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EXECUTIVE SUMMARY

Cultural and linguistic competence are widely recognized as fundamental aspects of
quality in health care and mental health care—particularly for diverse patient
populations—and as essential strategies for reducing disparities by improving access,
utilization, and quality of care. However, it is not clear if evidence exists to support the
assertion that cultural and linguistic competence improve health outcomes and well-being.
Advocates of culturally and linguistically competent care state that the costs of providing
such care are offset by potential benefits, but, again, there is limited evidence to support
this assertion. This report assesses the current evidence base for the impact and benefits of

cultural and linguistic competence in health care and mental health care.

The authors used two approaches to identify the evidence and gaps in research
related to health outcomes and well-being, as well as the costs and benefits to the system,
or the “business case,” for cultural and linguistic competence. They conducted a
structured search of Medline from January 1995 to March 2006 to identity primary
research articles for review on health outcomes and well-being. They also performed an
exploratory search of multiple databases to identify evidence related to the business case,

including primary sources, selected reviews, technical reports, and conceptual papers.

A review of the health outcomes literature indicated that the field is in the early
stages of development, with a preponderance of the literature exploring and defining the
concepts and issues and identifying important research questions. There is now some
movement toward pilot and controlled studies to test the impact of cultural and linguistic
competence on quality and effectiveness of care. While the Medline search methodology
yielded 365 studies that addressed cultural and linguistic competence and health outcomes
and well-being, only 25 studies met the criteria for final review. (For more information,

see the full methodology in the Appendix.) The current evidence provides information

about intermediate outcomes of short-term interventions, but none directly address the
ultimate outcome of decreased incidence of a disease for a population, or a decrease in
morbidity or mortality as a result of the intervention used. Instead, intermediate outcomes
such as increased rates of cancer screening or improved HbA1c levels were measured.
Most focused on treatment and only two addressed cultural and linguistic competence at
the organizational or policy level. Two areas—cancer prevention and early detection and
diabetes care and management—predominated the current literature on health outcomes
and well-being. None of the studies in these areas defined cultural or linguistic
competence, but all met some key criteria (as defined by the National Center for Cultural

Competence) in their descriptions of the interventions used.
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Current Evidence on Outcomes and Well-Being

The current evidence shows great promise, but better-designed studies are needed to
advance the evidence base. Nine studies addressed cancer prevention and early detection.
Three used comparison or control groups and found that utilizing patient education
approaches—designed with and for the intended audience and consistent with the
audience’s values, beliefs, and preferred ways of getting information—demonstrated
significantly increased behavior changes compared with either no intervention or
interventions that were not culturally competent. In addition, eight studies reported
findings on interventions and outcomes related to diabetes treatment. Of these, three that
had pre- and post-intervention data on the eftects of culturally competent interventions
reported significantly improved outcomes in terms of physiologic measures associated with
better long-term outcomes in diabetes. Only two studies addressed cultural and linguistic
competence at the organizational level, with only one reporting on health outcomes. This
latter study showed a significant positive relationship between cultural competence policies
at sites caring for children with asthma and improved quality care associated with

appropriate use of preventive asthma medications and parent satisfaction with care.

While the evidence shows great promise for the impact of culturally and
linguistically competent interventions on health outcomes and well-being, significant gaps
remain, due largely to methodological issues. Current studies fall short in many areas,
including: lack of definition and measurement of cultural and linguistic competence;
designs that isolate effects of cultural and linguistic competence; and studies that address
ultimate health outcomes of decreased incidence of disease, morbidity and mortality. In
addition, few studies examined cultural and linguistic competence at the organizational
and policy levels. Future directions for research include: use of validated and shared
definitions of cultural and linguistic competence; refined population definitions to include
cultural variables other than race, ethnicity or language; use of designs that test the specific
eftects of cultural and linguistic competence; implementation of longitudinal and large
sample studies to investigate ultimate health outcomes; and use of methods and measures
that examine the relationship among organizational policies, structures and practices,

quality and effectiveness of care, and health outcomes and well-being.

Current Evidence on the Costs and Benefits of Cultural and

Linguistic Competence: The Business Case

The authors examined the literature for health and mental health care costs and benefits of
cultural and linguistic competence, and the evidence related to specific aspects of the
business case for cultural and linguistic competence including market share, cost-benefits,

reducing liability, and staft turnover.
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Evidence to support the hypothesis proposed—that cultural and linguistic
competence would result in decreased system costs—is not currently present in the
literature. The research to support the business case for cultural and linguistic competence
1s still a work in progress. There is a noticeable absence of a broadly defined framework
that includes the cost-benefits of cultural and linguistic competence to families,
communities, employers, and society. Analysis of costs and benefits of culturally and
linguistically competent care is complex and not yet well documented. The literature
documents specific costs for services associated with linguistic competence but few studies

document the cost of cultural competence.

Most of the literature on cost-benefits center around linguistic competence,
specifically the provision of language access services such as interpretation and translation,
and to a large extent, the papers are conceptual and inconclusive. The two studies reviewed
differ in their findings and reflect the complexity of measuring costs to the system. One
study reported increased costs associated with the provision of language access services and
justified such costs by describing potential cost-benefits associated with factors like
increased access to primary and preventive care and fewer follow-up appointments and
complications. The other study reported that the use of trained medical interpreters in the
emergency room was cost neutral and that such services reduced emergency department

return rates while simultaneously increasing clinic utilization, a less-costly service.

The literature on the cost-benefits of cultural competence almost exclusively
focuses on the reduction of racial and ethnic health disparities. However, it does not
directly link cultural competence and cost-benetits, nor does it quantify the projected or
estimated cost savings of providing culturally competent care by racial or ethnic group,
specific diseases or chronic conditions, and types of intervention. Two studies addressed
cost-benefits for culturally competent care models. In one, with a very small sample,
researchers reported a 50 percent return on investment, with decreased costs due to fewer
visits to the emergency room by children with asthma. A second study reported results of
a specific diabetes management program, which led to higher first-year costs attributed to
increased use of medication and diabetes supplies. At this time, insufficient evidence exists

to draw any definitive conclusion on the cost-benefits of cultural competency in health care.

The authors also explored cost-benefits to the system in relation to market share
gains or losses. However, no primary sources were found to document this issue and it is
ripe for future research. They also reviewed studies related to staft turnover as a system
cost, but none examined the relationship between the cultural competence of providers or

organizations and retention.
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The concept of liability—and specifically, of decreasing the liability of providers or
organizations through cultural and linguistic competency—is showing some strong
preliminary evidence. The authors cite two documented and costly judgments against
health care entities for failure to provide language access services mandated by Title VI of
the Civil Rights Act. In addition, the broader literature on physician communication
documents this factor as key in avoiding malpractice suits and managing risk. Two studies
develop the evidence for language access as a variable related to risk. Patients with limited
English proficiency had significantly more adverse events, such as inaccurate or incomplete
information, questionable advice, questionable tracking and follow-up, incorrect diagnosis,
and questionable intervention. Hospitalized children of families with language barriers were

more likely to experience medical errors than those from families without language barriers.

There is a paucity of research that examines organizational capacity, specifically the
existence of culturally and linguistically competent policies, structures, and practices and
their impact on increasing market share, cost-benefits, and reducing staft turnover and
liability. Little in the literature focuses on the cost-benefits of cultural and linguistic
competence to patients, families and communities. Lastly, an essential element of cultural
competence is the capacity of an organization to involve patients, families, and their
communities systematically in designing, implementing, and evaluating services and
supports. None of the methodological approaches used participatory action research

models, and patient, community, or key stakeholders were involved only as subjects.

Critical Reflections on the Evidence

The current evidence related to the impact of cultural and linguistic competence on health
outcomes and well-being, as well as on cost-benetfits to the system, is promising, but is
only in the preliminary stages of development. Overall, to move the field forward, the

tollowing current limitations must be addressed:

e no consistent framework, logic model or definition for cultural competence

that moves the field beyond race or ethnic specific interventions;

e the very narrow scope of current studies in terms of populations, sample size,

and length of study periods;

e the impact of funding cycles and priorities that limit the kinds of large size,
longitudinal, and broad-based studies that will be needed to establish the

evidence base;



the relative lack of involvement of diverse patients and communities in
determining study issues, questions, designs, analysis, and dissemination

of results;

challenges in the complexity of collecting and analyzing data on race,

ethnicity, and particularly culture; and

the political will and public policy needed to support future research on

the evidence base for cultural and linguistic competence.
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THE EVIDENCE BASE FOR CULTURAL AND
LINGUISTIC COMPETENCY IN HEALTH CARE

INTRODUCTION

Cultural and linguistic competence are widely recognized as fundamental aspects of
quality in health care and mental health care—particularly for diverse patient
populations—and as essential strategies for reducing disparities by improving access,
utilization, and quality of care. However, it is not clear if evidence exists to support the
assertion that cultural and linguistic competence improves health outcomes and well-
being. Advocates of culturally and linguistically competent care state that the costs of
providing such care are offset by potential benefits, but, again, there is limited evidence to
support this assertion. This report assesses the current evidence base for the impact and

benefits of cultural and linguistic competence in health care and mental health care.

This report will focus on two benefits that may be viewed as the “bottom line” for
individuals for the system: improved health and well-being for patients and costs and
benefits to the system. Benefits such as increased satisfaction among patients and providers,
mutual respect and shared decision-making, and effectiveness of patient-provider
communication are all critical steps in the pathway, but the ultimate goal is improved
health and well-being for patients. An additional bottom-line goal concerns the costs and
benetits to the system to support the wide-ranging changes needed to implement cultural
and linguistic competence. This report will review and analyze the current evidence

related to each of these bottom-line issues.

The authors critically analyzed the literature in cultural and linguistic competence
within the frameworks and model presented in this report. Section I of this report
discusses the level of evidence for cultural and linguistic competence in health outcomes
and well-being research, summarizes trends, and delineates future directions in research. In
Section II, the authors present a discussion on system costs and address the business case
for cultural and linguistic competence. This includes exploration of significant increases in
culturally and linguistically diverse populations throughout the United States, market
share, cost-benefits, staft turnover, and reducing liability. Section III presents critical
reflections on the literature and provides recommendations on public policy to support

future research.



In general, cultural diversities in health, illness, and caring behaviors have existed since
the beginning of mankind, but nursing and other health professions have only recently

begun to study these areas of cultural differences.'

The basic tenets of cultural competence are not new. The relationship between
culture and health has been acknowledged and studied in a range of disciplines, including
anthropology, nursing, social work, and medicine. The prevalence of the term “cultural
competence” in the literature has grown exponentially over the past 15 years. A search of
PubMed, the online database from the National Library of Medicine, yielded one article
in 1990, 132 articles between 1990 and 2000; and 303 articles from 2000 to 2005. Much
of the growth can be attributed to the increasing diversity in the United States; the
groundbreaking Institute of Medicine (IOM) report, Unequal Treatment, published in
2002; the development and dissemination of the National Standards for Culturally and
Linguistically Appropriate Services in Health Care (CLAS standards), and public policy

focusing on the elimination of health and mental health disparities.

Conceptual Frameworks and Definitions

Cultural Competence. In 1989, a work group under the auspices of the Georgetown
University Child Development Center published Toward a Culturally Competent System of
Care, Volume 1.7 This work, by Cross, Bazron, Dennis and Isaacs, created a conceptual
framework and a definition of cultural competence that established a foundation for the
field. This framework made a new contribution to the field, as it extended the scope of
cultural competence far beyond the provider level. It proffered a comprehensive view that
encompassed an organization’s or system’s capacity to integrate principles and values of
cultural competence into its policy, structures, attitudes, behaviors, and practices. The core
concepts and principles espoused in this framework remain highly relevant today and are
perceived as universally applicable across multiple systems. Many of the definitions that
have emerged in the past 15 years have their roots in this work, but have been adapted for

: L : . 3,45,6,7,8,9,10,11,12,13
specific disciplines, professional societies, or fields.

There is no single definition of cultural competence. Definitions have evolved
from diverse perspectives, interests, and needs and are incorporated in state legislation,
tfederal statutes and programs, health and mental health organizations, and academic
settings. The National Center for Cultural Competence (NCCC) embraces a conceptual
framework and model for achieving cultural competence adapted from the definitions
developed by Cross et al. For the purpose of this report, the following model (Figure 1)

and definition will be used.



Figure 1. Cultural Competence Conceptual Framework

behaviors

Source: National Center for Cultural Competence.

Cultural competence requires that organizations:

e Have a defined, congruent set of values and principles, and demonstrate behaviors,
attitudes, policies, and structures that enable them and their personnel to work

eftectively cross-culturally.

e Have the capacity to value diversity, conduct self-assessment, manage the dynamics
of difference, acquire and institutionalize cultural knowledge, and adapt to

diversity and the cultural contexts of the communities they serve.

e Incorporate the above in all aspects of policymaking, administration, practice, and

service delivery, and systematically involve patients, families, and their communities.

Cultural competence is a developmental process that evolves over an extended period.
Individuals and organizations can be various levels of awareness, knowledge, and skills

along the cultural competence continuum.

Linguistic Competence. Historically, the term “linguistic competence” has been
associated with the scientific study of language. More recently, the term has made its
debut within the health and mental health care arenas and it is often used in tandem with
cultural competence, but it is important to distinguish between them. In the United
States, linguistic competence has traditionally been used solely in reference to people who
speak a language other than English, and it is commonly associated with legislation and
standards for language access. Goode and Jones (2004) developed a definition of linguistic
competence, which will be used for the purposes of this report, that encompasses a broad
range of language needs and preferences and structural supports necessary to ensure

optimal communication in health and mental health care systems, as follows:'*



Linguistic Competence

The capacity of an organization and its personnel to communicate eftectively, and convey
information in a manner that is easily understood by diverse audiences, including persons of
limited English proficiency, those who have low literacy skills or are not literate, and individuals
with disabilities. Linguistic competency requires organizational and provider capacity to respond
effectively to the health literacy needs of populations served. The organization must have policy,
structures, practices, procedures, and dedicated resources to support this capacity. This may

include, but is not limited to, the use of:

e bilingual/bicultural or multilingual/multicultural staff;

® cross-cultural communication approaches;

e cultural brokers;

e foreign language interpretation services including distance technologies;

® sign language interpretation services;

e multilingual telecommunication systems;

® videoconferencing and telehealth technologies;

e TTY and other assistive technology devices;

e computer assisted real time translation (CART) or viable real time transcriptions (VR T);
® print materials in easy to read, low literacy, picture and symbol formats;

® materials in alternative formats (e.g., audiotape, Braille, enlarged print);

®  varied approaches to share information with individuals who experience cognitive disabilities;
e materials developed and tested for specific cultural, ethnic and linguistic groups;

® translation services including those of:

— legally binding documents (e.g., consent forms, confidentiality and patient rights

statements, release of information, applications)
—  signage
—  health education materials
— public awareness materials and campaigns; and

® cthnic media in languages other than English (e.g., television, radio, Internet, newspapers,

periodicals).

Mental Health. The NCCC views mental health as an integral and inseparable part
of health. Additionally, the 2001 IOM report, Health and Behavior: The Interplay of
Biological, Behavioral and Societal Influences, also defines health broadly to include the
positive aspect of emotional well-being."” According to the IOM, almost half of the deaths

in the United States are linked to behavioral and social factors. Indeed, many cultural
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groups around the world believe physical, emotional, and spiritual well-being are
integrated, and hold that all three are necessary for overall health and well-being. '
Therefore, the NCCC will draw upon the literature in the fields of both health care and

mental health care in this report.

Hypothesis

Goode developed a conceptual model, modified for this report, which depicts the benefits
of cultural and linguistic competence for patients, their families, and communities, and for
health and mental health care providers and systems (Figure 2)."” The authors hypothesize
that an organization or system that embodies cultural and linguistic competence according
to the frameworks described in this report, will see the following benefits: an
improvement in quality and effectiveness of care, health outcomes and well-being;
eftectiveness of patient-provider communication, provider knowledge and skills; and
patient and provider satisfaction; as well as a decrease in health and mental health
disparities and in disproportionate burden of disease and mortality, system costs, and bias
and discrimination. This model presupposes an understanding of the social, cultural,
political, and economic contexts in which health and mental health care systems operate.
This report tests the hypothesis of cultural and linguistic competence as critical
components of quality and effective care in relation to health outcomes and well-being

and system costs.

Figure 2. Cultural and Linguistic Competence
Benefits Patients, Their Families and Communities,
Health and Mental Health Care Providers, and Systems

quality and effectiveness of care
health outcomes and well-being
effectiveness of patient-provider communication
provider knowledge and skills
patient and provider satisfaction
mutual respect and shared decision-making

health and mental health disparities

disproportionate burden of disease and mortality
system costs

bias and discrimination




Methodology
This report utilized two approaches to identify evidence and gaps in research for cultural
and linguistic competence. Section I presents the findings of a search of Medline from

January 1995 to March 2006 of primary research articles, using the keywords “culturally

) <c I ¢

appropriate,” “culturally sensitive,” “cultural belief,” “cultural competence,” and
“culturally competent AND outcome OR eftectiv¥ OR evidence.” Inclusion criteria
were studies that reported outcomes in health or well-being. For additional information

on methodology, see the Appendix.

Section II presents the findings of an exploratory search of Medline through
Pubmed, Academic Search Premier, and Health Business Elite databases through EBSCO,
LexisNexis, and the Internet based on the cultural competence framework and the
conceptual model of expected benefits. Articles and other references were identified using

a range of keywords related to cultural and linguistic competence, including but not

99 ¢ 99 ¢ LR I3 99 ¢

limited to: “culture,” “cultural competence,” “race,” “outcome,” “evidence,” “language

2 ¢

access’ policy’7’ (13 2 ¢ 2

99 ¢

policies,” “organization,” “ethnicity,” “socioeconomic,” “language,”

RT3

“Spanish,” “staft turnover,” “business case,” “workforce diversity,” “cost eftective,”
“language concordance,” and “racial concordance.” Due to the importance of establishing
a business case for cultural and linguistic competence in system costs, the authors used not

only primary sources, but also selected reviews, technical reports, and conceptual papers.



I. HEALTH OUTCOMES AND WELL-BEING:
THE EVIDENCE AND THE GAPS

Cultural competence is not a panacea that will single-handedly improve
health outcomes and eliminate disparities, but a necessary set of skills

for physicians who wish to deliver high-quality care to all patients.'®

The Overall State of the Evidence

New areas of research, particularly in complex subjects like cultural and linguistic
competence, experience a certain developmental trajectory. Initial entries in the
professional literature may focus on reviews to identify issues for investigation and to
better define the core concepts, with early studies largely qualitative in nature. In medical
research, case reports are accepted as evidence to advance knowledge in a particular area.
Next, researchers focus on determining valid ways to describe and measure the core
concepts and variables and describe key study populations. There may also be
epidemiologic studies that suggest correlations that require further examination. It is only
at this point that carefully controlled intervention studies may be possible. For an area as
complex as cultural and linguistic competence, it may be difficult to complete controlled

studies—the “gold standard” of research studies.

The field of cultural and linguistic competence is clearly in the early stages, with a
preponderance of the literature exploring and defining the concepts and issues and

identifying important research questions (see Chart A-1 in the Appendix). It is now

moving toward pilot and controlled studies to test the impact of cultural and linguistic

competence on quality and effective care in relation to health outcomes and well-being.

Evidence from Experimental Design Studies

Most of the studies reviewed focused on some aspect of health prevention or promotion,
including enhancing adherence with lifestyle changes related to disease treatment,
increasing cancer prevention behaviors, and enhancing diabetes self-management. In
reviewing these studies, the authors used a set of criteria to assess whether the researchers
were employing culturally and linguistically competent approaches in their interventions.
These criteria are based on the cultural and linguistic competence framework and
definitions described in this report and others espoused by Bronheim and Sockalingam,"”

and assess whether reviewed studies implemented any or all of the following:

e identify and engage key partners from the community for which interventions

were intended in the design, implementation, and analysis;



e determine and define the intended recipients in terms of cultural variables;

e choose health messages, materials, and approaches that address audience beliefs,
values, practices, trusted sources of information, and preferred ways of receiving

information;

e choose delivery models that address audience preferred formats, language, sources

of health information, and modes of interacting;

e take into account the social, geographic, economic, and political context of the

community; and

e test approaches with a sample of the intended audience and use feedback to

improve approach before going to scale.

The studies reviewed for this section can be grouped into two categories: the
practice or service delivery level and organizational or policy level. All but two studies
tfocused on practice or service delivery and involved “culturally competent,” “culturally
appropriate,” or “culturally sensitive” interventions to realize health-related behaviors and
outcomes. The other two addressed the impact on health outcomes of culturally

competent policies, structures, and practices at the organizational level.

Studies Focusing on the Practice or Service Delivery Level

The current evidence provides information about intermediate outcomes. None of the
studies reviewed directly addressed the issues of decreased incidence of a disease for a
population, or a decrease in morbidity or mortality as a result of the intervention used.
Instead, two types of intermediate outcomes were measured—selected by researchers as
factors that contribute to morbidity and mortality for the study population. The studies
measured improved outcomes in terms of increased use of screening or improved

adherence with treatment or recommended life style changes.

An array of studies was reviewed (see Chart 1), including:

e cight with no control group,
e seven with a control group that received no intervention,
e seven with a control group that received the usual-care model,

e two that compared a culturally competent model with a model not designed to be

culturally competent and with a usual-care model.



Number of articles (n=24)

10 -

8 7

No intervention
control

No control

Source: Analysis of authors’ own data.

Chart 1. Design Methodology of Reviewed Articles
at Practice/Service Delivery Levels

Usual care
control

Design methodology/level of control

CC model,
not CC model,
usual care

Because of the design differences, the level of validity of the evidence across the

studies differs, but there is a growing case to support the effectiveness of culturally

competent health promotion and education models in improving outcomes. Of these 24

studies, all but two found improved outcomes in terms of increased rates of screening,

improved adherence to treatment regimens, or better physiologically based measures.
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(See Table 1 for a summary of selected research articles reviewed for this report.)

Table 1. Summary of Selected Research

Author
and Date

Population Intervention Groups

Outcomes

Organization/policy level

Lieu et al.,
2004%

Cohort study with one-
year follow-up

Taken from five managed
Medicaid health plans in
three states, diverse
children with asthma
(parents = 1663) and
practice sites (n=83) and
clinicians (n=446)

Children served at practice sites with highest scores
on a scale of cultural competence policies were less
likely to underuse preventive medication; these sites
also had better parental ratings of care. Practice-site
policies to promote cultural competence, among
other variables, predicted higher quality of care for
children with asthma.




Author
and Date

Population

Intervention Groups

Outcomes

Practice/service delivery level with con

trol group

Brown, Mexican Americans with | Diabetes self-management | Intervention group had significantly lower HbAlc,
Garcia, Type 2 diabetes (n = program adapted to culture | fasting blood glucose, at six and 12 months and
Kouzekanani | 256) of study population higher diabetes knowledge at three and 12 months
& Hanis, compared with control than the control group

2002 group receiving usual care

Davis et al., Diverse women over age | Two standard interventions | The adapted intervention yielded significant increase
1998 40 in Louisiana, compared to intervention in mammography utilization compared with other

predominantly low
income and low literacy
skills (n=445)

using a health promotion
video developed in
collaboration with women
from target population, in
addition to standard care

groups at six months. However, at two years after the
intervention, the differences in the groups were no
longer statistically significant.

Erwin, Spatz,

African American women

Intervention group

Intervention group reported significantly higher

Stotts & in the Mississippi River conducted at sites in two prevention behavior and cancer screening rates from
Hollenbert, Delta region of Arkansas | counties; control group baseline to post intervention interview (completed six
1999 (n=410) received no intervention to 12 months after baseline)
Gilmer, Diverse adults with Diabetes self-management From pre-enrollment to 12 months (+ six months)
Philis- Type 2 diabetes (n=348) | program adapted to culture | post-enrollment, intervention group showed a
Tsimikas & of study population significant decrease in HbAlc, blood pressure, and
Walker, compared with historical low-density-lipoprotein cholesterol compared with
2005 control (one year before historical control group (with two test values

start of program) approximately 12 months apart (+ six months)
La Roche, African American and Standard intervention The adapted intervention was 50 percent more
Koinis- Hispanic families with compared with treatment effective in reducing emergency department visits
Mitchell & children with asthma adapted to study than the standard intervention and almost twice as
Gualdron, (n=24) populations; control group | effective as the control group during the year after
2006”7 received no intervention the interventions. Both adapted and standard

interventions resulted in increase in asthma
management scale score from baseline to one year
after the intervention, but parental asthma knowledge
score improved significantly in the adapted group
compared with the standard intervention.

Orleans et al.,

African Americans calling

Standard counseling

Adapted intervention group had significantly more

1998% a cancer information compared with counseling | quit attempts and greater use of pre-quitting strategies
service about quitting adapted to study from baseline to six months compared with standard
smoking (n=1422) population group. At 12 months, adapted intervention group had

significantly higher quit rate than the standard group.

Yancey, Low-income African Intervention group was A significantly higher proportion of women who were

Tanjasiri, American and Latino exposed to culturally exposed to the intervention subsequently obtained

Klein & women (n=1744) at two | adapted health information; | Pap smears compared with women not exposed to

Tunder, health care clinics, in New | control group not exposed | the intervention, from pre-intervention to three to

1995% York City and Los Angeles five months post-intervention at the clinic sites.

Practice/service delivery level with no control group

Anderson- Convenience sample of Diabetes self~-management | From baseline to five months post-intervention,
Loftin et al., African Americans with program adapted to culture | significant decrease in acute care visits; significant
2005 Type 2 diabetes in rural of study population; no decrease in HbA1c and fasting blood glucose; and

area (n=23) control group reported improvement in fat-related dietary habits.
D’Eramo- African American women | Convenience sample; no Significant decrease in weight, body mass index,
Melkus et al.,, | with Type 2 diabetes control group HbA1c and fasting blood glucose from baseline to
2004 (n=25) three months.

Source: Authors’ analysis.
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The studies reviewed primarily related to two areas: cancer prevention and early
detection, and diabetes care and management. Other articles included studies on asthma,

. : L 32,33,34,35,36,37,38
HIV prevention or treatment, weight loss, and fitness and nutrition. 7

Cancer Prevention and Early Detection. Nine studies addressed cancer prevention and
early detection in high-risk populations. These populations included: Native American
women in Montana,”” Spanish-speaking farm workers in California,*’ low-income African
American and Latina women in New York City and Los Angeles,*" African American

. A . . 42 . . . 43
women in the Mississippi River Delta region of Arkansas,”~ Latina women in San Diego,

44 . . . .
an ethnically diverse sample of low-income women in

native Hawailans in Hawaii,
Rochester, N.Y.,45 low-income women with low literacy in Louisiana,% and African
Americans calling a cancer information service about smoking cessation.*” While all
described their interventions as tailored for the cultural and linguistic groups, none
formally defined cultural and linguistic competence. There was no consistent model used
as the benchmark for developing or characterizing the intervention models. Features of
intervention design included: using input from the community, use of community
members or other trusted voices to deliver health information, tailoring the manner and
modality of delivery, ensuring language access (e.g., use of bilingual or bicultural
individuals, materials in preferred languages, customized approaches for low literacy),
addressing contextual issues such as transportation and insurance, and aligning messages

and approaches with cultural values, beliefs, and health practices.

In their study of low-income African American and Latina women in New York
City and Los Angeles, Yancey et al. found that playing videos—developed using input
from the study population—in the waiting rooms of medical clinics in patients’ preferred
languages resulted in an increase in Pap smears in the women exposed to the videos

compared with those who were not exposed to the videos (Chart 2).

11



Chart 2. Percentage of Women Who Had Cancer
Screening Tests in Culturally Competent Interventions
Compared to Control Groups at Two Sites

Percentage of women

40 -
30 26.9
19.4
20 14.6
10.3
10 -
0 -
Site 1 Site 2 Site 1 Site 2
intervention* intervention** control control

Intervention and control groups (n=1744)

* Statistically significant p=.01 for Site 1 ** Statistically significant p=.02 for Site 2
Source: A. K. Yancey et al., “Increased Cancer Screening Behavior in Women of Color by Culturally Sensitive Video Exposure,”
Preventive Medicine, Mar. 1995 24(2):142—48.

In a study by Davis et al., researchers found that exposure to a video developed by
and for women with low literacy and low income was more effective than a low-literacy
brochure and a personal recommendation from health care providers to have a
mammogram in increasing confirmed use of mammography at a six-month follow-up
visit. Other reported successful culturally competent approaches included using community
health workers to deliver training; one-on-one education; outreach designed with input
from the intended audience; and a case management model. While all tested the
eftectiveness of culturally competent health promotion approaches, none compared this
approach with a similar model that did not incorporate cultural competence. The failure
to use control groups to test the hypothesis that specific, culturally competent aspects of

the interventions resulted in improved outcomes is a critical gap in the current research.

A study by Orleans et al. provided culturally competent smoking cessation support
via telephone to African Americans. This study did make a comparison with an
intervention that provided the same information in a different way. The culturally
competent approach was crafted using data from previous studies with African American
smokers about motivations for quitting (e.g., deterring one’s children from smoking),
preferred ways of incorporating health information (e.g., interactive, personalized
conversation vs. standard information delivery), specific smoking patterns (e.g., low daily
smoking rates, use of menthol or high tar/high nicotine products), and contextual factors

(e.g., dealing with strong smoking norms and stress). In this direct test of a culturally
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competent approach, there was significantly increased self-reported use of pre-quitting
strategies and attempts at quitting by the group that received the tailored intervention at

six months, as well as a higher rate of quitting smoking at 12 months (Chart 3).

Chart 3. Percentage of Respondents Reporting
Seven Days Smoking Abstinence at 12 Months

Percentage of respondents

20 -
15.0
15 -
10 8.8
5
0 - T
Intervention* Control

Treatment group (n=261)

Source: C. T. Orleans et al., “A Self-Help Intervention for African American Smokers: Tailoring Cancer Information
Service Counseling for a Special Population,” Preventive Medicine, Sept.—Oct. 1998 27(5 Pt. 2):S61-S70.

Diabetes Care and Management. A total of eight articles on diabetes were reviewed

- 48,49,50,51,52,53,54,55
for this report. >

Results show a range of reductions in body mass index,
blood pressure, cholesterol, fasting blood glucose, and HbAlc (glycosylated hemoglobin),
as well as improvements in quality of life, knowledge of diabetes, and reported

nutritional intake.

According to the American College of Endocrinology Guidelines for Glycemic
Control, the HbA1c test is recommended as the primary method of assessing glycemic
control. A 1 percent reduction in HbA1c readings results in a 30 percent to 35 percent
reduction in microvascular complications and a 14 percent reduction in macrovascular
complications. Although patients in large, randomized intervention trials often fail to
achieve target HbAlc values (less than 6.5 percent), any reduction in HbA1lc significantly
decreases risk for diabetes complications.”® Although none of the studies reviewed
measured a reduction in these diabetes complications for participants, previous research has
connected reductions in HbAlc to reduced morbidity associated with diabetes. The

tollowing is a selection of articles that report HbAlc outcomes.
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Using pre-test and post-tests with one group, D’Eramo-Melkus et al. implemented
a six-week intervention with 25 black American women with diabetes. Demographic,
psychosocial, and physiological measures were taken at baseline and three months post-
intervention. The elements of the intervention described as culturally competent included
the curriculum used to guide the training, the inclusion of race-concordant providers, and
the use of culturally specific videos. “These culturally specific videos featuring black
American women served as another form of peer-modeling in an effort to increase
diabetes self-efficacy,” the authors conclude.”” They also report statistically significant
results in the reduction of weight, body mass index, HbA1c levels, and fasting blood
glucose. The study used a culturally competent intervention and showed statistically
significant change in health measurement outcomes over a three-month period. However,

the sample size was small and there was no comparison group.

Brown et al. conducted a randomized control study of 256 Mexican Americans
with Type 2 diabetes. The year-long intervention was described as culturally competent
and included the following elements: employed bilingual Mexican American providers from
the community, used videotapes showing community leaders describing their experiences,
included Mexican American diet preferences, oftered the intervention in Spanish, and
took place in accessible community settings. The control group was assigned to a wait list

and received no intervention. Chart 4 shows the HbA1c readings at three months.

Chart 4. HbA1c Percentages for Intervention Group
Compared to Control Group

HbA1c percentages

20 -
15 -
11.8 10.6 11.2
10 -
5
0 -
Baseline Baseline Intervention at Control at
intervention control three months three months

Treatment group (n=256)

Source: S. A. Brown et al., “Culturally Competent Diabetes Self-Management Education for Mexican Americans:
The Starr County Border Health Initiative,” Diabetes Care, Feb. 2002 25(2):259-68.
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The researchers reported a statistically significant difference between the control and

intervention groups over time in HbAlc, as well as reductions in other measures.

Lastly, Gilmer, Philis-Tsimikas, and Walker conducted a study of 348 ethnically
diverse individuals with diabetes receiving care at community health centers in San Diego,
Calif., including 160 in a historical control group. The intervention group received the
culturally specific diabetes management intervention, called Project Dulce, which included
bilingual and bicultural providers, peer educators from the same cultural and ethnic group
as the participants, and collaborative classes where enrollees discussed personal experiences
and beliefs about diabetes. HbA1c readings were taken at one year and compared with
those of the historical control group. The intervention group showed a statistically

significant reduction in HbA1c readings (Chart 5).

Chart 5. Change in HbA1c Percentages Among Project Duice
Participants Compared to Control Group After One Year

HbA1c percentages

10 -

8.5
8 - 7.3
6 -
4 -
2 -
0 -
Pre-test Pre-test Post-test Post-test
intervention control intervention* control

Treatment group (n=348)

* Statistically significant at p=.001
Source: T. P. Gilmer et al., “Outcomes of Project Dulce: A Culturally Specific Diabetes Management
Program,” Annals of Pharmacotherapy, May 2005 39(5):817-22. E-pub. Mar. 15, 2005.

This study was one of the few to use an ethnically and linguistically diverse sample,
and the only diabetes study among those reviewed to do so. Researchers were able to
show statistically significant improvement in measurable health outcomes using a model
that oftered culturally specific interventions to Latinos, non-Latino whites, Asians, African
Americans, and other groups. More research is needed to encompass diverse samples using
models of cultural and linguistic competence that can be adapted to participants’ culture,

preferences, and needs. The culturally specific aspects of the intervention were not
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analyzed separately, as the historical control group did not receive any intervention. This

limits the interpretation of the positive results.

Organization- or Policy-Level Studies

Only two studies addressed cultural competence at the organizational and policy level.
One study, by Campbell and Alexander, attempts to define and measure cultural competence
at the organizational level, but outcomes are measured in terms of service utilization, not
specific health outcomes.” The researchers assessed the association between culturally
competent treatment practices and utilization of ancillary services in a national sample of
618 substance abuse treatment organizations. Culturally competent treatment practices
were defined as racial or ethnic matching of staff with clients (e.g., percent of African
American staff, same-race therapist, single-race therapy groups); language concordance
(e.g., percent of bilingual staff); and cultural competency training for staft (e.g., percent of
staft trained). Measured outcomes included use of physical exams, mental health care,
financial counseling, and transportation. A 10 percent increase in the number of African
American full-time staff was associated with a 12 percent increase in the odds of clients
receiving a physical exam. In units that oftered single-race therapy groups, the odds of
receiving financial counseling was two times as high and there was a 43 percent increase in
the odds of receiving mental health care. While this study sheds light on cultural
competence at the organizational level, the definitions of cultural and linguistic

competence are very narrow, based on the frameworks presented in this report.

A study by Lieu et al. analyzed the impact of cultural competence on quality of
care, including service utilization outcomes for children with asthma and Medicaid
insurance. A survey was used to assess practice sites’ policies and organizational practices.
Six policies were chosen to assess cultural competence at the organizational level, with
scores reflecting whether sites reported incorporating the cultural competency policies.

Table 2 shows the six policies assessed to score cultural competence.

Table 2. Cultural Competence Policies

Cultural competence policies

(used for summary score), n = 83 Sites reporting policies
Reecruits ethnically diverse nurses and providers 49
Recruits bilingual nurses and providers 40
Attempts to minimize cultural barriers through printed materials 34
Ofters cross-cultural or diversity training 26
Offers training to providers to develop communication skills 16
Evaluates the level of cultural competence among providers 9

Source: T. A. Lieu et al., “Cultural Competence and Other Predictors of Asthma Care Quality for
Medicaid-Insured Children.” Pediatrics, July 2004 114(1):e102—e110.

16



Cultural competence policies were an independent predictor of quality in the care
of children with asthma, as measured by the rate of underuse of preventive medications
(associated with severe episodes and higher hospitalization rates) and parents’ rating of
care. When compared with sites with the lowest rating of cultural competence, sites with
the highest ratings had an odds ratio of 0.15, reflecting a significant decrease in underuse
of preventive medications, based on parent report. (See Chart 6.) There was
approximately a 7 percent increase (based on mean) of parents’ ratings of asthma care
among sites with the highest cultural competency scores (i.e., five to six policies present)

and lowest cultural competence scores (no policies present).

Chart 6. Association Between Cultural Competence Policies
and Underuse of Preventive Medication

Unadjusted percentage of subgroup with outcome

80 - 72
65
60 -
43
40 -
20 -
0 -
CC policies CC policies CC policies CC policies
score 5 to 6 score 3 to 4 score 1 to 2 score 0

Cultural competence policies

Source: T. A. Lieu et al., “Cultural Competence and Other Predictors of Asthma Care
Quality for Medicaid-Insured Children,” Pediatrics, July 2004 114(1):e102—e110.

It should also be noted that three policies measured for communication-related
practices—oftering access to interpreters, providing interpreter services via telephone, and
providing low literacy health education materials—are commensurate with the definition
of linguistic competence, as described in this report. The researchers indicate that these
findings strongly support the importance of continued study of the culturally and
linguistically competent characteristics of health care organizations in order to assess the
impact of that care. This study is among the first to link organizational policy, practice,
and quality of care in the cultural competence literature. Its significance cannot be
understated, as it provides fertile ground for additional research exploring the relationship
between organizational capacity for cultural and linguistic competence (i.e., the presence

of policy, structures, practices, and procedures) and quality of care.
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Trends and Future Directions

The studies reflect the following research gaps:

e initiating an intervention with a sample from only one diverse racial or ethnic

group (racial-, ethnic-, or language-specific approaches);

e calling the intervention culturally competent or a related term, but often without

tully describing or defining the culturally competent terms or elements;

e not isolating cultural competency as an independent variable in the design and not

measuring its sole eftects;
e not having a control group (including wait-listed control groups);

e comparing the intervention to groups that received a different intervention,

thereby creating barriers in the interpretation of the results;

e reporting results of the intervention as a whole, making the results difficult

to interpret.

In summary, the reviewed literature reflects promise and illustrates the positive
benefits of cultural and linguistic competence as critical components of quality and
eftective care in relation to health outcomes and well-being. The study of cultural and
linguistic competence is moving from defining the issues and identifying potential areas for
analysis to studies that attempt to examine the issues empirically. As in most fields, the first
attempts are limited in scope and may have methodological issues. The current literature is
weighted toward the role of practitioners in the provision of culturally and linguistically
competent health and mental health care and addresses only the intermediate outcomes of
targeted, short-term interventions. Table 3 summarizes the current evidence and outlines

future directions for research.
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Table 3. Future Directions for Research in Health Outcomes

Evidence Presented
and Gaps

Future Directions
for Research

Prevention and
promotion service
delivery models and
their impact on
intermediate health
outcomes

Studies that found improved
intermediate outcomes in:

= HBAI1C percentages and
blood glucose levels

= Cancer screening

= Reduction in smoking

= Reduction in blood
pressure, cholesterol level,
BMI

®= Reduction in emergency
department visits

®= Improved nutrition

Gaps
Lack of definition and
measurement of cultural and
linguistic competence
Lack of designs that isolate
effects of cultural and
linguistic competence

Studies that:

Validate the elements that
comprise a culturally and
linguistically competent
intervention

Examine the relationship
between cultural and
linguistic competence and
quality of care

Utilize articulated and
shared definitions of cultural
and linguistic competence
Refine population
definitions to include
cultural variables other than
race, ethnicity, or language
Use appropriate controls to
test for the specific effects of
the culturally and
linguistically competent
intervention

Prevention and
promotion models that
affect incidence,
morbidity and mortality

Gaps
No studies were identified
that addressed ultimate health
and mental health outcomes

Studies that:

Are longitudinal and have
sufficient sample size to
discern impacts in ultimate
health and mental health
outcomes

Organization policy,
practices, and structures
and their impact on
patient health outcomes

For the few studies that
examined cultural competence
at the organizational level,
current evidence is limited to
impact on service utilization,
satisfaction with care, and use
of preventive medication.

Gaps
No standardized measures of
cultural and linguistic
competence at the
organizational level used

Studies that:

Develop validated and
psychometrically sound
measures of organizational
cultural and linguistic
competence

Examine the relationship
between organizational
policies, practices and
structures; quality and
effectiveness of care; and
health and mental health
outcomes for individuals
and groups served

Source: Authors’ analysis.
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II. THE EVIDENCE AND THE GAPS IN SYSTEM COSTS

We see the benefits of being culturally competent as: improving efficiency in
service delivery, enhancing patient and customer satisfaction, maintaining a
competitive business advantage, improving community of health and quality of life,

o . . 59
being viewed as an employer that values an inclusive workplace.

Costs and Benefits of Cultural and Linguistic Competence: The Business Case
It 1s estimated that by 2015, one of every five U.S. dollars, or more than $4 trillion
annually, will be spent on health care.”” Given the enormity of health care costs, it is no
surprise that any discussion of culturally and linguistically competent care must include a
case for costs and affordability. Cost-benefits analysis is the process of evaluating the
expected costs in relation to benefits to determine a course of action. The business case for
cultural and linguistic competence includes understanding the potential costs and benefits
for patients, families, communities, health and mental health care providers and systems,

and producing the evidence to evaluate the fiscal implications.

Significant Increases in Culturally and Linguistically Diverse Populations. The current
focus on culturally and linguistically competent care is an urgent matter—because of the
persistence of racial and ethnic health and mental health disparities and because of nation’s
increasingly diverse population. Current and emerging demographic trends from the U.S.
Census Bureau indicate that almost one-third of the U.S. population is from racially and
ethnically diverse groups, an increase from one-fourth of the population in 1990. Census
data also indicate that more than 47 million individuals speak a language other than
English at home, and of these, more than 21 million speak English less than very well. An
estimated 25 percent of the foreign-born population, or approximately 12 million people,
live in “linguistic isolation,” defined by the Census Bureau as households in which no
person older than 14 speaks English at least very well. This trend is expected to continue.
The Census Bureau projects that by the year 2030, 60 percent of the U.S. population will
self-identify as white, non-Hispanic and 40 percent will self-identify as members of other

61,62

diverse racial and ethnic groups. These demographic trends have significant

implications—not only for the patient population but the health and mental health care

1.9049>% Given this reality, health and mental health care systems must

workforce, as we
consider the issues of cost, benefits, and affordability in their efforts to respond eftectively

to the preferences and needs of their increasingly diverse patient populations.

What Are the Costs? Most of the literature on cost centers around linguistic

competence, specifically the provision of language access services such as interpretation
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and translation. While much of the research is conceptual and inconclusive, there are data
on the costs of providing language access services. For example, it is estimated that it would
cost $268 million per year to provide interpretation services in a variety of health care
settings (including emergency rooms, outpatient visits at community health centers, hospitals,
private providers, and inpatient hospital stays) for people with limited English proficiency,
according to a report from the U.S. Office of Management and Budget (OMB).”” The
OMB also documented that costs for interpretation services range from $20 per hour to
$26 per hour for professional interpreters; $20 per hour for services provided by language
banks (usually nonprofit, community-based organizations that employ interpreters for
various programs and agencies); and $132 per hour for language line services (contracted,
multilingual medical interpretation services provided via telephone). These estimates are

consistent with others found in the literature (Table 4).°%%7%7!

Table 4. Estimated Costs of LEP Services

Visit Explanation of Cost Cost

ER wvisits 704,000 hours of interactions with limited English $8.6 million for hospitals
proficient patients in the ER

Inpatient 6.41 million hours of interactions with limited English | $78.2 million for hospitals

hospital visits

proficient patients in the inpatient units

Outpatient visits

(office-based)

1.3 million hours of interactions with limited English
proficient patients in community health centers

0.95 million hours of interactions with limited English
proficient patients in outpatient visits to hospitals

4.1 million hours of interactions with limited English
proficient patients in visits to private providers

$11.5 million for
community health centers

$12.4 million cost
for hospitals

$156.9 million for
providers

Source: OMB Report, 2002.

What Are the Benefits? The authors identified only two research studies that

examined the cost of providing interpreter services using sample and comparison patient

groups. The first study compared the cost of providing preventive, primary, and

emergency care in a large HMO to a group of patients that required interpretation services

with groups that did not require such services.”” The study took place at four health

centers serving more than 122,000 patients in Massachusetts from 1995 to 1997.

Researchers Jacobs, Shepard, Suaya, and Stone found that providing interpreter services

increased costs in the delivery of preventive services and in primary care. Results from the

study also cited that interpreter services decreased costs for emergency room visits.

However, this finding was not statistically significant when contrasted with the

comparison group.
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The study reported that: “The cost of providing one year of interpreter services for
Spanish-and Portuguese-speaking patients was $245,363 and 3,089 documented
interpretations were performed in the second year of the study with an average cost of $79
per documented interpretation”.” The estimated total cost per person for the provision of
interpreter services for one year was $279. Jacobs et al. postulate that $279 is a reasonable
increase in cost, and cost-benefits can be derived from patients accessing additional
preventive and primary care services that may potentially reduce costly complications in
tollow-up visits, medications, and other conditions. However, the study failed to quantify

these specific cost savings and benefits.

The second study, conducted in a large urban academic teaching hospital,
examined the impact of interpreter services on the intensity of emergency department
(ED) services, utilization of services in a subsequent 90-day period, and cost or charges for
said services.”* Bernstein et al. reviewed 26,573 ED records for a five-month period from
July 1999 through November 1999, and selected 500 that met inclusion criteria. The
researchers then divided the records into an interpreted group (IP), consisting of all non-
English speaking patients who received trained medical interpreter services; a non-
interpreted group (NIP), consisting of all non-English speaking patients who did not
receive interpreter services; and a comparison group, consisting of English-speaking
patients (ESPs) from the same racial and ethnic background as the first two groups. The
study was limited to four languages: Spanish, Haitian Creole, Portuguese Creole, and
English. The researchers found the “ESPs stayed in the ED longer than did NIPs and
received significantly greater intensity and volume of services than did either the IPs or
NIPs. Average charge for ESPs was $988 vs. $878 for IPs and $710 for NIPs.””> Follow-
up clinic utilization was lowest for patients who did not receive interpreter services.
Return visits to the ED and associated charges were lowest for the patients receiving
interpreter services. The researchers conclude that “use of trained interpreters was
associated with increased intensity of ED services, reduced ED return rate, increased clinic
utilization, and lower 30-day charges, without any simultaneous increase in length of stay

.. 576
or cost of visit.”

In the literature review conducted for this report, only two studies reported costs
of culturally competent and culturally specific interventions for chronic diseases.
La Roche et al. examined the efficacy of a multifamily asthma group treatment (MFAGT)
in 24 African American and Hispanic families with children with asthma.”” This
randomized, control-pilot study was designed to investigate the effectiveness of MFAGT
in asthma management and reduced ED visits. The total cost of conducting the MFAGT

was $2,295 per child and family, including staff time for pre- and post-assessment and
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three one-hour module units. Economic savings in reduced visits to the ED was $4,675
per child, and return on investment was more than 50 percent. While the study is
significantly limited by its very small sample size, the findings on efficacy and cost-
eftectiveness are promising and merit additional study. A study by Gilmer et al. studied the
pre- and post-clinical outcomes and cost-analysis of a culturally specific diabetes
management program. Findings indicate that the intervention group “experienced higher
total costs in the first year of the intervention and these costs were almost completely
attributed to the increased use of medication and diabetes testing supplies.””® Reduced

hospitalization and ED costs were not found to be statistically significant.

Determining costs for culturally competent care or interventions is far more
complex than identifying costs for language access, which encompasses a specific set of
services, technologies, and associated resources. At present, investigating the costs of
culturally competent policies is more difticult. Moreover, there are many potential indirect
costs of implementing and sustaining cultural competence within organizations and
systems. These costs include the time required to plan, implement, and evaluate effective
practices; support and mentor providers as they change behaviors, attitudes, and practice;
conduct community engagement activities; conduct staft training and professional
development activities; and routinely review research findings to assess their relevance for
policy development and clinical protocols and practice. Future research must determine
effective methodologies for addressing the complexity of cost issues surrounding cultural

competence.

Costs as described in the literature on cultural and linguistic competence are
narrowly defined. With few exceptions, costs are viewed and defined only as those
incurred by the health care organization or system, whereas the cost burden to patients,

their families, and communities are neither explored nor quantified.

Cost-Benefits. In the current social and political climate, issues of skyrocketing
health care costs, quality of care, and effectiveness of service delivery are of utmost
concern. However, few studies have focused on the cost-benefits of cultural and linguistic

competence and these have yielded diftering results.

The literature reviewed on the cost-benefits of cultural competence almost
exclusively focus on the reduction of racial and ethnic health disparities. Proponents of
culturally and linguistically competent care argue it will reduce overall health costs by:
shifting the site of care and decreasing use of expensive ED services; enhancing use of

health care services and thus decreasing delay in treatment until intervention is more
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costly; and increasing the use of preventive care and improving treatment adherence,
resulting in a reduction in health and mental health disparities and the costs of excess
morbidity and mortality. For example, the Washington Business Group on Health
(WBGH) made a rigorous business case for addressing racial and ethnic disparities.”” The
WBGH cited the use of culturally competent interventions and compliance with the
Culturally and Linguistically Appropriate Services Standards, and described the cost
burden of health disparities for employers. In 2002, “large employers assumed over $325
billion—nearly $200 billion of which were direct costs—in health expenditures for

coronary health disease among their workforces.”

However, the literature reviewed for this report does not directly link cultural
competence and cost-benefits, nor does it quantity the projected or estimated savings of
providing culturally competent care. At this time, insufficient evidence exists to draw any
definitive conclusion on the cost-benefits of cultural competency in health care. There is a
gap in the current literature of research that examines the impact of cultural competence
and cost-benefits to patients, health care organizations, employers, and the federal
government. More research is needed to examine the relationship between culturally
competent care, reducing disparities and associated cost savings or benefits within health
care practices, organizations and systems; among specific population groups; for specific

diseases and conditions; and regarding diagnostic testing, interventions, and treatment.

Most of the literature on cost benefits centers on linguistic competence, specifically
the provision of language access services such as interpretation and translation, and to a
large extent it is conceptual and non-conclusive. Some promising evidence related to
linguistic competence is emerging from preliminary findings on the business case from the
10 demonstration sites of Hablamos Juntos, a project funded by the Robert Wood
Johnson Foundation to improve patient—provider communication for Latinos. This data,
not yet published in peer-reviewed sources, was presented in Washington, D.C. at a

conference in September 2005 and is available on the organization’s Web site.

A shared finding among the Hablamos Juntos demonstration sites was that the two-
year project period was too short to document cost-benefits of effectively providing language
access for Spanish-speaking populations with limited English proficiency. Despite this
problem, two demonstration sites reported several salient findings. Temple University
Hospital developed a methodology for a return-on-investment model for language
services.” Project TeleSalud, of Molina Healthcare of California, reported data for seven
months on follow-up calls to users of a 24-hour bilingual language advice line stafted by

nurses. The data revealed that 65 percent of callers who indicated they initially intended to

24


http://www.hablamosjuntos.org/

go to the ED instead had their needs met through advice from the nurse or an office visit
to a physician.®” No data about changes in costs of care were provided. These preliminary
findings suggest the importance of further research to explore potential

cost-benefits.

Market Share. Another proposed positive fiscal impact of cultural and linguistic
competence is enhancing the revenues of providers and health plans. Health and mental
health care organizations that embrace the values of cultural and linguistic competence—
and incorporate them into their policies, structures, and practices—are well positioned in
the current marketplace, and for the future, as the diversity of the U.S. population
continues to increase. There are few studies within the current literature regarding the
challenges and opportunities health care organizations must undertake to reach changing
markets and provide services in an effective and culturally and linguistically competent
manner.”*" In a conceptual paper, Brach and Fraser document four financial incentives:
appeal to minority consumers, competition for private purchaser business, responding to

-
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public purchaser demands, and improving cost-effectiveness.”

A study by Humphreys projects that “in 2010 the combined buying power of
African Americans, Asians, and Native Americans will be $1.7 trillion—more than triple
its 1990 level . . . and that these markets will grow much faster than the white market.”™
Humphreys provides a statistical analysis of the buying power of these diverse groups,
illustrating they represent a critical and attractive market. The authors did not find primary
sources documenting market share gains or losses as a result of providing health and
mental health care to culturally and linguistically diverse groups. While there is anecdotal
evidence that some health care organizations are successfully building market share by

targeting diverse groups, this is an area that is ripe for additional research.

Staff Turnover. The business case for cultural and linguistic competency involves
the benefits associated with cost savings, as well as those derived from increased revenues.
One area that could benefit from potential savings is staff turnover, which has significant
cost implications for health and mental health care systems. Waldman, Key, Arora, and
Smith conducted a study of the cost of turnover in an academic medical center comprised
of a university hospital, medical school, and clinical practice sections.”” The researchers
found that “the average costs to hire varied from $276 for administrative assistants to
$36,743 for attending physicians.”® They calculated the annual cost of turnover (i.c.,
recruitment, hiring, training, working, and termination) represented 3.4 percent to 5.8
percent of the annual operating budget, or $17 million to $29 million on a $500 million

base across the medical center.

25



Selected findings from an examination of the literature on staft turnover in the

89,90,91,92,93 )
Most studies

health care industry largely focus on provider dissatisfaction.
reviewed focused on provider retention in underserved communities (e.g., rural and urban
settings) and those delivering care to underserved populations (i.e., culturally and
linguistically diverse, poor, and uninsured) and suggest it is more difticult to recruit and
retain providers for vulnerable populations and communities. No studies examined the
relationship between the cultural competence of the providers or organizations and
retention. One study suggests the need for a closer examination of these issues. Pathman et
al.”* found that relative dissatisfaction with pay and relationships with communities
(measured through questions about feeling at home, a sense of belonging, being respected
and strongly connected) was associated with plans to resign in nearly all physician groups.
Community engagement and the knowledge, skills, and attitudes needed for effective
cross-cultural interactions are key aspects of cultural competence. These findings support
pursuing research on the relationship of staff turnover and cultural competence,

particularly for providers serving diverse populations.

Research should attempt to link provider turnover and dissatisfaction with cultural
and linguistic factors within their practices and the community as a whole. Cultural
competence requires organizations have the capacity to: manage the dynamics of
difference, acquire and institutionalize cultural knowledge, and adapt to the diversity and
cultural contexts of communities served. Further, organizations must support their staft to
acquire knowledge and skill sets and demonstrate values and attitudes that will enable

them to work effectively cross-culturally.

Gaps in this literature that merit additional research include issues related to lack of
provider or organizational experience in serving racially and ethnically diverse patient
populations; lack of provider or organizational awareness or knowledge of the cultural
beliefs and practices within a community; presence of organizational policy, structures and
linkages that advance community engagement; and language and cultural barriers between

providers and patients.

Liability. Reduced exposure to penalties and litigation is another area for potential fiscal
savings. Most of the literature reviewed focuses on risk factors associated with liability
regarding patient—provider communication, insuring informed consent, and failure to
comply with provisions of Title VI of the Civil Rights Act 1964. An emerging set of
studies is focusing on the relationship between adverse medical events and limited English

speaking populations.
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Failure to provide interpretation and translation services may result in liability
under tort principles in several ways. For example, providers and health and mental health
care organizations may discover they are liable for damages as a result of treatment in the
absence of informed consent. Additionally, in some states the failure to convey treatment
instructions accurately may raise the presumption of negligence on the part of the
providers. Linguistic competency, as defined in this report, requires that organizations
demonstrate the capacity to convey information in a manner that is easily understood.
This may include the provision of interpretation services and translation of legally binding

documents such as consent forms. Documented cases of litigation bear this out:

e The Office of Civil Rights negotiated a resolution agreement in 2000 with a
Maine hospital, following allegations the hospital was failing to provide limited

English proficiency patients with needed interpretation services.”

e A resolution agreement was reached in February 2003 in a discrimination suit filed
on behalf of limited English speakers against Wyckoft Heights Medical Center and
Woodhull Medical and Mental Health Center in Brooklyn, N.Y., for violation of
Title VI of the Civil Rights Act and New York state statutes.”

e Ina December 2000 decision, the U.S. Court of Appeals for the Second Circuit
confirmed the plaintiff had a right to Russian sign language interpreter services if

necessary to communicate effectively with her health care providers.”

e Carter-Pokras et al.”’ report a case in which $71 million dollars was awarded to a

plaintiff due to the misinterpretation of a single word.

While most malpractice suits do not result in such enormous awards, the provision of high
quality interpretation services averages from $12 to $15 per hour for contract staff, and to
$132 per encounter for language line services, and are far less costly than the expense of

litigation.

The ability to communicate well with patients has been shown to reduce the
likelihood of malpractice claims. Studies document that the patients of physicians who are
frequently sued had numerous complaints about communication. Physicians who had
never been sued were likely to be described as concerned, accessible, and willing to

98,99,100

communicate. The literature continues to identify effective communication as an

essential element of risk management and in avoiding malpractice suits."”""'">'*>1%* The
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) developed a
database to collect and analyze root causes of serious adverse events. According to

JCAHO, of the 3,548 entries in the database between January 1995 and July 2005,
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communication was identified as the leading cause of harm, with 65 percent of the cases

listi . . 105
1st1ng communication as a root cause.

Loeb, Chang, and Divi investigated the epidemiology of adverse events attributed
to problems in communication between providers and patients with limited English
proficiency.'”® The study used retrospective and prospective data collection processes and
random sampling of incident reports for English-speaking and limited-English-speaking
patients. The study was conducted in three phases: review of the literature and patient
safety reporting data model, collection of incident reports with identities removed, and
identification of causative and contributing factors. A patient safety event taxonomy was
used to classify incident reports by impact (i.e., what), type (i.e., how), domain (i.e.,
where, who, when), cause (i.e., why) and prevention and mitigation (i.e., corrective
action). In the type category, the researchers cited significant differences between the
English-speaking and limited-English-speaking patients in areas such as inaccurate or
incomplete information, questionable advice or interpretation, questionable tracking and
tollow-up, and correct diagnosis or questionable intervention. Noted limitations include
underreporting of adverse events, incident reporting systems that capture limited
information on patient demographics, and a small sample size due to under-identification
of patients with limited English proficiency and incident reports that cite limited English
proficiency as a variable. Other researchers report similar findings. Cohen et al. conducted
a case-control study in a large, academic, regional children’s hospital in the Pacific
Northwest from January 1, 1998 to December 31, 2003 and found that hospitalized
pediatric patients with families with language barriers are more likely to experience serious

. . . . 1
medical errors than families without language barriers.'"’

Notwithstanding the limitations cited by the Loeb and Cohen studies, these studies
provide evidence that linguistic competence within a health care organization can have a
direct impact on mitigating adverse events for patients with limited English proficiency,

and consequently in reducing exposure for liability associated with such events.

The literature describes cross-cultural communication as an essential area of
knowledge of culturally competent providers, and a necessary skill given the diversity of

the patient population within the United States.”'**'*"

Providers’ ability to
communicate with individuals from different cultural and social contexts requires support
from health care organizations and the health care system. More research is needed to
identify cultural variables that promote eftective communication among patients, their

tamilies, and providers, as well as studies that make the case for reduced liability.
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Summary

Evidence to support the hypothesis proposed—that cultural and linguistic competence

would result in decreased system costs—is not currently present in the literature. The

research to support the business case for cultural and linguistic competence is still a work

in progress. There is a noticeable absence of a broadly defined framework that includes the

cost-benefits of cultural and linguistic competence to families, communities, employers,

and society. Using decreased costs as one of the primary justifications for cultural and

linguistic competence—without linking it to the cost-benefits for patients, health and

mental health care organizations, and society over time—may indeed be misguided. Table

5 summarizes the evidence presented in this report and delineates future directions for

research to strengthen the business case.

Table 5. Benefits Model: System Costs—The Business Case

Evidence Presented

Future Directions for Research

and linguistic competence and
reducing health disparities with no
evidence of impact on costs

Market share e Few studies examine the link between | Studies that:
cultural and linguistic competence and | @  Quantify the fiscal impact of
market share increasing market share of diverse
populations
e  Explore the impact of culturally and
linguistically competent practice on
market share
Cost-benefits ® Most studies concentrate on cultural Studies that:

Quantify cost-benefits or costs savings
based on actual or projected
expenditures for specific ethnic/racial
groups, diseases, interventions, and
need for diagnostic tests

Quantify projected cost-benefits of
cultural and linguistic competence to
patient, their families, and
communities

Reducing liability | e

Most studies focus on risk factors
associated with liability within the
contexts of patient—provider
communication, informed consent,
and failure to comply with provision
of Title VI of the Civil Rights Act

Studies that:

Identify cultural and language
variables that promote effective
patient-provider communication and
the relationship to reduced liability
and quality of care

Staff turnover °

Few studies examine cultural and
linguistic factors that can be attributed
to staff turnover

Studies that:

Examine the relationship of cultural
and linguistic competence to staff
turnover and retention, and associated
costs to recruit and maintain a diverse
workforce

Source: Authors’ analysis.
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There are significant gaps in the evidence for studies that describe the system costs or
make the “business case” for cultural and linguistic competence. There is also a paucity of
research that examines organizational capacity, specifically the existence of culturally and
linguistically competent policies, structures, and practices and their impact on increasing
market share and cost-benefits and reducing staff turnover and liability. Lastly, an essential
element of cultural competence is the capacity of an organization to involve patients,
tamilies, and their communities in designing, implementing, and evaluating services and
supports on an ongoing and systematic basis. Regrettably, none of the methodological
approaches referenced patient, community, or key stakeholder participation in the research

other than as subjects.
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III. CRITICAL REFLECTIONS ON THE EVIDENCE

No Consistent Framework, Logic Model, or Definition of Cultural Competence
While the term “cultural competence” may not be used in the full array of literature
reviewed in this report, many articles describe its values, principles, policies, structures,
and practices commensurate with those espoused in the Cross et al. definition.”
Researchers, however, do not consistently present a conceptual framework, logic model,
or definition for what constitutes cultural competence. This presents a challenge when

reviewing and analyzing this literature as it is difficult to discern common elements. For

9 ¢ EEANTY

example, terms such as “cultural humility,” “culturally eftective,” “culturally appropriate,”

99 ¢ 99 ¢

“culturally sensitive,” “culturally relevant,” “cross-cultural care,” and “multicultural health
care” all appear in the literature and may or may not espouse conceptual frameworks,

models, and practices that mirror those defined in this report.

Narrow Scope of Current Studies

While the studies reviewed for this report show promise for measuring the impact of
cultural and linguistic competence on health and mental health outcomes, they represent a
very narrow scope. The studies primarily focus on the service delivery level and are short-
term interventions to address intermediate outcomes, such as use of screening or
adherence to treatment or health promotion recommendations, and in some cases,
physiological measures. None address the relationship of cultural and linguistic
competence with decreased incidence of disease or decreased morbidity and mortality.

The authors identify several reasons for the narrow scope:

1. Addressing the broader set of outcomes requires long-term, longitudinal studies

with large samples to deal with the many complex covariates that affect outcomes;

2. Funders tend to focus on one disease or one population and are interested in
immediate changes in behaviors that are likely to yield long-term positive

outcomes (e.g., Increases in cancer screening rates).

3. Measuring the cultural competence of the intervention is difficult, as there are no
agreed-upon definitions or measures, as is measuring decreased incidence or

morbidity/mortality in a defined population over time; and

4. Describing, measuring, implementing, and controlling the cultural competence of
a narrowly focused and short-term intervention is far easier than studying the

impact of the broader health delivery organization or system over the long term.
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Involving Diverse Patients and Communities

The majority of studies reviewed included patients, families, and communities in various
aspects of the research process (e.g., design, sampling, instrumentation, data collection,
analysis, and dissemination). However, none of the literature on system costs or business
case described methodological approaches that referenced patient, community, or key
stakeholder involvement. The cultural competence framework as delineated in this report
requires that patients, families, and communities be systematically involved in
policymaking, administration, practice, and service delivery. Research must make
consistent eftorts to include members of diverse populations as equal partners in designing,
implementing, and evaluating health and mental health interventions that affect them and
their communities. A major benefit of this research approach is informed patients and

communities prepared to affect and sustain change for improved health and well-being.

Impact of Funding on the Evidence

The narrow scope of the research may be a result of funding practices. Funding cycles
tend to be short, particularly in comparison to the time needed to study health and mental
health outcomes. Grant cycles of two to four years are not sufficient to support the kind of
complex, longitudinal research needed to study these effects. As previously noted, funders
tend to prefer studies that address specific, limited issues and provide results that can be
translated to practice and replicated in the short-term. In addition, funding tends to be
siloed by disease, limiting the kinds of collaborative efforts needed to examine the impact
of organizational cultural and linguistic competence on a population of patients served
across diagnoses. At the same time, the focus on topics like cancer screening reflects the
special interests of funders. For example, several cancer screening studies were funded
through the Susan G. Komen Breast Cancer Foundation. The funding community should
consider effective approaches to financing research that will create an evidence base on

health outcomes and well-being in a broad-based, collaborative, and large-scale manner.

The Complexity of Collecting and Analyzing Data on Race, Ethnicity,

and Culture

There are many different beliefs about the definition of race and ethnicity and its meaning
within social, political, and biological contexts. In 1993, the Centers for Disease Control
and Prevention (CDC) noted the lack of a conceptual model for race and ethnicity in
public health research and reporting as a major obstacle to eftective collection of data, and
consequently, to interventions that address health disparities.''’ Current research largely
fails to reflect the recommendations made by the CDC, specifically that researchers
establish definitions of race and ethnicity; allow study populations to self-identify race and
ethnicity; indicate reasons for analyzing data on race and ethnicity; and document the

eftects of racism.
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Furthermore, the authors document the following challenges in cultural and

linguistic competence research:

e Data on race and ethnicity may not be collected due to policy, legislation,

or omission.
e Definition and methodology are inconsistent across data sets.

e Increasing complexity of collecting data for populations that self-identify as multi-

racial or multi-ethnic.

Race and ethnicity are not the same as culture, yet are used as proxies, because there are
not well-designed methodologies in the literature for measuring culture. The current state
of the data undermines the ability to interpret and apply research results and document the

efficacy of culturally and linguistically competence.

Public Policy to Support Future Research

There are signs of progress in public policy supporting research in cultural and linguistic
competency in the health and mental health care education and systems. For example, the
Minority Health and Health Disparities and Education Act, enacted by the 106th
Congress in 2000, established a national center on minority health and health disparities at
the National Institutes of Health, which has made new funding available for research.
However, more must be done to better integrate cultural and linguistic competency into
minority health and health disparities research initiatives. In addition, the authors make the

tollowing policy recommendations:

1. Create dedicated funding streams within the private sector and federal, state, tribal,
and territorial governments for research on cultural and linguistic competency in
health and mental health care. Funders should make longer-term investments to

gain the maximum benefits of outcomes over time.

2. Continue to create and adequately fund programs that will cultivate and support

researchers from culturally and linguistically diverse groups.

3. Develop and implement policies that require research institutions to use
participatory designs and to include culturally and linguistically diverse

communities as equal partners with researchers.

4. Create public—private partnerships that can sustain the level of resources needed
to support collaborative, large-scale, longitudinal studies that advance the

research agenda.

33



5. Create dissemination strategies and forums designed to: encourage open debate
within the field, provide research results in formats that are accessible and useful to
diverse audiences, and engage culturally and linguistically diverse patients and

communities in a meaningful manner.

Conclusion

The evidence base for cultural and linguistic competence in health and mental health care
is in an early developmental phase. Myriad conceptual, advocacy, and review articles are
represented in the literature, including those that define issues and identify important
research questions. There is also a clear emergence of empirical studies, although their
numbers are far fewer. The volume and level of evidence to support the authors’
hypothesis—that cultural and linguistic competence are critical components of quality and
eftective care in relation to health outcomes and well-being, as well as system costs—vary
significantly. The literature reviewed provides numerous examples of benefits derived
from the impact of cultural and linguistic competence on quality and effectiveness of care
in relation to health outcomes and well-being. Evidence that cultural and linguistic
competence results in decreased system costs is inconclusive and not well studied in the
literature. Early results hold great promise, however, and warrant continued investment of
intellectual and fiscal capital to support and sustain a robust research agenda on cultural

and linguistic competence in health and mental health care.
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APPENDIX

Methodology
This report utilized two approaches to identify the evidence and the gaps in research for

cultural and linguistic competence:

In Section I, the authors conducted a search of Medline through Pubmed from
January 1995 to March 2006, limited to English and human studies, linking keyword
terms to outcome-related terms: culturally appropriate, culturally sensitive, cultural belief,
cultural competence, and culturally competent AND outcome OR eftectivy OR
evidence. This yielded 561 articles. Exclusion criteria included the following categories:
reviews, concept papers, issue briefs, policy papers, articles regarding training or
preparation of workforce, population or demographic studies. Sources outside the United
States and articles in fields other than health or mental health were also excluded. Twenty-
five papers met the inclusion criteria and were reviewed. Inclusion criteria were studies
that reported outcomes in health or well-being—not including articles that measured gains
in knowledge or other intermediate outcomes that were not specifically health and mental
health outcomes. For example, one of the excluded studies examined the effect of an
intervention to increase parent—child communication as a way to decrease substance abuse

risk among youth.

In Section II, the authors conducted an exploratory search of Medline through
Pubmed, Academic Search Premier, and Health Business Elite databases through EBSCO,
LexisNexis, and the Internet, based on the framework of cultural competence and the
conceptual model of expected benefits. Articles and other references were identified using
a range of keywords related to cultural and linguistic competence including but not
limited to: culture, cultural competence, race, outcome, evidence, language access, policy,
policies, organization, ethnicity, socioeconomic, language, Spanish, staff turnover, business
case, workforce diversity, cost effective, language concordance, and racial concordance.
Articles were also identified by using related links. This approach was used for the system
costs and business case section. Due to the importance of establishing a business case, the
authors used not only primary sources, but also selected reviews, technical reports, and

conceptual papers.
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The Overall State of the Evidence for Health Outcomes and Well-Being

New areas of research, particularly in complex subjects like cultural and linguistic
competence, experience a certain developmental trajectory. Initial entries in the
professional literature may focus on reviews to identify issues for investigation and to
better define the core concepts, with early studies largely qualitative in nature. In medical
research, case reports are accepted as evidence to advance knowledge in a particular area.
Next, researchers focus on determining valid ways to describe and measure the core
concepts and variables and describe key study populations. There may also be
epidemiologic studies that suggest correlations that require further examination. It is only
at this point that carefully controlled intervention studies may be possible. For an area as
complex as cultural and linguistic competence, it may be difficult to complete controlled

studies—the “gold standard” of research studies.

The field of cultural and linguistic competence is clearly in the early stages, with a
preponderance of the literature exploring and defining the concepts and issues and
identifying important research questions. (See Chart A-1) It is now moving toward pilot
and controlled studies to test the impact of cultural and linguistic competence on quality

and eftective care in relation to health outcomes and well being.

Chart A-1. Categories of Research Yielded in the Search Strategy
(n=561)
200 - 196
144
150 -
114
100 -
59
50 - 13 25
. m - B
o I T — T T T T
Excluded Demo- Popu- Con- Reviews Prelim- Case Primary
graphic lation ceptual inary study research
with
outcome
Source: Analysis of authors’ own data.

The 144 citations identified as reviews in the search results reviewed such topics as

health disparities, health beliefs and behaviors of diverse populations, professional training
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and development, development of modules of culturally competent interventions, health
care delivery, and areas for future research. Another 114 citations were deemed to be
conceptual papers. These articles included papers on the importance of cultural and
linguistic competence, advocacy and position papers calling for changes in health care
delivery and professional training, and discussions about cultural differences in health
beliefs and behaviors and their impact on effective health care delivery. Only three of the
561 were case studies—all in the area of mental health describing adaptations of therapy
approaches to address cultural and linguistic issues for a patient or small series of patients.
Fifty-nine of the 561 citations were characterized as population studies, descriptive studies
that identified characteristics of specific populations deemed related to health outcomes,
including health beliefs and attitudes, knowledge and beliefs about specific treatment or
screening procedures, rates of positive health behaviors such as use of screening or
adherence with treatment, or health status of specific populations. These studies, however,
did not measure the impact of culturally competent intervention on screening behaviors.
Finally, seven demographic studies were identified, including studies of prevalence of
disease or condition in a broadly defined group. Chart A-1 illustrates the research

categories yielded in the search strategy.

Evidence from Experimental Design Studies

Most studies reviewed focused on some aspect of health prevention or promotion,
including enhancing adherence with lifestyle changes related to disease treatment,
increasing cancer prevention behaviors, and enhancing diabetes self-management. In
reviewing these studies, the authors used a set of criteria to assess whether the researchers
were employing culturally and linguistically competent approaches in their interventions.
These criteria are based on the cultural and linguistic competence framework and definitions
described in this report and others, espoused by Bronheim and Sockalingam,''” and assess

whether reviewed studies implemented any or all of the following:

e identify and engage key partners from the community for which interventions

were intended in design, implementation, and analysis;
e determine and define the intended recipients in terms of cultural variables;

e choose health messages, materials, and approaches that addressed audience beliefs,
values, practices, trusted sources of information, and preferred ways of receiving

information;

e choose delivery models that address audience preferred formats, language, sources

of health information, and modes of interacting;
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e take into account the social, geographic, economic and political context of the

community; and

e test approaches with a sample of the intended audience and use feedback to

improve approach before going to scale.

Thirteen of the reviewed studies were deemed to be preliminary reports. These
were published reports of the process and outcomes of methods, such as focus groups used
to build content validity for interventions, partnership-building to create culturally
competent interventions, or pilot-testing the feasibility and appropriateness of interventions.
These studies addressed education about cancer screening, genetic testing, organ donation,

. . L 113,114,115,116,117,118,119,120,121,122,123,124,125
diabetes, weight control and HIV/AIDS prevention.
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