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ABSTRACT
Purpose. This DNP project evaluated impact of culturally humility-based training intervention
on motivation, knowledge, and confidence of mental health providers (MHP), delivering patient-
centered culturally sensitive (PCCS) care for African Americans with racial trauma.
Background. Addressed significance of assessing for racial trauma symptoms in African
American patients within mental health care, with particular emphasis on Trauma Symptoms of
Discrimination Scale (TSDS). Existing literature underscores significance of cultural competence
and sensitivity in providing effective care to diverse populations. Racial trauma, linked to
experiences of discrimination, identified as imperative concern affecting mental health outcomes
in African Americans. Gap in provider training regarding racial trauma recognition and
management necessitates targeted interventions. Interventions built upon foundation of cultural
humility, aimed to enhance PCCS care through structured training programs focused on
assessing and addressing racial trauma symptoms in African Americans. utilizing tools: Trauma
Symptoms of Discrimination Scale (TSDS).
Methods. Project employed quasi-experimental design assessing effectiveness of cultural
humility-based training in enhancing MHP abilities to recognize and manage racial trauma
symptoms in African American patients. Asynchronous online training presentation included
clinical scenario simulation, and utilized pre- and post-training surveys for quantitative data
collection. Statistical analyses (paired-sample t-tests), evaluated shifts in motivation, knowledge,
and confidence. Intervention followed Plan-Do-Study-Act (PDSA) model, ensuring iterative
refinement based on participant feedback. Data was securely collected and analyzed using

Qualtrics and Microsoft Excel.



Results. Three participants completed pre-/post-intervention surveys. Following educational
intervention, project data demonstrated consistent knowledge base among participants after
cultural humility-based training intervention. Notable positive shifts were observed in provider
confidence and motivation. Two out of three participants showed improved confidence scores,
with one participant experiencing four-point increase and another a two-point increase.
Motivation scores increased for two participants, one by two points and another by one point.
Out of nine pre-/post-survey questions, none demonstrated statistical significance which suggests
findings may be due to chance.

Conclusions. DNP project highlighted potential of cultural humility-based training to positively
impact MHP confidence and motivation in delivering patient-centered, culturally sensitive care
for African Americans with racial trauma. Findings underscore need for ongoing education,
tailored interventions addressing racial trauma recognition, and management in mental health

settings.
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INTRODUCTION

Addressing the social determinants of health, such as stigma and racism, is imperative for
achieving equity in healthcare. The prevalence of racial trauma and its physical and
psychological consequences stemming from experiences of racial bias, discrimination, and hate
crimes are critical issues within the healthcare domain. Racial discrimination (RD), a pivotal
element of this trauma, has profound implications for the mental well-being of African
Americans, including the development of post-traumatic stress disorder (PTSD) (Bird et al.,
2021; Centers for Disease Control & Prevention [CDC], 2022).

A comprehensive understanding of the correlation between discrimination and PTSD
symptoms can facilitate the identification of populations at risk, the formulation of interventions
to foster resilience, and the enhancement of overall health outcomes (Wright et al., 2020). The
Diagnostic and Statistical Manual of Mental Disorders Fifth Edition Text Revision (DSM-5-TR)
provides criteria for diagnosing PTSD based on the type of traumatic event experienced
(American Psychiatric Association [APA], 2022). The literature criticizes standard PTSD
assessment tools for inadequacy in assessing traumatic stress reactions to RD (Helms et al.,
2010). The Trauma Symptoms of Discrimination Scale (TSDS), established to assess trauma
symptoms arising from RD, fulfills an unmet need for a culturally sensitive assessment tool to
enhance providers’ cultural humility and ability to detect traumatic effects of RD on people of
color (Williams et al., 2018).

This Doctor of Nursing Practice (DNP) project aimed to fill knowledge and practice gaps
by educating mental health providers (MHP) about the TSDS and the importance of practicing

cultural humility to facilitate improved mental health outcomes for African Americans. This



11

project aimed to increase providers’ intent to incorporate the TSDS assessment tool and utilize
cultural humility as an effective intervention to identify racial trauma. The purpose was to
recognize and address the often-overlooked traumatic effects of RD on the mental health of
African Americans, potentially leading to better care and mental health outcomes. Against the
backdrop of systemic disparities embedded in various sectors, including the criminal justice
system, education, and housing, this project sought to address the unique challenges faced by
African Americans in the diverse sociodemographic landscape of Arizona (Arizona Department
of Education, 2023; Gentry & Cook-Davis, 2021; Olivet & Whitehead, 2021; FWD.us, 2018).
The local context underscored the pressing need for a culturally humble approach to mental
health care, emphasizing the significance of this intervention in promoting equitable and
effective mental health outcomes.
Background Knowledge and Significance

Rates of Racial Discrimination

RD is defined as any distinction, exclusion, restriction, or preference based on ethnicity,
skin color, race, or descent, resulting in inequality of human rights and freedoms (United
Nations, 1965). RD affects individuals in various social domains including employment, the
criminal justice system, education, and health care (Bleich et al., 2019; Edwards et al., 2019;
Fekedulegn et al., 2019; Fisher et al., 2000). Most African Americans experience interpersonal
discrimination via microaggressions and racial slurs that occur in various social settings (Bleich
et al., 2019). Heightened social status does not provide an escape, as shown by middle- and

working-class African Americans’ equal likelihood of reporting RD (Kessler et al., 1995).
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Approximately half of African Americans report experiencing RD (Bird et al., 2021),
emphasizing the prevalence of this issue and its impact on a significant part of the population.

The U.S. Department of Justice (DOJ) reports that hate crimes have increased
significantly, and 48.4% of hate crimes were perpetrated against African Americans due to anti-
Black or African American bias (Federal Bureau of Investigation [FBI], 2019). African
Americans are more likely to be pulled over, killed, or detained with excessive force during
traffic stops and interactions with police (Brame et al., 2012; Edwards et al., 2019; Gelman et al.,
2007; Kramer & Remster, 2018). Among other ethnic groups, African American men have the
highest risk of death by police and face a one in 1,000 chance of death by police within their
lifetime (Edwards et al., 2019). In the context of increased violent interactions with police,
African Americans are five times more likely to worry about facing discriminatory violence from
police (Graham et al., 2020). Most African Americans have perceived unfair treatment by the
police and RD against them or a family member (Bleich et al., 2019).

The most common claims filed with the Equal Employment Opportunity Commission
(EEOC) are allegations of RD, racial harassment, or retaliation due to opposition to RD (EEOC,
n.d.). During the 2006 fiscal year, RD accounted for 36% of complaints received by the EEOC
(EEOC, n.d.). The alarmingly high number of RD claims by the EEOC supports findings that
African Americans report 60% higher rates of discrimination in the workplace (Fekedulegn et
al., 2019; EEOC, n.d.). Discrimination may lead to reduced employment of African Americans
who are 50% less likely to receive a callback when submitting a job application with a common

“Black name” (Bertrand & Mullainathan, 2004). Most African Americans experience RD when



13

applying for employment and attempting to obtain equal pay or job promotions (Bleich et al.,
2019).

African Americans experience institutional racism within the education system and other
settings, with half of African American students experiencing distress from racial incidents
occurring in school which dramatically decreases academic performance (Fisher et al., 2000).
African Americans with a college degree have higher odds of experiencing discrimination during
interactions with police and greater exposure to more types of institutional racism in health care,
the criminal justice system, employment, and other settings (Bleich et al., 2019).

Physiological Consequences of Discrimination

Prolonged exposure to RD can lead to physiological alterations in cortisol levels and the
functioning of the hypothalamic-pituitary-adrenal (HPA) axis, representing modifications in the
endocrine and stress-response systems of the body (Berger & Sarnyai, 2015). Allostatic load
refers to the cumulative wear and tear on the body over time, due to chronic stress and other
physiological dysregulations, reflecting the strain on various physiological systems, especially
those involved in the body’s response to stress, and is associated with adverse health outcomes
(Berger & Sarnyai, 2015). Allostatic load leads to dysregulation of the sympathetic nervous
system, increasing blood pressure, heart rate, blood flow, and immune suppression in response to
stress (McEwen, 1998; McEwen & Seeman, 1999; Seeman et al., 1997). Weathering, related to
the concept of allostatic load, suggests that long-term exposure to social risk factors such as RD
induces accelerated health decline of African Americans by approximately 10 years, increasing
their risk for mortality, cognitive decline, dementia, hypertension, diabetes mellitus, and

coronary heart disease (Forrester et al., 2019; Geronimus et al., 2006; Thorpe et al., 2016). The
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literature further supports weathering, demonstrating increased rates of mortality associated with
heart disease, cancer, and stroke in African Americans who live in regions with high degrees of
racism (Chae et al., 2015).

C-reactive protein (CRP), produced by the body’s stress response, plays a significant role
in the relationship between experiences of discrimination and physiological dysfunction
(Elbasheir et al., 2023). Elevated CRP levels moderate the link between RD and neural
activation, providing a potential mechanism for how RD affects immune system activation and
neural responses (Elbasheir et al., 2023). Greater lifetime exposure to discrimination is
associated with a higher inflammation burden which impacts sleep quality, sustains stress
response, and leads to unhealthy coping behaviors that contribute to chronic health issues
(Elbasheir et al., 2023; Ong & Williams, 2019).

Stressful encounters with racism elevate systolic and diastolic blood pressure and
significantly increase the risk of hypertension in African Americans, predisposing them to
cardiovascular disease (Din-Dzietham et al., 2004). RD contributes to maladaptive behaviors
used to alleviate stress such as smoking cigarettes, polysubstance use, and binge drinking
(Baiden et al., 2023; Guthrie et al., 2002; Metzger et al., 2018). RD has significant adverse
consequences on perinatal outcomes including higher rates of preterm and low-birthweight
deliveries in African American pregnant women, potentially due to their increased risk for
gestational hypertension (Collins et al., 2004; Mustillo et al., 2004). Negative physical health

outcomes and greater rates of chronic health conditions result from RD (Dohrenwend, 2000).
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Psychological Consequences of Discrimination

Research shows that RD alone contributes to poorer mental health outcomes in African
Americans independent of their personality traits and socioeconomic status (Kessler et al., 1995;
Mekawi et al., 2021). RD leads to negative psychological effects by way of increased risks for
depression, anxiety, and posttraumatic stress (Mekawi et al., 2021). Psychological distress results
from the association between RD and internalizing and externalizing symptoms, lower self-
concept, and increased hopelessness (Chae et al., 2011; Nyborg & Curry, 2003). Discrimination
potentiates an increase in symptoms of subclinical psychosis mediated by elevated levels of
depression, anxiety, stress, and utilization of maladaptive coping mechanisms (Lopez et al.,
2022; Taylor & Turner, 2002). Experiences of RD function as a source of traumatic stress
leading to the development of stress sensitivity, dissociation, depressive symptoms, and
increased risk of suicidal ideations and suicide attempts (Oh et al., 2020; Polanco-Roman et al.,
2021).

Various forms of RD such as microaggressions, subtle discrimination, neighborhood
harassment, discouragement from education, unfair termination from employment, and police
abuse increase the likelihood of developing a suicidal plan and attempting suicide (O’Keefe et
al., 2015; Oh et al., 2020). Depressive symptoms are persistent and cause sleep disturbances in
African Americans for at least eight months following RD (Hart et al., 2019). Higher levels of
RD correlate with increased depressive symptoms and increased severity of depressive
symptoms when an African American individual experiences more RD than what is usual for

them (Lavner et al., 2022; Oh et al., 2020; Taylor & Turner, 2002).
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Neurological Changes

RD alters neuroplasticity via chronic activation of the HPA axis, which increases activity
in the brain’s hippocampus and prefrontal cortex regions involved in emotion regulation and
cognitive processing (Okeke et al., 2023; Radley et al., 2011). RD is associated with structural
changes to prefrontal white matter tracts and diminished white matter integrity, thus increasing
the risk of cardiovascular disease, stroke, dementia, and death (Debette & Markus, 2010; Okeke
et al., 2023; Williamson et al., 2018). African Americans with elevated exposure to both RD and
depression show lower than normal total brain matter (Meyer et al., 2019). Those exposed to RD
have reduced cingulate gray matter thickness and reduced white matter tracts in the corpus
callosum, cingulum, and superior longitudinal fasciculus brain regions (Okeke et al., 2023; Fani
et al., 2022a; 2022b). Structural brain changes and neuroplasticity may contribute to African
Americans’ neurological response to trauma-relevant stimuli with heightened activation in the
amygdala and thalamus, which controls cognitive processing, emotion regulation, visual
attention, threat inhibition, and stress response (Clark et al., 2018; Fani et al., 2021; Okeke et al.,
2023). Transitioning from the exploration of neurological changes induced by RD, we now delve
into the manifestation of PTSD symptoms and the intricate interplay between altered
neuroplasticity and the psychological impact of traumatic experiences.
Post-Traumatic Stress Disorder (PTSD) Symptoms

Current post-traumatic stress disorder (PTSD) diagnostic criteria present trauma
symptoms as intrusive memories, distressing dreams, dissociation, psychological distress,
physiological reactions to trauma stimuli, avoidance, negative cognitions and mood,

hyperarousal, and reactivity (APA, 2022). With its latest edition, the DSM-5-TR discusses the
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role of RD on PTSD onset and severity, highlighting the notion that ongoing and cumulative
trauma may reduce the predictive validity of a diagnosis of PTSD in some communities (APA,
2022). Despite the DSM-5-TR’s failure to include discrimination as a cause for PTSD, African
Americans have an increased risk of developing PTSD, face higher rates of exposure to violence,
and show an increased likelihood of experiencing intense fear, helplessness, or horror related to a
traumatic event (Alegria et al., 2013; APA, 2022; Sibrava et al., 2019). RD elicits a trauma
response and PTSD symptoms of hypervigilance, avoidance, memory impairments,
concentration difficulties, and self-blame (Bryant-Davis & Ocampo, 2005; Carter et al., 2005;
Holmes et al., 2016; Kirkinis et al., 2021; Morris-Prather et al., 1996; Williams et al., 2018).
Standardized Tools to Measure Racial Trauma

Although African Americans have a significant likelihood of developing PTSD, they are
less likely to utilize mental health services and more likely to receive inadequate treatment
(Graves et al., 2011; Kessler et al., 1995; Norris, 1992; Perilla et al., 2002). African Americans
have higher rates of unmet need for psychiatric care related to treatment barriers including health
care costs, health insurance, perceived stigma, minimization of need for treatment, low perceived
treatment effectiveness, and inaccessibility (Alang, 2019). African Americans fear experiencing
discrimination due to a mental health disorder in addition to their inherent daily experiences with
RD and have feelings of invisibility within the mental health care system which is comprised of
assumptions and expectations surrounding the African American experience (Alang, 2019).
There is a call for anti-racism education for MHP and health systems to proactively seek the

perspectives of African Americans in need of care (Alang, 2019).
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The literature shows a scarcity of validated tools for MHP to utilize when assessing and
treating racial trauma leading to narrow mental health screening that overlooks prevalent
psychiatric symptoms experienced by minorities exposed to trauma (Lima et al., 1991; Malcoun
et al., 2015). Existing PTSD assessment checklists do not include critical sources of racial
traumatization, such as interactions with law enforcement or experiences of incarceration
(Malcoun et al., 2015). African Americans commonly attend primary care appointments with
somatic complaints of PTSD symptoms which are often unrecognized by the clinician as a
presentation of PTSD, leading to a failure to diagnose or treat symptoms that have significant
negative consequences for the individual (Graves et al., 2011).

The TSDS assesses discriminatory distress for anxiety-related symptoms of racial trauma
and has shown predictive validity and high reliability for assessing African Americans’ racial
trauma symptoms (Maxie-Moreman & Tynes, 2022; Williams et al., 2018). The TSDS is a
reliable tool to assess the cumulative effects of RD in African Americans as it relates more to
experiences throughout an individual's entire lifetime than merely assessing recent experiences
(Williams et al., 2023).

Cultural Humility

As the United States (US) population becomes increasingly diverse, MHP must receive
cross-cultural education to effectively address the healthcare needs of diverse communities
(Welch, 1998). A patient-centered care approach considers the patient's diverse experiences,
perspectives, and lifestyles, corresponding with culturally sensitive care (Saha et al., 2008).
Neglecting sociocultural factors can lead to harmful stereotypes and result in biased or

discriminatory treatment of patients (Betancourt et al., 1999; Cooper-Patrick et al., 1999;
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Morales et al., 1999; Stewart et al., 1999). Most MHPs lack the training or knowledge for
diagnosing and treating racial trauma despite common encounters with individuals with
experiences of racial trauma (Hemmings & Evans, 2018). Denial and ignorance of racism as a
prevalent issue lead to a lack of awareness about critical racial issues and less empathy for
African American individuals (Burkard & Knox, 2004; Carter & Murphy, 2017; Nelson et al.,
2013). Enhancing knowledge about racism and increasing exposure to African Americans’
discrimination experiences aids in the understanding of and alignment with African Americans’
perspectives (Carter & Murphy, 2017; Nelson et al., 2013).

Implicit biases are unconscious and automatic attitudes, prejudices, and discriminatory
behaviors toward certain groups that affect healthcare providers’ attitudes, beliefs, and behaviors
toward patients from different cultural backgrounds (Doris et al., 2020; Stubbe, 2020). Implicit
bias can act as a barrier in the provision of patient-centered care that respects and responds to
individual patient preferences, values, and cultural traditions, resulting in racial disparities in
healthcare outcomes (Stubbe, 2020). Overcoming implicit biases requires self-awareness,
reflection, and ongoing education and training to promote cultural humility and sensitivity in
healthcare providers (Lekas et al., 2020). In this context, cultural humility emerges as a critical
approach for healthcare providers to bridge these gaps in understanding and ensure equitable and
sensitive care for an increasingly diverse patient population through a lifelong commitment to
self-evaluation and self-critique (Stubbe, 2020; Tervalon & Murray-Garcia, 1998).

Local Problem
RD doesn't merely manifest in the form of hate crimes but is deeply ingrained in various

aspects of Arizona’s society including the criminal justice system, education, and housing



20

(Arizona Department of Education, 2023; FWD.us, 2018; Gentry & Cook-Davis, 2021; Olivet &
Whitehead, 2021). The criminal justice system reflects an alarming disparity as African
American residents face higher incarceration rates, longer prison sentences, and increased
criminal fees (FWD.us, 2018; Olivet & Whitehead, 2021). The education system demonstrates
racial inequities with African American students facing lower academic performance, which may
be directly tied to the racial incidents they experience (Arizona Department of Education, 2023;
Fisher et al., 2000). Arizona Department of Education’s (2023) data on test scores shows that
31% of African American students passed English assessment tests and 22% passed math
compared to their White peers’ English and math passing rates of 57% and 51%, respectively.
The housing sector contributes to homelessness issues, with African Americans in Maricopa
County facing homelessness at four times higher rates than their share of the population, and
people of color often facing residential segregation and landlord selection bias (Olivet &
Whitehead, 2021).

These systemic disparities extend to the healthcare system, where the Bureau of Health
Workforce has identified a shortage of mental health professionals in the state of Arizona (KFF,
2023). This shortage is particularly problematic given that Arizona residents experience
substantial unmet mental health care needs, with only 9% of these needs being met, in stark
contrast to the national average of 27.2% (KFF, 2023). The shortage of MHP and the limited
access to mental health care contribute to a grave situation where African Americans in Arizona
have disproportionately higher rates of suicide, report more poor mental health days, and
experience elevated drug overdose deaths and opioid overdose deaths when compared to their

counterparts on a national scale (KFF, 2021; 2023).
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Addressing the unique challenges faced by African Americans in Arizona concerning
mental health care, considering the local demographics, the cultural climate, and the disparities
in healthcare accessibility is necessary to provide culturally humble care to this population (Saha
et al., 2008). MHP in Arizona are key stakeholders in addressing this challenge, as they are at the
forefront of providing mental health services to the community. This DNP project aims to
provide these providers with the tools and knowledge necessary to effectively identify and
address racial trauma and PTSD in African American patients. By educating MHP in Arizona
about the TSDS and the significance of practicing cultural humility, this DNP project sought to
enhance their capacity to deliver culturally sensitive and effective care (Stubbe, 2020). This leads
to better mental health outcomes for African Americans, potentially reducing the disparities seen
in suicide rates, mental health reporting, and drug-related deaths (KFF, 2021; Stubbe, 2020).

The local challenges faced by African Americans in Arizona, encompassing disparities in
the criminal justice system, education, housing, and notably in mental health care accessibility,
underscore the critical need for a targeted intervention (Arizona Department of Education, 2023;
FWD.us, 2018; Gentry & Cook-Davis, 2021; Olivet & Whitehead, 2021; KFF, 2021). By
bridging the gap between these systemic issues and this intervention, which focused on educating
MHP employed by Denova Collaborative Health about the TSDS and instilling cultural humility,
this project aimed to empower providers to address racial trauma effectively within the unique
context of Arizona. This initiative aligned with the local demographic nuances and disparities,
offering a tailored approach to enhance mental health outcomes and bridge the gaps in care

accessibility and quality.
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Intended Improvement
Project Purpose

The Institute of Medicine (IOM) emphasizes the significance of patient-centered care,
which entails delivering healthcare that respects and responds to individual patient preferences,
requirements, and values, ensuring that patient values are pivotal in all clinical decisions
(Institute of Medicine [IOM], 2003). Interventions centered around patient-oriented
communication have improved patient compliance, overall patient contentment, and mental
health outcomes (Griffin et al., 2004). To provide patient-centered care for diverse populations, it
is essential to use a culturally sensitive approach to understanding the patient’s experiences and
perspectives (Saha et al., 2008).

This Doctor of Nursing Practice (DNP) project provided cultural humility-based training
for MHP to aid in assessing racial trauma symptoms in African Americans to identify and
promote healing from RD. This project was dedicated to addressing a pressing need in the field
of mental health care — specifically, the assessment of racial trauma using the TSDS and the
education of MHP on the principles of cultural humility to improve mental health outcomes in
this population. Through the utilization of a culturally sensitive assessment tool for identifying
racial trauma, this project aimed to empower providers to offer culturally humble, evidence-
based, and patient-centered care for African American patients. Societal awareness of racial
disparities and trauma is growing, influenced by movements advocating for racial justice and
equity such as “Black Lives Matter” (Watson et al., 2020). In this environment, healthcare
providers have a responsibility to address racial trauma and be part of a broader solution to

societal issues. By addressing critical issues such as limited training in culturally sensitive
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assessment tools and concerns about the appropriateness of standardized measures, this project
contributed to a more equitable and efficient healthcare system, with significant benefits for
patients and healthcare organizations.
Project Question

The question guiding this DNP project was “Does cultural humility-based training for
providers on the use of the TSDS to recognize trauma symptoms improve participants'
motivation, knowledge, and confidence to provide patient-centered culturally sensitive care in a
community mental health clinic?”
Project Objectives

The specific aims of this quality improvement (QI) project were:

e Aim 1: Measure MHP confidence in employing TSDS to assess racial trauma during
diagnostic assessments and follow-up treatment sessions.

e Aim 2: Evaluate MHP pre-/post-intervention knowledge on the culturally humble use
of TSDS to recognize and treat the target symptoms of racial trauma.

e Aim 3: Assess if a culturally humble racial trauma assessment enhances providers'
confidence to effectively communicate with patients regarding the unique challenges
of racial trauma using a self-report questionnaire.

e Aim 4: Evaluate the feasibility and perceived value of integrating TSDS into routine
clinical practice to assess the progress of racial trauma treatment and enhance the

accuracy of clinical assessments.
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Theoretical Framework

To improve health outcomes for diverse patients, providers must be open to utilizing
cultural humility to provide patient-centered care (Saha et al., 2008). The Patient-Centered
Culturally Sensitive Health Care Model (Model) was developed by Carolyn Tucker, Keith
Herman, Lisa Ferdinand, Tamika Bailey, Manuel Lopez, Cristina Beato, Diane Adams, and
Leslie Cooper in 2007 to address the lack of empirical research on the link between patient-
centered and culturally sensitive health care and patient health outcomes using foundational
research, literature synthesis, and insights gathered from a diverse patient population (Tucker et
al., 2007). Operationalizing culturally sensitive care based on the expectations and preferences of
culturally diverse patients was a focal point (Tucker et al., 2007). This patient-centric model
aims to elucidate the intricate connections between patient-centered culturally sensitive (PCCS)
health care, health-promoting behaviors, and health outcomes (Tucker et al., 2007). The Model
was validated as a framework using structural equation modeling procedures to test and refine
the model (Tucker et al., 2007; 2011). Multiple standardized assessment instruments were used
to measure the constructs depicted in the model, ensuring empirical demonstration of the
linkages among low-income racial and ethnic minority patients (Tucker et al., 2007; 2011).
Crucially, the Model underscores the vital role of low-income and ethnic minority patients as
authorities in defining the elements critical for their satisfaction, treatment adherence, and
adoption of healthy lifestyles in healthcare settings (Tucker et al., 2007; 2011). It has been
validated within the setting of community-based primary care clinics with predominantly low-
income African American and non-Hispanic White American patients (Tucker et al., 2011). The

Model promotes culturally sensitive training for providers/staff and emphasizes the role of
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patient-provider interpersonal skills, individualized treatment, effective communication, patient
satisfaction, patient trust, adherence to treatment, and perception of the provider's cultural
sensitivity in impacting patient outcomes (Tucker et al., 2007).

This project established an evidence-based intervention program that promoted cultural
humility and educated providers on the culturally sensitive use of the TSDS to assess racial
trauma symptoms in African Americans. Figure 1 depicts relationships among all components of
the Model: changes to the physical healthcare environment, provider/patient behaviors, patient
perceptions of provider cultural sensitivity and interpersonal control, patient satisfaction,
treatment adherence, and a health-promoting lifestyle. While changing the current physical
healthcare environment is essential to fostering patient comfort and belonging (Tucker et al.,
2007), this component was not used to design this intervention and assessment. In addition,
changes to patient behaviors, assessment of patient satisfaction, and treatment adherence were
not used to design this intervention and assessment. Instead, this project was guided by
components related to providers’ behaviors around considering patients' cultural differences
when delivering care through cultural humility-based training that identifies the preferences of
diverse populations (Figure 2).

This DNP project used an adapted version of the theoretical framework (Model A) to
guide its intervention, applying concepts that corresponded with the aims of this project to
provide cultural humility-based training for MHP and introduce the TSDS, a diagnostic
assessment tool with tested validity in African Americans and to assess for racial trauma not
captured by current PTSD checklists or the DSM-5-TR (APA, 2022; Williams et al., 2018). The

Patient-Centered Culturally Sensitive Health Care Intervention Program in the Model refers to a
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training program conducted by an interdisciplinary counseling health psychology research team
to promote PCCS health care in community-based primary care clinics (Tucker et al., 2007).
Comprising workshops for both healthcare providers and clinic staff as well as culturally diverse
patients, the program is dedicated to instilling behaviors and attitudes that foster patient comfort,
respect, and cultural understanding (Tucker et al., 2007). Provider behaviors refer to the actions
and attitudes displayed by healthcare providers that make patients feel comfortable, respected,
and culturally understood (Tucker et al., 2007). These behaviors are part of the PCCS healthcare
intervention program, which aims to train providers to engage in behaviors that promote a
positive patient-provider relationship (Tucker et al., 2007). The Model suggests that PCCS health
care can influence patients' engagement in health-promoting lifestyles (Tucker et al., 2007).
Patient health outcomes refer to the overall health status and results of patient care (Tucker et al.,
2007). These outcomes can include physical health improvements, adherence to treatment
regimens, and overall satisfaction with their healthcare provider (Tucker et al., 2007). The Model
proposes that PCCS health care and engagement in health-promoting lifestyles can directly

impact patients’ health outcomes and statuses (Tucker et al., 2007).
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Figure 1
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Patient-Centered Culturally Sensitive Health Care Model Adapted (Model A)
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Figure 2 illustrates the focus of this project, which was to influence providers' behaviors

by providing training that promotes culturally sensitive behaviors (Tucker et al., 2007). Figure 2
demonstrates the link between provider behaviors, patient perception of providers’ cultural
sensitivity, patients’ health-promoting lifestyle, and patient health outcomes. Patient’s perception

of cultural sensitivity by their providers increases patient satisfaction, adherence to providers’
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treatment recommendations, and health-promoting behaviors and lifestyle (Tucker et al., 2007).
Cultural humility-based training can enhance providers’ ability to recognize self-bias, take part
in effective patient-provider communication, and approach patient care with openness and
willingness to understand patients’ perspectives, language, and values to promote healthy
lifestyle behaviors (Lekas et al., 2020; Stubbe, 2020). Through incorporating the TSDS and
cultural humility-based training, providers can identify PTSD symptoms in African American
patients and utilize appropriate treatment interventions to improve patient outcomes (Williams et
al., 2018).

The significance of employing Model A lies in its intentional design to mitigate cultural
humility issues within healthcare interactions, specifically, those occurring between healthcare
providers and patients. Models exist that address attitude and behavioral changes in adults and/or
organizations (e.g. Lewin’s Change Theory, Adult Learning Theory, Social Cognitive Theory, &
Trauma-Informed Care models); however, none of these theories or frameworks specifically
address cultural considerations in healthcare environments (Bandura, 2001; Burnes, 2004;
Knowles, 1978; Substance Abuse and Mental Health Services Administration [SAMHSA],
2023). The power of the Model is that PCCS health models are evidence-based to improve
patient perceptions of culturally sensitive care and influence patient health-promoting behaviors,
thus improving health outcomes in diverse populations (Dawadi et al., 2022; Tucker et al., 2019;
2022). Multiple studies have demonstrated that patient-centered care models incorporating a
cultural competence perspective increase providers’ knowledge, awareness, and cultural
sensitivity (Renzaho et al., 2013). PCCS programs have outperformed standard healthcare

programs, improving health outcomes in African Americans through achieving long-term weight
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loss maintenance for obese patients and increasing health literacy and health-promoting
behaviors (Tucker et al., 2019; 2022). PCCS care is valuable and relevant to this project’s aim to
improve health outcomes for African Americans.
Literature Synthesis

The synthesis of literature plays a pivotal role in scrutinizing research evidence within the
specific realm of PCCS care, forming a fundamental basis for informed healthcare decision-
making (Rycroft-Malone & Bucknall, 2010). In the context of this DNP project aimed at
addressing racial trauma and promoting mental health outcomes for African Americans, this
literature synthesis systematically examined existing research to unearth pertinent themes and
concepts. Within the synthesized literature, models of PCCS care, tailored to diverse populations,
systematically integrate the principles of cultural humility and validated assessment tools. In
alignment with these insights, the utilization of PCCS models that seamlessly integrate cultural
sensitivity emerges as a valuable avenue for fostering practitioners' knowledge, awareness, and
sensitivity to cultural differences (Renzaho et al., 2013). This aligned cohesively with the
objectives of this DNP project, which sought to enhance mental health outcomes for African
Americans by promoting culturally humble care. The resultant data from provider-administered
assessments was meticulously evaluated and serves as a crucial element in fostering
collaborative clinical decision-making and improving provider-patient communication for
effective patient-centered care, aligning precisely with the core objectives of this DNP project
(Renzaho et al., 2013). This process of contextualization through literature synthesis stood as an

indispensable component of the framework guiding this DNP project.
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Evidence Search
A systematic literature search was conducted using electronic journal databases including

PubMed and Google Scholar. Search terms included “racial discrimination,” “PTSD,” “African
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Americans,” “cultural humility,” “patient-centered cultural care,” and “racial trauma symptoms”
in different combinations. All five search terms were affixed with the “OR” Boolean operator to
allow articles with variations in these terms. The search strategy focused on locating sources
specific to mental health care, assessment of racial trauma, and the practice of cultural humility
for diverse populations. Multiple searches with varying combinations of search terms through
each journal database were completed until repetitious results appeared.

In conducting the evidence search for this DNP project, a snowballing approach was
employed. This method involved initially identifying a set of key articles and then systematically
exploring their references to uncover additional relevant literature, resulting in approximately 10
additional sources. By cascading through the reference lists of fundamental articles, this
snowballing technique enabled a comprehensive and iterative exploration of the available
evidence, ensuring a thorough and nuanced understanding of the subject matter. This approach
enhances the robustness of the literature synthesis, incorporating a wide array of perspectives and
insights from the identified body of scholarly work. A total of 86 articles were retrieved,
PubMed yielded 80, and Google Scholar yielded six. After reading the articles’ titles and
abstracts, irrelevant papers were excluded. Reasons for exclusion included a focus on non-

African American study subjects, articles about other aspects of trauma-related symptomology,

language other than English, and non-primary sources older than five years. The final number of
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articles included for review was 86. Of the 86 peer-reviewed articles included, the literature
synthesis utilizes 11 articles.
Comprehensive Appraisal of Evidence

The careful examination of 11 diverse articles in this comprehensive evidence appraisal
reveals several converging themes. Firstly, there is a consistent focus on the validation and
utilization of tools designed to assess cultural sensitivity and trauma symptoms within healthcare
settings. Secondly, the significance of patient-centered and culturally sensitive care emerges as a
key factor in enhancing healthcare delivery. Thirdly, these articles collectively highlight the
complex nature and often-underrepresented aspects of racial and ethnic disparities in healthcare.
Finally, a resounding consensus is found regarding the imperative for provider training in
cultural humility to enhance motivation, knowledge, and confidence.
Racial and Ethnic Disparities in Healthcare

The literature comprehensively examines the intricate issue of racial and ethnic
disparities in healthcare, providing insights into contributing factors and proposing effective
mitigation strategies. Beginning with Saha et al. (2008), the foundational acknowledgment of
lower-quality healthcare for racial and ethnic minorities sets the stage. Renzaho et al. (2013)
build on this, emphasizing the expanding diversity in healthcare and advocating for the
integration of cultural competence into patient-centered care models to address unique needs.
Lekas et al. (2020) critically appraise cultural competence training and highlight its limitations in
perpetuating stereotypes and implicit biases, suggesting cultural humility as a more effective
approach. Stubbe (2020) further contributes by discussing persisting disparities, citing biases and

clinical uncertainties among providers. Tucker et al. (2022) narrow the focus to racial and ethnic
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disparities in obesity among Black women, offering evidence-based strategies through culturally
sensitive weight loss programs.

Underrepresentation in patient-centered care frameworks is highlighted by Tucker et al.
(2007), emphasizing the need for healthcare systems to align services with the diverse needs of
patients. Culturally tailored interventions, crucial in addressing disparities (Renzaho et al., 2013;
Saha et al., 2008; Tucker et al., 2007; 2017; 2019; 2022; Williams et al., 2018), become essential
by fostering cultural competence among providers and promoting inclusivity (Lekas et al., 2020;
Renzaho et al., 2013; Saha et al., 2008; Tucker et al., 2017; 2019). The consequences of
disparities are extensive, impacting health outcomes and fostering mistrust (Lekas et al., 2020;
Saha et al., 2008; Williams et al., 2018). Underrepresentation compounds these issues,
challenging minority patients to find culturally competent practitioners (Tucker et al., 2017).

Culturally tailored interventions aim to break this cycle by addressing root causes,
promoting cultural competence, enhancing communication, and involving communities in
healthcare decision-making (Lekas et al., 2020; Renzaho et al., 2013; Saha et al., 2008; Stubbe,
2020; Tucker et al., 2007; 2011; 2017; 2019). These studies collectively offer a nuanced
understanding of racial and ethnic disparities, proposing multifaceted strategies for
comprehensive intervention (Carter & Murphy, 2017; Lekas et al., 2020; Renzaho et al., 2013;
Saha et al., 2008; Stubbe, 2020; Tucker et al., 2007; 2011; 2017; 2019; 2022; Williams et al.,
2018).

Patient-Centered and Culturally Sensitive Care
Patient-centered care and culturally sensitive practices are intricately linked, sharing a

common objective of enhancing healthcare quality by prioritizing individual patients' distinct



33

needs, values, and preferences within their cultural contexts (Saha et al., 2008). This approach
actively engages patients in their healthcare journey, promoting shared decision-making and
tailoring services to meet specific needs (Saha et al., 2008). Simultaneously, culturally sensitive
practices contribute to the tenets of patient-centered care by deeply understanding and respecting
patients' cultural beliefs, values, and practices (Renzaho et al., 2013; Saha et al., 2008).

Comprehensively defined in the literature, culturally sensitive practices encompass a
spectrum of interventions aimed at respecting and accommodating diverse cultural backgrounds
(Renzaho et al., 2013; Saha et al., 2008; Stubbe, 2020; Tucker et al., 2007; 2019; 2022; Williams
et al., 2018). These practices involve behaviors, attitudes, and skills exhibited by healthcare
providers to meet the cultural needs of diverse patients, requiring a profound shift in the
provider's approach (Tucker et al., 2007; Stubbe, 2020). This shift includes interpersonal skills,
conscientiousness, sensitivity, self-exploration, self-critique, learning from others, and avoiding
behaviors perceived as disrespectful or disempowering (Stubbe, 2020; Tucker et al., 2007; 2017).

Culturally sensitive practices extend beyond surface-level awareness, delving into
effective communication and understanding diverse patients’ needs (Lekas et al., 2020; Renzaho
et al., 2013; Saha et al., 2008; Stubbe, 2020; Tucker et al., 2017; 2022). It also addresses social,
environmental, and economic conditions impacting patients’ health (Saha et al., 2008; Stubbe,
2020; Tucker et al., 2019; 2022). This multidimensional approach, as highlighted in the selected
articles, correlates positively with improved patient care outcomes and healthcare quality (Saha
et al., 2008; Stubbe, 2020; Tucker et al., 2007; 2011; 2019; 2022).

Saha et al. (2008) illuminate the positive outcomes associated with culturally sensitive

practices, emphasizing improvements in patient experiences, satisfaction, treatment adherence,
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and trust in healthcare systems. The principles of patient-centered culturally competent care,
emphasizing the recognition of each patient as a unique individual, are reiterated throughout the
literature (Saha et al., 2008; Stubbe, 2020). Stubbe (2020) provides insights into fostering
healthcare practitioners' ability to recognize individuality and humanity in patients, moving away
from stereotypical assumptions towards a more nuanced, person-centered approach. This shift is
crucial in overcoming cultural biases and stereotypes that might influence diagnostic and
treatment decisions (Carter & Murphy, 2017; Lekas et al., 2020; Stubbe, 2020; Williams et al.,
2018). As practitioners create environments that acknowledge and accommodate diverse cultural
backgrounds through these practices, healthcare transforms into a more inclusive and patient-
centered realm (Renzaho et al., 2013; Saha et al., 2008; Stubbe, 2020; Tucker et al., 2007; 2022;
William et al., 2018).
Validation and Use of Assessment Tools

Integrating measurement-based care (MBC), specifically employing the Trauma
Symptoms of Discrimination Scale (TSDS), is crucial within psychiatry for various compelling
reasons (Rosen et al., 2019; Williams et al., 2018). According to recommendations from the
American Psychiatric Association, incorporating quantitative measures, not only during the
initial evaluation but consistently throughout treatment, becomes essential for monitoring patient
health and symptoms (Rosen et al., 2019). The consistent use of measurement in clinical care has
been proven to lead to quicker improvements in client outcomes, encompassing symptoms,
interpersonal functioning, and quality of life, particularly for those at risk of deterioration (Rosen

et al., 2019). Utilizing standardized assessment tools, such as self-report rating scales, plays a
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vital role in increasing accuracy, reducing misdiagnosis, demonstrating progress, and identifying
cases where a change in the treatment plan is warranted (Rosen et al., 2019).

In primary care settings, mental disorders often go underdiagnosed, and the
implementation of validated brief screening tools, like the TSDS, has been shown to enhance
detection and accurate diagnosis (Rosen et al., 2019; Williams et al., 2018). Clinical judgment,
being susceptible to cognitive biases, may overlook cases where standardized assessments
indicate treatment non-responsiveness or worsening symptoms (Rosen et al., 2019). MBC,
characterized by the ongoing administration of validated measures, provides an objective
indicator of client progress to guide treatment decisions (Rosen et al., 2019). The benefits of
routine outcome monitoring, coupled with patient progress feedback, have been demonstrated to
yield superior client outcomes compared to standard care (Rosen et al., 2019).

The application of standardized measures aligns with the best practices in MBC,
enhancing clinical judgment and facilitating collaborative decision-making (Rosen et al., 2019).
These measures empower clinicians to compare a patient's progress with the broader patient
population, thereby enabling more informed decision-making (Rosen et al., 2019). Regularly
assessing clinical status allows for early problem identification and prompt acknowledgment of
progress (Rosen et al., 2019). Engaging in discussions with patients about the rationale for MBC,
selecting outcome measures that align with treatment goals, and consistently providing feedback
at each assessment contribute to the effective implementation of MBC (Rosen et al., 2019).
Overall, MBC serves as a valuable tool for improving the quality of care, refining case
formulation, reducing treatment failure, and fostering shared decision-making between providers

and patients (Rosen et al., 2019).
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Central to the comprehensive review is the validation and utilization of assessment tools
to measure trauma symptoms. The Trauma Symptoms of Discrimination Scale (TSDS) is a self-
report measure designed to assess anxiety-related trauma symptoms linked to experiences of
discrimination (Appendix E) (Williams et al., 2018). Developed as a concise 21-item instrument,
the TSDS concentrates on dysfunctional anxiety and resultant avoidance stemming from fears of
discrimination, specifically encompassing negative cognitions, social fears, avoidance, and
concerns about the future (Williams et al., 2018). The selection of items for the scale was
informed by prevalent PTSD symptoms identified in four categories, with a focus on their
potential manifestations as outlined in the discrimination literature (Williams et al., 2018).
Participants rate items from ‘1’ (never) to ‘4’ (often), reflecting the distress caused by
discriminatory acts (Williams et al., 2018). The total score is obtained by summing all items,
with higher scores indicating increased distress (Williams et al., 2018). The TSDS has
demonstrated good reliability, convergent validity, internal consistency, and test-retest reliability
in preliminary studies with African American undergraduate students, emphasizing its potential
utility for ethnic minority populations (Williams et al., 2018). Furthermore, it exhibits good
concurrent validity, correlating positively with distress from general ethnic discrimination
(Williams et al., 2018). The measure’s factor structure comprises four components related to
trauma symptoms: uncontrollable distress and hyperarousal, feelings of alienation, worries about
the future, and perceptions of others as dangerous (Williams et al., 2018). The TSDS is
particularly sensitive to racial trauma in African Americans, capturing various forms of
discrimination's traumatizing impact (Williams et al., 2018). It’s important to note that the TSDS

was specifically examined in the context of monoracial and biracial African American
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individuals within an undergraduate setting and findings from this study are crucial for
understanding how the TSDS performs within this demographic (Williams et al., 2018).

The TSDS, with its focus on assessing anxiety-related trauma symptoms stemming from
experiences of discrimination, provides a valuable tool for incorporating MBC strategies,
enabling clinicians to track and respond to the nuanced mental health needs of individuals who
have faced discriminatory distress (Rosen et al., 2019; Williams et al., 2018). Utilization of the
TSDS in clinical practice reiterates the importance of effective assessment tools, a sentiment
echoed by the literature, as they play a pivotal role in enhancing the motivation, knowledge, and
confidence of healthcare providers (Tucker et al., 2017; Williams et al., 2018). The TSDS is
publicly available and downloadable for free online (7rauma Symptoms of Discrimination Scale,
n.d.). Dr. Monnica T. Williams, the primary developer, confirmed that permission was not
necessary for TSDS utilization in this DNP project.

Provider Training in Cultural Humility

The synthesis highlights the pivotal role of provider training in cultural humility,
identifying it as a crucial factor in enhancing competencies for delivering culturally sensitive
care (Lekas et al., 2020; Saha et al., 2008; Stubbe, 2020). Cultural humility training is a process-
oriented approach that aims to enhance providers’ capabilities in delivering patient-centered care,
fostering provider awareness, openness, and humility through the recognition of their own bias,
privilege, and the limits of their knowledge and expertise (Lekas et al., 2020). Drawing from
studies by Saha et al. (2008) and Stubbe (2020), the literature consistently emphasizes the
transformative potential of cultural humility-based training, specifically noting its capacity to

elevate both provider knowledge and motivation. The literature suggests that cultural humility
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training not only enhances provider knowledge and motivation but also significantly contributes
to skill development (Lekas et al., 2020; Saha et al., 2008; Stubbe, 2020). Importantly, this
training is explicitly acknowledged for its role in cultivating enhanced provider communication
and skills, particularly in the adept use of interpreter services—a cornerstone in the realm of
sensitive care (Saha et al., 2008; Stubbe, 2020).

Delving into the specifics, as illuminated by Carter and Murphy (2017), Lekas et al.
(2020), and Stubbe (2020), the literature moves beyond broad descriptions of training,
highlighting a range of interventions. This involves targeted strategies such as specific teaching
modalities, interactive educational approaches, and firsthand experiences or relationships with
individuals from diverse cultural backgrounds (Carter & Murphy, 2017; Lekas et al., 2020; Saha
et al., 2008; Stubbe, 2020). The education encompasses instructional phases, collaborative
discussions, and exercises aimed at fostering self-awareness and understanding of others’
perspectives (Lekas et al., 2020). Trainees in cultural humility may actively participate in writing
about their own culture and habits, engaging in interview practice scenarios, and partaking in
role plays guided by diverse trainers to dismantle prevalent racial stereotypes related to health
beliefs and behaviors (Lekas et al., 2020). The curriculum may integrate Harvard University’s
Implicit Association Test (IAT) as a tool for self-reflection, fostering a common language for
conversations about cultural and structural differences, exploring the distinctions between
implicit and explicit bias, and cultivating humility (Lekas et al., 2020). Expert facilitators,
holding advanced degrees in social sciences and/or public health, may lead the training, which
may be supplemented by a “booster” session designed to enhance trainees’ practical skills (Lekas

et al., 2020).
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The literature asserts that such training is pivotal in addressing the core features of
patient-provider interactions, promoting understanding, and fostering relationships that are
sensitive to the unique cultural contexts of patients (Lekas et al., 2020; Stubbe, 2020). This
training not only equips healthcare practitioners with a refined understanding of diverse cultural
backgrounds but also cultivates the skills necessary for effective communication, breaking down
language barriers that may impede care (Lekas et al., 2020; Saha et al., 2008; Stubbe, 2020).
Strengths of Evidence

The synthesis of the literature, drawn from the 11 selected studies, intricately weaves
together a narrative of robust findings that collectively explain the intricate dynamics between
cultural sensitivity, patient-centered care, and trauma symptom recognition in healthcare settings.
A notable strength lies in the methodological diversity across the studies, ranging from
systematic reviews to randomized controlled trials and qualitative empirical tests. This diversity
enhances the comprehensiveness and applicability of the synthesized insights. The studies
collectively recognize the importance of adopting an intersectional lens, considering factors such
as race, ethnicity, and socioeconomic status. This intersectional focus ensures that the findings
resonate with diverse patient populations.

The validation and utilization of tools for assessing cultural sensitivity and trauma
symptoms, particularly the TSDS, contribute to the credibility of these instruments. The studies
consistently underscore the positive correlation between culturally sensitive practices and
improved patient care outcomes, grounding the literature in a pragmatic understanding of the

impact of cultural sensitivity on healthcare delivery. Emphasizing the significance of provider
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training in cultural humility, the literature advocates for ongoing self-reflection and awareness as
essential components of effective patient-centered care.

A noteworthy dimension is the collective attention to healthcare disparities, with an
advocacy for culturally tailored interventions to address these disparities. Several studies adopt a
longitudinal perspective, providing insights into the stability and sustainability of interventions
over time. The literature, by embracing the concept of cultural humility, contributes to the
evolving discourse around cultural competence, recognizing its limitations and advocating for a
more progressive approach. Delving into the dynamics of patient-provider relationships, the
studies offer nuanced insights that enrich the understanding of the interpersonal aspects of care.
Additionally, the integration of expert opinions adds a layer of practical guidance to the
academic discourse, providing healthcare professionals with tangible tips and strategies for
engaging with diverse patient populations. Collectively, these strengths fortify the literature,
offering a multifaceted exploration positioned at the intersection of methodological rigor,
patient-centered outcomes, and the imperative for ongoing provider training in cultural humility.
Weaknesses of Evidence

The synthesis of the literature from the 11 selected studies brings to light several notable
weaknesses that warrant consideration. A recurring limitation across the studies is the reliance on
self-reported measures, introducing the potential for social desirability bias and impacting the
accuracy of the findings, underscoring a need for more objective measures to bolster the
credibility of the evidence (Carter & Murphy, 2017; Tucker et al., 2011; 2017; Williams et al.,
2018). Additionally, the potential for sampling bias is acknowledged, as many studies primarily

engage specific populations, such as African American communities or healthcare providers,
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raising questions about the generalizability of the findings to broader demographic groups
(Tucker et al., 2019; 2022; Williams et al., 2018).

Another pervasive weakness is the scarcity of longitudinal data, which hampers a
comprehensive understanding of the long-term effects of interventions (Carter & Murphy, 2017;
Tucker et al., 2007; 2011; 2017; 2019; 2022; Williams et al., 2018). This limitation is evident in
studies like Tucker et al. (2019) and Tucker et al. (2022), where a focus on short-term outcomes
might not fully capture the sustainability and enduring impact of culturally tailored healthcare
interventions. The lack of standardized metrics for assessing cultural competence and humility
among healthcare providers, as observed in Stubbe (2020), poses a challenge in evaluating the
effectiveness of training programs. Without consistent metrics, the comparability and
generalizability of interventions across diverse settings remain uncertain (Stubbe, 2020).

Several studies, such as Renzaho et al. (2013) and Saha et al. (2008), indicate a dearth of
patient health outcome measures, limiting the assessment of the practical effects of cultural
competence on health outcomes. This gap emphasizes the need for a more comprehensive
evaluation that extends beyond provider knowledge and attitudes to encompass tangible patient-
related outcomes (Renzaho et al., 2013; Saha et al., 2008). Additionally, a lack of exploration
into the impact of exposure to discrimination claims from other racial groups, noted by Carter
and Murphy (2017), suggests a potential oversight in understanding the broader context of
discrimination and its effects on cultural sensitivity.

Methodological heterogeneity across the studies, while offering diverse perspectives, also
presents a challenge in synthesizing and comparing results (Renzaho et al., 2013; Tucker et al.,

2007). For instance, variations in research designs and the duration of training programs, as seen
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in Renzaho et al. (2013), may impact the reliability and consistency of the findings. The paucity
of theory and model development in culturally sensitive healthcare research, acknowledged by
Tucker et al. (2007), highlights a gap in the theoretical underpinnings guiding interventions,
potentially limiting their effectiveness and replicability.

Overall, while the synthesized evidence provides valuable insights, these identified
weaknesses advocate for a nuanced interpretation of the findings and emphasize the need for
future research endeavors to address these limitations for a more robust understanding of the
complex interplay between cultural sensitivity, patient-centered care, and trauma symptom
recognition in healthcare settings.

Gaps and Limitations

Despite the strengths identified in the literature, the synthesis reveals certain critical gaps
and limitations in the existing body of research including limited exploration of the long-term
impacts of culturally tailored healthcare interventions (Carter & Murphy, 2017; Tucker et al.,
2019; 2022; Williams et al., 2018). Many of the reviewed studies, exemplified by Tucker et al.
(2019) and Tucker et al. (2022), predominantly concentrate on immediate outcomes, neglecting a
comprehensive understanding of sustained intervention effectiveness and their contribution to
enduring transformations in healthcare disparities.

Moreover, a pervasive sampling bias is evident in the studies, which predominantly
feature specific populations such as African American communities or healthcare providers,
which raises questions about the applicability of interventions to broader demographic groups

(Tucker et al., 2019; 2022; Williams et al., 2018). This limitation, distinct from the weaknesses
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of the evidence, underscores the potential challenges in scaling culturally sensitive healthcare
practices to diverse populations.

An additional significant gap is the absence of standardized metrics for assessing cultural
competence and humility among healthcare providers (Saha et al., 2008; Stubbe, 2020). This
becomes apparent in Stubbe’s (2020) study, where the lack of consistent metrics complicates the
evaluation of the effectiveness of training programs. The field currently lacks universally
accepted tools and benchmarks for gauging cultural competence and humility, impeding accurate
cross-setting comparisons and the establishment of best practices (Stubbe, 2020).

The research, particularly in Carter and Murphy (2017), also reveals a gap in
understanding the broader context of discrimination experiences with limited focus on specific
racial or ethnic groups which may lead to an incomplete comprehension of the complexities
surrounding discrimination experiences and their effects on cultural sensitivity. A more
comprehensive exploration of diverse discrimination experiences is necessary to develop a
nuanced understanding of the factors influencing cultural sensitivity (Stubbe, 2020).

Furthermore, the studies consistently highlight the scarcity of patient health outcome
measures, restricting the assessment of the practical effects of cultural sensitivity on health
outcomes, warranting future investigations that comprehensively evaluate the impact of
interventions on patient well-being (Renzaho et al., 2013; Saha et al., 2008). The need for
research that delves into the intricacies of patient health outcomes represents a distinct gap
beyond the previously mentioned weaknesses (Renzaho et al., 2013; Saha et al., 2008).

In conclusion, while recognizing the strengths of the literature, these identified gaps

underscore the necessity for more comprehensive, standardized, and longitudinally oriented
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research. Addressing these gaps will enhance the depth and applicability of future interventions
aimed at mitigating healthcare disparities and promoting culturally sensitive healthcare practices
(Renzaho et al., 2013; Saha et al., 2008).
METHODS
Project Design

This QI initiative sought to implement cultural humility-based training to enhance
motivation, knowledge, and confidence for patient-centered culturally sensitive (PCCS) care
among mental health providers (MHP) in Arizona. Participants including therapists, case
managers, physicians, and mental health nurse practitioners from Denova Collaborative
Healthcare, were invited via email (Appendix B) for voluntary participation in an interventional
project.

The intervention was presented virtually in an asynchronous format online, allowing
participants to complete it at their convenience. At the beginning of the pre-intervention survey,
participants reviewed the project disclosure form (Appendix B) and provided voluntary consent
for participation in this project by checking a consent box within the survey. Next, participants
clicked a link to watch a clinical simulation video with a duration of ninety seconds depicting a
male African American patient who presented to a mental health provider for a routine follow-up
appointment expressing anxiety symptoms with signs consistent with racial trauma. The
simulation video was created using an artificial intelligence-powered animation text-to-video
generator available online. This simulation aided in evaluating participants’ knowledge,
motivation, and confidence in recognizing and managing racial trauma-related symptoms using

pre- and post-intervention surveys as a standardized and quantifiable method.
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Upon watching the video, participants then completed the pre-intervention survey
consisting of five demographic questions, seven Likert-scale questions, and two multiple-choice
knowledge-based questions (Appendix D). This survey, created via Qualtrics, assessed baseline
knowledge, motivation, and confidence to provide PCCS care and evaluate for racial trauma
symptoms. Survey questions assessed whether participants held knowledge of the Trauma
Symptoms of Discrimination Scale (TSDS) and perceived it as a valuable tool for assessing
racial trauma. Questions addressed participants' perceptions of knowledge, motivation, and
confidence to provide PCCS care and recognize racial trauma symptoms. Participants also
addressed confidence in effective communication with patients with racial trauma. All questions
aimed to measure MHP confidence in employing the TSDS, assess pre-/post-intervention
knowledge on the culturally humble use of the TSDS, and evaluate the feasibility and perceived
value of integrating the TSDS into routine clinical practice.

The 20-minute cultural humility-based training, presented asynchronously via a pre-
recorded slideshow, educated participants on culturally humble approaches, identifying racial
trauma symptoms in African Americans, using the TSDS, and managing racial trauma in African
American patients. Immediately following the training, participants were prompted to complete
the post-intervention survey consisting of seven Likert scale questions, two multiple-choice
knowledge-based questions, and one optional question for intervention feedback (Appendix D).
Pre- and post-training survey results were compared to gauge shifts in participants’ knowledge,
motivation, and confidence regarding their ability to assess symptoms and manage the patient’s
care. Qualtrics software was used for the questionnaires due to its capacity for paired t-test

analysis, and Microsoft Excel was utilized for data analysis. Data was stored securely on a
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password-protected and encrypted server, accessible only to the principal investigator, ensuring
anonymity. This intervention served as a structured and objective method to assess participants'
motivation, knowledge, and confidence in recognizing and managing racial trauma-related
symptoms, contributing to ongoing QI at Denova Collaborative Healthcare.
Model for Implementation

In applying the Plan-Do-Study-Act (PDSA) cycle to implement cultural humility-based
training for healthcare providers in a community mental health clinic, the primary goal was to
assess the impact on participants' motivation, knowledge, and confidence in delivering PCCS
care. The planning phase initiated the cycle, involving the formulation of questions, predictions,
and logistical considerations for the training. This encompassed the design of pre- and post-
training surveys as strategies to assess providers’ knowledge, motivation, and confidence
following a simulated patient interaction and educational presentation, as highlighted in the
project design. The data collection methods were outlined to ensure a comprehensive evaluation.
Moving to the execution phase, the cultural humility-based training was introduced to a group of
MHP, aligning with the asynchronous online format and clinical scenario simulation described in
the project design. Data collection proceeded according to the devised plan, including survey
assessments. The subsequent study phase engaged in an in-depth analysis of the collected data,
emphasizing pretest and test-retest post-training survey results, as discussed in the project design.
Participant feedback following the intervention aimed to promote a reflective process that can
identify both successes and challenges encountered during the training, integrating valuable
participant feedback. In the action phase, modifications to the training program were determined

based on the challenges identified, paralleling the adaptive approach described in the project
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design. This dynamic adjustment process allows for the refinement of content and delivery
methods, ensuring continual improvement. The model encourages the incorporation of successful
components into subsequent cycles, potentially expanding the participant group. Simultaneously,
less effective elements can be either abandoned or modified, fostering a dynamic and adaptive
approach to training enhancement. This iterative cycle ensures an ongoing process of
improvement, effectively preparing healthcare providers for PCCS care.
Setting and Stakeholders

This QI project was completed in the dynamic environment of Denova Collaborative
Healthcare, a local integrative health facility located in the Phoenix metropolitan region of
Arizona. Denova Collaborative Healthcare served as the backdrop for implementing cultural
humility-based training among MHP, constituting a multidisciplinary team that includes
therapists, psychologists, case managers, psychiatrists, and mental health nurse practitioners. The
project setting was characterized by its commitment to integrative health practices and a diverse
patient population. Stakeholders encompassed the participating MHP and the leadership and
administrative staff of Denova Collaborative Healthcare who supported and facilitated the
implementation of the training initiative. Additionally, patients receiving mental health services
at Denova Collaborative Healthcare are indirect stakeholders, as the outcomes of this project
were anticipated to influence the quality and cultural sensitivity of the care they receive. The
success of this project relied on the collaborative engagement of all these stakeholders, ensuring
a holistic and patient-centered approach to mental health care within the integrative health

facility.
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Planning the Intervention

The cultural humility-based training intervention was meticulously designed to enhance
the competencies of MHP within Denova Collaborative Healthcare, a local integrative health
facility in Arizona. Guided by the “Plan-Do-Study-Act” (PDSA) model, this QI project aimed to
gauge and elevate cultural sensitivity and patient-centered care competencies among mental
health professionals. Invitations for voluntary participation were extended via email, by a
psychiatric supervisor at Denova Collaborative Health, to mental health professionals, including
psychiatrists, psychiatric mental health nurse practitioners, psychologists, therapists/counselors,
case managers, and social workers within the company. The data collection process involved
administering pre- and post-intervention surveys to assess shifts in motivation, knowledge, and
confidence related to cultural sensitivity and patient-centered care.

To initiate the intervention, a group of MHPs completed the intervention surveys and
educational training. This phase incorporated asynchronous and virtual comprehensive training
sessions, leveraging interactive modules to address key facets of cultural humility. The analysis,
facilitated using Qualtrics and Microsoft Excel, compared pre- and post-training survey data.
Following the analysis, adjustments to training content or delivery were implemented to optimize
efficacy, aligning with the adaptive approach inherent in the PDSA model. This systematic and
evidence-based planning phase underscores a commitment to continuous QI, reflecting the core
principles of the PDSA model.

Participants and Recruitment
The participants recruited for this QI project included MHP operating within the

geographical bounds of Arizona and employed by Denova Collaborative Healthcare, a local
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integrative health facility. This encompassed a diverse group of mental health professionals,
including psychiatrists, mental health nurse practitioners, psychologists, therapists/counselors,
case managers, and social workers, each contributing unique perspectives and skill sets to the
mental health landscape. Recruitment strategies were designed to facilitate voluntary
participation. A key component of this strategy involved reaching out to potential participants
through email correspondence. This medium allowed for clear communication of the project’s
objectives, methods, and the voluntary nature of participation. MHP were given the choice to
engage in the project or opt out based on their preferences. To encourage participation, a
thoughtful incentive structure was devised. Each participating mental health care provider had
the option to enter a lottery raffle, enhancing the potential for recognition by offering a chance to
win one of two self-funded $25 gift cards for Amazon. This approach aimed to acknowledge the
contributions of the MHP while infusing an element of excitement through the lottery incentive.
It was anticipated that these measures would not only maximize recruitment but also contribute
to sustained engagement throughout the intervention and data collection phases.
Consent and Ethical Considerations

Ensuring the ethical conduct of this project involved a comprehensive approach to
participant consent and protection. All MHP approaches for participation were provided with a
detailed disclosure form (Appendix B) before initiating participation in the project. The
disclosure form was presented as the first step of the intervention survey embedded in Qualtrics,
before pre-intervention questions. This document explicitly outlined the project’s purpose,

procedures, and potential risks and benefits associated with involvement. Participants were
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assured of their voluntary participation and informed about their right to withdraw at any stage
without facing consequences.

The principle of confidentiality is paramount, and measures to safeguard participant
privacy were meticulously incorporated. All data collected was electronic data, anonymized, and
stored securely with password protection, accessible only to the principal investigator. Any
published results or presentations resulting from this project maintained the anonymity of
participants using pseudonyms or other de-identification strategies.

Additionally, this project adhered to the ethical guidelines and standards set forth by
relevant institutional review boards (IRBs) and followed the principles outlined in the
Declaration of Helsinki. This project received approval from the IRB, and it was determined to
involve non-human subject research as it focused on evaluating the impact of a culturally
humility-based training intervention on the motivation, knowledge, and confidence of MHP,
rather than directly involving human subjects in experimental procedures. The ethical
considerations extended to the respectful treatment of participants, the judicious use of
incentives, and the transparent dissemination of project findings. Continuous monitoring of
ethical aspects throughout the project ensured that participant welfare was prioritized, and the
integrity of the research process was maintained.

Data Collection

The data collection for this project was designed to be comprehensive and robust,
utilizing quantitative methods to gather insights into the impact of cultural humility-based
training on MHP within Denova Collaborative Healthcare. Quantitative data was acquired

through the administration of pre- and post-intervention surveys. To ensure efficiency and ease
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of completion for participating MHP, surveys were distributed electronically. The use of secure
online platforms for survey responses not only streamlines the data collection process but also
guarantees confidentiality and anonymity. In addition to survey responses, essential demographic
information was collected. This includes details about the participants' professional background,
ethnic/racial identity, years of experience in mental health practice, and any history of cultural
humility-based training. Gathering this contextual information was crucial for a nuanced
understanding of the findings, providing insights into the diverse backgrounds and experiences
of the participating MHP. Providers also had the option to leave open-ended feedback on their
post-intervention survey, ensuring that this data was collected confidentially with anonymity.
The collection of quantitative data served the overarching goal of achieving a
comprehensive and multifaceted understanding of the impact of cultural humility-based training.
By focusing on MHP motivation, knowledge, and confidence in delivering PCCS care, the
project aimed to quantifiably assess shifts and improvements in these key areas. Survey
responses and demographic information were managed using secure online platforms, ensuring
the confidentiality and anonymity of participants. This meticulous approach to data management
aligns with ethical considerations, fostering trust among participants and upholding the integrity
of the project. In summary, the data collection strategy combined the efficiency of electronic
surveys, the richness of demographic information, and the security of online platforms. This
holistic approach positioned the project to yield nuanced and statistically sound insights into the

impact of cultural humility-based training on MHP competencies and practices.
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Data Analysis

The quantitative data derived from the surveys endured an in-depth statistical analysis,
aimed to uncover nuanced patterns and identify shifts in participants’ motivation, knowledge,
and confidence levels. This analysis was conducted with a methodical approach to provide robust
insights into the impact of cultural humility-based training on MHP within Denova Collaborative
Healthcare.

Descriptive statistics were a fundamental component of the analysis process, offering a
comprehensive overview of the sample. Statistics summarized participants' demographic
characteristics, utilizing measures of central tendency (e.g., mean & median) and dispersion
(including standard deviation). This approach ensured a detailed depiction of score distributions,
providing context to the subsequent inferential analyses.

To assess the impact of the cultural humility-based training intervention, inferential
statistics, particularly paired-sample t-tests, were applied using Microsoft Excel. This statistical
method facilitated a direct comparison between pre-and post-intervention scores, with a standard
significance level of 0.05. The statistical analyses were executed using Microsoft Excel, chosen
for its precision, reliability, and user-friendly interface. This software ensured a comprehensive
interpretation of the intervention's efficacy in enhancing culturally sensitive care among MHPs.
By adopting rigorous statistical methods and appropriate software, the data analysis process was
positioned to provide meaningful and actionable insights into the outcomes of the cultural

humility-based training intervention.
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RESULTS

This section illustrates the results of the data analysis, including the quantitative survey
results and any responses to open-ended questions. Demographics are described and key findings
are highlighted. The educational intervention was emailed to participants on December 14, 2023.
Of the 120 eligible MHP at Denova Collaborative Health, three completed the intervention for
this data analysis of responses submitted by December 17, 2023. All participants (100%) who
provided consent finished the intervention. There were no incomplete submissions recorded in
Qualtrics.

Demographic data from the pre-intervention survey demonstrated one participant (33%)
was a therapist and two participants (67%) were nurse practitioners (NPs). Two participants
(67%) indicated a previous history of CEU/CME:s or other formal training on cultural humility.
One participant (33%) had less than one year of experience as a mental health provider, another
participant (33%) had between four and seven years, and the third participant (33%) had over 10
years. Two participants (67%) reported their race as White and non-Hispanic and one participant
(33%) indicated their race as American Indian or Alaskan native race and Hispanic or Latino

ethnicity. Information on participant demographics is shown in Table 1.
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Participant Demographics
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N=3 %

Psychiatrist (MD, DO) 0 0

Nurse Practitioner 2 67

Role Case Manager 0 0
Therapist 1 33

Psychologist 0 0

<1 1 33

1-4 0 0

Years in Practice 4-7 1 33
7-10 0 0

>10 1 33

. . . Yes 2 67
Prior Training No ) 33
White 2 67

Black or African American 0 0

Race American Indian or Alaska Native 1 33

Asian 0 0

Native Hawaiian or Pacific Islander 0 0

. . . Yes 1 33
Hispanic or Latino No ) 67

Questions 8 and 9 assessed participant knowledge of the intervention surveys and all

Outcomes

three participants (100%) correctly answered both knowledge questions in the pre-intervention

survey. The knowledge scores for all three participants (100%) showed no change from pre-

intervention to post-intervention. Questions 2, 5, and 6 assessed participant motivation on the

intervention surveys. Questions 1, 3, 4, and 7 assessed participant confidence in the intervention

surveys. Confidence and motivation scores for two out of three participants (67%) improved on

the post-intervention survey.

The pre- and post-intervention surveys each contained two identical knowledge-based

questions regarding the Trauma Symptoms of Discrimination Scale (TSDS), questions 8 and 9.
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The maximum score that could be obtained was a “2” with a score of “1” for correct answers and
a score of “0” for incorrect answers. Figure 3 presents the pre-intervention/post-intervention
educational presentation knowledge comparison.

Figure 3

Pre- and Post-Survey Results for Questions 8 and 9
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The knowledge scores for all three participants (100%) remained the same on the pre-
intervention and post-intervention surveys. The survey results indicated that both knowledge
scores for questions 8 and 9 were answered correctly for all participants (100%). In question 8
participants were asked “Evidence-based interventions for managing racial trauma include which
of the following” and three out of three participants (100%) answered correctly on the pre-
intervention survey and post-intervention survey. Question 9 assessed participants’ knowledge
with the question “What is the primary focus of the Trauma Symptoms of Discrimination Scale
(TSDS) in mental health assessments” with three out of three participants (100%) answering

correctly on the pre-intervention survey and post-intervention survey.
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Confidence and motivation were measured on the post-intervention survey with a 5-point
Likert scale ranging from (1) = “strongly disagree” to (5) = “strongly agree” in addition to a
“neither agree or disagree” (3) option. Four out of seven Likert scale questions assessed
participant’s confidence: one, three, four, and seven. Participants were assessed using a total
score for confidence and motivation questions obtained by adding a point for each change on the
Likert scale from “strongly disagree” to “strongly agree.” For example, participants who selected
“somewhat agree” on the pre-intervention survey and “strongly agree” on the post-intervention
survey gained one point for their respective confidence or motivation score. Participants who
selected “neither agree nor disagree” on the pre-intervention survey and “strongly agree” on the
post-intervention survey gained two points for their respective confidence or motivation scores.
The total confidence scores for two out of three participants (67%) improved on the post-
intervention survey: one participant (33%) by four points and one participant (33%) by two
points. The confidence score for one participant (33%) did not change on the post-intervention
survey. Results for confidence scores on questions 1, 3, 4, and 7 did not demonstrate statistical

significance (p>0.05) with a p-value of 0.43, 0.43, 0.43, and 0.46, respectively (Tables 2 to 5).
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Paired t-test for Question 1
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Two-tailed (a=0.05)

N Mean SD Df p-value
Pre-survey 3 4.33 1.92 2 0.43
Post-survey 3 4.67 1.92
Table 3
Paired t-test for Question 3
Two-tailed (a=0.05)
N Mean SD Df p-value
Pre-survey 3 4 0.27 2 0.43
Post-survey 3 4.33 0.27
Table 4
Paired t-test for Question 4
Two-tailed (a=0.05)
N Mean SD Df p-value
Pre-survey 3 4.33 1.92 2 0.43
Post-survey 3 4.67 1.92
Table 5
Paired t-test for Question 7
Two-tailed (a=0.05)
N Mean SD Df p-value
Pre-survey 3 4.33 0.18 2 0.46
Post-survey 3 4.67 0.18

Figure 4 demonstrates the average shift in participant scores for each question assessing

confidence.
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Pre- and Post-Survey Results for Questions 1, 3, 4, and 7
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In question 1 participants were asked to rate their agreement with the statement “A

culturally humble racial trauma assessment can enhance my confidence in discussing unique

challenges of racial trauma with patients” and one out of three participants (33%) showed an

improvement of one point on the post-intervention survey. Question 3 asked participants to rate

their agreement with the statement “I am confident in recognizing and treating symptoms of

racial trauma in patients” with one out of three participants (33%) showing a one-point

improvement in their score on the post-intervention survey. In question four participants were

asked to rate their agreement with the statement “I am confident in effectively communicating
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with patients experiencing racial trauma” and one out of three participants (33%) showed an
improvement of one point on the post-intervention survey. Question 7 asked participants to rate
their agreement with the statement “I am confident in utilizing the Trauma Symptoms of
Discrimination Scale to assess racial trauma during diagnostic assessments and follow-up
treatment sessions” with two out of three participants (67%) showing a one-point improvement
of two points and one point, respectively, for their post-intervention survey scores.

Three out of seven Likert scale questions assessed participants’ motivation: two, five, and
six. The motivation scores for two out of three participants (67%) improved on the post-
intervention survey: one participant (33%) by two points and one participant (33%) by one point.
The motivation score for one participant (33%) did not change on the post-intervention survey.
Results for motivation scores on questions 5 and 6 did not demonstrate statistical significance
(p>0.05) with a p-value of 0.47, and 0.47, respectively (Tables 6 &7).

Table 6

Paired t-test for Question 5

Two-tailed (a=0.05)

N Mean SD Df p-value
Pre-survey 3 4.33 0.14 2 0.47
Post-survey 3 5 0.14

Table 7

Paired t-test for Question 6

Two-tailed (a=0.05)
N Mean SD Df p-value
Pre-survey 3 4.33 0.33 2 0.47
Post-survey 3 4.67 0.33
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Question 2 showed no change between pre- and post-intervention for all participants
(100%). Figure 5 demonstrates the average shift in participant scores for each question assessing
motivation.

Figure 5

Pre- and Post-Survey Results for Questions 2, 5, and 6
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In question 2 participants were asked to rate their agreement with the statement
“Recognizing racial trauma symptoms is essential to providing patient-centered culturally
sensitive mental health care” and three out of three participants (100%) showed no improvement

on the post-intervention survey. Question 5 asked participants to rate their agreement with the
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statement “Cultural humility-based training on the use of a self-report questionnaire to assess
patients for racial trauma can improve patient-provider communication” with two out of three
participants (67%) showing a one-point improvement in their score on the post-intervention
survey. In question 6 participants were asked to rate their agreement with the statement “It is
feasible to integrate the TSDS into routine clinical practice to assess the progress of racial trauma
treatment” and one out of three participants (33%) showed an improvement of one point on the
post-intervention survey.

The post-intervention survey included an additional question 10 that asked participants to
optionally leave feedback on the educational training presentation to aid the implementation of
future repetitions of this QI project. Three out of three participants (100%) did not choose to
leave feedback on the training.

DISCUSSION
Summary

The focus of this intervention was to enhance MHP’s ability to identify and address racial
trauma symptoms in African American patients through the utilization of the Trauma Symptoms
of Discrimination Scale (TSDS) and cultural humility-based training. The project’s findings offer
valuable insights into the potential effectiveness of this educational intervention. In analyzing the
outcomes, it’s notable that all participants completed the intervention, demonstrating a high level
of engagement and commitment to the training. The demographic data provided a snapshot of
the participants, encompassing nurse practitioners and a therapist with varying years of

experience and exposure to cultural humility training.
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The knowledge assessment, comprised of two identical questions in the pre- and post-
intervention surveys, indicated that participants maintained consistent scores. While this suggests
that the intervention might not have led to a significant increase in factual knowledge, it's
important to note that participants already demonstrated a strong understanding of the specific
knowledge areas assessed by the TSDS. Interestingly, the confidence and motivation
assessments demonstrated some positive shifts, although statistically insignificant (p>0.05). Two
out of three participants showed improved confidence scores, indicating an increased belief in
their ability to apply TSDS in clinical practice. Motivation scores also exhibited positive changes
for two participants, indicating an enhanced commitment to recognizing and addressing racial
trauma symptoms. None of the responses to survey questions demonstrated statistical
significance which may be due in part to the small sample size of participants.

The project uncovered nuances in participants' perceptions of their confidence and
motivation levels. While some aspects showed improvement, others remained unchanged. This
variation could be attributed to the individualized nature of confidence and motivation,
influenced by personal experiences, attitudes, and perceived relevance of the intervention. While
this might indicate satisfaction or a lack of specific concerns, the absence of feedback limits
insights into potential areas for improvement in future iterations of the intervention. Future
iterations of the intervention should consider refining content based on participant feedback,
expanding the participant pool, and incorporating more diverse scenarios to assess the
application of knowledge in various contexts. Long-term follow-ups could assess the sustained

impact of the training on providers’ clinical practices and patient outcomes.
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While the current project provides initial insights into the effects of cultural humility-
based training on MHP assessment of racial trauma symptoms, continued research is essential for
a comprehensive understanding of its broader implications and long-term effectiveness.

Interpretation

The findings of this QI project shed light on the effectiveness of an educational session
centered on cultural humility-based training for MHP. While the results may not indicate a
significant shift in participants’ factual knowledge, the positive changes in confidence and
motivation levels suggest a nuanced impact.

Comparing these results with existing literature on educational interventions aligns with
the idea that brief didactic training, like the one implemented in this project, can influence
providers' attitudes and self-efficacy (Renzaho et al., 2013; Tucker et al., 2007). This
intervention aimed to enhance provider skills in recognizing and addressing racial trauma
symptoms. The lack of a substantial increase in knowledge scores may be attributed to the
participants' baseline proficiency in the assessed areas. The interpretation of confidence and
motivation scores suggests that the intervention may have instilled a greater belief in
participants’ abilities to apply the TSDS in their clinical practice. However, the varying
responses underscore the complexity of influencing provider behaviors, with some aspects
showing improvement and others remaining unchanged.

The absence of participant feedback poses a challenge in fully comprehending the
perceived effectiveness of the training. Future iterations of the intervention should consider
incorporating qualitative methods to capture participants’ experiences, providing richer insights

into the educational impact. Moreover, the small sample size and potential self-report bias are
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limitations that warrant consideration. These factors may influence the generalizability of the
findings, emphasizing the need for cautious interpretation.

The interpretation of the results suggests that while the intervention may not have led to a
substantial increase in factual knowledge, it positively influenced participants' confidence and
motivation. The project emphasizes the multidimensional nature of educational interventions,
urging further exploration through qualitative research and considerations for the nuances in
provider attitudes and behaviors.

Implications
Practice

The findings of this QI project hold crucial implications for mental health practice,
particularly in the context of addressing racial trauma symptoms in African American
populations. Despite the modest change in factual knowledge, the observed improvements in
confidence and motivation among participants signal a potentially positive impact on their
clinical approach. Mental health providers (MHP), equipped with enhanced confidence, may be
more inclined to apply the TSDS in their assessments, leading to more accurate recognition and
management of racial trauma symptoms. This implies that integrating cultural humility-based
training, even in short didactic formats, can contribute to the development of provider skills and
attitudes, fostering a more inclusive and culturally sensitive mental health practice.

Education

The educational implications of this project underscore the value of targeted training

programs for MHP. While brief interventions may not drastically alter factual knowledge, they

play a crucial role in shaping attitudes and confidence levels. Educators and trainers in mental
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health settings should consider incorporating cultural humility-based training into their curricula,
ensuring that providers are not only informed but also empowered to navigate sensitive areas
such as racial trauma. This approach aligns with the broader shift in mental health education
towards promoting cultural competence and sensitivity, acknowledging the diverse needs of
patient populations.
Research

This project sets the stage for further QI endeavors focusing on the intersection of
cultural humility training and racial trauma symptom recognition. The limited existing literature
highlights the need for more comprehensive investigations into the effectiveness of similar
interventions. Future projects or studies could explore larger and more diverse samples, employ
mixed-methods approaches, and delve into the long-term outcomes of such training.
Additionally, qualitative research capturing participants’ perspectives on the training’s impact
could enrich our understanding of the nuanced ways in which providers perceive and integrate
cultural humility into their practice.
Policy

The implications for mental health policy are tied to the broader goal of promoting
equitable and culturally sensitive care. Policymakers should consider the integration of cultural
humility-based training into standard mental health education and professional development
requirements. This may involve collaborating with accrediting bodies to ensure that training
programs incorporate elements that address racial trauma recognition and management.

Furthermore, policies could incentivize mental health organizations to prioritize cultural
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competence training for their providers, contributing to a more inclusive and effective mental
health landscape.
Limitations

Several limitations should be acknowledged, including the small sample size and
potential selection bias. The project’s findings may not be broadly generalizable, emphasizing
the need for larger-scale investigations. The positive shifts in confidence and motivation, despite
the absence of significant knowledge gains, prompt further exploration into the nuanced
relationship between knowledge acquisition and practical application in culturally sensitive care.
Moreover, the absence of participant feedback raises questions about the perceived effectiveness
of the training. Future interventions should consider incorporating qualitative methods to gather
in-depth insights into participants' experiences and to refine the educational intervention further.

DNP Essentials Addressed

The DNP program, guided by the eight DNP Essentials, establishes the foundation for a
practice-oriented curriculum designed to equip professionals with the expertise to deliver
specialized advanced nursing practice through innovative and evidence-based methods
(American Association of Colleges of Nursing [AACN], 2006). This quality improvement (QI)
project aligns with three key essentials integral to doctoral education within the DNP program.
DNP Essential II: Organizational and Systems Leadership for Quality Improvement

This DNP project aligned with Essential I by developing and evaluating cultural
humility-based training for MHP, emphasizing communication skills for quality improvement. It
incorporated business principles, budgeting, and cost-effectiveness analysis, demonstrating

organizational leadership. The project addressed ethical dilemmas in patient care and contributed
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to the ongoing improvement of health outcomes, emphasizing the DNP graduate’s role in
assessing organizations, implementing changes, and ensuring patient safety.
DNP Essential I1I: Clinical Scholarship and Analytical Methods for Evidence-Based
Practice

This DNP project contributed to Essential III by utilizing analytical methods to critically
appraise existing literature, employing evidence-based practice, and applying relevant findings to
improve practice and the practice environment. It demonstrated competence in designing and
implementing processes for outcome evaluation, quality improvement methodologies, and the
dissemination of evidence-based findings. This project's use of information technology and
research methods aligned to utilize meaningful evidence for nursing practice.
DNP Essential VIII: Advanced Nursing Practice

This DNP project aligned with Essential VIII by preparing to conduct a comprehensive
and systematic assessment of health and illness parameters, incorporating diverse and culturally
sensitive approaches. It further supported the development, implementation, and evaluation of
therapeutic interventions based on nursing science and other sciences. This project demonstrated
advanced clinical judgment, systems thinking, and accountability in designing, delivering, and
evaluating evidence-based care to improve patient outcomes. Additionally, it contributed to
guiding, mentoring, and supporting other nurses to achieve excellence in nursing practice,
showcasing the ability to educate and guide individuals and groups through complex health and
situational transitions. The project underscores the utilization of conceptual and analytical skills

in evaluating the links among practice, organizational, population, fiscal, and policy issues.
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Conclusions

In conclusion, this project provides a foundation for understanding the impact of cultural
humility-based training on MHP confidence and motivation in assessing racial trauma
symptoms. The nuanced findings underscore the complexity of changing provider behaviors and
attitudes through a brief educational intervention. Further endeavors should explore tailored
approaches, consider qualitative perspectives, and assess the long-term sustainability of the
intervention's effects in real-world clinical settings.
Plan for Sustainability

Achieving sustained integration of the cultural humility-based training intervention into
MHP practices at Denova Collaborative Health will require iterative cycles of testing and
refinement. This project, following the principles of the Plan-Do-Study-Act (PDSA) model, has
completed the initial PDSA cycle. Results indicate some enhancement of motivation, knowledge,
and confidence among providers in utilizing the Trauma Symptoms of Discrimination Scale
(TSDS). To ensure continued success and improvement, a second PDSA cycle is proposed. This
next cycle will specifically focus on adapting the intervention to further enhance MHP self-
efficacy and confidence in employing standardized measures during clinical encounters. The
insights gained from this project serve as the foundational dataset for subsequent PDSA cycles,
supporting ongoing refinement and the potential integration of the intervention into the
onboarding process for future Denova Collaborative Health mental health professionals.
Plan for Dissemination

Following the DNP project, key findings from the cultural humility-based training

intervention and its impact on providers' utilization of the TSDS will be disseminated through
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Denova Collaborative Health's monthly email newsletter. Additionally, a detailed presentation of
the project results, including observed improvements in motivation, knowledge, and confidence
among MHP, will be featured in a monthly staff meeting (Appendix E). This dual approach
ensures wide-reaching dissemination and encourages in-depth discussions among mental health
professionals within the organization, fostering a collective understanding of the intervention’s

outcomes and implications for enhancing PCCS care.
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Denova Collaborative Health
3033 North Central Avenue 700
Phoenix, AZ 85012

Date: November 22, 2023

University of Arizona Institutional Review Board
c/o Office of Human Subjects

1618 E Helen St

Tucson, A7 85721

Please note that Ms. Jahmekya Robinson, UA Doctor of Nursing Practice student, has permission of the
Denova Collaborative Health to conduct a quality improvement project at our facility for her project,
“Utilizing Cultural Humility-Based Traming for Assessing Racial Trauma Symptoms in African
Americans.”

Ms. Jahmekya Robinson will conduct a survey of health care providers at Denova Collaborative Health.
She will recruit providers through email. The email will provide a description of the project, what they
will be asked to do, the time involved, and a link to the online survey. Ms. Jahmekya Robinson’s
activities will be completed by February 1, 2024.

Ms. Jahmekya Robinson has agreed to provide to my office a copy of the University of Arizona
Determination before she recruits participants. She will also provide aggregate results for the providers at
their monthly staff meeting.

If there are any questions, please contact my office.
Signed,

, ONJp

Luis Fong, DNP, PMHNP-BC
Psychiatric Supervisor
Director of Preceptorship and Development

Denova Collaborative Health

V 2013-01



THE UNIVERSITY OF ARIZONA

Research

Innovation & Impact

A

NOT HUMAN RESEARCH

December 12, 2023
Jay Robinson

Dear Jay Robinson:

On 12/12/2023, the IRB reviewed the following submission:

University of Arizona IRB
845 N Park Ave., Suite 537A
Tucson, AZ 85719

Fax: 520-621-9810
VPR-IRB@arizona.edu

Type of Review: | Initial Study
Title: | Utilizing Cultural Humility-Based Training for
Assessing Racial Trauma Symptoms in African
Americans
Investigator: | Jay Robinson
IRB Submission ID: | STUDY 00003953

Sponsor: | None

Prime Sponsor: | None

IND, IDE, or HDE: | None

Documents Reviewed:

* Advisor Attestation, Category: Other;
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* Data Abstraction Form, Category: Other;

* Disclosure Form, Category: Consent Form;

+ Educational Presentation Outline, Category:
Participant Material;

* IRB Protocol for Determination of Human Research,
Category: IRB Protocol;

* Questionnaires, Category: Participant Material;
* Recruitment Email, Category: Recruitment
Materials;

« Site Authorization, Category: External Site
Authorization;

The IRB determined that the proposed activity is not research invelving human subjects
as defined by DHHS and FDA regulations.

IRB review and approval by this organization is not required. This determination applies
only to the activities described in the IRB submission and does not apply should any
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University of Arizona IRB

THE UNIVERSITY OF ARIZONA 845 N Park Ave., Suite 537A
Tucson, AZ 85719

Research Fax: 520-621-9810

« | Innovation & Impact VPR-IRB@arizona.edu

changes be made. If changes are made and there are questions about whether these
activities are research involving humans in which the organization is engaged, please
submit a new request to the IRB for a determination. You can create a modification by
clicking Create Modification / CR within the study.

All Covered Individuals must disclose all sponsored and non-sponsored Research
Projects to the Office for Responsible Outside Interests (OROI) prior to Conducting
Research if the individual is an Investigator. Please visit the OROI website for more
information.

We value your feedback and would appreciate you taking the time to complete our survey
about your experience with the IRB staff:
https://uarizona.col.qualtrics.com/jfe/form/SV_ehQ04WxNA06b42i.

If questions arise at any time during your study, please email the general IRB inbox at
VPR-IRB(@arizona.edu.
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DISCLOSURE FORM

Utilizing Cultural Humility-Based Training for Assessing Racial Trauma Symptoms in African
Americans
By: Jay Robinson

This Doctor of Nursing Practice quality improvement project was developed to conduct an
educational presentation on the topic of racial trauma screening and how to utilize

cultural humility-based principles to address racial trauma in the community's mental
health setting.

You are invited to participate in this project. If you choose to take part in this project, you will be
asked to fill out a brief pretest survey before the educational presentation and a posttest survey
following the presentation. The presentation will take approximately 20 minutes and 5-10
minutes to complete each survey. Your responses are anonymous. Your name will not be
collected or linked to your answers. There are no foreseeable risks associated with participating
in this project. You will receive no immediate benefit from your participation. Your participation
in this study entitles you to the benefit of one entry into a lottery raffle for one of two $25
Amazon gift cards. The lottery raffle winners will be notified via email after the completion of
the project, with notifications expected no later than February 1, 2024.

If you choose to participate in the project, participation is voluntary. Refusal to participate in this
study will not result in any penalty or loss of benefits otherwise entitled to you, except for the
opportunity to enter the lottery raffle for a $25 Amazon gift card. You may withdraw at any time
from the project. By participating, you do not give up any personal legal rights you may have as
a participant in this project. By taking this survey, you agree to have your responses used for this
project. Thank you for your time and attention, your participation in this project is immensely
appreciated.

For questions, concerns, or complaints regarding your participation in this project, please email
jir@arizona.edu

Jay Robinson, BSN, RN, DNP-PMHNP student
University of Arizona, College of Nursing


mailto:jir@arizona.edu
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Recruitment Email
Hello,

You are invited to participate in a Doctor of Nursing Practice (DNP) quality
improvement (QI) project involving an educational presentation on the topic of racial trauma
screening and utilizing cultural humility-based principles to address racial trauma in the
community mental health setting. The 20-minute PowerPoint educational session will be
presented asynchronously using a link for viewing the session at your convenience. The project
will include a 14-question pretest survey and a 10-question posttest survey. Each survey will take
5-10 minutes to complete. Please complete all intervention materials within 4 business days from
receipt of this email for entry into a lottery raffle for one of two $25 Amazon gift cards. The link
for the project disclosure statement, pretest survey, educational presentation, and posttest survey
is provided here below:

https://uarizona.col.qualtrics.com/jfe/form/SV_3rcWaBkrjTwXhzg

This project is being conducted by Jay Robinson, a DNP-PMHNP student through the University
of Arizona College of Nursing. If you are interested in participating, please complete the
disclosure statement and this will indicate your consent to participate in the QI project. The
lottery raffle winners will be notified via email after the completion of the project, with
notifications expected no later than February 1, 2024. If you have any questions regarding your
participation in this project, what it entails, or any other general questions, please email
jir@arizona.edu.

Thank you for your time, I look forward to your participation.
Sincerely,

Jay Robinson, BSN, RN, DNP-PMHNP Student
University of Arizona, College of Nursing


https://uarizona.co1.qualtrics.com/jfe/form/SV_3rcWaBkrjTwXhzg
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APPENDIX D
EVALUATION INSTRUMENTS (PRE-INTERVENTION SURVEY/DEMOGRAPHICS/PRE-

INTERVENTION QUESTIONNAIRE/POST-INTERVENTION SURVEY)



Pre-Intervention Survey

Demographics

What is your current role or position?
a. Psychiatrist (MD/DO)
b. Nurse Practitioner

c. Case Manager
d. Therapist
e. Psychologist

How many years have you worked as a mental health provider?

a. <1 year
b. 1-3 years
c. 4-7years
d. 7-10 years
e. > 10 years

Have you previously completed CEUs/CME:s or other formal training on cultural

humility?
a. Yes
b. No

What is your race? Select all that apply.

a. White

b. Black or African American

c¢. American Indian or Alaska Native

d. Asian

e. Native Hawaiian or Pacific Islander
Are you Hispanic or Latino?

a. Yes

b. No

Pre-Intervention Questionnaire

A culturally humble racial trauma assessment can enhance my confidence in discussing
the unique challenges of racial trauma with patients.
a. Strongly disagree

b. Somewhat disagree

c. Neither agree nor disagree
d. Somewhat agree

e. Strongly agree
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Recognizing racial trauma symptoms is essential to providing patient-centered culturally
sensitive mental health care.

a.

oao o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

I am confident in recognizing and treating symptoms of racial trauma in patients.

N

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

I am confident in effectively communicating with patients experiencing racial trauma.

°po o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

Cultural humility-based training on the use of a self-report questionnaire to assess
patients for racial trauma can improve patient-provider communication.

o po o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

It is feasible to integrate the Trauma Symptoms of Discrimination Scale into routine
clinical practice to assess the progress of racial trauma treatment.

a.

oac o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

I am confident in utilizing the Trauma Symptoms of Discrimination Scale to assess racial
trauma during diagnostic assessments and follow-up treatment sessions.

ac o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree



c.
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Strongly agree

8. Evidence-based interventions for managing racial trauma include which of the following?

a.
b.

Avoid discussion of racial trauma, this can be retraumatizing.

Recommend lifestyle interventions such as sleep hygiene and increased physical
activity to address trauma symptoms.

Utilize culturally humble assessments such as the Trauma Symptoms of
Discrimination Scale (TSDS) during diagnostic assessments.

Incorporate standard PTSD checklists as the primary tool for evaluating racial
trauma symptoms.

9. What is the primary focus of the Trauma Symptoms of Discrimination Scale (TSDS) in
mental health assessments?

a

b.
C.
d.

Measuring general stress levels

Identifying symptoms related to racial trauma
Assessing symptoms of anxiety disorders
Evaluating physical health outcomes
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Post Intervention Survey

A culturally humble racial trauma assessment can enhance my confidence in discussing
the unique challenges of racial trauma with patients.

a.

oao o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

Recognizing racial trauma symptoms is essential to providing patient-centered culturally
sensitive mental health care.

a.

oao o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

I am confident in recognizing and treating symptoms of racial trauma in patients.

N

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

I am confident in effectively communicating with patients experiencing racial trauma.

° o o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

Cultural humility-based training on the use of a self-report questionnaire to assess
patients for racial trauma can improve patient-provider communication.

a.

oac o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

It is feasible to integrate the Trauma Symptoms of Discrimination Scale into routine
clinical practice to assess the progress of racial trauma treatment.

a.
b.

Strongly disagree
Somewhat disagree



C.
d.
e.
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Neither agree nor disagree
Somewhat agree
Strongly agree

7. Tam confident in utilizing the Trauma Symptoms of Discrimination Scale to assess racial
trauma during diagnostic assessments and follow-up treatment sessions.

a.

oao o

Strongly disagree
Somewhat disagree
Neither agree nor disagree
Somewhat agree

Strongly agree

8. Evidence-based interventions for managing racial trauma include which of the following?

a.
b.

Avoid discussion of racial trauma, this can be retraumatizing.

Recommend lifestyle interventions such as sleep hygiene and increased physical
activity to address trauma symptoms.

Utilize culturally humble assessments such as the Trauma Symptoms of
Discrimination Scale (TSDS) during diagnostic assessments.

Incorporate standard PTSD checklists as the primary tool for evaluating racial
trauma symptoms.

9. What is the primary focus of the Trauma Symptoms of Discrimination Scale (TSDS) in
mental health assessments?

a.
b.
C.
d.

Measuring general stress levels

Identifying symptoms related to racial trauma
Assessing symptoms of anxiety disorders
Evaluating physical health outcomes

10. Please provide any additional comments or feedback regarding the cultural humility-
based training. (Optional)
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APPENDIX E
PARTICIPANT MATERIAL (EDUCATIONAL INTERVENTION PRESENTATION
LINK/POWERPOINT PRESENTATION/TRAUMA SYMPTOMS OF DISCRIMINATION

SCALE — TSDS/EDUCATIONAL INTERVENTION PRESENTATION OUTLINE)



Educational Intervention Presentation Link

https://youtu.be/pkTCP33Yw20
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https://youtu.be/pkTCP33Yw20

12/18/23

Culturally Humble
Care for Diverse
Patients

Jay Robinson, BSN, RN, PMHDNP Student
University of Arizona

Introduction

The purpese of this training is to empower mental health providers with culturally sensitive
approaches to assess and address racial trauma symptoms in African American patients

Fostering eultural humility to bridge gaps in understanding, imprave patient-provides
relationships, and enhance effective and compassionate mental health care

Training Content:
* Recognizing Racial Trauma
= Utilizing the Trauma Symptoms of Discrimination Scale (TSDS)

* Cultwral Humility in Patient-Centered Care

Part [
Recognizing

Racial Trauma

Significance

* > 50% of African Americans experience racial discrimination peea.;

* ApproKim ately S0% 0f Nate CriMm 5 e tiswstwinsten 1550
* Highest rates of incarceration, homelessness, drug overdose deaths, poor mental health

days, NG SUICICE irvaa o e ey b o, S oher Embacsd 20

Fdmn ot ., 15, Fkatusgiet 20T, P of o NN, L5 i o 22

Defining Racial Trauma

* Psychalogical and emational distress resulting form exposure to racism or discrimination
+ Encompasses the cumulative effects of syslemic Facism (s ms, z=5

* Micraaggressions

* Owert discriminatary acts

* Leadsto andety, YRETUE ,anda sen3e of Safety (e es
i

Hypervigilance

Identifying
Racial Intrusive
Trauma ' UIEIALD
Symptoms
Physical
Symptoms.

it o, B, s 1. 0, Pelrnfnars ot 3671
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12/18/23

Manifestation in Clinical Settings

L

e Vin

Addressing Racial Trauma Symptoms

Unaddressed symptoms cortribute to long-term mental health issues

Recognition and intervention improves quality of life

Early identification prevents the exacerbation of mental health conditions |

[

Part II: Utilizi
the Trauma
Symptorr
Discrimination
Scale (TSDS)

Trauma Symptoms of Discrimination Scale
(TSDS)

* Developed to measure racial trauma symptoms
+ Demonstrates validity, refiability, and sensitivity

* Focuses on dysfunctional anxiety and resulting avoidance

Wit o, 2018

10

Trauma Symptoms of Discrimination Scale
(TSDS)

« All forms of discrimination contribute to

« Traditional PTSD assessments may not capture the full range of discriminatory

experiences

= Culturally sensitive assessment tol for identifyin aring changes

* Elevated scon

11

12
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12/18/23

Part Ill: Cultural

Applviﬂg HUI’_Wi!IhtV in
Patient-

the TSDS Centered Care

e o . 2021 R, 1

13

Defining Cultural
Humility

- Open-mindedness
Practical
Cultural Humility: Lifeleng eomimitment to St rategles Respect for Cultural Differences
self-reflection and sell-crilique with
deication to ongoéng learning to understand
dverse cultures, acknowledging the dynamic fO r
rature of culture Lifelong Leaming

Cultural Competence vs Cultural Humility:

Unlike cultural competence, cultural hurility
hat cultural understanding is a

iring continuous growth and

process, re
adaptation

Culturally
Humble
Care

Active Listening and Validation

Addrassing lmplicit Biases

sk ol 2000 b s, 000 ke, 2530

15 16

Conclusion
Incorporate Cultural Assessments —
+ Racial trauma significantly impacts mental health
X Develop Cultural Curiosity = The TSDS is a valuable teol for addressing and managing racial trauma sym ploms
Integratl ng Regular Self-Reflection = Cultural humility is an ongeing practice that promates patient-centered care for diverse
Cultural Humility - S sl et from diverse b "
7 Seek Patient Feadback « Reflection: Consider your interactions with patients or clients frem diverse backgrounds.
in Patient Care B
i J

How has cultural humility played 3 role in these interactions?

bl 03 s o, R S, 2

17 18



Resources

+ Black Mental Health Alliance
« Cultural Diversity & Ethnic Minarity Psychology

= Dr. Mennica Williams official website, Monnicawilliams.com
* Matiomal Institute of Mental Health

12/18/23

Jay Robinson, BSN, RN, PMHDNF Student
University of Arizona
jir@arizona.edu
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Trauma Symptoms of Discrimination Scale (TSDS)

When answering the following questions_ keep in mind that discrimination 1s defined as: Being
unfairly treated due to an individual characteristic of yvourself (e g . race/ethnicity, gender, sexnal
orientation. religion).

PART 1: Fregquency of Experiences

Expenencing discnmunation can be very stressful, and sometimes people can feel specific types of
stress due to discimination that impact their daily lives. This can be caused by one very stressful
expenence of discinunation, or several smaller expeniences of discrinunation over the course of
one’s life. Based on these expeniences i your life, answer the following questions. Please keep

mind that ratings should reflect whether the type of stress was caused by discrimination.
Never Rarely Sometimes Often

1. Due to past experiences of discrimination, | often worry
too much about different things. (1] (2] (3] [4]
2. Due to past experiences of discrimination, | often try
hard not to think about it or go out of my way to avoid [1] [2] [3] [4]
situations that remind me of it.

3. Due to past experiences of discrimination, | often fear
embarrassment.

4. Due to past experiences of discrimination, | often feel
nervous, anxious, or on edge, especially around certain [1] [2] [3] [4]
people.

5. Due to past experiences of discrimination, | often feel (1] (2] (3] (4]
afraid as if something awful might happen.

6. Due to past experiences of discrimination, | often have
nightmares about the past experience or think about it (1] [2] [3] [4]
when | do not want to.

7. Due to past experiences of discrimination, | often have
trouble relazing. (1] [2] (3] (4]
8. Due to past experiences of discrimination, | often feel
numb or detached from others, activities, or my [1] [2] [3] [4]
surroundings.

9. Due to past experiences of discrimination, | often avoid
certain activiies in which | am the center of attention (i.e_, [1] [2] [3] [4]
parties, meetings, answering questions in class).

10. Due to past experiences of discrimination, | often
cannot stop or control my worrying. (1] [2] (3] [4]

(1] [2] (3] [4]

11. Due to past experiences of discrimination, | often find
that being embarrassed or looking stupid are one of my [1] [2] (3] [4]
worst fears.

12. Due to past experiences of discrimination, | often
become easily annoyed or irritable. (1] [2] (3] [4]




13. Due to past experiences of discrimination, | often feel

constantly on guard, watchful, or easily startled, especially [1] [2] [3] [4]
around certain people or places.

14. Due to past experiences of discimination, | often feel

so restless that it is hard to sit stil. (1] [2) (3] (4]

15. Due to past experiences of discimination, | feel the
world is an unsafe place.

(1] [2] (3] [4]

16. Due to past experiences of discnmination, in social
situations | feel a rush of intense discomfort, and may feel [1] [2) (3] [4]
my heart pounding, muscles tense up, or sweat.

17. Due to past experiences of discrimination, | feel
isolated and set apart from others. (1] [2] (3] (4]

18. Due to past experiences of discrimination, | avoid (1] [2] (3] (4]

19. If | think about past experiences of discrimination, |

certain situations or speaking to certain people.
cannot control my emotions. (1] [2] (3] (4]

20. Due to past experiences of discimination, | am
nervous in social situations, and am afraid people will [1] [2] [3] [4]
notice that | am sweating, blushing, or trembling.

21. Due to past experiences of discrimination, fear of social
situafion causes me a lot of problems in my daily [1] [2] [3] [4]
functioning.

PART 2: Types of Discrimination Experienced

Below, please indicate the types of discimination you have expenienced 1n your lifetime. Please note
that you must enter a corresponding percentage to the type of discrimination experienced. For
example, 1f you've expenenced discrimination due to your racial/ethnic background and gender,
attach a percentage indicating how much of each you have expenenced (1.e., Racial/Ethnic = 70%,
Gender = 30%).

_ Racial/’Ethnic ___ percent
_ Gender _ percent
__ Sexual onentation ___ percent
__ Social class __ percent
___ Religion ____ percent
__Age ___percent
__ Dasability ____ percent

__ Other (last): _ percent
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Educational Intervention Presentation Outline

1. Introduction (1 minute)

A. Welcome and Overview
1. Briefly introduce the purpose and content of the training.
2. Highlight the significance of recognizing and addressing racial trauma in mental health
care and cultural humility in mental health care.

B. Objectives
1. Display the learning objectives:
- Learn to use the Trauma Symptoms of Discrimination Scale (TSDS).
- Identify racial trauma symptoms.
- Understand and integrate cultural humility in mental health care.

II. Understanding Racial Trauma (5 minutes)

A. Definition and Context
1. Define racial trauma and its impact on mental health.
2. Discuss the prevalence and unique challenges faced by different racial and ethnic groups
(Include statistics or examples for emphasis.)

B. Identifying Racial Trauma Symptoms
1. Provide examples of common racial trauma symptoms.
2. Discuss the importance of recognizing and addressing these symptom:s.
3. Discuss how these may manifest in clinical settings.

I11. Introduction to TSDS (5 minutes)

A. Overview of TSDS

1. Introduce the Trauma Symptoms of Discrimination Scale (TSDS) as a validated tool for
assessing racial trauma.
Explain the purpose and structure of the Trauma Symptoms of Discrimination Scale.
Emphasize the tool's relevance in identifying racial trauma symptoms.
Explain its significance in capturing trauma not covered by traditional assessments.
Highlight how TSDS can be a valuable tool in assessing racial trauma.

NAwWD

B. Practical Demonstration
1. Walk through a sample TSDS assessment scenario.
2. Emphasize the importance of using TSDS as part of routine clinical practice.
3. Utilize simulated clinical scenarios for demonstration of using the TSDS, walking through
each step with this sample case.
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IV. Cultural Humility in Patient-Centered Care (5 minutes)

A. Definition of Cultural Humility
1. Define cultural humility and distinguish it from cultural competence.
2. Emphasize the importance of self-reflection and ongoing learning.

B. Practical Strategies for Culturally Humble Care
1. Outline key components of providing culturally humble care:
- Open-mindedness
- Respect for cultural differences
- Lifelong learning
- Active listening and validation.
- Recognizing and respecting diverse cultural backgrounds.
- Addressing implicit biases.
2. Provide practical tips for integrating cultural humility into interactions with patients.
- Encourage viewers to apply what they've learned in their clinical practice.
3. Share examples of culturally humble language and behavior.

V. Conclusion and Q& A (2 minutes)

A. Summary
1. Recap key points about TSDS, racial trauma, and cultural humility.
2. Reiterate the importance of incorporating TSDS and cultural humility in mental health
practice.

B. Reflection
1. Encourage viewers to pause and engage in a brief reflection.
2. Introduce thought-provoking questions to encourage reflection of experiences and
insights.

VI. Resources and Support (1 minute)

A. Provide information on additional resources, literature, or support available for ongoing
learning.
1. Display a list of recommended resources for further learning.
2. Include readings, websites, or training programs.
B. Reiterate the availability of support within the organization for any questions or concerns.

VII. Closing Remarks (1 minute)
A. Express gratitude for participants' engagement.
B. Acknowledge any contributors or supporting organizations.
C. Reaffirm the commitment to continuous improvement in cultural humility and patient-
centered care.
D. PI Contact Information.
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. Pre-implementation | Implementation Evaluation
Planning
January — July 2023 August — November November — December —
2023 December 2023 December 2023

e Research e Prepare and Collect pre- Construct executive
risk/benefits of defend project intervention and summary and
assessing for proposal. post- sustainability plan
racial trauma, e Acquire IRB intervention for future use of the
PCCS care approval to data from project to Denova
outcomes, and the implement the participants. Collaborative
Model. project at Distribute a 20- Health.

e Prepare and Denova minute Analyze project
finalize Collaborative educational data collected from
participant Health. training participants.
recruitment and e Recruit Denova presentation to Present project
educational Collaborative participants. results at final
training materials. Health MHP via defense.

e Conduct needs email.

assessment at
Denova

Collaborative
Health clinic.

Obtain site
authorization to
implement the
project.
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Project Question: Does cultural humility-based training for providers on the use of the TSDS to recognize trauma symptoms improve
participants' motivation, knowledge, and confidence to provide patient-centered culturally sensitive care in a community mental health

clinic?
Pub. Year; .
Author’s Title of Publication Type of Study Main Outcomes of Findings Support f(l))r afld or Link to
roject
Last Name
Carter & Consensus and consistency: Case-control & | - Exposure to multiple discrimination claims reduced | - Exposure to multiple
Murphy, Exposure to multiple meta-analysis derogation of a subsequent claimant as a complainer. | discrimination claims informs
2017 discrimination claims shapes - High consensus and consistent information about Whites about the prevalence of
Whites' intergroup attitudes discrimination experiences led to less derogation of | anti-Black bias, potentially
Black claimants and a greater perceived prevalence enhancing cultural sensitivity.
of anti-black bias. - Understanding the consensus
- In contrast, high exposure to White discrimination | and consistency in discrimination
experiences did not affect perceptions of a experiences may improve
subsequent White claimant or the prevalence of anti- | motivation to engage in culturally
white bias. sensitive practices.
- The study suggests that
knowledge of minority
discrimination experiences can
influence attitudes, a key
component of cultural sensitivity.
Lekas etal., | Rethinking cultural Expert opinion | - Cultural humility training addresses the limitations | - Encourages self-reflexivity,
2020 competence: Shifting to of cultural competence. enhancing provider awareness of
cultural humility - It aims to reduce the risk of stereotyping patients, their own biases and limits of
which can be a consequence of cultural competence | knowledge.
training. - Fosters open, power-balanced
- The training encourages providers to appreciate relationships, crucial for patient-
patients' lay expertise and share power, which can centered care.
lead to improved patient-provider relationships. - Aims to improve
- Feedback from trainees indicates that cultural communication by equalizing the
humility training helps in deconstructing racial patient-provider relationship.
biases and stereotypes.
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Pub. Year; Support for and or Link to
Author’s Title of Publication Type of Study Main Outcomes of Findings upp .
Project
Last Name
Renzaho et The effectiveness of cultural Systematic - Systematic review assessed the effectiveness of - Utilization of PCC models
al., 2013 competence programs in review cultural competence (CC) within patient-centered incorporating cultural sensitivity
ethnic minority patient- care (PCC) models. can enhance providers'
centered health care: A - PCC models with CC showed increased practitioner | knowledge, awareness, and
systematic review of the knowledge, awareness, and cultural sensitivity. sensitivity to cultural differences.
literature - No significant evidence was found that these - Such training may improve
programs improved patient health outcomes. communication skills, crucial for
- Further research is needed to determine if increased | effective patient-centered care.
practitioner knowledge leads to better patient-related
outcomes.
Saha et al., Patient-centeredness, cultural Descriptive, - Cultural competence and patient-centeredness share | - Promotes a patient-centered
2008 competence, and healthcare conceptual core features and both can improve healthcare approach to care, integrating
quality analysis quality for individuals and populations. knowledge of cultural specifics

- Defines similarities and differences between
patient-centeredness and cultural competence at
interpersonal and health system levels.

- Overlapping features at the system level include
alignment of services with patient needs,
community-based healthcare availability, tailored
educational materials, and public performance
information.

and effective communication for
better healthcare delivery.

- Increase in providers’ skills
using interpreter services and
understanding cultural
significance, crucial for culturally
sensitive care.
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LEGLD, VGHIES Support for and or Link to
Author’s Title of Publication Type of Study Main Outcomes of Findings PP q
Project
Last Name
Stubbe, 2022 | Practicing cultural competence | Expert opinion | - Cultural competence and humility are essential for | - Cultural humility training

and cultural humility in the
care of diverse patients

providing effective, equitable, and respectful care to
diverse patient populations.

- Patient-centered care and cultural competence are
linked to improved healthcare quality.

- Self-reflection on implicit biases and office
practices can enhance the care of diverse patients.

- Direct patient engagement in healthcare decisions
and understanding their cultural practices can lead to
better treatment outcomes.

emphasizes self-evaluation and
critique, enhancing interpersonal
sensitivity and openness.

- Cultural humility is a process-
oriented approach that
complements the product-oriented
cultural competence, necessary
for effective PCCS care.

Tucker et al.
2022

Promoting weight-loss
maintenance among Black
women primary care patients:
A cluster RCT of a culturally
sensitive versus standard
behavioral approach

Randomized
controlled trial

- The intervention program led to significant weight
loss among Black women patients with obesity (2.7
pounds, 1.22 kg).

- Participants in both the Patient-Centered Culturally
Sensitive Weight Loss Maintenance Program and the
Standard Behavioural Weight Loss Maintenance
Program maintained their weight loss.

- At 18 months, participants in the PCC program had
a significantly lower weight than those in the
standard program (231.9 vs. 239.4 pounds).

- Intervention program calls for
provider behaviors and attitudes
consistent with those that are
recognized in the published
literature as cultural sensitivity
indicators.

Tucker et al.,
2007

Providing patient-centered
culturally sensitive health care:
A formative model

Formulating,
mixed-methods

- Developed a formative Patient-Centered Culturally
Sensitive Health Care Model linking culturally
sensitive care to health-promoting behaviors and
outcomes.

An intervention program based on the model was
described, aiming to improve healthcare engagement
and outcomes.

- Pilot inventories were created to assess PCCS
health care in primary care clinics.

- Evidence suggests that patients' perceived cultural
sensitivity is associated with increased engagement
in health-promoting lifestyles.

- The Model promotes
enhancements in providers' ability
to offer patient-centered care by
recognizing and respecting
African Americans' cultural
experiences.

- Increases knowledge of cultural
factors that influence health
behaviors and outcomes.

- Develop skills to communicate
effectively and build trust with
African American patients.
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LEGLD, VGHIES Support for and or Link to
Author’s Title of Publication Type of Study Main Outcomes of Findings PP q
Project
Last Name
Tucker et al., | Patient-centered culturally Qualitative - Empirical support for the Patient-Centered - Cultural humility training can

2011

sensitive health care: Model
testing and refinement

empirical test,
cross-sectional

Culturally Sensitive Health Care Model's potential
usefulness.

- Significant links between patient-perceived
provider cultural sensitivity and adherence to
provider treatment regimen recommendations.

enhance provider-patient
communication, a key factor in
patient satisfaction and adherence
to treatment among African
Americans.

- Providers trained in cultural
humility are likely to be perceived
as more culturally sensitive,
fostering trust and satisfaction in
African American patients.

Tucker et al., | Validation of an inventory for | Qualitative - The T-CSHCPI was validated with a four-factor - The T-CSHCPI can be used to
2017 providers to self-assess Their self-report solution: interpersonal skills, conscientiousness, inform training that promotes
engagement in patient- survey sensitivity, and disrespect/disempowerment. PCCS health care by providers.
centered culturally sensitive - These factors showed reliability and are associated
health care with cultural competence, indicating the inventory's
validity.
Tucker et al., | A culturally sensitive church- | Non- - Culturally sensitive intervention programs - By increasing knowledge and
2019 based health-smart randomized produced significant increases in nutrition label skills, such training supports the

intervention for increasing
health literacy and health-
promoting behaviors among
Black adult churchgoers

controlled trial

health literacy.

- Participants in the intervention group engaged more
in health-smart behaviors, particularly healthy eating
and healthy drinking.

implementation of culturally
sensitive interventions that are
effective in African American
communities.

- Culturally sensitive care,
informed by cultural humility, is
crucial for interventions like
Health-Smart AME, which rely
on cultural tailoring to improve
health outcomes.

Williams et
al., 2018

Assessing racial trauma with
the trauma symptoms of
discrimination scale

Cross-sectional

- The TSDS identified four components of trauma
symptoms: uncontrollable hyperarousal, feelings of

- The TSDS identified four
components of trauma symptoms:
uncontrollable hyperarousal,
feelings of alienation, worries
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LEGLD, VGHIES Support for and or Link to
Author’s Title of Publication Type of Study Main Outcomes of Findings PP q
Last Name Project

alienation, worries about future negative events, and
perceiving others as dangerous.

- All forms of discrimination were found to
significantly predict symptoms of trauma in African
Americans.

- The TSDS showed positive correlations with
various measures of discrimination and
psychopathology, indicating its concurrent validity.

about future negative events, and
perceiving others as dangerous.

- All forms of discrimination were
found to significantly predict
symptoms of trauma in African
Americans.

- The TSDS showed positive
correlations with various
measures of discrimination and
psychopathology, indicating its
concurrent validity.




102

REFERENCES

Alang, S. M. (2019). Mental health care among blacks in America: Confronting racism and
constructing solutions. Health Services Research, 54(2), 346-355.
https://doi.org/10.1111/1475-6773.13115

Alegria, M., Fortuna, L. R., Lin, J. Y., Norris, F. H., Gao, S., Takeuchi, D. T., Jackson, J. S.,
Shrout, P. E., & Valentine, A. (2013). Prevalence, risk, and correlates of posttraumatic

stress disorder across ethnic and racial minority groups in the United States. Med Care,
51(12), 1114-1123. https://doi.org/10.1097/mlr.0000000000000007

American Association of Colleges of Nursing. (AACN). (2006). The essentials of doctoral
education for advanced nursing practice
https://www.aacnnursing.org/portals/42/publications/dnpessentials.pdf

American Psychiatric Association. (APA). (2022). Diagnostic and statistical manual of mental
disorders: DSM-5-TR (Fifth edition, text revision. ed.). American Psychiatric Association
Publishing.

Arizona Department of Education. (2023). Accountability & research data. AZED.
https://www.azed.gov/accountability-research/data

Baiden, P., Onyeaka, H. K., Aneni, K., Wood, B., LaBrenz, C. A., Muoghalu, C., Peoples, J. E.,
Szlyk, H. S., Gobodzo, E. C., Baiden, J. F., Adeku, Y., Mets, V. E., Brown, F. A., &
Cavazos-Rehg, P. (2023). Perceived racial discrimination and polysubstance use among

racial/ethnic minority adolescents in the United States. Drug Alcohol Depend, 248,
109894. https://doi.org/10.1016/j.drugalcdep.2023.109894

Berger, M., & Sarnyai, Z. (2015). “More than skin deep”: Stress neurobiology and mental health
consequences of racial discrimination. Stress, 18(1), 1-10.
https://doi.org/10.3109/10253890.2014.989204

Bertrand, M., & Mullainathan, S. (2004). Are Emily and Greg more employable than Lakisha
and Jamal? A field experiment on labor market discrimination. 7The American Economic
Review, 94(4), 991-1013. http://www.jstor.org/stable/3592802

Betancourt, J. R., Carrillo, J. E., & Green, A. R. (1999). Hypertension in multicultural and
minority populations: Linking communication to compliance. Curr Hypertens Rep, 1(6),
482-488. https://doi.org/10.1007/bf03215777

Bird, C. M., Webb, E. K., Schramm, A. T., Torres, L., Larson, C., & deRoon-Cassini, T. A.
(2021). Racial discrimination is associated with acute post-traumatic stress symptoms and
predicts future post-traumatic stress disorder symptom severity in trauma-exposed Black
adults in the United States. J Trauma Stress, 34(5), 995-1004.
https://doi.org/10.1002/jts.22670



https://doi.org/10.1111/1475-6773.13115
https://doi.org/10.1097/mlr.0000000000000007
https://www.aacnnursing.org/portals/42/publications/dnpessentials.pdf
https://www.azed.gov/accountability-research/data
https://doi.org/10.1016/j.drugalcdep.2023.109894
https://doi.org/10.3109/10253890.2014.989204
http://www.jstor.org/stable/3592802
https://doi.org/10.1007/bf03215777
https://doi.org/10.1002/jts.22670

103

Bleich, S. N., Findling, M. G., Casey, L. S., Blendon, R. J., Benson, J. M., SteelFisher, G. K.,
Sayde, J. M., & Miller, C. (2019). Discrimination in the United States: Experiences of
Black Americans. Health Serv Res, 54 Suppl 2(Suppl 2), 1399-1408.
https://doi.org/10.1111/1475-6773.13220

Brame, R., Turner, M. G., Paternoster, R., & Bushway, S. D. (2012). Cumulative prevalence of
arrest from ages 8 to 23 in a national sample. Pediatrics, 129(1), 21-27.
https://doi.org/10.1542/peds.2010-3710

Bryant-Davis, T., & Ocampo, C. (2005). Racist incident—based trauma. The Counseling
Psychologist, 33(4), 479-500. https://doi.org/10.1177/0011000005276465

Burkard, A. W., & Knox, S. (2004). Effect of therapist color-blindness on empathy and
attributions in cross-cultural counseling. Journal of Counseling Psychology, 51(4), 387-
397. https://doi.org/10.1037/0022-0167.51.4.387

Carter, E. R., & Murphy, M. C. (2017). Consensus and consistency: Exposure to multiple
discrimination claims shapes Whites’ intergroup attitudes. Journal of Experimental
Social Psychology, 73, 24-33. https://doi.org/https://doi.org/10.1016/].jesp.2017.06.001

Carter, R. T., Forsyth, J. M., Mazzulaincident-based, S. L., & Williams, B. (2005). Racial
discrimination and race-based traumatic stress: An exploratory investigation. In
Handbook of racial-cultural psychology and counseling, Vol 2: Training and practice.
(pp- 447-476). John Wiley & Sons, Inc.

Centers for Disease Control and Prevention. (CDC). (2022, December 8). Why is addressing
social determinants of health important for CDC and public health? CDC.
https://www.cdc.gov/about/sdoh/addressing-sdoh.html

Chae, D. H., Clouston, S., Hatzenbuehler, M. L., Kramer, M. R., Cooper, H. L., Wilson, S. M.,
Stephens-Davidowitz, S. 1., Gold, R. S., & Link, B. G. (2015). Association between an
internet-based measure of area racism and Black mortality. PLOS ONE, 10(4), ¢0122963.
https://doi.org/10.1371/journal.pone.0122963

Chae, D. H., Lincoln, K. D., & Jackson, J. S. (2011). Discrimination, attribution, and racial
group identification: Implications for psychological distress among Black Americans in
the National Survey of American Life (2001-2003). American Journal of
Orthopsychiatry, 81(4), 498-506. https://doi.org/10.1111/.1939-0025.2011.01122.x

Clark, U. S., Miller, E. R., & Hegde, R. R. (2018). Experiences of discrimination are associated
with greater resting amygdala activity and functional connectivity. Biological Psychiatry:

Cognitive Neuroscience and Neuroimaging, 3(4), 367-378.
https://doi.org/https://doi.org/10.1016/j.bpsc.2017.11.011



https://doi.org/10.1111/1475-6773.13220
https://doi.org/10.1542/peds.2010-3710
https://doi.org/10.1177/0011000005276465
https://doi.org/10.1037/0022-0167.51.4.387
https://doi.org/https:/doi.org/10.1016/j.jesp.2017.06.001
https://www.cdc.gov/about/sdoh/addressing-sdoh.html
https://doi.org/10.1371/journal.pone.0122963
https://doi.org/10.1111/j.1939-0025.2011.01122.x
https://doi.org/https:/doi.org/10.1016/j.bpsc.2017.11.011

104

Collins, J. W, Jr., David, R. J., Handler, A., Wall, S., & Andes, S. (2004). Very low birthweight
in African American infants: The role of maternal exposure to interpersonal racial
discrimination. Am J Public Health, 94(12), 2132-2138.
https://doi.org/10.2105/ajph.94.12.2132

Cooper-Patrick, L., Gallo, J. J., Gonzales, J. J., Vu, H. T., Powe, N. R., Nelson, C., & Ford, D. E.
(1999). Race, gender, and partnership in the patient-physician relationship. JAMA,
282(6), 583-589. https://doi.org/10.1001/jama.282.6.583

Debette, S., & Markus, H. S. (2010). The clinical importance of white matter hyperintensities on
brain magnetic resonance imaging: Systematic review and meta-analysis. BM.J, 341(jul26
1), c3666-c3666. https://doi.org/10.1136/bmj.c3666

Din-Dzietham, R., Nembhard, W. N., Collins, R., & Davis, S. K. (2004). Perceived stress
following race-based discrimination at work is associated with hypertension in African
Americans. The metro Atlanta heart disease study, 1999-2001. Soc Sci Med, 58(3), 449-
461. https://doi.org/10.1016/s0277-9536(03)00211-9

Dohrenwend, B. P. (2000). The role of adversity and stress in psychopathology: Some evidence
and its implications for theory and research. J Health Soc Behav, 41(1), 1-19.

Doris, M. J., Payne, B. K., & Niemi, L. (2020). How to think about ‘implicit bias.” Scientific
American, 29(4s), 18. https://www.scientificamerican.com/article/how-to-think-about-

implicit-bias/

Edwards, F., Lee, H., & Esposito, M. (2019). Risk of being killed by police use of force in the
United States by age, race-ethnicity, and sex. Proc Natl Acad Sci U S A, 116(34), 16793-
16798. https://doi.org/10.1073/pnas.1821204116

Elbasheir, A., Felger, J. C., Michopoulos, V., Ely, T. D., Wommack, E. C., Carter, S. E., Harnett,
N. G., & Fani, N. (2023). C-reactive protein moderates associations between racial
discrimination and ventromedial prefrontal cortex activation during attention to threat in
Black American women. Neuropsychopharmacology. https://doi.org/10.1038/s41386-
023-01737-7

Fani, N., Carter, S. E., Harnett, N. G., Ressler, K. J., & Bradley, B. (2021). Association of racial
discrimination with neural response to threat in Black women in the US exposed to
trauma. JAMA Psychiatry, 78(9), 1005-1012.
https://doi.org/10.1001/jamapsychiatry.2021.1480

Fani, N., Eghbalzad, L., Harnett, N. G., Carter, S. E., Price, M., Stevens, J. S., Ressler, K. J., van
Rooij, S. J. H., & Bradley, B. (2022a). Racial discrimination is associated with lower

cingulate cortex thickness in trauma-exposed Black women. Neuropsychopharmacology,
47(13), 2230-2237. https://doi.org/10.1038/s41386-022-01445-8



https://doi.org/10.2105/ajph.94.12.2132
https://doi.org/10.1001/jama.282.6.583
https://doi.org/10.1136/bmj.c3666
https://doi.org/10.1016/s0277-9536(03)00211-9
https://www.scientificamerican.com/article/how-to-think-about-implicit-bias/
https://www.scientificamerican.com/article/how-to-think-about-implicit-bias/
https://doi.org/10.1073/pnas.1821204116
https://doi.org/10.1038/s41386-023-01737-7
https://doi.org/10.1038/s41386-023-01737-7
https://doi.org/10.1001/jamapsychiatry.2021.1480
https://doi.org/10.1038/s41386-022-01445-8

105

Fani, N., Harnett, N. G., Bradley, B., Mekawi, Y., Powers, A., Stevens, J. S., Ressler, K. J., &
Carter, S. E. (2022b). Racial discrimination and White matter microstructure in trauma-
exposed Black women. Biol Psychiatry, 91(3), 254-261.
https://doi.org/10.1016/].biopsych.2021.08.011

Federal Bureau of Investigation. (2019). Hate crime statistics. https://ucr.tbi.gov/hate-
crime/2019/topic-pages/incidents-and-offenses

Fekedulegn, D., Alterman, T., Charles, L. E., Kershaw, K. N., Safford, M. M., Howard, V. J., &
MacDonald, L. A. (2019). Prevalence of workplace discrimination and mistreatment in a
national sample of older U.S. workers: The REGARDS cohort study. SSM Popul Health,
8, 100444. https://doi.org/10.1016/j.ssmph.2019.100444

Fisher, B. C., Wallace, A. S., & Fenton, E. R. (2000). Discrimination distress during
adolescence. Journal of Youth and Adolescence, 29(6), 679-695.
https://doi.org/10.1023/a:1026455906512

Forrester, S. N., Gallo, J. J., Whitfield, K. E., & Thorpe, R. J. (2019). A framework of minority
stress: From physiological manifestations to cognitive outcomes. Gerontologist, 59(6),
1017-1023. https://doi.org/10.1093/geront/gny 104

FWD.us. (2018). The cost to communities [Report](Arizona’s imprisonment crisis, Issue.
FWD.us. https://www.fwd.us/news/arizona-imprisonment-crisis-part-2/

Gelman, A., Fagan, J., & Kiss, A. (2007). An analysis of the New York City police department’s
“stop-and-frisk” policy in the context of claims of racial bias. Journal of the American
Statistical Association, 102(479), 813-823. https://doi.org/10.1198/016214506000001040

Gentry, K., & Cook-Davis, A. (2021). A brief history of housing policy and discrimination in
Arizona. M. 1. f. P. Policy. https://morrisoninstitute.asu.edu/sites/default/files/a-brief-
history-of-housing-policy-and-discrimination-in-arizona-nov-2021.pdf

Geronimus, A. T., Hicken, M., Keene, D., & Bound, J. (2006). “Weathering” and age patterns of
allostatic load scores among Blacks and Whites in the United States. Am J Public Health,
96(5), 826-833. https://doi.org/10.2105/ajph.2004.060749

Graham, A., Haner, M., Sloan, M. M., Cullen, F. T., Kulig, T. C., & Jonson, C. L. (2020). Race
and worrying about police brutality: The hidden injuries of minority status in America.
Victims & Offenders, 15(5), 549-573. https://doi.org/10.1080/15564886.2020.1767252

Graves, R. E., Freedy, J. R., Aigbogun, N. U., Lawson, W. B., Mellman, T. A., & Alim, T. N.
(2011). PTSD treatment of African American adults in primary care: The gap between

current practice and evidence-based treatment guidelines. J Natl Med Assoc, 103(7), 585-
593. https://doi.org/10.1016/s0027-9684(15)30384-9



https://doi.org/10.1016/j.biopsych.2021.08.011
https://ucr.fbi.gov/hate-crime/2019/topic-pages/incidents-and-offenses
https://ucr.fbi.gov/hate-crime/2019/topic-pages/incidents-and-offenses
https://doi.org/10.1016/j.ssmph.2019.100444
https://doi.org/10.1023/a:1026455906512
https://doi.org/10.1093/geront/gny104
https://www.fwd.us/news/arizona-imprisonment-crisis-part-2/
https://doi.org/10.1198/016214506000001040
https://morrisoninstitute.asu.edu/sites/default/files/a-brief-history-of-housing-policy-and-discrimination-in-arizona-nov-2021.pdf
https://morrisoninstitute.asu.edu/sites/default/files/a-brief-history-of-housing-policy-and-discrimination-in-arizona-nov-2021.pdf
https://doi.org/10.2105/ajph.2004.060749
https://doi.org/10.1080/15564886.2020.1767252
https://doi.org/10.1016/s0027-9684(15)30384-9

106

Griffin, S. J., Kinmonth, A. L., Veltman, M. W., Gillard, S., Grant, J., & Stewart, M. (2004).
Effect on health-related outcomes of interventions to alter the interaction between

patients and practitioners: A systematic review of trials. Ann Fam Med, 2(6), 595-608.
https://doi.org/10.1370/afm.142

Guthrie, B. J., Young, A. M., Williams, D. R., Boyd, C. J., & Kintner, E. K. (2002). African
American girls’ smoking habits and day-to-day experiences with racial discrimination.
Nurs Res, 51(3), 183-190. https://doi.org/10.1097/00006199-200205000-00007

Hart, A. (2019). The discriminatory gesture: A psychoanalytic consideration of posttraumatic
reactions to incidents of racial discrimination. Psychoanalytic Social Work, 26(1), 5-24.
https://doi.org/10.1080/15228878.2019.1604241

Helms, J. E., Nicolas, G., & Green, C. E. (2010). Racism and ethnoviolence as trauma:
Enhancing professional training. Traumatology, 16(4), 53-62.
https://doi.org/10.1177/1534765610389595

Hemmings, C., & Evans, A. M. (2018). Identifying and treating race-based trauma in counseling.
Journal of Multicultural Counseling and Development, 46(1), 20-39.
https://doi.org/https://doi.org/10.1002/jmed. 12090

Holmes, S. C., Facemire, V. C., & DaFonseca, A. M. (2016). Expanding criterion a for
posttraumatic stress disorder: Considering the deleterious impact of oppression
[doi:10.1037/trm0000104].

Institute of Medicine. (IOM). (2003). Unequal treatment: Confronting racial and ethnic
disparities in health care. National Academy of Sciences. https://doi.org/10.17226/12875

Kessler, R. C. (1995). Posttraumatic stress disorder in the National Comorbidity Survey.
Archives of General Psychiatry, 52(12), 1048.
https://doi.org/10.1001/archpsyc.1995.03950240066012

KFF. (2021). Mental health & substance use. https://www kff.org/statedata/mental-health-and-
substance-use-state-fact-sheets/arizona/

KFF. (2023, November 01). Mental health care health professional shortage areas (HPSAs).
https://www .Kkff.org/other/state-indicator/mental-health-care-health-professional-
shortage-areas-
hpsas/?currentTimeframe=0&seclectedRows=%7B%22states%22:%7B%22arizona%22:
%7B%7D%7D,%22wrapups%22:%7B%22united-
states%22:%7B%7D%7D%7D&sortModel=%7B%22colld%22:%22Location%22,%22s
ort%22:%22asc%22%7D



https://doi.org/10.1370/afm.142
https://doi.org/10.1097/00006199-200205000-00007
https://doi.org/10.1080/15228878.2019.1604241
https://doi.org/10.1177/1534765610389595
https://doi.org/https:/doi.org/10.1002/jmcd.12090
https://doi.org/10.17226/12875
https://doi.org/10.1001/archpsyc.1995.03950240066012
https://www.kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/arizona/
https://www.kff.org/statedata/mental-health-and-substance-use-state-fact-sheets/arizona/
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22arizona%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22arizona%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22arizona%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22arizona%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22arizona%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/other/state-indicator/mental-health-care-health-professional-shortage-areas-hpsas/?currentTimeframe=0&selectedRows=%7B%22states%22:%7B%22arizona%22:%7B%7D%7D,%22wrapups%22:%7B%22united-states%22:%7B%7D%7D%7D&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D

107

Kirkinis, K., Pieterse, A. L., Martin, C., Agiliga, A., & Brownell, A. (2021). Racism, racial
discrimination, and trauma: A systematic review of the social science literature. Ethnicity
& Health, 26(3), 392-412. https://doi.org/10.1080/13557858.2018.1514453

Kramer, R., & Remster, B. (2018). Stop, frisk, and assault? Racial disparities in police use of
force during investigatory stops. Law & Society Review, 52(4), 960-993.
https://doi.org/https://doi.org/10.1111/lasr.12366

Lavner, J. A., Hart, A. R., Carter, S. E., & Beach, S. R. H. (2022). Longitudinal effects of racial
discrimination on depressive symptoms among Black youth: Between- and within-person
effects. J Am Acad Child Adolesc Psychiatry, 61(1), 56-65.
https://doi.org/10.1016/j.jaac.2021.04.020

Lekas, H., Pahl, K., & Fuller Lewis, C. (2020). Rethinking cultural competence: Shifting to
cultural humility. Health Services Insights, 13, 1178632920970580.
https://doi.org/10.1177/1178632920970580

Lima, B. R., Pai, S., Santacruz, H., & Lozano, J. (1991). Psychiatric disorders among poor
victims following a major disaster: Armero, Colombia. J Nerv Ment Dis, 179(7), 420-
427. https://doi.org/10.1097/00005053-199107000-00006

Lopez, D., Altamirano, O., & Weisman De Mamani, A. (2022). The association between
perceived racial discrimination and subclinical symptoms of psychosis. Journal of Mental
Health, 31(1), 14-21. https://doi.org/10.1080/09638237.2020.1793120

Malcoun, E., Williams, M. T., & Nouri, L. B. (2015). Assessment of posttraumatic stress
disorder with African Americans. In Guide to Psychological Assessment with African
Americans. (pp. 163-182). Springer Science + Business Media.
https://doi.org/10.1007/978-1-4939-1004-5_11

Maricopa County Attorney’s Office. (2022). Data dashboard.
https://www.maricopacountyattorney.org/419/Data-Dashboard

Maxie-Moreman, A. D., & Tynes, B. M. (2022). Exposure to online racial discrimination and
traumatic events online in Black adolescents and emerging adults. J Res Adolesc, 32(1),
254-269. https://doi.org/10.1111/jora.12732

McEwen, B. S. (1998). Protective and damaging effects of stress mediators. N Engl J Med,
338(3), 171-179. https://doi.org/10.1056/nejm199801153380307

McEwen, B. S., & Seeman, T. (1999). Protective and damaging effects of mediators of stress.
Elaborating and testing the concepts of allostasis and allostatic load. Ann N Y Acad Sci,
896, 30-47. https://doi.org/10.1111/1.1749-6632.1999.tb08103.x



https://doi.org/10.1080/13557858.2018.1514453
https://doi.org/https:/doi.org/10.1111/lasr.12366
https://doi.org/10.1016/j.jaac.2021.04.020
https://doi.org/10.1177/1178632920970580
https://doi.org/10.1097/00005053-199107000-00006
https://doi.org/10.1080/09638237.2020.1793120
https://doi.org/10.1007/978-1-4939-1004-5_11
https://www.maricopacountyattorney.org/419/Data-Dashboard
https://doi.org/10.1111/jora.12732
https://doi.org/10.1056/nejm199801153380307
https://doi.org/10.1111/j.1749-6632.1999.tb08103.x

108

Mekawi, Y., Hyatt, C. S., Maples-Keller, J., Carter, S., Michopoulos, V., & Powers, A. (2021).
Racial discrimination predicts mental health outcomes beyond the role of personality
traits in a community sample of African Americans. Clin Psychol Sci, 9(2), 183-196.
https://doi.org/10.1177/2167702620957318

Metzger, [. W., Salami, T., Carter, S., Halliday-Boykins, C., Anderson, R. E., Jernigan, M. M., &
Ritchwood, T. (2018). African American emerging adults’ experiences with racial

discrimination and drinking habits: The moderating roles of perceived stress. Cultur
Divers Ethnic Minor Psychol, 24(4), 489-497. https://doi.org/10.1037/cdp0000204

Meyer, C. S., Schreiner, P. J., Lim, K., Battapady, H., & Launer, L. J. (2019). Depressive
symptomatology, racial discrimination experience, and brain tissue volumes observed on

magnetic resonance imaging: The CARDIA study. American Journal of Epidemiology,
188(4), 656-663. https://doi.org/10.1093/aje/kwy282

Morales, L. S., Cunningham, W. E., Brown, J. A., Liu, H., & Hays, R. D. (1999). Are Latinos
less satisfied with communication by health care providers? J Gen Intern Med, 14(7),
409-417. https://doi.org/10.1046/].1525-1497.1999.06198.x

Morris-Prather, C. E., Harrell, J. P., Collins, R., Leonard, K. L., Boss, M., & Lee, J. W. (1996).
Gender differences in mood and cardiovascular responses to socially stressful stimuli.
Ethn Dis, 6(1-2), 123-131.

Mustillo, S., Krieger, N., Gunderson, E. P., Sidney, S., McCreath, H., & Kiefe, C. 1. (2004). Self-
reported experiences of racial discrimination and Black—White differences in preterm and
low-birthweight deliveries: The CARDIA study. American Journal of Public Health,
94(12), 2125-2131. https://doi.org/10.2105/ajph.94.12.2125

Nelson, J. C., Adams, G., & Salter, P. S. (2013). The Marley hypothesis: Denial of racism
reflects ignorance of history. Psychol Sci, 24(2), 213-218.
https://doi.org/10.1177/0956797612451466

Norris, F. H. (1992). Epidemiology of trauma: Frequency and impact of different potentially
traumatic events on different demographic groups. J Consult Clin Psychol, 60(3), 409-
418. https://doi.org/10.1037//0022-006x.60.3.409

Nyborg, V. M., & Curry, J. F. (2003). The impact of perceived racism: Psychological symptoms
among African American boys. J Clin Child Adolesc Psychol, 32(2), 258-266.
https://doi.org/10.1207/s15374424jccp3202_11

O'Keefe, V. M., Wingate, L. R., Cole, A. B., Hollingsworth, D. W., & Tucker, R. P. (2015).
Seemingly harmless racial communications are not so harmless: Racial microaggressions
lead to suicidal ideation by way of depression symptoms. Suicide Life Threat Behav,
45(5), 567-576. https://doi.org/10.1111/sltb.12150



https://doi.org/10.1177/2167702620957318
https://doi.org/10.1037/cdp0000204
https://doi.org/10.1093/aje/kwy282
https://doi.org/10.1046/j.1525-1497.1999.06198.x
https://doi.org/10.2105/ajph.94.12.2125
https://doi.org/10.1177/0956797612451466
https://doi.org/10.1037/0022-006x.60.3.409
https://doi.org/10.1207/s15374424jccp3202_11
https://doi.org/10.1111/sltb.12150

109

Oh, H., Waldman, K., Koyanagi, A., Anderson, R., & DeVylder, J. (2020). Major discriminatory
events and suicidal thoughts and behaviors amongst Black Americans: Findings from the
National Survey of American Life. J Affect Disord, 263, 47-53.
https://doi.org/10.1016/j.jad.2019.11.128

Okeke, O., Elbasheir, A., Carter, S. E., Powers, A., Mekawi, Y., Gillespie, C. F., Schwartz, A.
C., Bradley, B., & Fani, N. (2023). Indirect effects of racial discrimination on health
outcomes through prefrontal cortical White matter integrity. Biol Psychiatry Cogn
Neurosci Neuroimaging, 8(7), 741-749. https://doi.org/10.1016/].bpsc.2022.05.004

Olivet, J., & Whitehead, D. (2021). Race and homelessness in Maricopa County, Arizona:
Examining their intersections [Report]. Racial Equity Partners and Maricopa Regional
Continuum of Care. https://azmag.gov/Portals/0/Documents/MagContent/Maricopa-
Racial-Equity-Report.pdf

Ong, A. D., & Williams, D. R. (2019). Lifetime discrimination, global sleep quality, and
inflammation burden in a multiethnic sample of middle-aged adults. Cultur Divers Ethnic
Minor Psychol, 25(1), 82-90. https://doi.org/10.1037/cdp0000233

Perilla, J. L., Norris, F. H., & Lavizzo, E. A. (2002). Ethnicity, culture, and disaster response:
Identifying and explaining ethnic differences in PTSD six months after Hurricane
Andrew. Journal of Social and Clinical Psychology, 21(1), 20-45.
https://doi.org/10.1521/jscp.21.1.20.22404

Polanco-Roman, L., Miranda, R., Hien, D., & Anglin, D. M. (2021). Racial/ethnic discrimination
as race-based trauma and suicide-related risk in racial/ethnic minority young adults: The
explanatory roles of stress sensitivity and dissociation. Psychol Trauma, 13(7), 759-767.
https://doi.org/10.1037/tra0001076

Radley, J. J., Kabbaj, M., Jacobson, L., Heydendael, W., Yehuda, R., & Herman, J. P. (2011).
Stress risk factors and stress-related pathology: Neuroplasticity, epigenetics, and
endophenotypes. Stress, 14(5), 481-497. https://doi.org/10.3109/10253890.2011.604751

Saha, S., Beach, M. C., & Cooper, L. A. (2008). Patient-centeredness, cultural competence, and
healthcare quality. J Natl Med Assoc, 100(11), 1275-1285. https://doi.org/10.1016/s0027-
9684(15)31505-4

Seeman, T. E., Singer, B. H., Rowe, J. W., Horwitz, R. 1., & McEwen, B. S. (1997). Price of
adaptation--allostatic load and its health consequences. MacArthur studies of successful
aging. Arch Intern Med, 157(19), 2259-2268.

Sibrava, N. J., Bjornsson, A. S., Pérez Benitez, A. C. 1., Moitra, E., Weisberg, R. B., & Keller,
M. B. (2019). Posttraumatic stress disorder in African American and Latinx adults:

Clinical course and the role of racial and ethnic discrimination. Am Psychol, 74(1), 101-
116. https://doi.org/10.1037/amp0000339



https://doi.org/10.1016/j.jad.2019.11.128
https://doi.org/10.1016/j.bpsc.2022.05.004
https://azmag.gov/Portals/0/Documents/MagContent/Maricopa-Racial-Equity-Report.pdf
https://azmag.gov/Portals/0/Documents/MagContent/Maricopa-Racial-Equity-Report.pdf
https://doi.org/10.1037/cdp0000233
https://doi.org/10.1521/jscp.21.1.20.22404
https://doi.org/10.1037/tra0001076
https://doi.org/10.3109/10253890.2011.604751
https://doi.org/10.1016/s0027-9684(15)31505-4
https://doi.org/10.1016/s0027-9684(15)31505-4
https://doi.org/10.1037/amp0000339

110

Stewart, M., Brown, J. B., Boon, H., Galajda, J., Meredith, L., & Sangster, M. (1999). Evidence
on patient-doctor communication. Cancer Prev Control, 3(1), 25-30.

Stubbe, D. E. (2020). Practicing cultural competence and cultural humility in the care of diverse
patients. Focus (Am Psychiatr Publ), 18(1), 49-51.
https://doi.org/10.1176/appi.focus.20190041

Substance Abuse and Mental Health Services Administration. (SAMHSA). (2014). Results from
the 2013 National Survey on Drug Use and Health: Summary of National Findings
[Report]. SAMHSA.
https://www.samhsa.gov/data/sites/default/files/NSDUHresultsPDFWHTML2013/Web/
NSDUHresults2013.pdf

Taylor, J., & Turner, R. J. (2002). Perceived discrimination, social stress, and depression in the
transition to adulthood: Racial contrasts. Social Psychology Quarterly, 65(3), 213-225.
https://doi.org/10.2307/3090120

Tervalon, M., & Murray-Garcia, J. (1998). Cultural humility versus cultural competence: A
critical distinction in defining physician training outcomes in multicultural education. J
Health Care Poor Underserved, 9(2), 117-125. https://doi.org/10.1353/hpu.2010.0233

Thorpe, R. J., Jr., Fesahazion, R. G., Parker, L., Wilder, T., Rooks, R. N., Bowie, J. V., Bell, C.
N., Szanton, S. L., & LaVeist, T. A. (2016). Accelerated health declines among African
Americans in the USA. J Urban Health, 93(5), 808-819. https://doi.org/10.1007/s11524-
016-0075-4

Tucker, C. M., Anton, S. D., Wippold, G. M., Marsiske, M., Bilello, L. A., Henry, M. A., Shah,
N. R., Gautam, S. P., Klein, K. G., Mathews, A., Webb, F., & Desmond, F. (2022).
Promoting weight-loss maintenance among Black women primary care patients: A cluster
RCT of a culturally sensitive versus standard behavioral approach. Clin Obes, 12(6),
e12553. https://doi.org/10.1111/cob.12553

Tucker, C. M., Herman, K. C., Ferdinand, L. A., Bailey, T. R., Lopez, M. T., Beato, C., Adams,
D., & Cooper, L. L. (2007). Providing patient-centered culturally sensitive health care: A
formative model. The Counseling Psychologist, 35(5), 679-705.
https://doi.org/10.1177/0011000007301689

Tucker, C. M., Marsiske, M., Rice, K. G., Nielson, J. J., & Herman, K. (2011). Patient-centered
culturally sensitive health care: Model testing and refinement. Health Psychol, 30(3),
342-350. https://doi.org/10.1037/a0022967

U.S. Census Bureau. (2022, July 01). Quickfacts: United States.
https://www.census.gov/quickfacts/fact/table/AZ.US/RHI225222



https://doi.org/10.1176/appi.focus.20190041
https://www.samhsa.gov/data/sites/default/files/NSDUHresultsPDFWHTML2013/Web/NSDUHresults2013.pdf
https://www.samhsa.gov/data/sites/default/files/NSDUHresultsPDFWHTML2013/Web/NSDUHresults2013.pdf
https://doi.org/10.2307/3090120
https://doi.org/10.1353/hpu.2010.0233
https://doi.org/10.1007/s11524-016-0075-4
https://doi.org/10.1007/s11524-016-0075-4
https://doi.org/10.1111/cob.12553
https://doi.org/10.1177/0011000007301689
https://doi.org/10.1037/a0022967
https://www.census.gov/quickfacts/fact/table/AZ,US/RHI225222

111

U.S. Equal Employment Opportunity Commission. (n.d.). Facts about E-RACE. EEOC.
https://www.eeoc.gov/initiatives/e-race/facts-about-e-
race#:~:text=The%20most%20frequently%20filed%20claims.from%200opposition%20to
%20race%20discrimination.

United Nations. (1965). International convention on the elimination of all forms of racial
discrimination.
https://www.un.org/en/development/desa/population/migration/generalassembly/docs/glo
balcompact/A_RES 2106(XX).pdf

Watson, M. F., Turner, W. L., & Hines, P. M. (2020). Black lives matter: We are in the same
storm but we are not in the same boat. Fam Process, 59(4), 1362-1373.
https://doi.org/10.1111/famp.12613

Welch, M. (1998). Required curricula in diversity and cross-cultural medicine: The time is now.
J Am Med Womens Assoc (1972), 53(3 Suppl), 121-123, 130.

Williams, M., Osman, M., & Hyon, C. (2023). Understanding the psychological impact of
oppression using the trauma symptoms of discrimination scale. Chronic Stress, 7,
24705470221149511. https://doi.org/10.1177/24705470221149511

Williams, M. T., Printz, D. M. B., & DeLapp, R. C. T. (2018). Assessing racial trauma with the
trauma symptoms of discrimination scale. Psychology of Violence, 8(6), 735-747.
https://doi.org/10.1037/vio0000212

Williamson, W., Lewandowski, A. J., Forkert, N. D., Griffanti, L., Okell, T. W, Betts, J.,
Boardman, H., Siepmann, T., McKean, D., Huckstep, O., Francis, J. M., Neubauer, S.,
Phellan, R., Jenkinson, M., Doherty, A., Dawes, H., Frangou, E., Malamateniou, C.,
Foster, C., & Leeson, P. (2018). Association of cardiovascular risk factors with MRI
indices of cerebrovascular structure and function and white matter hyperintensities in
young adults. Jama, 320(7), 665-673. https://doi.org/10.1001/jama.2018.11498

Wright, K. D., Jack, A. L., Friedman, J. P., Jones, L. M., Sattar, A., Fresco, D. M., & Moore, S.
M. (2020). Neural processing and perceived discrimination stress in African Americans.
Nurs Res, 69(5), 331-338. https://doi.org/10.1097/nnr.0000000000000441



https://www.eeoc.gov/initiatives/e-race/facts-about-e-race#:%7E:text=The%20most%20frequently%20filed%20claims,from%20opposition%20to%20race%20discrimination
https://www.eeoc.gov/initiatives/e-race/facts-about-e-race#:%7E:text=The%20most%20frequently%20filed%20claims,from%20opposition%20to%20race%20discrimination
https://www.eeoc.gov/initiatives/e-race/facts-about-e-race#:%7E:text=The%20most%20frequently%20filed%20claims,from%20opposition%20to%20race%20discrimination
https://www.un.org/en/development/desa/population/migration/generalassembly/docs/globalcompact/A_RES_2106(XX).pdf
https://www.un.org/en/development/desa/population/migration/generalassembly/docs/globalcompact/A_RES_2106(XX).pdf
https://doi.org/10.1111/famp.12613
https://doi.org/10.1177/24705470221149511
https://doi.org/10.1037/vio0000212
https://doi.org/10.1001/jama.2018.11498
https://doi.org/10.1097/nnr.0000000000000441

