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Issue bref prepared by Jean Lau Chin,Ed.D.,
President of CEO Seites,providing dinical, educa
tional, and oganizaional sewvices with an emphasis
on cultually competenintegrated systems of car She
is a practicing psybologist in Quing, MA, with 30
years of dinical, consultingand mangement gpeli-
ence intuding: Regional Director Mass Behwioral
Health Rartnership; Executive Director South Cee
Community Health Center; andCo-Director Douglas
A.Thom Clinic

Intr oduction

The m@pid growth of the non-Wite populdion in
Massabusetts dung the last decade mars tha of the
U.S. populdion with racial/ethnic mindties in 1995
making up 27% of the total poptilan. Forty peicent of
the US. populdion will be immigants or frst genee-
tion Americans ly the year 2000. Estintas pedict tha
racial/ethnic mindties in the US. will make up 48% of
the total populaon by 2050; 14.4% will be Bldg
22.5% Hispanic9.7%AsianAmerican,0.9%American
Indian,and 52.5%Nhite.l This does not inade nev
migrations from Euope

The gowing diversity of the US. populdion is
reflected also in the hetageneity within acial/ethnic
minority groups. Blaks indudeAfricanAmericans,
Haitian Ceole and other Calbbean goups,while His-
panic or Laino Americans ind¢ude indviduals fom
SouthAmerica, Cential America, Mexicans,Cubans,
Pueto Ricans,and othes. AsianAmericans in¢ude
over 40 goups,with the most common in Massage
setts being Chines¥ietnamesgCambodianKorean,
Filipino, Japanese and Indian. N#ve Americans
include 365 tibes,with theWampanog and Micmac
tribes being most common in Masbkasetts. Eat of
the racial/ethnic goups has emphasid the signitant
hetengeneity within goups with espect to poputan
demayraphics and healthigk factois 2

Ead racial/ethnic goup has sought to elimitea
the aderse efects of acism and steotypes wile sup
porting the impotance of &ending to unique up
differences.The pevalence of ngative steeotypes ér
Blacks and Hispanics and thease efects of the
healtly model minoity myth for Asians hae resulted in
disciiminatory practices in sefice delvery and
resouce allocaion for all of these gups. Yet, it is
clear tha the sociopolitical conte of poverty, racism,
immigration, and cultue has had a sigmifant beaing
on health sttus,health cae utilization, and access to
care for all racial/ethnic goups.

Movement Fom Cultur al Sensitvity to
Cultur al Competence

Demandsdr cultual competence ase out of the
failures of the setice delivery system to beasponsie
to all sgments of the popui@n. Initially, an emphasis
on cultual sensitvity was stessed wien poviding
sewices to ethnic minaties and cultually different
groups,especial given languge and cultual bariers
faced ly non-English speaking immignts/efugees,
and @acial and economic baers faced ly ethnic
minorities. While this meante@sponsieness to cultad
differences in #itudes,behaiors, beliefs,values and
lif estyles as @il as languge, the system contired to
fail for these undeewved goups. The comnunity
health and mental health rements deetailed with the
Civil Rights Movement of the60s, giving voice to the
dilemma of @encies and comunities gappling with
the availability of sewices to ethnic mindties and lav
income populons.

During the‘80s, this focus on cultual sensitvity
shifted to a demanaf cultuial competence.e., askill-
focused paadigm over one of mez sensitiity. While
the use of bilingual/bicultat providers and the imper
tance of &miliarity with the cultue of one$ dients
contirued to be s#&ssedthis transbrmation to a skill-
focused padigm esulted in drts duing the‘90s to
opetionalize and dahe those components necegsar
to adhieve cultual competence

As manged cae and health carreform efforts
grew duiing the'90s, advocaes of cultual competence
expressed amwing concen tha the small gins made
by institutions and gencies within the health eadelv-
ery system in the gvious decade to become cutilly
competent could mo be lost. In an esironment of cost
containmentmary fear tha cultural competence as a
priority would be subatinated to economic and et
incentves.

Defining Cultur al Competence

Cultural competence as initially defined by the
Children andAdolescent Setice System Rigrams
(CASSP) initidive in its seminal morgraph, Toward a
Culturally Competent System of @rin 1989. Deel-
oped as a modebf sewices to minoity children who
are s@erely emotionaly disturbedit emphasied a sys
tems pespectve consisting ofdur levels:

* Policy making
* Administrative



* Practitioner
e Consumer

The CASSP défied cultual competence along a
developmental continum from cultual destuctiveness
to cultural proficieng as:

"A set of conguent behasiors, attitudes,and polk
cies thda come tgether in a systermagenagy, or
amongst pofessionals and erdes thd system,
agenoy, or those pofessionals to wrk efectively
in cross-cultual situaions. The word culture is
used because it implies the igtated patern of
human behwior that includes thoughts;omnuni-
cations, actions, customs,beliefs, values, and
institutions of a acial, ethnig religious, or social

Other definitions hae delineted oserarching piin-
ciples necesswrfor institutions and @viders if they are
to provide cultullly competent seices. The stae of
Washington issued dueprint for providing a fame
worké while other dehitions indude: principles of
diversity and diference’ conceptualizaions of ogank
zational change,® opemtionalizaion of multicultural
counseling competenciésttending to cultue in diay-
nosis using the DSM ¥ guidelines ér counseling the
culturally different1! developmental model¥? and self-
reflection modeld3

Yet, there is a gneal sense thafew providers
have thought hout biases themay bring to padient
encountes or dout their ovn cultural/ethnic bak-
ground health beliefsand pactices.Their goal is often

group. The word competence is used because it to get the psient to conbrm to the mainselam,and not

implies haiing the cpacity to function ééctively.
A culturally competent system of eaaknowl-
edges and incoporates—a all levels—the
importance of cultug, the assessment ofoss-cu
tural relations, vigilance tovards the gnamics
that result fom cultual differencesthe expansion
of cultural knowledge, and the adptation of sew-
ices to cultually unique needst"

Many definitions of cultual competence va
since emaged, often focused on the pcess necessar
to adnieve it, or the citeria to decide if it gists. The
California Cultual CompetengTask Force, estdlished
in 1993 ly its Depaitment of Mental Health is one duc
example It defned a cultually competent prcess as
one

"which requires indviduals and systems towop
and &pand their dility to know about,be sensi
tive to,and have respectdr cultural diversity. The
result of this pocess should be an ireased
awarenessaccetance valuing and utilizaion of
and an openness to leafrom gnerl and health
related beliefspractices,traditions,languages,
religions, histories and curent needs of ingidu-
als and the cultual groups to vhich they belong
Cultural competeng is gopropriate and efective
comnunicaion which requires the willingness to
listen to and leam from membex of diverse cu}
tures, and the povision of sevices and
information in gopropriate languaes,at appropri-
ate compehension and litexcy levels,and in the
context of an indvidual’s cultural health beliefs
and plctices.®

to meet them on their cul@irground In medicinethis
quickly transldes into p#ent dtitudes d@out health
which will affect compliancetraditions,and vievs of
religion and deth which will influence #ention to dis
cussion of disease and disease ngangnt,views of
race and pwer which will influence the nare of the
comnunicdion between doctor and piant4.15

While health cae providers hare been wged to be
cognizant of cultual traits,religious beliefsconcepts of
health,and health mactices thare uncommon iWest
em medicine the following scenaos illustrate only
some of the issues thaay arise 16

 Prescibing practices:A physician pescibes
medicaion without knaving or asking hout the
patient's use of an herbal medicine tthHaas
adverse inteaction efects.

* Erroneous tansldion: A Latino dient sa/s her
child is "se me erd@mo" which was tanslded as
"he got sikk." The plysician does notealize the
sefiousness aded to this and dismisses it as
inconsequential?

« Poorer accessdr non-English speaking pents:
A Latino immigrant diggnosed with bronic ba&
pain and an ulcer ieferred to a hospitaldr a
special test; she complains tishe vould rather
die than to kep going. "First, | have to wake up
eaty in the moning, leave home bhout 7AM for
the hospital. |\ait and vait to have this special
test,and come homeyp4PM. A transldor is not
always available. | think the test tads ony ten
minutes,but | hase to wait 5-6 hous."



* Folk remedies usedypAsianAmerican goups
misundestood ly providers: A Cambodian
refugee uses cad@or coin ubbing to dispel the
"pad wind" or to restoe ndural balance
between hot and cold elements of thevanse
when her daughter igferish. The buise left ty
this remed is reported as buse ly the povider.

Mistrust of the health carsystem and pviders:
An African American pdient does noteatum
after he is told of a me expelimental pocedue
to be useddr his condition. He is adid tha he
will be used in gpeiimentaion like the subjects
in theTuskegee syphilis gpeliments.

Cultur al Competence in Health Cae

While mary of the cultual competence initiaves
originated in the mental health ema,these quikly
mushoomed into the healthema as wll. Increasingy,
the needdr providers and serice delvery systems to
be cultuelly competent has becomeepsing fueled ty
economic impeatives. As ad/ocay groups dallenge
the system to see diverse sgments of the poputian,
and as ethnic mindres gow in maket shae, there is
economic alue in maketing to a dierse populéon.
Diversity and cultual competence lva become bzz
words for good hiusiness wile also s#sfying
affirmative action objecties.

Nevertheless, cultural competence hasey to
achieve a stéus as being inggal to health pofessions
training18 or essential to standis of pofessional pac
tice. The relevance of indridual and cultual bias,and
provider and institutionalalues as theinfluence health
care utilizetion, sewice delvery systemsand lifestyle
behaiors has gt to be ecaynized Discussions of cul
tural competence in health @eagenerlly have been
limited to languge access or thédity of providers to
commnunicée with their péents.

How is cultumal competence digérent in health
care? While cultural competence shdy made its \ay
into the languge and pactices of the health eadelv-
ery system, this vared acpss
Tedchnology-based specialtiesere less lilkely to see
cultural competence alevant to its pactice while
community health and pmary cae settings \@re moe
likely to view it as impotant gven the moe direct inter
face with péents,families,and commnities.

specialties.

IMPACT OF TRENDS IN
HEALTH CARE

National trends within health carhave had a sig
nificant impact on thevelution of cultual competence
within health cae. Mary of the dhangs in eimhburse
ment and in the m&etplace n#onally have been
mirrored within Massduusetts.

Racial Disparties

Cultural competence has been inétely inter-
woven with minoity health pemised upon the
importance of apropriate disease magament and &
vention as it elaes to the popution. Consequeny
the pesence ofacial dispaities in disease incidence
prevalence and health stas sugests a system thhas
not beenesponsie to all sgments of the poputi@n.

The 1985 Rport of the Seaetar’s Task Force on
Black and Minoity Healtht® began the discussion on
racial dispaities in health.While Blads and Hispanics
demonstated signifcant dispaties from Whites on the
six leading causes of di#ma Asian Americans and
Native Americans did not een gpear on theltats,
"suggesting their god overall health." While this
report on racial dispaities has been posig in diawing
naional and local &ention to impoving Bladk and His
panic health stas,it has beenfrallenged for ignoiing
significant and meaningful dispaes among other eth
nic minoiity groups. Asian American and N&ve
American goups,in paticular, have citicized its inade
guacies in masking signifant diferences among those
racial/ethnic goups vho male up a disprpottionaely
smaller shar of the populigon. This resulted in éw of
the Healtly People 2000 objectes tageting these
groups?0 The pulbic health déasets upon hich this
report is based hae also beenhallengd because of
their failure to disggregate racial/ethnic goups,insuf-
ficient sample sigs to allev meaningful anglses?!
inadequée sampling methodsind selection bias in
identifying diseasesetevant and spedi to ethnic
minority populdions.

A major citicism of racial dispaities has been the
use of a compative paadigm in vhich minotity health
is defned ajainst awhite standat. This compaison
ignores other signifiant tends and dierences in health
staus not bund within thewhite popul&ions; it has
adversely resulted in eeaing and sustaining steotypes
that result in ignoing the health needs arelevant indk
caors of health staus among ethnic minty



populdions. For example while hepditis B and tuber
culosis carier rates among\sianAmericans vwere moe
than ten timesrgaer than in th&Vhite populdion, they
did not male the list of indictors.

The Ndional Compaative Suwey of Minority
Health Cae in 19952 in fact, shoved tha minority
adults flom all four racial/ethnic goups,i.e., Black,
Hispanig Asian, and Naive American, are twice as
likely asWhites to be uninsed. In adlition, they are
more likely to expelience dificulties in eceving gpro-
priate and needed medical eathey have less hoice as
to where they receve cae and less access tegular
sources of cag, and they report more neative experi-
ences with the health aasystem.

In February 1998,President Clinton announced an

Eliminating Racial Dispadties Initiative tha set a
national goal to eliminae longstanding dispdies in

health staus amongacial/ethnic mindty groups ly the

Year 201®3 Calling for collaborative pubic-private

partnerships,this efort dovetails with Pesident Clin

ton’s Race Initiéive, which recommends a Theprint

for naional policy to eliminae racial dispaities, to

bridge the mcial dvide, and to alue dversity in

embmacing common alues.?4 These initidives,in tum,

dovetail with the Healti People 2010 initidve of the
U.S. Depattment of Health and Human Séces,the

overall goal of which is to impove the health of all
Amelicans though disease pvention25

Stae and local health gaitments hae responded
to these initiives to eliminge dispaities in health sta
tus. Gawemor Michael Dukakis ppointed a taskafrce
to examine lav birthweight and in&nt motality in
1990; this esulted in a majoredenlly funded Health
Stat Initiative in Boston to adress the disppotionae
rates of infint de¢hs within Blak and Hispanic com
munities duing the'90s. These issueseawe revisited in
1997 though the Mgor's Infant Mottality Summit in
Boston. The Naional Associdion of County Health
Officials’ Multicultural Health Pojec® paired health
depatments with commanity-based aganizaions to
increase access to eafor taigeted populons, stress
ing the impotance of collaoration. Most ecenty, the
Massabusetts Dpaitment of Pubic Health,Office for
Minority Health bgan a stategic planning pocess in
1996,and hasdrmed a Minoity HealthAdvisory boad
that will help the dparttment adress health dispiies.

Population Demagraphics

The measwement of health stas,sewice utiliza
tion, quality and access to @has been iical to
identifying the health of the tian's populéion and its
comrmunities. Typically, national and stee pubic health
datasets hee used global inditars as a basi®f policy
planning program deelopmentand esouce alloca
tion. With the gowing diversity of the US. populdion,
racial dassificaion and the use of ethnic idergis have
become signiiant \ariables within these dasets.

The use of ethnic identdrs, i.e., who males up
the populéion, enales poliymalers, payers, and sev-
ice providers to taget inteventions to spedié
populdion needsand theefore, reflects cultual com
petence The aility of a system of car to identify
patems of utilizaion, quality, and accesf different
racial/ethnic goups is impaant because therxist dif-
ferential pevalence paems and pidemiolaic rates of
disease It also eflects the gowing belief th& a unt
form standad based on th&/hite popul&ion can no
longer be the nan for pubic health indic¢ors, and tha
data needs to be diggregated for meaningful angkis
and competent health planninghe US. Census
recenty increased theumber of acial/ethnic tassif-
caions for the 2000 censusand will allov for
multi-racial dassifcations. In Massduusetts,the
Depatment of Pubc Health compiled Lano and
Asian daabooks on biths in 1993 tward this efort.27
The City of Boston also lgan to collect d& on
race/ethnicity in itdealth of Bostomeport.28

In generl havever, pubic health dtasets typicajl
do not disggregate ethnic goups,or ae insuficient in
identifying racial goup diferencestherefore losing the
oppotunity for meaningful angkis. Racial/ethnic
data, if available, tend to be limited toVhite, Hispanig
and Bla&. Naive Americans andisianAmericans ae
genearlly excluded as well as signifcant subgoups
within the Hispanic and Bl&gopuldions,e.g., Haitian
Creole The Laino Coalition br a Healtly California,
and theAsian Racific IslanderAmerican Health Brum
at the naional level, and the L&éino Health Déa Con
sortium in Massahusetts hee suppoted initidives to
disaggregate dda.

Growing Integration of Sewices

The @pid growth of manged cae, privatization of
sewvices,increased competition within the tery care
systemand health carreform provided the impetusoir
rapid change in the health carewironment. This influ-



enced a gwing integration of sewices betveen pi-
marty and tetiary care, between health and mental
health cae, between hospitals and comunity-based
systemsetc Several factos hare contibuted to a gow-
ing integration of these systems of ear

Emphasis on cost containmessulted in aapid
growth of manged cae with over 40% of Massdur
setts esidents ne@ enplled in health maintenance
organizaions (HMOs),compaed to its nearlasence in
the‘80s. As primary care poviders became theage-
keepers of sevices within a manged cae system,
hospital systems needed testiucture themseles to
maintain maket shae. The derelopment of hospital

networks and intgrated systems became a means to

suwival, and competitiondr covered lives gew as a
means to maintain mieet shae. During the'90s, hos

pital dosings and megers involved all the major phgers

in Massabusetts inesponse tolmnges in the mdet

place andeimbursement metanisms.

Health and mental health systemich have his
torically been sparate, are nav also being intgrated in
response to theseetrds. A growing recanition of psy
chosocial infuences on liéstyle behaiors, patient
complianceand disease magament andadence tha
the onset and cose of dironic disease conditions can
be modifed by lifestyle behaiors hare resulted in a
growing emphasis on prention and p@ent educton.
The infuence of sociocultal factos on lifestyle
behaiors, and rcial/ethnic diferences in health
beliefs,lif estyle behaors,and health behéors male
this an issue of cultat competence

A growing consumer meement has also cen
tributed to a gowing integration of sewices with
emphasis on consumenaice and consumer emger-
ment. Consumer pacipation in health cag decision
making emphasis on pient saisfaction,and epanded
benefts to indude acupunct@ respond to consumer
demand With changng populdion demaraphics,
wholistic health beliefs;common among marethnic
minority comnmunities,have resulted in a demanaif
mind-bod; approades to health carand taditional
health cae methods sut as herbal medicine
Providers, hospitalsand pgers, alike, are bejinning to
realizz the economicalue of accommoding a dverse
populaion in oder to cature maket shae. Growing
interest in altenative medicine hasxtended to the
majolity populdion, creding greaer consumer demand
for sut products and seices bgond tha of racial/eth
nic comnunities.

Megaproviders and Networks

As Massahusetts bgan to pivatize its puchase
of sewices,the emegence of mgaproviders, coalitions,
and netwrks also became the meansvthich to cain a
place &the tdle for ngyotiating contiacts andates in
human serices. With the gowing integration of sew-
ices, size has become ineasingy important for
suwvival. "Mainsteam institutions" and ngeproviders
increasingy are patneling with comnunity-based
organizdions to @in access to mindy comrmunities
and ethnic-spedi providers. The esouces of lage
institutions and access to miltgrcommunities hae
creded dtractive patnerships.

The aility of megaproviders and netwrks to mir
ror and be@sponsie to their desigrtad comnunities is
becoming an economic im@tive, representing a shift
from the baiitable oHigation of non-pofit hospitals
under commnity benefis. The MassdtusettAttorney
Geneal (A.G.) issued wluntaly Commnunity Beneits
Guidelines 6r Nonpofit Acute Cae Hospitals in
19949 tha encoueged hospitals to pvide beneits
tha enhance the health sta of designeed comnuni-
ties and aim toaduce acial and ethnic dispgies in
health sttus. TheA.G.'s Comnunity Beneits Guide
lines for Health Maintenance @anizaions,issued in
199630 encourge a commitment toaducing cultual,
linguistic, and plysical bariers to accesslb health ca
at key points of péent contact.

The deelopment of intgrated netvorks and meg-
ers was fueled b the need to pvide a compehensie
continuum of cae. The emegence of mgaproviders
enaled different entities to combine theirgeltise and
like entities to cature geder maket shae. However,
we ae curently seeing itsdilure as the dfferent cut
tures within these mged entities could not be melded
At the same time the gowing dominance of
megaproviders ae bajinning to theaen the vidility of
small comnunity-based aganizaions tha have histor-
cally tamgeted ethnic-spedd comnunities. Poviders
who dispopottionately seve and maintain ties to ethnic
minority commnunities could disppear As
megaproviders bagin to dive the standal for health
car delvery, the demise of ethnic-specifigencies and
comnunity-based aganizaions could beaplaced ly
mainsteam compghensie systems.

Cultural competence hasw different meaning
for organizaions whose missions ardedicted to sev-
ing culturally specifc populdions (i.e, ethnic-specit
agencies or comimmity-based aganizgions (CBOSs))



Vs. institutions mose missions ardedicéed to seving
all populdions (i.e, mainsteam a@encies). A CBO
responsie to all populions would dilute its ery mis-
sion while cultural competence is certo its mission
and pograms. The goal of CBOs is not to be mer
diverse but to fill an unmet need and adcae for the
larger system to become neresponsie to its tageted
populdion. Within large mainsteam institutionsgul-
tural competence often meanweliity initiatives to
ensue thd the institution is@sponasie to mcial/ethnic
populaions. While the demanddr all systems to
become cultually competent is dtical, the ole of and
criteria for comnunity-based aganizdions nust be dif
ferent fom those within the maingam.

SERVICE DELIVER Y ISSUES:
COSTLY VS. COST EFFECTIVE

Most initiatives on cultual competenceoicus on
the sevice delvery systemsand the skills ortiitudes
of providers within tha system. Essentig|lWho deliv-
ers the cae? As the demanddr institutions to be
culturally competent hasrgwn, the rumber of vork-
shops, conferences, and taining to pomote the
diversity, awarenessand skills of poviders seving a
diverse popultion has nishioomed Mary institutions
now have cultual competence inittaves or desigrtad
offices to adress specifi needs of ethnic minity pop-
ulations. It is commondr omganizdions to aticulate a
commitment to diersity, multiculturalism or cultual
competence in theiragls,objectives,or mission stee-
ments.

Few initiatives ocus on a secon@nd perhps
more impotant questionWhat is the system of car
and is it cultually competent?An examinaion of the
govemance administative and consumer Vels is as
important as gamining povider competencies.To
ensue thd the system is cultatly competentsystemic
variables to @aluae these leels for all sgments of the
populaion indude: Do all sggments of the populi@n
have equal access to a?What are the utilizéion pa-
terns pr different racial/ethnic goups? Is quality of
care povided as meased ty health sttus of the desig
nated populéion groups?

Access to Cae

Access to cag; or the dgree to vhich sewvices ae
cornvenient,quickly and eadily obtaindle, is a coe cii-

terion. This has been aijmnary focus of cultual com
petence actities, typically descibed as cultual and
linguistic bariers to cae. Can diverse sgments of the
populaion access ca? For non-English speaking
populdions, the paucity of bilingual mviders has
necessiteed intepretes as intemediaies in the
provider-patient dyad While few have agued the
importance of being lale to comnunicae with the
patient in his/her pmary languae, controversy has
occured over its implementéon and cost. Bilingual
providers ae generlly more available within ethnic-
specifc agencies and comumity-based ajanizdions.
This is complementedybinterpretess, often hied as
nursing assistantgase marngers, or outead workers
to perbrm other pé&ent-relaed functions.Within hos
pitals,interpreter poolsdr different languges ae often
used and taged to vhete they are neededAT&T inter-
pretels ae commory used br badk-up or for more
esoteic dialects and langges; this has beeniticized
because it is noate-to-bce and is often pvided by
untrained intepreters or ones Wwo ae uneimiliar with
medical teminology. The use of intgireters, in gen
eral, has been dticized because of long aits,
inappropriate transldions,and incorenience in deed
uling gopointments. Itskasence altgether or the use of
family membes, especialy young dildren, as inter
pretess has been gerely criticized

While genearlly consideed necessgrto ensue
access to cay the cost of intgrreters is not actored
into reimbursement metanisms. Differential reim-
bursement or incenies is also notdctoed in for
bilingual poviders. Some gencies and institutions
include diferential py scales dr bilingual poviders as
a reciuitment incentie. While this is a positie pac
tice, it has inadertently resulted in their competition
with ethnic-specit agencies vino ae undle to mach
these pw differentials when the majaty of their staf
are bilingual,and thee is no diferential in Eimhurse
ment.

Cultural bariers, while recaynized as impdant to
cultural competenceare often gven little atention in
the implement&on of programs and policies. Institu
tions hae dtempted to povide not ony translded
maerials, but also méerials tha are cultually relevant
and gproprate in their maketing and ouwad eforts.
Institutions hae also povided in-sevice training to
promote cultual avareness or bild cultural knavledge
of racial/ethnic goups thathey sewe, often desdbed
as dversity, multicultural, or cultuial competence initia
tives.



Utilization

Utilization refers to which serices ae being used
their availability in a system,how frequenty, and
whether their use isppropriate. What are the utiliza
tion paterns acoss dverse sgments of the popuian?
Enabling sewices suppding the medical visit hae typ
ically been &und to be necessarto promote
appropriate utilizaion when working with low income
and ethnic mindty populdions. Enaling sewices,
which indude case mamggment,outread, transpota-
tion, babysitting, and those sg&ices enaling clients to
use the systenalso hae been omitted éMm most eim-
bursement mdtanisms; if povided, they are expected
to be ceered ty grants. Calibrnia and Havaii include
an adjustment in their pdation rates of g@proximately
$1.50 to cwer the cost of these sfres.

Utilization patems hae been shan to differ by
populaion variables. Lov income immigrants/
refugees fom ethnic/minoity groups typicaly delay
entry into cae, undeutilize sevices,and/or werutilize
emepgeng/ room sevices because of langyg cultural,
and fnancial bariers. While mary ethnic-specit
agencies hae oganized their pogram sevices to po-
mote gpropriate utiliztion, cost bendf analyses of
these siategies hae not been conducted’he use of
ethnic identifers would help to pomote this pocess.

Quality of Care

Quiality refers to the questionklow good is the
care once it iseceived? While ealier emphasis in cul
tural competence hasd¢used on access and utitina
issuesthere is nav an inceasing 6cus on cultually

competent gnciples of quality and outcomes. Some

principles of quality intude:

 Access to cultally competent s&ices

e Linguistically appropriate and cultually relevant
sewvices a all points of tient contact

 Biculturalism and mlticulturalism as a model
for assessment and iniention

* Clinical outcomes Wwich promote impoved
health sttus of the tageted commnities

Principles of dversity3! and cultual competenc&
increasingy are being diculated as impdant to a qual
ity health cae system. Comuomity health psylology
integrating biopsytosocial &ctors and emphasizing a
comnunity-based pproac to health ca delivery has
also been mposed as a mod&. However, these pin-

ciples hae not been #@nslded into measable out
comes,professional standds, or competencies tha
have been institutionalizd within the mains&am
health cae delvery system. Oftenthe «istence of an
institutional dversity initiative is used as the soldter
rion for defning its cultual competenz Moreover, the
assessment of cultalrcompetence is often limited to
provider skills without looking of systemic issues
within an institution or maascopic issues of health
professions tining professional andegulatory bodies
who set the standds,and pgers who detemine the
reimbursement ates. The colldoration and intesec
tion of these mltiple sectos ae citical. Cultuml
competence is cogtWwhen instituted as an debn ink
tiative, but cost-efective when intgrated into the
multiple factoss ciitical to providing quality health ca

Different sectas chamacteize the serice delvery
system. Onexample of an €brt in the hospital sector
is the Ofice of Comnunity Beneits & the Beth Isael-
Deaconess Medical Centerhich contains a Cultal
Competence Qarsight Committee to looktats omgani
zational ewvironment,workforce, and padient cae to
evaluade and deelop its cultual competence It has
published nevslettes, suppoted ewironmental and
protocol hhanges,and hosted miticultural events and
conferences to deelop the "lusiness casef cultural
competencg It also has wrked with the Piker Insti
tute to incoporate the péent's pespectve to impove
care thiough the intusion of health beliefd¢p under
stand and ingrate cultual pespectves of pséients into
care and to alue cultual differences. Meases,how-
ever, have yet to be deeloped

Community health centes; on the other handee a
dispropottionate rumber of lav income and ethnic
minority clients. A handful of them & ethnic-speci¢
agencies tageting racial/ethnic populgons, and ae
committed to beingasponsie to the speciiracial/eth
nic groups thg serve. Cultural competence is ingeal
to the ppgrams and missions of thesgeacies. Man
of the comnunity-based ajanizdions ae ethnic-spe
cific agencies tageting Blad, Latino, Asian or Naive
American comnunities. Most stded as gasspots
organizdions and hee stong social sesice, comnu-
nity outread, or cvic sevice componentsThe Ldino
Health Institute is one shcgeng targeting the His
panic comnanity, and combining pvention and
community outread actvities with pullic health,and
reseach actvities. It ofers training and consulteon on
cultural competence



TRAINING ISSUES

An examindion of health pofession taining is
important to assess the culéicompetence of the insti
tutions taining the poviders who deliver the cae.
Currently, mary are playing cach-up by providing
workshopstraining and contiming eduction coner-
ences Or providers to deelop their cultual
competence Often,this tales the érm of cultual
knowledge @out specift populdions and commnities
under the pFmise thaone nust knav about the beliefs,
values practicesand lifestyles of a péicular cultue in
order to work with membes from thd culture. Less fe-
quent, but mor impotant, is the pesentéion of
multicultural principles and cultually competent
framavorks to guide pactice

The Society ofTeahers of Family Medicine
(STFM) pubished curiculum guidelinesdr teating
culturally sensitve and competent health eao family
medicine esidents and other healthofgssions stu
dents34 The Health of the Puig Initiative was funded
by the Rew and Rokefeller Founddions for medical
sahool training, with programs local at Tufts Univer-
sity Sdool of Medicine Depatment of FRmily
Medicine and Comumity Health and aCambidge
Hospital. This initiative used a systemigproad to
promote the health of comumities and toeolient aca
demic health centsitovard comnunity health need%

Two gpproadies to health pfessions &ining ele-
vant to cultual competence arimpotant to mention.
The Center ér Comnunity Health, Educdion,
Reseath, and Sevice (CCHERS) and Centerorf
Minority Training Pogram (CMTP) tain health and
mental health mfessionals taeting dverse popula
tions, and hae deeloped cultually competent
approades to adress specifi populdion needs. CCH
ERS is onexample of a commmity-based pepectve
with a holistic vision of health pfessionalsdcused on
proactive sevices to the comuomities in vhich they live
and work. Its goals ae to povide an "out-of-hospital
educaional systemdr professionals to daler comnu-
nity focusedreal world health cae decisionsand to
crede academic/comomity patnerships.” The other
approad has been tlough an gerarching initiative
within a geneic training pogram to be maz cultually
competent andesponsie in seving diverse popula
tions. Havard Medical Stool and Beth Isxel
Deaconess Medical Centéare two sud institutions
tha ariculate a commitment to dersity and hsae
"made the bsiness cas®f cultuial competencé

GUIDELINES AND STANDARDS

Cultural competence has ireasingy cgptured the
imagination of those in health and human\gees. The
public sector sewice delvery systemtraining institu
tions, regulaory authoities, and pgers all hare begun
to indude concpts of dizersity and cultual competence
in their mission st@ments and to delop dversity,
multicultural, and/or cultual competence initiaves.
While guidelines and standir hare alvays guided the
professions in the difition of quality, there is a gow-
ing emphasis on quality indit@s and outcomes tha
are less aspational and moe measuable.

Professional Standads

What are the standats or guidelines to defe cut
turally competent quality? To dae, cultural
competence has been ithefd as aspational pinciples
or guidelines.Access to ca (i.e, Can thg get in?),
Utilization patems (i.e, Do they use it}, and Quality of
cae (i.e, How good is it for cultual competence ha
not been wnslded into quality indictors or outcomes
tha are monitoed, evaluaed, or mandéed as pofes
sional andegulaory standads.

The Ofice for Ethnic Minoity Affairs of the
American Psybological Associdion issued Guidelines
for Poviders of Psybological Sewices to
Linguistic/Ethnic Minoity populaions in 1990 to -
vide a sociocultual framevork for psydologists to
consider drerse \alues, interactional styles,and
cultural expectdions in a systenii fashion3” Massa
chusetts was the fist,and one ofdéw staes,to mandée
program and pofessional gpefience equirements
related to acial/ethnic basis of betiar for the licen
sute of psytologists in 1993j.e., cultural competence
became a mficiency necessarfor professional licen
sure. This has t to be gpanded to other pfessions.
Researh evaluaion guidelines8 program guidelines,
and ethical guideline®f providers all have been deel-
oped to afculate aspiational piinciples to defie these
competenciesThe Calibrnia Depaitment of Mental
Health,mentioned bove, estalished a Cultual Com
petencelask Force in 1993and has since edtisshed
standads and planequirments ér Mental Health
Plans to akieve cultual and linguistic competeg@E®
This translded into a lgislative mandge requiting all
counties to submit a cultak competeng plan to
include the populdgon, organizdional and serice
provider assessments andsees designed to adess
cultural competencé® These plans arto indude:



demayraphics,policies,practiceshuman esouce com

position,quality of cae ciiteria, and asswance to enser
cultural competence with spedfineasues and indica
tors. Within these standds and a sés of citeria,

there nmust be obsemble changes in behaiors, skill

attainment and titudes in oder for a theapist to be
judged competent to ark with cultural othes 4! i.e.,

multicultural proficiency.

The Health Ca Hnancing Administration
(HCFA) issued a daft regulaion in September 1998 to
require tha stae agencies ensu@r tha manaed cae
organizdions povide sevices in a cultually competent
manner since merthan one-half of Medicaigcipients
are membes of racial or ethnic minaty groups42
These egulaions require manged cae olganizaions
(MCOs) to popose a methoaf detemining the peva-
lent languges spokn ly their membes. Resouwres br
Cross Cultual Health Cae is working on a US.
Depatment of Health and Human S#ges (HHS)-
sponsoed poject to deelop naional standads for
culturally and linguisticaly appropriate sevices
(CLAS) in health cas, and to deelop a eseach egenda
on CLAS issues (se®ppendixA). They are curently
written as povider requirementsput ultimaely will be
written for use ly policymakers and adocaes, and
could be used tovaluage documents sicas the
recenty released Medicaid MCQegulations43 This
evaluaion project will review existing languge and
cultural competence standfr or meas@s in a naonal
context assess the infmaion or reseach needed to
relae these guidelines to outcomead deelop a daft
naional standat and an genda br future work.

Outcomes

We nav see tends in health cartovard an
increased emphasis on quality indima and measar
ble outcomes. Wheras the delopment of
professional standds has implicdons for licensue
and acceditdion, the measwment of outcomes has
implications for reimbursement and accouihiitity. The
identification of quality indic#ors piovides the tinical
and ppgram citeria against which to measuw these
outcomes.The Bueau of Pimary Health Cag#4identi
fied seen sut indicaors to assess the impant
aspects of culterand deelop cultual competence pr
grams,but these hee not had thedice of standats to
regulate the delrery of health cag sevices. Identifta
tion of indicdors has lagely been limited to languge
accessor the @ailability of interpretess. In Massaleu-
settsthe staewide medical intgureter associon has

developed intepreter standais and povides continiing
educaion workshops to maintain and ingue skills45

On the &deal level, the Disadantaged Minoiity
HealthAct of 1990 (PL. 101-527) povided a Igisla-
tive directive for langug@e access.While this was
limited because it as funded ¥ only $3 million for the
entire county, it spavned the poliferation of related
initiatives. The Centerdr Linguistic and Cultual Com
petence in Health Camas esthlished in 1995 ¥ the
U.S. Office of Minoiity Health to adress the health
needs of limited English speaking poptigdas. The
Office for Cuil Rights of the US. Depatment of Health
and Human Seices deifned inadequi@ intepretaion
as a brm of discimination under the Gil RightsAct of
1964. Thus,cultural competence became oefd as a
civil rights issue

Cultural competence guidelinesorf manged
behaioral health serices povided to acial/ethnic pop
ulations, completed in 1998yere developed ly four
national panels commissioned tugh the Centerof
Mental Health Sesices (CMHS) in conjunction with
theWesten Inteistae Commissiondr Higher Educa
tion (WICHE)46 These guidelines identil indicaors
and domains with an undgimg principle thd, in the
provision of mental health séces,consumes and their
expeliences should be wiesd within the contd of their
cultural group.

Not only are olganizdions and poviders being
asled to be cultually competent as an ethical stardlar
or aspigtional goal, but also thg are asled to identify
measuable outcomes and speitifquality indicdors.
How does an aanizaion get thee? Hav do you knav
if you are thee? What are the ey components and
obstades to abieving cultual competenceAnd last,
but not leastHow do we measuwe it? This emphasis on
outcomes has bdag on infuencing scope of prctice
and abieving a set of pfessional standds tha man
dates cultual competence as essential ficensueg,
acceditaion, and isk mangement. None of those
developed sodr has been tied to poptiten health sta
tus.

Quiality Indicators andAssessmentools

Cultural competence initiaves in sgeral stdes
have resulted in the deelopment of assessment tools to
measue outcomesg.g., WICHE in Coloado4” Mason
in Portland, Oregon#8 Latino Coalition br a Healtly
California,and Nev Jersey.49 These assessment tools
are mosty process and suey tools,and indude paient
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sdisfaction suveys, provider self-assessment question
naires,and oganizaional self-assessmentedlists of
cultural competencearables.

These difer from the use ofaport cads tha oper
ationalize, measue and monitor quality indi¢ars to
hold health ca poviders and pgers accounthle;
report cads ae slavly being considexd as a tool to
assess cultat competenceThe Ndional Associdion
of Stde Mental Health Rmgram Directors
(NASMHPD) worked on a car set of quality indidars
that pubic purchases (staes) could use hen ngotiat-
ing contacts with pivate pioviders paticulady through
manaed cae fisk contacts. Bur pimary domains:
accessaccountaility, outcomeand plan margement
were identifed. Indicaors for ea® domain and meas
ures br eat indicaor were developed The CMHS
used these domains and indwa to deelop a eport

card for cultural competence modeled after the Mental

Health Stéistics Impovement Pogram (MHSIP),a
consumetoriented mental healtheport card.50 The
report car, for use ly staes to monitor standds of
cultural competencehas \et to be implementedThe
Health Sevices Resea&h Institute has compiled a
directory of existing measues,standads,and daasets
for cultural competence in bewiaral health.

Currently, both the dint Commission oéccredi
tation of Health Cae Omganizaions (JCAHO) which
regulates hospitalsand the N&onal Committee on
Quality Assurmance (NCQA),which developed the
Health Plan Emplger Dga and Inbrmaion Set
(HEDIS) measues to galuae health plan pesfmance
have quality indicéors related to cultual competence
limited to languge accessThese measaerthe mmber
of bilingual/multilingual providers and stdfavailable;
they have not adressed the comptéies of languge
access or cultat gppropriateness.

TheAgeng for Health Cage Policy and Reseah
(AHCPR) dereloped the HealthcarCost and Utiliza
tion Pioject Quality Indicéors (HCUP QIs)a set of 33
clinical performance meases thainforms hospitals'
self-assessments of inpent quality of cae as vell as
stae and commnity assessments of access tionairy
car. Three pimary dimensions inlcde:adverse hospi
tal outcomes,inappropriate utilization of hospital
procedug, and aoidable hospital admissionsthe dil-
ity of this instument to déhe and tack outcomes of
interest to populdons 4 risk can be used to ihade
dimensions of cultal competenceand diferential
rates amongacial/ethnic goups.

Assessment tools to measuhese indidars have
also been deeloped CONQUEST, the COmputedred
Needs-Oiented QJality Measuement Ealuaion Sys
Tem, is a quality impovement softwre tool, also
developed ly the AHCPR, compiised of dinical per
formance measas measling quality though povider
characteistics (eg., whether @propriate action vas
provided & the iight time) and poscedues which result
in better outcomesof the paéient. Other assessment
tools hae focused on costs and medicapenditues,
or utilization patems. The Medical Expenditer Ranel
Suwvey (MEPS) is a nigonally representéive subsample
of the Ndional Health Inentoly Suwvey (NHIS) con
ducted ly the Ndional Center ér Health Stéstics
(NCHS). Daa ake collected wer multiple years,using a
computerassisted intefiewing system and ilades
demayraphics,health sttus,and health insance déa
relaed to &penditues. While none of these toolsas
developed br measung cultural competence quality
MEPS does dig@regate use and »@enditue by
racial/ethnic goups, and can potentiall identify
racial/ethnic ariations in utilizaion patems.

The derelopment of quality immvement pojects
or plans ly stades and tade assocteons has been
another vay to influence pofessional standds and
guidelines.The incoporation of outcomes assoded
with populdion health staus can be used to monitor and
ensue cultual competence as an aspectlofical and
program quality

The Health Car FinancingAgeng/ (HCFA) corn-
tracted with Abt Assocides to deelop
recommendaons of measwas to suppdrthe equire-
ments of Quality Imppvement Systemofr Manayed
Care (QISMC) elating to cultual competenceQISMC
is a set of standds and guidelines designed to ermsur
tha manayed cae olganizaions povide health ca
sewvices to Medicag and/or Medicaid beniefaries in
ways thd "protect and impove the health and 8sfac
tion" of their enollees; it is an onging pocess of
performance assessment and im@mment! Essential
elements inlcide:

* Availability: needs assessments to ursti@nd
community needs and ethnic matkp

* Qutread: strategies tailoed to commnities
based on needs assessments

* Accessreading pdients fom diverse cultues,
meeting languge needspreaking davn geo
graphic bariers
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e Cultural Competencein diagnosis,treament
regimens, patient compliance and safaction,
and dinical outcomes.

PAYER ISSUES:MANAGED CARE

While cultural competence initiaves often 6l-
lowed a sparate tradk from the cost containmentfefts
of manayed cag, we cannot ealuae cultual compe
tence without looking tahe eimbursement sticture,
i.e., Who pays br care? As the sevice delvery system
has shifted tward a manged cae model,there has
been a gowing concen tha cost containment issues
will preempt the demanaf cultual competence as
important,but too xpensve.

PuHic payers hare embaced cultual competence
given the dispppottionae shae of acial/ethnic goups
in Medicaid and Medicar programs. HCR set stan
dads for culturlly and linguisticaly appropriate
sewvices,and the Mass#&eisetts Dpatment of Medical
Assistance has a culalrcompetence inittave to ensue
tha MCOs ae responsie to dverse @cial/ethnic
groups. The Massadleusetts Behaoral Health Rrtner
ship (MBHP) also has a culircompetence initiave,
in which behaioral health gencies ag invited to sub
mit cultural competeng plans; these plansust indude
an geny self-assessment and commnity assessment
process?2 This initiative plomotes cultual competence
of providers within the MCO netwrk only; an ekami
nation of hav MCOs ae cultually competent is also
needed Haward Pilgrim Health Cae has a Cultud
Diversity Office tha chronides its eforts on an anmal
basis with itsDiversity Jurnal. As a MCQ it offers
ongoing diersity workshops to Harard Vanguad and
the rest of its povider netwrk to promote systems
awareness and pvider training and has diersity goals
linked to its @ecutive compend#on. Some issuesy
to be eviewed among MCOs iriade:

* Wha beneits are corered in the planAre they
specifc and elevant to dverse popultions? Is
altemative medicine ceered gven its common
usae by ethnic minoities or is it not consided
medically necessaf?

*What aboutacces8 Does the gekeeper fune
tion, a keystone of manged cae, prevent access
to cae for those most in need?

*Who iseligible? Hov does one become atied
in the plan? Is therad/erse selection gainst

ethnic minoity populdions because tlgeare high
risk?

*What about theprovider netvork? Does limiting
the rumber of poviders in a panelesult in limit
ing access andhoice to bilingual/bicultual
providers? Hav are poviders evaluded as to
their level of cultual competence?

* How is patient sdisfaction measwed? Are sur
veys conducted oglin English?

«Given the tendenc among ethnic mindty
groups to undertilize sevices,what outreat
efforts are thee to ppomote accessvailability
and utilizaion by these goups?

*As MCOs deelop citeria and guidelines to man
age the povider network, wha consumer
protectionsand citeria are thee to ensug tha
they do not inadertently pose baiers for differ-
ent acial/ethnic goups?

Whereas acial/ethnic goups ae moe likely to
have poor outcomegonsumer potections a& needed
to ensue tha profiling and iisk adjustmentatings ae
not used § MCOs to impact agkrsely ethnic minoity
populdions. Gven racial/ethnic diferences in wrld
views, utilization reviewers mg dery authoization for
sewvices based on setiwria because of aaflure to
undestand the cultwl issues imolved While MCOs
are increasingy emphasizing a consumeriented
approad, quality indicdors and consumer gsfaction
ratings ae often diblotomous fom cultual competent
measues,which are deemed secondain importance
or too costy to consider For example member sts-
faction suveys ae genenlly conducted oylin English.
Quality measugs ae not specit to diverse popula
tions. Ethnic identiérs of the povider netvork are not
available to allov consumer lsoice Measues of cui
tural competence ar ésent, other than povider
self-report of langua@e availability, i.e., unlike the
extensive ciedentialling pocess equired of poviders in
the netvork. There ae no inceasedates Dr bilingual
providers. Reimlbirsement ér intempretaion is consid
ered a cost to be boe Ly the povider.

The deelopment of povider networks and
megaproviders occured to @in a competitie edg in
manaed cae contacting While these netarks were
developed to povide a contimum and compmhensie
array of sewices,ethnic-specit sewvices and espon
siveness to a derse populéion within these netarks
are often diluted ¥ the ®w providers available to seve
the entie netvork, i.e., while the netwrk is representa
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tive of the populigon, sewvices ae not tageted to meet
their needs. Cordcting ty MCOs tha favor these net
works often adgersely selects gainst small
comrmunity-based pviders.

POLICY ISSUES: MAND ATING
CULTURAL COMPETENCE?

The health car trends,sewice delivery, training of
providers, reimbursementand the deelopment of stan
dards alead discussed all he policy implications for
cultural competence Should cultual competence be
mandded? Should @ deine standads and outcomes
for providers and pgers to ensug a quality health car
system e@sponsie to all sgments of the poputian?
What are the obstaes to abieving cultural compe
tence within the health carsystem?Vhat are the cost
implications? Policymalers, decision makrs,and lay-
islators should consider thelfowing policy issues:

Mandating the Use of Ethnic Identifiers

An undetying notion of a cultually competent
system of ca is tha it is responsie to the lavest com
mon denomintor of the dverse goups within the total
populdion. To adieve cultual competence within the
entire health cag systemwe need to stafrom a pem-
ise tha all segments of the populian hase equal access
to quality cae. To do thiswe need toxamine the pop
ulation demaraphics, i.e., who males up the
populdion, who is or is not se@ed? The aility to iden
tify the ethnicity of its memberis citical to its
implement#on.

This is often vived as too costlor unwield,
although theddernl 2000 Census has @#d/ begun this
process b expanding the amber of acial cdegories
and allaving individuals to ©iedk more than one
racial/ethnic ceegory. Stde health gencies in Massa
chusetts could equire tha all pulic datasets be
similay expanded and thaViCOs collect and #&dk
ethnic-specit daa using édeal census dagories.
This will enale the identiftation of racial/ethnic difer-
ences in utilizéion, access,and quality and the
identification of povider expettise. Whereas thez has
been a histgr of disciminatory actions associad with
ethnic identiftaion, consumer ptections a& essential
to avoid ary adverse impact of identifying ethnicity
For example the use of ethnic idenigrs could also be

used br profiling high risk and fequent usex for
adverse sk selection.

Population-based vs. Gegraphic Criteria

The gowth of megaproviders and the deslopment
of regional netvorks have consistenyl defined access to
care based on epgraphic boundaes ther than on
comnunity- and populaon-based dteria. Their siz
and dominance in the health eanaketplace there-
fore, drive the indictors and meases being used to
define health car quality The gagraphic focus in
parceling out coered lives in manged cae systems
and in identifying endos to puchase sarices defes
the ciosscutting issues of a poptitan focus. When
defined fom a geagraphic focus,specift ethnic popula
tions become mer costy to sewe and cultual
competence become andadn cost.The identifcation
of ethnic commnities often cuts aoss @ographic
boundaies.

The use of poputen based dteria for payers and
stae agencies in dehing regions,in adlition to geo-
graphic boundaes,would pemit greaer integration
within the health ca systemand be mog responsie
to the dverse needs of comumities. Indviduals fom
racial/ethnic goups often e in one gographic aea,
but identify with comnunities with lage concengtions
in another Ragional boundaes used in the plib and
private sectas, by providers and pgers, often seve to
mask the identifigtion of populéions and commnities
which defne themselgs acoss @agraphic boundakes,
or do not mak a lage enough impact within grpattic-
ular defned bounday.

Language vs. Culture

The availability and use of intgiretess is a basic
and necesswircriterion for a cultually competent sys
tem; havever, it is not suficient despite theafct tha it is
often vieved as the sole iterion for cultural compe
tence  Most initigives on cultual competence
emphasie linguistic access and theadlability of inter-
preters for non-English speakingrgups. Consumer
who prefer to doose ethnic-spedif providers often
cannot @t institutions to identify this cultat expettise
within their povider networks, or even to viev cultural
competence as amgettise or poficiengy. Definitions
of cultural competence ost ¢ beyond intepreter sup
port to the use of bilingual prviders and the inigration
of cultural gppropriate cae.
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Eliminating Disparities in Health Staus

Risk factos hare been a commorpproac used to
examine health stas,resouce allocgion, and pogram
development in the pdlz and eseach sectos. Mary
in minolity commnunities hae objected to thispproah
because it has often hadvatse consequencesrfeth
nic minoility populdions with the tendenc to
mauginalize the ery groups thaare defned Mary sup
port the use of agsilieny gpproad or the identifiaion
of protective factols as an alteraive to \alidate and
promote those elements thee positve and &cilitate
suwvival and adptation within a acial/ethnic goup.

The longstanding dispiiles in health staus
among acial/ethnic goups do need to be adessed
and ae consistent with Rsident Clinton's initidve to
Eliminate Dispaities by 201033 As mentioned love,
the Massagousetts Dpatment of Pubc Health’s
Minority HealthAdvisory Boad assists the patment
in adhieving its goals to eliminge dispaities.

At the same timgthe notion of acial dispaities
uses a compative paadigm in which Whites become
the compagtive standad. This often does not identify
meaningful tends amongacial/ethnic goups with
small sizs because their drences a& maslked or
insignificant in epresenttive samplesThese compar
isons also tend to ignermeaningful indictors within
racial/ethnic goups thaare not signifcant within the
White populéion. Owrsampling can be used tety
meaningful sample sés br small ethnic goups. Use
of intraethnic déa as compason goups,i.e., not
requiing White compaison goups,should be consid
ered aalid reseach paadigm. Moe impotantly, these
strategies pesume thiwe supparan undelying princi-
ple thd the health car needs of all pups within the
populaion must be met to dgeve cultual competence

Standards: Flexibility vs. Unif ormity

It is common to gpect adheznce to a undrm set
of professional or mctice standals. Emphasis on
diversity and cultual competence hallenges us to
implement standds tha are flexible enough to qature
the diferences within dierse popultéions without com
promising quality A one-siz-fits-all mentality in
applying eligbility criteria, credentialling standals,
practice standais, etc meely overlooks and omits
variables essential to &eving cultural competence
The cedentialling and licenserof pioviders should
require cultual competence as agficiency.

Culture and languge ak still viewed as dist@c
tions or incidental to health cardelivery. Existing
standads tend to emphaszndiiduals,not individuals
in the contet of families and commmities,i.e., to pro-
mote thehealth of commnities Standads nust
include system competencisad as:workforce dier-
sity, languaye cgacity d all points of enty into cake,
populdion based éteria of health stiaus,enaling sew-
ices to pomote access to aafor undesenved goups,
and cultually relevant outcomes to measudient suc
cess?4 Institutions should beequired to meet a set of
culturally competent quality standds. Existing stan
dards can beaviewed to assess hvether or not the
meet cultually competent dteria.

Outcomes as Measued by Health Status

The gowing movement tavard accounthility and
outcomes in the health @asystem mst dwetail with a
similar emphasis in the ea of cultual competence
This should intude the identitation of dinical out
comes,which are populéion based and cultaly
relevant. It should inktide system audit toolspnsumer
report cads,acceditaion standais,and HEDIS meas
ures tha measue speciic components of cultai
competence and tget improved health stais as an
objectie.

As we moe tovard an outcomes-ggnted
approad, we need to askdow do we measwg it? Two
approaces ae impotant. Cultual and systems audits
or report cads can be used to assess thgreketo vhich
institutions,providers, payers, and systems arcultur
ally competent.These can ifade both self-assessment
suwveys as vell as indpendent audits. On the other
hand existing tools measimg quality, utilization or
medical gpenditues can be agéed to incoporate cii-
teria for cultural competence

Voluntay guidelines modeled after the Madsac
settsAttorney Geneal's Comnunity Beneits Piogram
is another mdtanism to dehe expected outcomes as
measued Ly the health of the desigreal comnuinity or
populaion. Modifying and implementing the standar
developed ly the CMHS would piovide a useful set of
criteria and indicéors for cultural competence Devel-
opment of monitang and @ersight mebanisms wuld
be impotant to enswe compliance
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Mandating Cultur al Competence

Should ve mandge cultual competence? Sha
mandae could ensw oversight, compliance and
resouce allocéion to adieve its implementaon.
Undoubtedy, issues a raised ly suc a mandte; for
example:What should be the miniom citeria? Who
should equire it? Howv do we set citeria for training,
reseach, and sevice?

Massabusetts coulddllow what has been done in
California using a 3% tleshold citerion. Counties
must piovide linguistic and cultwally appropriate sev-
ices if 3%,0r a least 2500 indiduals,of the popul&ion
within the county speak a langyeaother than English.
Massatiusetts could défe a theshold citerion for
racial/ethnic goups within a pe-defned aea of meas
urement (&g., zip code) to enserthd sewices tageting
that group will be aailable and cultually competent.
Given tha racial/ethnic goups tend tolaster in go-
graphic aeas,a variation might be to let comomities
define their avn taiget aeas.

Currently, mary initiatives ae limited to the inlu-
sion of cultual competence in mission sanents,
objectives,or plans. These need to bexpanded sut
tha self-assessment todis, contiruous quality
improvement plansand contiiing educton training
include the planningdevelopmentand implementéon
of cultural competence plans andisbrmation within
an intgrated system of cart Fedeal, stae, local,and
private entities could>@pand and laden their objec
tives to dehe hav they opemtionalize cultual
competence tlomugh esouce allocdion, program
developmentquality indicdors, and egulaory over-
sight. Allocation of resouces nust be voven into and
integrated in the &bric of the cae delivery system.

Where DoWe Go Fom Here?

Many institutions hae aticulated a commitment
to diversity, have cultual competence initiaves, or
have ofiices designad to adress speciéi needs of eth
nic minoiity populdaions. Cultual competence is cer
to the mission and pgrams of most comomity-based
organizaions. The concenms of nultiple staleholdes
impinge upon the system of @ifTo adieve cultual
competence within a system of earcollaboration
across nultiple sectos is needed The nultiple sectos
within the health car system inlade: hospitals and ter
tiary car system,community health center and
comnunity-based aganizdions, payers, training instt
tutions, reseach and outcomesstae aencies and

regulatory authoities, trade assoctans,legislative and
advocag groups. We can model after bestgmtices and
leam from past initisives.

What Can We Do?

Integration of systems aoiss these noitiple see
tors is needed to identify objeeds and deéfie
outcomes Wich indudes cultual competence as a
defining ciiterion. While avareness of cult and the
importance of a cultwally competent system hasog/in
significantly over the past decaddbgere is still much to
be done Mission steementsgoals and objectes need
to be tanslded into action plans. Bgrams and ser
ices,and moe impotantly, the system of carinduding
payers and egulatory authoities need to bevaluaed
and auditeddr their cultual competence Outcomes
and outcome meases Pr cultual competence need
developmentjmplementéion and @ersight to enswg
compliance thwughout the system and itattiple see
tors. What can eab of these secterdo?

Providers

The povider comnunity can institute gengy staf
training prevention,comnunity health edud#&n activ-
ities and geng/ and self-assessment audithigh
examine identify, and pomote cultual competence in
the delvery of cae. These can idade cultual compe
tence as objeatés in their stategic plans,and deelop
administetive and @nical quality perbrmance meas
ures to ahieve them.

TradeAssocidions

Trade assocteons can supporlinical practices,
organizaional systemslicensue, credentialling and
professional standes thd require training and pofi-
cieng/ in cultural competence not onlfor their
membes, but also within the assodian.

Public Sector

State and local gencies can ensertha comnu-
nity-based endos will be eligble and competitie for
dollars tha are outsouced They can povide regula
tory oversight which mandée cultually competent
quality indicdors. They, too, can do self-assessment and
system audits toxamine identify, and pomote cultual
competence in their agtties. It is impotant tha they
identify and bing to the tale, racial/ethnic pofession
als with expettise in cultual competence taview and
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provide input into @ersight,regulaory, and other act
ities related to health of comuonities.

Payers

Payers can espond to health of the conumity
objectves,and use a popui@an based pproad in the
definition of beneits and potocols. Design of beniéf
padkages, utilization mangement actiities, creden
tialling, and quality assance nust be elevant to
ethnic-specit populdions,and suppdrsmall ethnic-
specifc, or comnunity-based poviders. Risk &ctor
rating adjustments and poptian based pmfiling
should hae as its gal, the reduction of dispaties, not
adverse selection or theduction of costs.

Regulators

Regulaory authotties, training and ac@&diting
institutions can pvide guidelines and stanadts to
ensue thd training of poviders and eersight of
providers and institution & cultually competent.This
may include the eview of licensug, credentialling ci-
teria, HEDIS measuwes,and acceditaion site visitos.
They can enswe tha racial/ethnic pofessionals with
expettise in these @as ae induded in the pocess.

Legislators / Rolicymakers

Legislators and poligmakers can cede a lgjisla-
tive or iegulatory mandae to equire the abievement of
cultural competent indidars. Cultual and linguistic
competence standds using a 3% tleshold citerion
can equire the povision of cultually competent seF
ices if 3% of a pdicular racial/ethnic goup resides
within the defined geagraphic aea. Leislators can also
consider theecommendions of stée initiatives,as
they are developed

Consumers

Patients and theirdmilies,or consumes, can insist
on cultual competence in the measorent of paent
sdisfaction. The use of eport cads is a meansyb
which to hold institutions and pviders accounthle.
Consumes can ddhe their avn cultual and linguistic
needs and theays in which the system can bespon
sive to them.

Condusions

In condusion, this is a N& Age of economic
imperatives. As we enter the 21st centyithe health
care system iswwlving tovard an intgrated system of
combined hospital and commity systemshealth and
mental healthWWesten and taditional medicinepri-
maity and tetiary, technology and dinical practice etc
As providers and systems $te to gain maket shae,
competition br pédients and ceered lives becomes
foremost. Rgional systemsalliances memers, and
networks have become commonplace with
megaproviders dominaing the maketplace and déi-
ing the health carsystem.

Whereas the emgence and atbcag for cultusal
competence within healthrgyv from the anks of com
munity-based systems tmting ethnic-speci¢
populdions, it is essential thathese systems do not
become defunct as the healtheaystem wlves.To
achieve cultual competence within a system of ear
collaboration across nultiple sectos is needed While
awareness of cultw and the impetive of cultual com
petence hasrgwn significantly over the past decades,
there is still much to be done Mission steementsgoals
and objecties need to bednslded into action plans.
Programs and seices,and all aspects of the system of
car induding paers and egulaory authoities need to
be evaludged and audited as to theivéd of cultual
competence Standads of cultually competent car
need to be manded developed implemented and
monitored thoughout the system and ass its nultiple
sectos. As we have shifted fom cultual sensitity to
cultural competencenve nav must shift to the deelop-
ment of standals and measament of outcomesof
cultural competence
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Appendix A*

Draft Standards for Cultur ally and Linguistically Appropriate Sevices (CLAS)Version 1:July 1998,Revised
with Advisory Committee input: September 1998

1. Health cag providers have a esponsibility to dfer cultually and linguisticaly appropriate sevices (CLAS) to
ensue accessile and quality health carfor diverse populdons.

2. Poviders should mad& available for all limited English poficient (LEP) indviduals oal bilingual/intepretaion
sewices.

3. Poviders should povide oral and witten noticesincluding translded signge & key points of contacto dients in
their pimary languae informing them of theiright to receive no-cost intgreter sevices.

4. Poviders and othergencies thacomnunicae with LEP &out health elaed maters should tanslde and mak
available commony-used witten maerials and signge for membes of the pedominae languge goups in their
sewice aeas.

5. Poviders and poligmakers should suppoithe deelopment and adoption of ti@nal standads for health cae
interpreting, training, and skills assessment. In the meantipnaviders should beequired to ensie thd intempreters
and bilingual stdfcan demonséte: bilingual pioficiengy, training tha includes the skills and ethics of inpzeting,
and fundamental kiwdedge in both languges of ag specialied tems and congs peculiar to the pgram or acti-
ity. The skills and filengy of interpretes should bevaluaed on an onging basis.

6. Poviders should hee an oganizzd mangement stategy to adiress cultually and linguisticaly appropriate sev-
ices (CLAS),including planspolicies,procedues,and esponsile individuals.

7. Poviders should hee formal metanisms ér comnunity and consumer inputiinlvement &all levels of sevice
delivery, including planningopeitions,evalugion, training and as gpropriate, treament planning

8. Poviders should equire and as gpropriate, offer onging eduction and taining of administtive, clinical, and
suppot staf in cultural competent sgice delvery.

9. Poviders should eciit, retain and psmote a dierse and cultually competent administive, clinical, and sup
port staf.

10. Poviders should deelop (or intgrate into isting me®anisms) institutional policies andogedues to adress
complaints § paients and stéfabout unhir, culturally insensitve or disciminatory treament.

11. Poviders should collect irdrmation ebout dients' pimary (at-home) languge use and ifade this inbrmation
in ary paient recods used Y provider dgpatments.

12. Poviders should use aaviety of methods to collect and utiiz-demagraphic, cultural and @idemiolajical daa
about comnuinities in the povider's sevice aea,and on the ethnic/cultal needs of itswn paients.

13. Poviders should implement oiing oganizdional self-assessments of cuilcompetencend intgrate meas
ures of accessaisfaction,quality, and outcomesof CLAS in other gganizdional intenal audits.

*Diversity Rx is sponsad ty: The Naional Con&rence of Stee Legislatures,
Resouces br Cross Cultual Health Cag, The Heny J. Kaiser lamily Founddion.
URL: http:///lwww.diversityrx.org
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Appendix B*

Systems Cheklist of Cultur al Competence Questions

CULTURALLY COMPETENT CARE
e |s staf adequéely trained to vark with diverse popultions of the commnity seved?
» Do pdients hae the toice to see a pvider from their avn cultue?

e Do beneitiaries from minoity populdions receve moe citical and elevant intewentions eflecting
dispaities?

* Do they express stsfaction with their caa? Are suweys reading out and epresenting non-English
populaions?

e Are comnunity outead and edud#ion programs bcused on dispiies prevalent within dverse
populaions?

e Are thee guidelinesdr medical intgpreting available?

e Are thee financial povisions to suppdarnstitutionalizing cultual competence tbughout the aanizaion?

CULTURALLY COMPETENTACCESSTO CARE
* Does the geng/ welcome and ougrad to racial/ethnic goups in their taget aea?

« |s thee diersity and epresentéion of minoity professionals and magers within the system?

CULTURALLY COMPETENT QJALITY MEASURES
e Wha quality measies ae thee to measu cultual competencetall points of the system?
e Wha are the utilizéion patems,enmwliment ites,and health stas indicaors for diverse goups?

» Do pdient saisfaction measw@s eflect diferences within the popuian?

ACCESS

e Do all goups hae equal access to sares ofered ty the system?

QUALITY

* Are thee quality indictors specift to populéion based meases of health stas?

*Jean L. ChinEd.D.
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