Americans,” and “diversity,” combined
with keywords “outpatient” and “online.” Inclusion criteria for articles included publication date

within five years (2016-2021), English language, human subjects, and full-text availability. The

initial search yielded 186 articles (Figure 2). Research completed in non-Western countries was
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excluded due to differences in relevance and applicability of cultural competence training.
Further inclusion criteria including applicability to the outpatient clinic or healthcare setting and
focus on ethnic cultural diversity. A total of 17 articles were selected for final appraisal (Figure
2).

Comprehensive Appraisal of Evidence

Most of the articles acknowledged the increasing globalization and diverse patient
population in Western countries, particularly in the US (Abrishami, 2018; Ahmed et al., 2019;
Drevdahl, 2018; Govere & Govere, 2018; Hemberg & Vilander, 2017; Henderson et al., 2018;
Kessler et al., 2017; Lin et al., 2017; Sharifi et al., 2019; Watt et al., 2016). As a result of diverse
patient encounters, a theme among many of the articles was addressing cultural competency to
reduce health disparities for the culturally diverse patient population (Abrishami, 2018; Ahmed
et al., 2019, Hemberg & Vilander, 2017; Jongen et al., 2018; Mcelfish et al., 2018; Shepherd,
2019; Sharifi et al., 2019; Watt et al., 2016). Greater adverse health outcomes, lower quality of
care, and poor delivery of care were identified by Ahmed et al. (2019) as secondary issues that
exacerbate health disparities in culturally diverse patients.

The evidence stated that cultural knowledge and cultural awareness were key factors
identified in the progression towards providing culturally competent care (Ahmed et al., 2018;
Henderson, 2018; Shepherd, 2019; Shepherd et al., 2019). Furthermore, lack of these key factors
resulted in poorer outcomes, quality of care, and delivery of care (Ahmed et al., 2019; Henderson
et al., 2018). However, increasing cultural awareness and knowledge are initial steps in

developing cultural competence; translating those aspects into cultural safety, awareness,
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experience, and clinical practice is necessary to become culturally competent (Jongen et al.,

2018; Shepherd, 2019).

Figure 2
PRISMA Flow Diagram
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The evidence stated that cultural knowledge and cultural awareness were key factors
identified in the progression towards providing culturally competent care (Ahmed et al., 2018;
Henderson, 2018; Shepherd, 2019; Shepherd et al., 2019). Furthermore, lack of these key factors
resulted in poorer outcomes, quality of care, and delivery of care (Ahmed et al., 2019; Henderson
et al., 2018). However, increasing cultural awareness and knowledge are initial steps in
developing cultural competence; translating those aspects into cultural safety, awareness,
experience, and clinical practice is necessary to become culturally competent (Jongen et al.,
2018; Shepherd, 2019).

Another key theme noted in multiple articles was the responsibility of self; this is
reflected as a healthcare provider’s own ability to become culturally competent (Hemberg &
Vilander 2017). To become more culturally competent, a healthcare provider needs to take the
initiative to address both negative and positive aspects of their innate self (Hemberg & Vilander
2017. Positive aspects such as compassion and integrity were noted to promote cultural
understanding in the absence of cultural knowledge (Hemberg & Vilander 2017). Watt et al.,
(2016) stated the supplementary need for healthcare providers to participate in critical and
cultural self-reflection to decrease negative assumptions and biases when interacting with
culturally diverse patients. Lack of self-reflection can manifest as the preservation of social
constructs such as stereotypes, which affect rapport with the patient and lead to poor treatment
adherence, poor communication, and ineffective delivery of care (Shepherd, 2019; Watt et al.,
2016).

In clinical application, online educational training was found to improve engagement and

promote self-reflection and external recognition of stereotypes and bias (Crocker et al., 2018).
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The online educational method consisted of four 5 to 15-minute self-paced modules and
provided heightened utility due to convenience, flexibility, and standardization (Crocker et al.,
2018). In-person educational sessions and simulations were also found to be effective in
improving aspects of cultural competence through application and discussion of self-reflection
and cultural knowledge (Mcelfish et al., 2018; Paroz et al., 2016). These interventional methods
ranged from 4.5 to 36 hours of contact time, with a majority totaling less than 24 hours (Govere
& Govere, 2016). However, research by Drevdahl (2018) demonstrated that though online and
in-person educational simulations can promote cultural humility, developers of the simulation
must avoid one-dimensional scenarios that can strengthen stereotypes. Cultural competence
workshops were stated to be ineffective in progressing cultural competence as they commonly
address cultural awareness in a superficial and generalized manner (Shepherd, 2019). Instead of
a technical approach to cultural competence education, effective cultural competence teaching
emphasizes the complexity of culture and enhances the ability of a healthcare provider to adapt
to individual qualities of a patient (Paroz et al., 2016).
Strengths of Evidence

A strength of the evidence w the unified acknowledgment of the growing diversity of
patients and the need for cultural competence and cultural competence education. The evidence
was also strengthened by increased external validity as the evidence draws from numerous
geographical locations and healthcare disciplines. Additionally, research has been performed on

and provides insight on various educational methods increasing inter-rater reliability.
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Weaknesses of Evidence

Reliability was weakened in the evidence due to lack of longitudinal and standardized
evidence. Additionally, a singular method has not been tested multiple times nor in different
settings. Desirability bias was a pertinent weakness to the evidence. In many of the studies,
participants are aware of the intended outcome and no blinding was noted.
Gaps and Limitations

Evidence for cultural competence overall requires further standardized research. Current
research consists of supportive material for the development of cultural competence, but
methodologies often vary. Variances in current research occur in settings, method of training,
and key concepts highlighted in educational training. The most significant limitation to the
measurement of cultural competence was the established notion that cultural competence is a
continuous progression without a measurable end; thus, the evidence was limited by time
considerations.

METHODS
Project Design

The purpose of this project was to implement an educational session on cultural
competency, pertinent to Latino populations, at an outpatient clinic and assess for improvements
in cultural competence of healthcare providers. A pretest/posttest design was utilized to evaluate
the progression of cultural competence. The training was delivered through an online
synchronous PowerPoint presentation focused on providing culturally competent care for Latino
patients. The training was delivered during a scheduled providers’ meeting although participation

and completion of surveys was voluntary. Dessert was provided during the meeting. Aggregate
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data from the design was evaluated for recommendations in improving quality of care for Latino
patients at the project implementation site.
Model for Implementation

The model of improvement guiding this project was the Plan-Do-Study-Act (PDSA)
model (Figure 3) by the Institute for Healthcare Improvement (IHI) (IHI, n.d.). Planning for the
intervention included assessing for the need for healthcare provider cultural competence
clinically and locally. The assessment guided data collection considerations, including
stakeholders, participants, settings, and timing of the cultural competence training. This process
determined the feasibility and appropriateness of different methodologies such as online versus
in-person and written versus electronic material. Following the planning, the intervention was
implemented in the designated setting and parameters of data collection. Aggregate data gathered
during the implementation was analyzed and evaluated for learning, comparison, and future
recommendations of culturally competent clinical care. These recommendations will be utilized
for amendments of the initial implementation for future implementation and to guide future

practice for the site and generalized use.



Figure 3

Model of Improvement (Plan-Do-Study-Act)

Act Plan

Plan for re-implementation Plan for implementation of

with new adjustments or intervention with consideration of
initiate adjusted design, study, data collection
implementation. methods, stakeholders, and timing.

Study Do

Analyze data and evaluate Implement intervention with
for learning and data gathering and
recommendation. measurement.

(Adapted from West of England Academic Health Science Network (n.d.)

Setting and Stakeholders
This project was implemented at an outpatient pediatric clinic in Gilbert, Arizona. The
clinic currently serves patients in an area with an increasing Latino population. Healthcare staff
at the clinic provide care Latino patients and had no pre-existing cultural competency training.
Childhood obesity and its risk factors are more prevalent in Latino people compared to white

people (Ochoa & Berge, 2017). The prevalence of childhood obesity in Latino people is

25
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significantly associated with food and diet impacted by cultural food rituals, cultural family
roles, and social influences (Coe et al., 2018; Ochoa & Berge, 2017). Presence of childhood
obesity increases risk for development of chronic diseases such as diabetes and cardiovascular
disease (Ochoa & Berge, 2017). As this clinic manages primary care for a diverse population
including Latino patients, cultural competence can be beneficial in communicating and achieving
positive outcomes with patients.

A key stakeholder was the medical director who expressed a significant amount of
interest in project participation. Other stakeholders in the clinic included patients, physicians, the
office manager, physician assistants, medical assistants, nurses, and front desk personnel. The
physicians and medical director played a role in promoting participation, completion, and clinical
benefits of the training. Additionally, the medical director assisted with the decision-making of
financial considerations in relation to time spent on the training. All personnel fulfilled roles in
scheduling and timing of the project. Physicians and the medical director benefitted from
projected improvements in patient satisfaction. Medical assistants and front desk personnel
benefit from projected increased primary and secondary efficiency of care with decreased
probability of working overtime. Risks to the stakeholders were minimal due to the verbal
presentation of data and combination of the education with the scheduled monthly meeting.

Intervention

The project was an online synchronous education training presented through a 30-minute
PowerPoint and one pre- and one post-survey focused on providing culturally competent care to
Latino patients. Content in the PowerPoint was presented in the English language and was

adapted from peer-reviewed studies and the national CLAS educational program. Content was
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also reviewed for cultural congruency and relevancy by content expert Dr. Audrey Russell-
Kibble. The content addressed the key themes of cultural competence: (1) awareness, (2)
knowledge, (3) skills, and (4) desire—with a prompted self-reflection at the end of the training.

The pre-/post-survey assessed for participant demographic in addition to progress in
cultural competency; survey questions were peer reviewed and adapted from the Cultural and
Linguistic Competence Health Practitioner Assessment (CLCHPA) developed by the National
Center for Cultural Competence. The PowerPoint and surveys were completed voluntarily and
presented online and synchronously. Surveys were completed directly after completion of the
PowerPoint training. Upon completion of the PowerPoint and surveys, completed surveys were
sent to and reviewed by the project director for data collection and evaluation.

Participants and Recruitment

Participants were eligible for inclusion if they were healthcare staff who regularly
interaction with patients at the clinic. This was required as minimal to no clinical benefit would
be predicted with staff who undergo the training and do not interact with patients regularly.
Duration of interaction was not included in this requirement because establishing high quality of
conversation content was considered feasible within a shorter period. Participant exclusion
criteria included infrequent interaction with patients or seasonal staff. Seasonal staff were not
included as the benefits to their future practice are variable depending on patient population and
geographic location. Staff were scheduled to attend the training as part of their monthly
educational meetings; participation in the training and completion of the surveys was voluntary.

Recruitment of the participants was through email and verbal promotion. General email

announcement with a meeting agenda was sent out by the medical director two weeks prior to the
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training. Information regarding the training was included in the agenda. The training was also
promoted verbally by the medical director and stakeholders.
Consent and Ethical Considerations
Participants received a disclosure (Appendix B) prior to initiation of the training stating
that continuation implies consent. Participant confidentiality was maintained by having the
training and survey link emailed by a third-party individual not involved with the project.
Participant privacy was maintained by sharing post-analyzed data and recommendations with
only staff or the medical director. Information shared has no key identifiers. The project review
and approval was received by the University of Arizona Institutional Review Board (IRB) prior
to implementation (Appendix A).
Data Collection
Prior to initiation of project implementation, participants were informed of the pretest and
posttest design and the use of data for academic and clinical improvement purposes. Data was
collected for this project directly after completion of the educational training, beginning with the
administration of a voluntary 5-10-minute pretest survey. The pretest was used to determine
baseline levels of the four pre-stated key themes of cultural competence: awareness, knowledge,
skills, and desire. Socio-demographics were also assessed in the pretest survey for descriptive
and demographic comparison of study participants’ age, ethnicity, race, educational level, and
clinical experience. Following the pretest, participants were presented with a PowerPoint
presentation of a 30-minute educational training on improving cultural competence for Latino

patients.
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At the completion of the training, participants voluntarily completed a 5-10-minute
posttest used to re-assess the key themes, but also assess effectiveness and satisfaction of the
presentations. The posttest consisted of 20 Likert-scale questions (1—strongly disagree or not
comfortable and 5—strongly agree or very comfortable); both pretest and posttest were scored
out of 100, with no points assigned to demographic questions. Expert and peer review was
utilized to establish the appropriateness of the data collection tools and all survey questions.

Data Analysis

Data from the pretests and posttests were collected onto an Excel spreadsheet and
aggregated for analysis. Comparative and descriptive analysis were completed on the data to
depict differences in pretest and posttest results and, thus, any improvements in cultural
competency of the healthcare staff. Rigor in the data analysis was demonstrated by use of
measurement tools that have been utilized in previous research and peer-reviewed articles.
Additionally, expert review of the measurement tool increased the rigor of the analysis. Rigor
was also demonstrated in results through upholding neutrality of the principal investigator by
utilizing the medical director as a point of contact and ensuring anonymity of participants.

RESULTS

Findings from the implementation were used to assess the effectiveness of an educational
training session to improve levels of cultural competency in healthcare providers. Out of a total
of nine healthcare providers scheduled, six healthcare providers at the clinic participated in the
educational training sessions and pretest and posttest surveys. The pretest and posttest surveys
were scored out of 100 and comparison analysis utilized to assess improvement. Demographics

were utilized for descriptive analysis and not scored.
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Outcomes
Participant Demographics

Six healthcare providers participated in the training and completed the pretest and
posttest surveys. Out of the six participants, four were doctorly prepared providers and two were
master’s level providers. All six providers were Caucasian ethnicity, and two providers reported
the ability to speak Spanish proficiently. All the providers had at least five years of clinical
practice experience with four providers having greater than 20 years of experience.

Level of Cultural Competency

The pretest and posttests were divided into the four components of cultural competency:
awareness, knowledge, skills, and desire. In conjunction with the five-point Likert scale and
relative question count, each section was scored with its respective points. The total points for
each section were as follows: awareness 30 points, knowledge 20 points, skills 20 points, desire
30 points. The grand total score for overall test was thus scored out of 100 points.

As depicted in Table 2, score comparison between the pretest and posttest showed an
increase in all aggregate scores. The largest increase in aggregate scores was the Knowledge
section which increased by 20% (24 points). Overall increases were also noted in comparison of
minimum scores. The largest minimum score increase was in the Knowledge section with an
increase of 25 % (five points). The small minimum scores increase was in the Awareness section

with an increase of 6% (two points).



Table 1

Participant Demographics (n=6)
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Characteristic

Ethnicity

Caucasian

Languages Spoken

Spanish

Clinical Practice Experience

0-5 years
5-10 years
15-20 years
20-25 years
25-30 years

W —= O N

Specialty

MD/DO
PA

Table 2

Pretest and Posttest Survey Category Analysis

Aggregate Score Minimum

Maximum Mean

Standard Deviation

Awareness (30 points)

Pretest 127 18 26 21.2 2.927

Posttest 142 20 26 23.7 1.967
Knowledge (20 points)

Pretest 62 7 12 10.3 1.751

Posttest 86 12 18 14.3 2.658
Skills (20 points)

Pretest 59 8 12 9.8 1.602

Posttest 77 12 16 12.8 1.602
Desire (30 points)

Pretest 121 18 23 20.2 2.137

Posttest 135 21 24 22.5 1.049
Overall (100 points)

Pretest 369 58 65 61.5 2.739

Posttest 440 67 80 73.3 4.457
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The largest maximum score increase was also in the Knowledge section, increasing by
30% (six points) (Table 2). All maximum scores except the Awareness section had an increase in
scores as well. The maximum score for the Awareness section had no change. The highest
reported scores were in the Awareness and Desire section with the maximum in Awareness being
26 points and the highest in Desire being 24 points. Table 2 also depicts the increase of 11.3%
(11.3 points) when comparing overall aggregate pretest and posttest scores. The overall posttest
score’s standard deviation of 4.457 was the highest of all the sections followed by notable
standard deviations of 2.927 and 2.739 in the Knowledge pretest and overall pretest sections,
respectively.

Comparison of mean pretest and posttest scores showed an increase from pretest to
posttest in every section (Table 2). The greatest increase was noted in the Knowledge section
with an increase of 20% (four points). The smallest increase was noted in the Desire section with
an increase of 7.7% (2.3 points).

Individual participant scores shown in Figure 4 depict an overall increase in posttest
scores compared to pretest scores. These scores were reflective of all combined sections.
Calculations for specific individual scores were not completed due to methodology to preserve
participant confidentiality. Aggregate cultural competency scores graphed in Figure 5 below also

depict an increase in overall scores.



Figure 4

Individual Participant Score Comparison (n=6)

Total scores
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Figure 5

Level of Cultural Competency (individual)

Pre-test Post-test

Participant scores

Aggregate Participant Score Comparison (n=6)

Total score

100
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80
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20
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Level of Cultural Competency (aggregate)

Participant scores

M Pre-test

M Post-test
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DISCUSSION
Summary

67% (4 out of 6) of the participants were doctorly prepared and 67% (4 out of 6) of the
participants had been practicing for >20 years. Aggregate increases in section-specific and
overall scores were noted in the data gathered. The largest increases in scores were in the
Knowledge section—noted in the minimum, maximum, and mean scores. The small score
increases were found in Awareness and Desire section. Overall, aggregate scores increased by a
mean of 11.3%. Variability was noted among the scores with the overall posttest score having
the largest standard deviation.

Interpretation

Higher increases in the Knowledge section were expected due to the nature of the cultural
competency process. The educational training section was designed to initiate the cultural
competency process as this was a “first” training session for the participants. Thus, the
educational training included stronger elements focused on improving knowledge of the
participants. The smallest increases were noted in the Awareness and Desire section. This was
assumed due to the subjective nature of the two concepts as compared to Knowledge and Skills.
Additionally, due to the complexity of enacting change and the desire to learn, large increases in
the Desire section were not expected. Furthermore, Desire is identified as a later component in
the cultural competency process and was not feasibly expected to significantly increase because
of a single training session.

An increase in the aggregate overall score reflects an improvement in the level of cultural

competency of the participants. Increases noted in minimum and maximum scores further
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support this as improvement was noted in participants who initially scored lower and participants
who initially scored higher. Additionally, increases were noted in all mean scores demonstrating
an average improvement of levels of cultural competency in all participants.

Implications (Practice, Education, Research and Policy)

Information gained from this study can help guide and shape clinician practice at this
clinic. Healthcare providers who undergo an educational session such as the one included in this
implementation can use recommendations and recommended interviewing tools to guide their
skills in patient interviewing. Although some healthcare providers may have a large amount of
experience, focusing interviewing skills to be culturally competent may be novel for some and
necessary for all.

As this educational session was a single session, future education could build on the
initial session and move forwards from the introductory stage of cultural competency. As noted
in the national CLAS standards, a multi-part educational training can help further improve
cultural competency. Healthcare providers could even refer to the national CLAS standards as a
means for further education as the educational training utilized in this implementation was based
on the standards.

Within an organization, stakeholders and organizational leaders can utilize the
information gained from this implementation by re-assessing currently utilized policies regarding
care for ethnically diverse patients. Establishing cultural competence of the stakeholders, leaders,
and healthcare staff can help the organization develop or re-shape policies to more specifically,

safely, and satisfactorily care for ethnically diverse patients. Future quality improvement (QI)



36

initiatives with multiple educational sessions would allow for focused learning on either the
components of cultural competence or specific areas of the desired culture.

The clinic had in place formal and informal methods to support Latino patient interaction
including use of Spanish-speaking medical assistants (MAs). Recommendations based on the
educational training session include requiring and enacting more application of culturally
competent techniques from the providers beyond simply the use of Spanish interpreters. Post-
presentation discussion revealed a hesitancy by staff to apply culturally competent care beyond
the use of Spanish language interpreters. Considering the complex nature of the desire to change
or accept change, eliciting the desire to change in individuals through a single educational
session was not expected outcome. The project was not designed with sole focus on
persuasion—instead including aspects of persuasion, information, and reflection. Thus, future
quality improvement initiatives could consider increasing the quantity of education trainings and
include a more techniques to enact change or the desire to change.

The implications from this implementation could guide future research into how to
specifically overcome and approach Latino patients with cultural beliefs that may hinder their
healthcare. Furthermore, this could guide or promote research on other prevalent minor
ethnicities in the US and potentially, less prominent ethnicities. Research on culturally competent
care for more ethnically diverse patients will help promote health equity not only in the US, but
for healthcare providers caring for patients on a global aspect.

Limitations
A strength of the intervention was the synchronous presentation that allowed both

delivery and discourse within the session. This allowed for the insight of multiple providers as
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opposed to simply information delivery. The information presented was also generalizable
enough to utilize for providers of different specialties and experience levels.

Limitations of the project included time and longitudinal constraints, individual desire
and motivation, specificity to the clinic, and participation bias. Although the desired time
allotment was granted, the synchronous educational session was scheduled during a workday
lunchtime meeting; this scheduling meant providers were upwards to 15 minutes late to the
meeting depending on the timing of their patient visits. This led to decreased time for
information presentation or decreased information intake from providers were late. Additionally,
due to the nature of the cultural competency process, a single educational session limited the
degree of improvement healthcare providers could have. Multiple educational sessions would
have bolstered the improvement process but were not feasible at this time.

Professional and personal desire and motivation to learn or improve was a limitation to
the project. Post-education discussion revealed hesitancy in to incorporate the training content
into personal clinical practice. As 67% of the participants have been practicing for >20 years,
formal education regarding cultural competence may have been novel to them. Participants may
have been satisfied or confident in the clinical practice skills they honed over years resulting in
hesitation to change. Thus, those who maintained a lack of desire or motivation to improve were
expected and accounted for as a limitation to the project.

Lastly, participation bias was a limitation to the study. Participants and the medical
director were likely able to infer the desired outcome of the study due to the pre-post-test design.
As 6 out of 9 scheduled providers completed the training and both surveys, any preexisting

willingness and bias could have skewed the data.



38

DNP Essentials Addressed

DNP Essentials addressed in this quality improvement project are:
DNP Essential I: Scientific Underpinnings for Practice

A foundational understanding of scientific, physiological, and clinical knowledge was
utilized to guide the basis of this project. This foundational understanding was practiced in the
conceptualization of the project in determining the importance of health care delivery and
identifying new practice approaches (American Associations of Colleges of Nursing [AACN],
2006). Furthermore, aspects of nursing science were applied to shape the approach in a manner
reflecting of nursing care.
DNP Essential II: Organizational and Systems Leadership for Quality Improvement and
Systems Thinking

Methods and implementation design utilized the DNP essential through organizational
understanding in conjunction with a desire to eliminate health disparities and improve health
outcomes. The synchronous and online nature of the quality improvement implementation was
decided upon through collaboration with the organizational leader; this further improved on
skills in cost-effective and practice-effective methods to improve healthcare.
DNP Essentials II1: Clinical Scholarship and Analytical Methods for Evidence-Based
Practice

Clinical scholarship and analytical methods were thoroughly addressed throughout the
process of this quality improvement project. The process of initiating with gathering and

evaluating information to establishing an intervention to data analysis embodied scholarly
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nursing practice. Furthermore, technological advances were utilized to implement the
intervention with hopes of future dissemination.
DNP Essential VII: Clinical Prevention and Population Health for Improving the Nation’s
Health

The nature of addressing cultural competency in this quality improvement project
addressed this essential in identifying a prevalent population and community locally and globally
with health disparities. The underlying nature of this project was to better address disease
prevention and health promotion in the Latino population engaging clinical leaders to become
more culturally competent.

Conclusions

With increases in the Latino population and concurrently, health disparities, addressing
and improving healthcare provider cultural competency is imperative to address underlying
cultural and social health issues. Enacting healthcare providers is essential as they have the
ability and duty to exercise leadership roles in organizations and institutions. Additionally, health
promotion and prevention can make a significant difference as the Latino population is
disproportionately affected by preventable diseases such as obesity, diabetes non-alcoholic fatty
liver disease (NAFLD), and cardiovascular disease (CVD) (Velasco-Mondragon et al., 2016). As
demonstrated by this quality improvement project, improvement in levels of cultural competency
is feasible and achievable with education. However, initiating the process of cultural competence
needs to be done now and not later so that healthcare providers can achieve national and globally

equitable care during the continual process of becoming competence (Watt et al., 2016).
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Plan for Sustainability

The implementation utilized consisted of one educational training session to a pediatric
primary care clinic. As discussed previously, the cultural competency process is a lifelong
process. Additionally, objective, and subjective components of cultural competency require
continuing education to bolster the process. Therefore, following PDSA cycles to improve the
initial educational training session, further sessions focused on each specific component of
cultural competency should be implemented and trialed. Additional PDSA cycles could also trial
the implementation of a greater number of trainings to help address the numerous components.
The continued use and trialing of these educational methods will help initiate cultural
competency in some and fortify the established cultural competency process in others.
Furthermore, once education for the components is improved on, the generalizability of the
material will allow for adaption and use by organizations other than pediatric clinics or for
education on ethnic cultures other than Latino.
Plan for Dissemination

Aggregate data analysis was sent in an executive summary to the medical director of the
clinic. The information presented to medical director can be utilized as desired for presentation
to healthcare providers or staff members at the clinic. Further presentation of material to

committee members was completed at the final defense.
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Date: Amgust 13, 2021
Principal Investigator: Audrey Goh
Protocol Number: 2108122153
Protocol Title: Improving Levels of Cultural Competence in Staff Caring for Latino

Patients at Desert Shores Pediatrics, PC

Determination: Human Subjects Review not Required

Decuments Reviewed Concurrently:
Data Collection Tooals: Goh DNF praoject pre-and post-survey.docx
HSFP Forms/Correspondence: Gok_IRE determmation. paf
Informed ComsentPHI Forms: Gok_disclosure form.docx
Other Approvals and Authorizations: _ddvizor Confirmation Email pdff
Other Approvals and Authorizations: Goh_DEP dpproval Letter pef
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Regulatory Determinations/Comments:

» Not Human Subjects Research as defined by 45 CFR 46.102(f): as presented. the activities
described above do not meet the definition of research invelving human subjects as cited
in the regulations issued by the U.S. Department of Health and Human Services which
state that "human subject means a living individual about whom an investigator (whether
professional or student) conducting research obtains data through intervention or interaction
with the individual, or identifiable private information "

The project listed above does not require oversight by the University of Arizona.

If the nature of the project changes, submit a new determination form to the Human Subjects
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Research Protections (FWA #00004218).

43



APPENDIX B:

CONSENT DOCUMENT (DISCLOSURE AND CONSENT FORM)

44



45

Project Director’s Name: Audrey Goh, RN, FNP-DNP student
Institution: University of Arizona, College of Nursing
Title: Improving Levels of Cultural Competence in Staff Caring for Latino Patients

INTRODUCTION
You are being asked to participate in a quality improvement project studying the
improvement of cultural competence in healthcare staff caring for Latino patients. This project is
being conducted as part of the doctoral requirement at the University of Arizona. The project
consists of three steps to be completed by you, the participant:

1. Pre-test survey (5-10 minutes)
2. One educational PowerPoint (30 minutes)
3. Post-test survey (5-10 minutes)

Upon completion of this study, analyzed information and recommendations will be
presented to the medical director and staff in an executive summary. No identifying or personal
information will be recorded, and participants' integrity will be upheld throughout the project.

Participation in this project is voluntary and you may choose to stop participating at any
time without penalty or risk of loss of benefits to which you are otherwise entitled. As your
participation is voluntary, there will be no monetary or non-monetary incentives provided for
completion of this project. This project is for academic purposes as a non-profit endeavor and is
not funded by any agency.

For concerns and questions regarding this project, please contact the following:

1. Ms. Audrey Goh (investigator) at audreyg@email.arizona.edu

2. Dr. Timian Godfrey (committee chair) at timiangodfrey@email.arizona.edu

By viewing the PowerPoint and completing the surveys, you are consenting to participate in the
project.
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Recruitment Email
As an academic requirement, DNP-FNP student Audrey Goh will be completing a quality
improvement project at our clinic. She will present a 30-minute educational PowerPoint training
with one pre- and one post-survey (5-10 minutes) to staff at the monthly meeting. The
information presented will be regarding improving levels of cultural competence for healthcare

staff caring for Latino patients.
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PRE-SURVEY
Race/Ethnicity (please select all that apply)

African American/Black

American Indian/Alaska Native

Asian American

Caucasian

Latino/Hispanic

Native Hawaiian/Other Pacific Islander
Other

Do you speak any languages other than English? Yes

No

Years of Clinical Practice (<1, 1,2, 3...,)

Specialty of Practice  (MD/DO, NP, PA, RN, Other, N/A)
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If Yes, please specify



Awareness Questions: How much awareness do you have of the following:
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1— 2— 3—neither 4— 5—
strongly disagree | agree nor agree | strongly
disagree disagree agree

My own cultural values, beliefs, bias and
opinions of other cultures

Latino patients

Possible barriers or biases in my beliefs,
values, and perceptions on others that may
create disparities or negative outcomes for

Possible barriers or biases in organizational
standards or policies that may create disparities
or negative outcomes for Latino patients

Gender, family, and life values are essential
considerations when caring for Latino patients
(e.g., regard for religion or family carry high
importance when making decisions)

Religion and faith are a major determinant on
how Latino patients perceive and respond to
healthcare practices, diseases, and death

own

The importance of learning how to care for
Latino patients with different cultures from my

Knowledge and Education Questions: How knowledgeable do you think you are about:

1—not 2—a little 3—somewhat 4— 5—highly
knowledgeable | knowledgeable | knowledgeable | knowledgeable | knowledgeable
The process of
becoming
culturally
competent

Health barriers
and disparities
faced by Latino
patients

Health
management or
communication
strategies with
Latino patients

Variations in
traditional or
folk Latino
health practices




Skills and Practice Questions: How skillful do you think you are in:
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1—not 2—alittle | 3—somewhat | 4— 5—highly
skilled skilled skilled skilled skilled
Determining how patients or families from
Latino cultures want to be treated
Effectively communicating and greeting
Latino patients in a culturally sensitive
manner
Interviewing a Latino patient in a culturally
appropriate manner
Identifying a Latino patient's personally
important cultural beliefs and values
Desire & Encounters Questions: How comfortable are you in:
l—very 2— 3—neither 4— 5—very
uncomfortable | uncomfortable | comfortable nor | comfortable | comfortable
uncomfortable

Communicating with
Latino patients

Caring for ethnic
groups who prefer to
use or seek folk healers
or alternative therapies

Identifying beliefs that
are not expressed by
Latinos but might
interfere with the
treatment regimen

Providing culturally
competent care for
Latino patients

A schedule that
includes culturally
diverse patients

Utilizing your time to
professionally enhance
your knowledge, skills,
and competence in
caring for culturally
and linguistically
diverse group like
Latino patients




POST-SURVEY:

Awareness Questions: How much awareness do you have of the following:
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1— 2— 3—neither 4— 5—
strongly disagree | agree nor agree | strongly
disagree disagree agree

My own cultural values, beliefs, bias and
opinions of other cultures

Latino patients

Possible barriers or biases in my beliefs,
values, and perceptions on others that may
create disparities or negative outcomes for

Possible barriers or biases in organizational
standards or policies that may create disparities
or negative outcomes for Latino patients

Gender, family, and life values are essential
considerations when caring for Latino patients
(e.g., regard for religion or family carry high
importance when making decisions)

Religion and faith are a major determinant on
how Latino patients perceive and respond to
healthcare practices, diseases, and death

own

The importance of learning how to care for
Latino patients with different cultures from my

Knowledge and Education Questions: How knowledgeable do you think you are about:

1—not
knowledgeable

2—a little
knowledgeable

3—somewhat
knowledgeable

4
knowledgeable

S5—highly
knowledgeable

The process of
becoming
culturally
competent

Health barriers
and disparities
faced by Latino
patients

Health
management or
communication
strategies with
Latino patients

Variations in
traditional or
folk Latino
health practices




Skills and Practice Questions: How skillful do you think you are in:
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1—not 2—alittle | 3—somewhat | 4— 5—highly
skilled skilled skilled skilled skilled
Determining how patients or families from
Latino cultures want to be treated
Effectively communicating and greeting
Latino patients in a culturally sensitive
manner
Interviewing a Latino patient in a culturally
appropriate manner
Identifying a Latino patient's personally
important cultural beliefs and values
Desire & Encounters Questions: How comfortable are you in:
l—very 2— 3—neither 4— 5—very
uncomfortable | uncomfortable | comfortable nor | comfortable | comfortable
uncomfortable

Communicating with
Latino patients

Caring for ethnic
groups who prefer to
use or seek folk healers
or alternative therapies

Identifying beliefs that
are not expressed by
Latinos but might
interfere with the
treatment regimen

Providing culturally
competent care for
Latino patients

A schedule that
includes culturally
diverse patients

Utilizing your time to
professionally enhance
your knowledge, skills,
and competence in
caring for culturally
and linguistically
diverse group like
Latino patients
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Slide 1

Cultural Competence in Care of
Latino Patients

Adapted from National CLAS Standards

Audrey Goh, RN, BSN

Slide 2 Learning objectives

ed to cultural and
ctice
Identify at least three strategies to promote self-
awareness about attitudes, bel and
behaviors that n are

Devis: tegies to enhance skills toward the

provision of care in a culturally competent clinical
practice
Demonstrate the advantages of the adoption of the

standards of cultural competency in clinical practice

Sl|d e3 ‘What is cultural competency?

A culturally competent healthcare provider or

professional is culturally and linguistically effective
hin an organization, cultural competence is

demonstrated by standards, policies, and practices (ceer
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Slide 4

Slide 5

Slide 6

Importance of cultural competency

Cultural competency is a national priority

Many government organizations recognize existen
health disparities

Barriers involve economic, geographic, social, and
cultural factors

Sources of disparities and barriers include patients.

providers, the healthcare system, and patients'

Present issue

Burden of health dispariti

racial and ethnic minorif
populations disproportionat
Within the next 50 years, 48% of
United States (U.S.) predicted
population from cultures other than

White, non-Hispanic s coms suea. 212

Key factors:

Knowledge: comprehension gained through rescarch and

study
ction and acknowledgement of
of culture
/ to adapt, communicate, and respond in
diverse situations

Desire: motivation to engage in cultural com

(CDC, 2020; Henderson et al., 20
cleman, et ol 2009)
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Slide 7

Slide 8

Slide 9

Cultural competency process

Cultural knowledge can help health
staff adapt to di situations

Practice of awareness and skills will strengthen cultural
competency

*Cultural competency is a lifelong process driven by
desire, but continued education and practice can

ate and improve competence

Cultural Competency Process

Continued cultural
education driven

Cultural knowledge by cultural desire

(%)

Cultural attitudes Progression towards
&skills cultural competency

Factors related to difference in health

care

© social atominants of hastn Varains in e predispostion
(3. saucaton,income, o seking tmely care
access 1o halty ood)

® Loty choices Ay topayforcare @
(ecty o tough

Inurance corerage)

@ Cars-seoking behavior Locaton,

vary ave o aterng
i peied

® unguiste vamers Cnicatuncerainty @

Degres of rust of heith care Selets ot et care. @
proviers practioners

(OMH, nd).
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Slide 10 Barriers in healthcare

Racial/ethnic minority patients:

Less likely to comply with treatment if they do not

understand it
Morelikely to refuse or delay care qov 2w

Perceive higher levels of discrimination in healthcare om0

Time pre placed on providers hamper their ability to

symptoms and incre hortcuts

(Haskand Zobicrek & Dibttes, 2010

Sl|d ell Regional and National problem

In 2019, 31.7% of population identified as Latino
ethniCity United sites Census Burean, 2019)
Latino populations in the U.S. disproportionately
affected by the social determinants of health, resulting
in high incidences of

cardiovascular dis

diabetes

cancer

liver disease

Sl|d el2 Latino traditional and folk remedies

Spiritual and religious folk healing belief systems

ude:
Curanderismo (Mexico, most of Latin America)

Santeria (Brazil and Cuba)
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Slld el3 Latino traditional and folk remedies

Curanderos (traditional healers
Brujos or brujas (wizards or w
Yerberas (herbalists)

Hueseros (bone setters)

Parteras (midwives)

Sobradores (similar to physical therapists) g 203

Sl|de 14 Latino culture & healthcare beliefs

In Latino culture, a concept known as familismo can
fons i, 2011
Familismo is loyalty to family and extended family

Patient secks counsel from large number of family

Sl|de 15 Latino culture & healthcare beliefs

the concept of machismo can also
impact personal disease management
Machismo encompasses positive qualities
Belief that pain should be endured and seeking care
weakne:

eek care as a means to fulfill expectation to work

and provide o, 1)
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Slide 16

Slide 17

Slide 18

Latino culture & healthcare beliefs

For Latino females, the concept of marianismo can also
impact personal disease management
Marianismo re pected nurturing roles of
females
Home- , s issive, virtuous, and spiritual
leader

Incs ; and poor coping

Latino culture & healthcare beliefs

Two other concepts are fatalismo and personalismo
‘atalismo is belief the disease is destined
Decr d treatment adherence
Personalismo is belief in a personal patient and
healthcare provider relationship
Patient pi nce for physical contact and
genuine personal inter
If lacking faction and adherence are
dq il

Latino spiritual belief

Mal de ojo
Belief of “‘evil eye” in Latin America
Strong stare of jealousy, admiration, or envy causing
disease or death
Can manif true ph; symptoms

‘Women and children more vulnerable
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Sl|de 19 Latino culture & healthcare beliefs

n lead to view that:
is predestined
Only God can control the dis
May lead to lack of adhe:
initiation of treatment

Strong religious beliefs can also act as

Sl|de 20 Latino culture & healthcare beliefs

Food & Diet
Cultural
Food rituals

Social influences
childhood obesif

Slide 21 Patient-provider communicat

Census reported
Over 50% of Latinos are bilingual
Speak English at a proficiency of “very well.”

Need to add

provider miscommunication

(Concha, 201%)

61




62

Slide 22 Patient-provider communicat

To improve communication:

ing the meaning of a

Spanish wor
BELIEF instrument or ETHNIC interviewing tool can

help improve communication and engage the patient

Prom s to facilitate understanding of

the cultural beliefs

Slide 23 Patient-provider communicat

BELIEF instrument

B: Beliefs about health (What caused your illness?)

E: Explanation (Why did it happen?)
L: Learn (Help me understand your bel

: Impact (How is this illness i

life?)
E: Empathy (This must be very hard for you)

ings (How are you feeling about it

Sl|de 24 Patient-provider communicat

ETHNIC interviewing tool

E: Explanation (How do you explain your illness?)

T: Treatment (What treatment(s) have you tried?)
H: Healers (Have you sought any advice from folk

heale

N: Negotiate (Mutually able options)
I: Intervention (Consented to)

ollaboration (with patient, fami




Slide 25

Slide 26

Slide 27

Dr. Stephen Brown: 58-year-old family physician, grew up in the small city
of Kingston, Ohio but moved away to study and practice medicine on the
East Coast. When his mother fell ill, Dr. Brown gave up his practice in the
East and moved back to Kingston. The family physician in town was glad to
finally retire, and Dr. Brown began a family practice with Dr. Carmen
Sanchez, a young woman just two years out of training. Dr. Brown has been
in Kingston for about three months

Dr. Carmen Sanchez: 28, grew up in New York and attended medical
school through a Public Health Service (PHS) scholarship/training grant
Afier graduating from medical school, PHS sent her to Kingston, where
physicians were badly needed. Dr. Sanchez is of Puerto Rican heritage, and
the Latino population in Kingston is glad to now have a Spanish-language
speaking doctor

Case Study (cont.):

Arturo Garcia is a 14-year-old male Mexican youth, was hospitalized for

an overdose of Amitriptyline. He s overweight and has complained of being
bullied at school. He spea ish and Spanish. He is covered by
Medicaid.

His mother Maria is a 3 old Mexican female, in seemingly g
health, who speaks little English. She created a scene at the hospital when
her son was being treated for an overdose.

childcare but s currently out of work

Case Study (cont.):

Arturo Garcia: Attempted Suicide?
Dr. Brown walked into the doctors' lounge at his office, rubbed his temples,
and groaned. He knew that he would spend a good portion of his time
ial worker. The boy, Arturo Garcia, was doing okay, but
there, figuring out what happened, or why would
sh, but he did not want to talk. His mother,
panish, so the social worker would have to get th
y ez normally treated the Garcia family, but Dr.
Brown had seen them in the office last week while she was visiting family in
Puerto Rico.
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Slide 28

Slide 29

Slide 30

Case Study (cont.

The irony of Arturo's attempted suicide was that he took a handful of
Amitriptyline, the very prescription that Dr. Brown had recently renewed to
combat the boy's depression and anxiety. Dr. Brown thought back to his
review of Dr. Sanchez’s notes, where he had learned that Arturo felt
depressed and anxious about school. It seemed like usual "14-year-old stuff"
to Dr. Brown: Arturo was overweight and Mexican, so the other kids teased
and bullied him for being different. Dr. Brown thought that the kid just
needed to exercise more and to learn to stand up for himself, but Dr. Sanchez
had prescribed the Amitriptyline (as a less expensive alternative to Sertraline
since Mrs. Garcia was currently out of work). Dr. Brown was not about to
stop or change the treatment without consulting her

Case Study (cont.

What are your initial thoughts of this situation? What,
if any, biases might have Dr. Brown have towards
Arturo?

Case Study (cont.

When Dr. Brown was finally able to talk with Arturo and Mrs. Garcia, he
asked if Arturo was seeing a counselor and Arturo replied angrily, "I went a
few times, but I hated it, so I stopped going." At the end of the session, Dr.
Brown told Mrs. Garcia that he wanted to speak with Arturo alone for a few
minutes. Dr. Brown told Arturo that counseling was important and asked
why he stopped going. Arturo stared sullenly at him then replied, "The
counselor thought we should talk about my sexual orientation." He used his
fingers to make quotation marks as he said "sexual orientation.” Arturo
continued, very angrily, "She was so judgmental about me liking other guys.
1t none of her business!" Dr. Brown started to follow up with a question,
but Arturo exploded, "It's not your business either," then abruptly got up and
left the office.
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Slide 31 Case Study (cont.):

What are some cultural barriers that could impact

Arturo’s disease management? What culturally

relevant strategies could be used to improve Arturo’s
health outcomes?

Slide 32

@ socia cotorminares of hestn Vartions nthe prodisposion
(0. oducaton. income, o seoing iy care
Scease toheaty o)

® ety choices Ay topaytorcare @
(aeacty o rough
nsurancs covarage)

@ Care-sooking behavor Location, mansgement, ©
et may and clvry ofheatn
Varyoue s atering areservices
Cutursibolts

® Lnguistc barrirs Clnicatncertsiny @

Dagres ttrustofnasth care Betets ot heatn care @
proviers e

Slide 33 Case Study (cont.):

once? Dr. Brown w S n; ~-one a day,

g ly
every day, in the morning. He may even have jotted it down on a note pad
her, but he could not remember. Now it seemed silly to even think about
it; why did he think that she could read English better than she could speak
it?

But it made him very nervous. He'd seen that "ER" ep! in which
patient ended up in the hospital because of the d written instruction,
"once a day." In Spanish, "once" means "11."
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Slide 34

Slide 35

Slide 36

Self-reflecti
Please take 5-10 minutes to reflect on these questions.

1. How do you feel about the situation? What is your attitude toward Arturo
Garcia and Dr. Brown?

2. Would you have approached the initial medical encounter differently than
Dr. Brown did? If so, how?

3. What is the patient's perspective? How might you fee
from Dr. Brown?

4. Do you think you would be comfortable as the primary provider for
Artur in this situation? Why or why not?

5. What could you do to prepare for similar encounters?

Conclusion

This concludes the educational training.
Please proceed to fill out the post-test
survey.

hank you for your participation and time!

Additional resources

Additional resources if further exploration is desired:

Caring for Latino Patients article (further elaboration of
disease beliefs):

https://www.aafp.org/afp/
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APPENDIX F:

PROJECT TIMELINE
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Completion Date

Planning

Pre-

Implementation

69

Evaluation

May 11, 2021

May 12, 2021

May 15, 2021

July 4, 2021

July 26, 2021

August 2, 2021

September 6,
2021

October 1, 2021

Review DNP
proposal

Prepare forms
and content
needed for

implementation

Prepare methods
of
implementation
as applicable to
site
Prepare
presentation for
educational
training
presentation
Prepare forms for
data collection

Identify method
for organization
and analysis of
data
Review changes in
current research
practice of
cultural
competence

Prepare and
adjust project
presentation

Implementation
Review
implementation
evidence and
revised proposal
Review
application with
committee

Review
applicability of
implementation
measures

Review
presentation for
implementation

Review data
collection
methods

Review data
analysis method

Identify validity
and reliability of
data based on
analysis

Schedule
presentation date

Complete DNP
project
presentation and
defense
Submit revised
project
presentation and
IRB determination
application
Complete pre-
implementation
visit

Initiate
implementation
of educational
training
intervention
Complete data
collection from
educational
training and
calculate cultural
competence
scores
Complete
descriptive and
comparative data
analysis
Integrate data
analysis into
results,
discussion, and
implications for
future practice
Complete final
project paper and
presentation

Apply revisions to
DNP presentation

Review and add
revisions to
recruitment forms
and intervention
forms
Adjust
implementation
requirements as
needed for site

Adjust
implementation
as needed or
identified by
process measures
Organize scores
and data for
analysis

Prepare graphs or
charts to
accompany
analyzed data
Prepare
document for
implementation
site staff

Review feedback
for future
research
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Project Question: In an outpatient clinic setting caring for Latino patients (P), do providers and staff who undergo cultural
competency training (I) improve cultural competency scores (O) compared to no training (C)?

Pub. Year

review of the literature

Cultural awareness, cultural knowledge and
cultural skills/behavior found to be major
elements agreed on in cultural competence
frameworks

Cultural desire and cultural encounter also
included in some

Author’s Last Title of Publication TS);?IEOf Main Outcomes or Findings Support for and or Link to Project
Name y
Ahmed, et al., How to measure cultural Scoping Standardized measures for cultural Patient-centered care (PCC) needs to be
2018 competence when evaluating review competence evaluation are lacking culturally competent to serve diverse
patient-centred care: a scoping o community—will reduce health
review Most used structure and process indicators disparities
which are foundation for building process
and outcome indicators—importance noted | [.ack of communication can lead to
by Lewin group and patient-centered care distrust between patient and provider
framework and reduce intent to seek care
Inclusion of cultural humility and safety
perspective can prevent stereotyping of
people from diverse backgrounds
Indicators should reflect cultural humility
and safety—need to collaborate with
patients, families, and community members
Lack of evidence on the evaluation and
implementation of indicators in care
settings; one source identified cultural
competence with respect to cultural
humility and cultural safety
Alizadeh & Cultural competence dimensions | Systematic Cultural competence an ongoing process, no | Help to define elements of cultural
Chavan, 2016 and outcomes: a systematic review endpoint competence that can be altered or

improved
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Pub. Year
Author’s Last
Name

Title of Publication

Type of
Study

Main Outcomes or Findings

Support for and or Link to Project

Most measured outcome is patient
satisfaction

Few used impact of providers’ cultural
competence on patient trust and health
status as outcome

Darnell &
Hickson, 2015

Cultural Competent Patient-
Centered Nursing Care

Theoretic
framework

National League for Nursing and the
Association of Colleges of Nursing cultural
diversity tool kit

Cultural awareness, cultural knowledge,
cultural skill, and cultural encounter needed
for cultural competence

Cultural competence achieves patient-
centered cared, improves patient
satisfaction and outcomes

Not a study; review of cultural
competence with resources

Henderson,
Horne, Hills, &
Kendall, 2018

Cultural competence in
healthcare in the community: A
concept analysis

Concept
analysis

Cultural openness, awareness, desire,
knowledge and sensitivity and encounter
noted as antecedents to cultural competence

Antecedents represent a superficial level of
understanding, driven by social desirability

What is culturally appropriate for one may
not be appropriate for another even if from
the same culture—simply having cultural
knowledge is not sufficient; lack of
understanding of what cultural competence
is and ensues

Rather than training, skills, and
information for cultural competence,
must attempt to develop a higher level
of moral reasoning through exposure to
authentic situations

Mandatory cultural competence training
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Pub. Year
Author’s Last Title of Publication TS);?IEOf Main Outcomes or Findings Support for and or Link to Project
Name y
Antecedents needed to achieve positive
consequences of cultural competence
Fairness and critical and moral self-
reflection required to develop cultural
competence
Govere & How Effective is Cultural Systematic Cultural competence training intervention Quality and methodological rigor of
Govere, Competence Training of review significantly increased the cultural individual studies were low
Healthcare Providers on competence level of healthcare provider and
Improving Patient Satisfaction of significantly associated with increased Need to conduct high-quality studies to
Minority Groups? A Systematic patient satisfaction establish relationship between cultural
Review of Literature competence training and patient
satisfaction
Lin, Lee, & Cultural Competence of Systematic Six cultural dimensions addressed by Help to decide which instruments to
Huang, 2017 Healthcare Providers: A review instruments: attitudes, knowledge, skills, measure/developing questions for
Systematic Review of behaviors, desires, and encounters process and outcome measures
Assessment Instruments
10 instruments had content validated by
expert panel
Attitude-knowledge-skill model of cultural
competence was the most frequently used
Paroz, et al., Cultural competence and Descriptive | Two 90-minute case scenarios completed No causative association
2016 simulated patients study by students

Students reported improvements in self-
reflection and cultural sensitivity

Description of simulative teaching
without formal measures




74

REFERENCES

Abrishami, D. (2018). The need for cultural competency in health care. Radiology Technology,
89(5), 441-448.

Ahmed, S., Siad, F. M., Manalili, K., Lorenzetti, D. L., Barbosa, T., Lantion, V., Lu, M., Quan,
H., & Santana, M. J. (2018). How to measure cultural competence when evaluating
patient-centred care: a scoping review. BMJ Open, 8(7), €021525.
https://doi.org/10.1136/bmjopen-2018-021525

Alizadeh, S. & Chavan, M. (2016). Cultural competence dimensions and outcomes: a systematic
review of the literature. Health Social Care Community, 24(6), e117-e130.
doi:10.1111/hsc.12293

American Association of Colleges of Nursing. (2006, October). The essentials of doctoral
education for advanced nursing practice [pdf].
https://www.aacnnursing.org/Portals/42/Publications/DNPEssentials.pdf

Brooks, L. A., Manias, E., & Bloomer, M. J. (2019). Culturally sensitive communication in
healthcare: a concept analysis. Collegian, 26(3), 383-391.
https://doi.org/10.1016/j.colegn.2018.09.007

Centers for Disease Control and Prevention. (CDC). (2020, August 17). Understanding the
epidemic. https://npin.cdc.gov/pages/cultural-competence

Coe, K., Benitez, T., Tasevska, N., Arriola, A., & Keller, C. (2018). The use of family rituals in
eating behaviors in Hispanic mothers. Family & Community Health, 41(1), 28-36.
https://doi.org/10.1097/fch.0000000000000170

Crocker, J., Massie, F. S., & Estrada, C. A. (2018). Engagement in an online cultural competency
training. Southern Medical Journal, 111(4), 199-202.
https://doi.org/10.14423/smj.0000000000000790

Derrington, S. F., Paquette, E., & Johnson, K. A. (2018). Cross-cultural interactions and shared
decision-making. Pediatrics, 142(Supplement 3), S187-S192.
https://doi.org/10.1542/peds.2018-0516;j

Drevdahl, D. J. (2018). Impersonating culture: the effects of using simulated experiences to teach
cultural competence. Journal of Professional Nursing, 34(3), 195-204.
https://doi.org/10.1016/j.profnurs.2017.10.006

Flynn, P. M., Betancourt, H., Emerson, N. D., Nunez, E. 1., & Nance, C. M. (2020). Health
professional cultural competence reduces the psychological and behavioral impact of
negative healthcare encounters. Cultural Diversity and Ethnic Minority Psychology,

26(3), 271-279. https://doi.org/10.1037/cdp0000295


https://doi.org/10.1136/bmjopen-2018-021525
https://npin.cdc.gov/pages/cultural-competence
https://doi.org/10.14423/smj.0000000000000790
https://doi.org/10.1016/j.profnurs.2017.10.006

75

Frey, W. H. (2019). Six maps that reveal America’s expanding racial diversity: a pre-2020
census look at the wide dispersal of the nation’s Hispanic, Asian and black populations.
Brookings.https://www.brookings.edu/research/americas-racial-diversity-in-six-maps/

Govere, L. & Govere, E. M. (2016). How effective is cultural competence training of healthcare
providers on improving patient satisfaction of minority groups? A systematic review of
literature. Worldviews Evidence Based Nursing, 13(6),402-410. doi: 10.1111/wvn.12176.

Hemberg, J. A. V. & Vilander, S. (2017). Cultural and communicative competence in the caring
relationship with patients from another culture. Scandinavian Journal of Caring Sciences,

31(4), 822-829. https://doi.org/10.1111/scs.12403

Henderson, S., Horne, M., Hills, R., & Kendall, E. (2018). Cultural competence in healthcare in
the community: a concept analysis. Health Social Care Community, 26(4), 590-603.
doi:10.1111/hsc.12556

Institute for Healthcare Improvement. (IHI). (n.d.). Plan-do-study-act (PDSA) worksheet.
http://www.ihi.org/resources/Pages/Tools/PlanDoStudy ActWorksheet.aspx

Jongen, C., Mccalman, J., & Bainbridge, R. (2018). Health workforce cultural competency
interventions: a systematic scoping review. BMC Health Services Research, 18(1).
https://doi.org/10.1186/s12913-018-3001-5

Kessler, R., Coates, W., & Chanmugam, A. (2017). Twelve years since importance of cross-
cultural competency recognized: where are we now? Western Journal of Emergency
Medicine, 18(2), 223-228. https://doi.org/10.5811/westjem.2016.10.31780

Lin, C.J., Lee, C. K., & Huang, M. C. (2017). Cultural competence of healthcare providers: a
systematic review of assessment instruments. Journal of Nursing Research, 25(3), 174-
186. https://doi.org/10.1097/jnr.0000000000000153

Mcelfish, P. A., Moore, R., Buron, B., Hudson, J., Long, C. R., Purvis, R. S., Schulz, T. K.,
Rowland, B., & Warmack, T. S. (2018). Integrating interprofessional education and
cultural competency training to address health disparities. Teaching and Learning in
Medicine, 30(2), 213-222. https://doi.org/10.1080/10401334.2017.1365717

Mcgregor, B., Belton, A., Henry, T. L., Wrenn, G., & Holden, K. B. (2019). Improving
behavioral health equity through cultural competence training of health care providers.
Ethnicity & Disease, 29(Supp2), 359-364. https://doi.org/10.18865/ed.29.s2.359

Ochoa, A. & Berge, J. M. (2017). Home environmental influences on childhood obesity in the
Latino population: a decade review of literature. Journal of Immigrant and Minority
Health, 19(2), 430-447. https://doi.org/10.1007/s10903-016-0539-3


https://doi.org/10.1111/scs.12403
https://doi.org/10.1186/s12913-018-3001-5
https://doi.org/10.5811/westjem.2016.10.31780
https://doi.org/10.1097/jnr.0000000000000153

76

Office of Disease Prevention and Health Promotion. (ODPHP). (n.d). Social determinants of
health. Healthy People 2030. https://health.gov/healthypeople/objectives-and-data/social-
determinants-health

Paroz, S., Daele, A., Viret, F., Vadot, S., Bonvin, R., & Bodenmann, P. (2016). Cultural
competence and simulated patients. Clinical Teacher, 13(5), 369-373.
https://doi.org/10.1111/tct.12466

Paternotte, E., Scheele, F., Seeleman, C. M., Bank, L., Scherpbier, A. J. J. A., & Van Dulmen, S.
(2016). Intercultural doctor-patient communication in daily outpatient care: relevant
communication skills. Perspectives on Medical Education, 5(5), 268-275.
https://doi.org/10.1007/s40037-016-0288-y

Rothlind, E., Fors, U., Salminen, H., Wiandell, P., & Ekblad, S. (2018). Circling the undefined—
a grounded theory study of intercultural consultations in Swedish primary care. PLoS
ONE, 13(8), €0203383. https://doi.org/10.1371/journal.pone.0203383

Sales, 1., Jonkman, L., Connor, S., & Hall, D. (2013). A comparison of educational interventions
to enhance cultural competency in pharmacy students. American Journal of
Pharmaceutical Education, 77(4), 76. https://doi.org/10.5688/ajpe77476

Seeleman, C., Suurmond, J., & Stronks, K. (2009). Cultural competence: a conceptual
framework for teaching and learning. Medical Education, 43(3), 229-237.
https://doi.org/10.1111/j.1365-2923.2008.03269.x

Sharifi, N., Adib-Hajbaghery, M., & Najafi, M. (2019). Cultural competence in nursing: a
concept analysis. International Journal of Nursing Studies, 99, 103386.
https://doi.org/10.1016/].ijnurstu.2019.103386

Shepherd, S. M. (2019). Cultural awareness workshops: limitations and practical consequences.
BMC Med Education, 19(1), 14. https://doi.org/10.1186/s12909-018-1450-5

Shepherd, S. M., Willis-Esqueda, C., Newton, D., Sivasubramaniam, D., & Paradies, Y. (2019).
The challenge of cultural competence in the workplace: perspectives of healthcare
providers. BMC Health Services Research, 19(1), 135. https://doi.org/10.1186/s12913-
019-3959-7

Sorensen, J., Norredam, M., Suurmond, J., Carter-Pokras, O., Garcia-Ramirez, M., & Krasnik,
A. (2019). Need for ensuring cultural competence in medical programmes of European
universities. BMC Medical Education, 19(1). https://doi.org/10.1186/s12909-018-1449-y

Thackrah, R. D. & Thompson, S. C. (2013). Refining the concept of cultural competence:
building on decades of progress. Medical Journal of Australia, 199(1), 35-38.
doi:10.5694/mja13.10499


https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://doi.org/10.1111/tct.12466
https://doi.org/10.1016/j.ijnurstu.2019.103386
https://doi.org/10.1186/s12909-018-1450-5
https://doi.org/10.1186/s12913-019-3959-7
https://doi.org/10.1186/s12913-019-3959-7

77

United States Census Bureau. (n.d.). Quick facts: Arizona.
https://www.census.gov/quickfacts/AZ

United States Department of Health and Human Services, (USDHHS). (n.d.). National CLAS
standards. Think cultural health. https://thinkculturalhealth.hhs.gov/clas/standards

Velasco-Mondragon, E., Jimenez, A., Palladino-Davis, A. G., Davis, D., & Escamilla-Cejudo, J.
A. (2016). Hispanic health in the USA: a scoping review of the literature. Public Health
Reviews, 37, 31. https://doi.org/10.1186/s40985-016-0043-2

Watt, K., Abbott, P., & Reath, J. (2016). Developing cultural competence in general
practitioners: an integrative review of the literature. BMC Family Practice, 17(1).
https://doi.org/10.1186/s12875-016-0560-6

Wheeler, S. M. & Bryant, A. S. (2017). Racial and ethnic disparities in health and health care.
Obstetrics and Gynecology Clinics of North America, 44(1),1-11.
doi:10.1016/j.0gc.2016.10.001


https://www.census.gov/quickfacts/AZ
https://thinkculturalhealth.hhs.gov/clas/standards
https://doi.org/10.1186/s40985-016-0043-2
https://doi.org/10.1186/s12875-016-0560-6

	Identification
	Screening
	Eligibility
	Included

