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OBJECTIVES

® Describe demographics specific to New Mexico
that underline the importance of delivery
culturally competent care

@ Discuss current trends of cultural competency
education in medical school, residency education
and continuing medical education

@ Define unconscious bias and articulate how bias
might impact patient care

@ Describe skills that improve culturally effective
health care delivery and consider incorporation
into your own practice




SURVEY QUESTION

Was teaching about cultural competency a
part of your professional educational program?

a) Yes
b) No




IMPORTANCE OF CULTURALLY
COMPETENT HEALTHCARE

Cultural “Competence” training offers
a tool to improve healthcare
professionals’ ability to provide
quality care to diverse populations
and thereby reduce healthcare
disparities




SURVEY QUESTION

® How relevant are your attitudes, beliefs, and
stereotypes to patient care?
Not at all relevant
Marginally relevant
Moderately relevant
Quite relevant
Very relevant




CULTURAL MEDICINE SURVEY

® How often do you ask patients what their

beliefs are about their illness and what they
think might help?

Never

Rarely

Monthly

Weekly

Daily

PLEASE DISCUSS WITH SOMEONE NEXT TO YOU




A DEFINITION OF CULTURE

A set of learned and shared beliefs, values,
traditions, languages, and norms applied to
social interactions and to the interpretation
of experiences.

. Cultures are dynamic.

. Cultures are created across many dimensions of identity
- not only race and ethnicity but also class, age,
gender, sexual orientation, and other social categories.

Mutha S, Allen C, Welch M, Toward Culturally Competent Care: Center
for the Health Professions, Univ. of San Francisco, 2002




CULTURALLY RESPONSIVE CARE

® Communication with patients and their
families - goal is that patients’ health beliefs
are understood and incorporated into care

@ Be aware of a patient’s:
Background
Affect
Main concerns

How patient is currently coping with health
concerns

® Important skills: empathy and values
clarification




CULTURAL MEDICINE SURVEY

@ | can describe the health practices and
beliefs that are common in the community
my program serves.

a) True
b) False




CULTURAL MEDICINE SURVEY

Take 2 minutes to reflect on your own cultural
context (gender, age, disability, class, ethnic-
racial identity, spirituality, sexual orientation,
etc.)

Jot down how YOUR cultural context relates to
your role as a clinician.

We will ask you to share briefly with someone
next to you.




CULTURAL HUMILITY

“Cultural humility incorporates a lifelong
commitment to self-evaluation and self-
critique to redressing the power imbalances in
the patient-physician dynamic, and to
developing mutual beneficial and
nonpaternalistic clinical and advocacy
partnerships with communities on behalf of
individuals and defined populations.”

Tervalon, M., & Murray-Garcia, J. (1998). Cultural humility versus cultural competence: A
critical distinction in defining physician training outcomes in multicultural education.
Journal of Health Care for the Poor and Underserved, 9, 117-125.




CULTURAL COMPETENCY [N
CONTINUING MEDICAL EDUCATION

Some states are requiring Cultural Competency courses to be completed f
medical licensure.

@ New Jersey - Since 2005, physicians required to complete CME on cultur
competency to maintain licensure

@ California - Since 2006 mandates cultural competency to be incorporate
into CME

® Maryland - “Strongly recommends” cultural competency education in C
@ New Mexico - No mandate for practicing clinicians

® Debate continues in other states

;B%rg American Medical News, “Mandating cultural competency: Should Physicians be required to take courses?” by Susan J. Landers




CULTURAL COMPETENCY [N
RESIDENCY EDUCATION

Accreditation Council for Graduate Medical
Education

® Medical residents are required by the to be
able to "communicate effectively with
patients, families and the public, as
appropriate, across a broad range of
socioeconomic and cultural backgrounds.




CULTURAL COMPETENCY TEACHING
IN MEDICAL SCHOOLS

Liaison Committee on Medical Education
ED-21

The faculty and students must demonstrate an
understanding of the manner in which people
of diverse cultures and belief systems perceive
health and illness and respond to various
symptoms, diseases, and treatments

New Mexico State Legislature - State Bill 600,
2007

Cultural competency requirement in all health
professional schools




UNM SOM APPROACH TO CULTURAL
COMPETENCY

@ Philosophy of lifetime learning

@ Safe learning environment with experienced
facilitators

® Emphasis on self-reflection

® “Culturally Effective Care” leading toward
health equity




CULTURAL COMPETENCY CURRICULUM AT
UNm SCHOOL OF MEDICINE

@ Directors: Felisha Rohan-Minjares, MD
Jessica Goodkind, PhD

@ Diversity of the Human Experience - required
course in the 1st, 2nd, and 3 year of medical
school; total of 20 contact hours; combination of
lecture, small group activities, standardized
patient exercises, and reflective writing

® Interpreter Use Curriculum in first year, 2" year
transitions block, and 34 year pediatrics rotation

® Goal: 4 year integrated curriculum




CULTURAL COMPETENCY &
HEALTH EQUITY

® Cultural Competence is one tool that can be
employed to ensure equitable care among
diverse populations

@ Multiple social determinants must be considered
when engaging the care of individuals and when
making efforts to improve the health of entire
communities




HEALTH DISPARITIES

Health disparities are differences in the

incidence,
burden of ¢

prevalence, mortality, and
iseases and other adverse

health conditions that exist among
specific population groups in the United

States




POTENTIAL SOURCES

OF DISPAR

ITIES IN CARE

® Health systems-level factors

Financing, structure of care; cultural and
linguistic barriers

@ Patient-level factors

Patient preferences, refusal of treatment, poor
adherence, biological differences

@ Disparities arising from the clinical

encounter

Source: Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare,

Institute of Medicine
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Fig. 1: Differences, Disparities, and Discrimination:
Populations with Equal Access to Health Care

S Clinical Appropriateness
and Need
Patient Preferences

Difference The Operation of Healthcare
Systems and the Legal and
Regulatory Climate

Disparit

Discrimination: Biases and
Prejudice, Stereotyping, and
Uncertainty

Quality of Health Care
Non-Minority
W
N

Populations with Equal Access to Health Care

Source: Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare, Institute of Medicine
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GEOGRAPHIC CHALLENGES

» Total population of
1,942,847

» Only 8 NM cities have
populations over
30,000

» 16 of 33 NM’s counties
are classified as
“frontier”

» 5th Jargest state in the
US

Source: Area Resource File, 2005: US DHHS, HRSA
Bureau of Health Professions, Rockville, MD U.S.
Census Bureau 2006 data
http://www.census.gov/




2010 DATA
New Mexico Health Professional Shortage Areas:
Primary Care Professionals

HEALTH PROFESSIONAL SHORTAGE
AREAS

2010

Primary Care HPSA Designation
D Whole county designated HPSA

D Partial county designated HPSA
[[T] population Defined HPSA
| Not designated HPSA

Source: US Dept. of Health and Human Services, HRSA, Bureau of Health Professions/National Center
for Health Workforce Analysis (Does not include FQHC and Certified Rural Heralth Clinics)




Jicarilla Apache
Indian Reservation

o @ Taos Pueblo |
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Ramah Navajo
Reservation

Mescalero Apache
Indian Reservation

NATIVE AMERICAN
TRIBES



RACIAL AND ETHNIC DIVERSITY
A MINORITY-MAJORITY STATE

New Mexico

Ethnicity Percentage
African American 2.5%
Asian/Pacific Islander 1.4%
Hispanic 44%
Native American 9.8%

White 42.8%




UNDERREPRESENTED MINORITIES PARTICIPATION
IN HEALTH PROFESSIONS (1OM)

Health % Minorities % Minority
Professions In Profession Faculty
Nursing 7.4% 10%
Dentistry 6.8% 8.6%
Medicine 6.1% 4.2%

26




CULTURAL MEDICINE SURVEY

® How often do you work with a professional
interpreter in your practice setting?
Never
Rarely
Monthly
Weekly
Daily




State Profile

Challenges - Language Barrier

Language Spoken At Home in 2000
Percent of Persons 5 Years and Over
By Language and Ability to Speak English
New Mexico and U.S.
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English Only Other Language Other Lng.:
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"very well"




COMMUNICATION IN THE
HEALTHCARE SETTING

@ Language barriers pose a significant problem to
accessing healthcare

@ Affect the delivery of adequate care through:
Poor exchange of information
Loss of important cultural information
Misunderstanding of instruction

Poor shared decision making

Ethical compromises such as difficulty obtaining infor
consent (Woloshin et al., 1995)

|OM Unequal Treatment, 2003




EDUCATIONAL CHALLENGES

® New Mexico 12% high school dropouts
(US average = 8%)

® New Mexico 35% of 4t graders are below
basic proficiency level in math

(US average = 21%)

@ New Mexico 49% of 4t graders are reading
below proficiency

(US average = 38%)

Population Reference Bureau, analysis of data from the U.S. Census Bureau, Census 2000 Supplementary Survey, 2001
Supplementary Survey, 2002 through 2004 American Community Survey.

U.S. Department of Education, Institute of Education Sciences, National Center for Education Statistics, National Assessment of
Educational Progress (NAEP), 2005, 2003, 2000, 1996, 1992, and 1990 Mathematics Assessments. Updated Oct 2005.
Available online at http://nces.ed.gov/nationsreportcard/ (July 15, 2004)




Poverty Status

poverty level - 1999

. 0% - 7%
B 7% - 12.4%

Source: United States Census Bureau, Census of Population and Housing, 2000
Note: Alaska and Hawaii are not to scale. Rural Assistance Center




CONSIDERING DIFFERENCE

“The ability to distinguish friend from foe
helped early humans survive, and the ability to
quickly and automatically categorize peo Dle is
a fundamental quality of the human mind.
Categories give order to life, and every day,
we group other people into categories based
on social and other characteristics. This is the
foundation of stereotypes, prejudice and,
ultimately, discrimination.”

Tolerance.org, Hidden

Bias: A Primer.




SMALL GROUP ACTIVITY




CONSIDERING DIFFERENCE

Quickly list the ways that your patients may differ from you - don’t
judge each other’s ideas, just record them.

Select two of the above differences that at least one person in the
group finds challenging for him/her in providing excellent care.
Provide your ideas about why each difference provides a challenge
and how it might affect care.

Difference 1
What makes this difference challenging in a clinical encounter?
List ways this could affect the care provided.

Difference 2
What makes this difference challenging in a clinical encounter?
List ways this could affect the care provided.




RECONVENE

® What types of “difference” did your group
find difficult to handle in patient encounters?

® What barriers to providing excellent care did
these difference create?




UNCONSCIOUS BIAS

® Also known as implicit bias or hidden bias

@ Conceptually arose as a way to explain why
discrimination persists even though research clearly
shows that people oppose it

® Per Greenwald and Benaji (developers of the IAT),
much of our social behavior is driven by learned
stereotypes that operate automatically - and
therefore unconsciously — when we interact with
other people.

@ Growing evidence demonstrates that these implicit
biases impact behavior.

@ EVERYONE HAS THEM




IMPL
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® Use reaction time measurement to examine
unconscious bias

First step in decreasing discrimination and
thereby decreasing health disparities is to
recognize our individual biases. The IAT can
be a starting point.




EXPLORING UNCONSCIOUS BIAS IN DISPARITIES

RESEARCH AND MEDICAL EDUCATION
JAMA, SEPTEMBER, 2011

On the IAT, medical students had implicit biases
similar to those found in other populations
favoring whites over blacks and upper- over
lower-class individuals, BUT students provided
“equal treatment” on case vignettes about white
and black patients.

Deliberate, thought-out decisions with cognitive
resources, motivation, and opportunity to
consider pros and cons of different actions.




WHAT CAN WE DO ABOUT IT7

® Awareness of the concept of unconscious bias
is the first step.

@ Begin to “feel” the bias and take steps to
modify behavior

@ Create an environment that allows for
behaviors and decisions to be well-thought
out and not time pressured.




TOOLS: RESPECT MODEL

@ Tool developed a diverse group of
clinicians/educators at an inner-city safety-net
hospital to teach relational skills to reduce
disparities at the point of care

@ Adds attention to the relational dimension,
addressing documented disparities in respect,
empathy, power-sharing, and trust while
incorporating prior cross-cultural models

® Concrete, practical, integrated model for teaching
patient care

Treating and Precepting with RESPECT: A Relational Model Addressing Race, Ethnicity, and Culture in
Medical Training. Carol Mostow, LICSW, Julie Crosson, MD, Sandra Gordon, MD, Sheila Chapman, MD, Peter
Gonzalez, MD, Eric Hardt, MD, Leyda Delgado, MD, Thea James, MD, Michele David, MD, MPH, MBA. Journal
of General Internal Medicine, 2010.




RESPECT MODEL

@ Respect
@ Explanatory model

@ Social context, including Stressors, Supports,
Strengths and Spirituality

® Power

® Empathy

@ Concerns

@ Trust/ Therapeutic alliance/ Team




TOOLS: KLEINMAN QUESTIONS

= What do you think caused the problem?
= Why do you think it started when it did?

= What do you think your sickness does to you? How does it work?

= How severe is your sickness? Do you think it will last a long time or will
it be better soon, in your opinion?

« What kind of treatment do you think you should receive?

« What are the most important results you hope to receive from this
treatment?

« What are the main problems your sickness has caused for you?

« What do you fear most about your sickness?




CASE STUDY: MR. KOCHI

Afghani immigrant with gastric cancer




CASE Dk

® In a smal

SCUSSION

| group, discuss the case. What was

challenging about it?

® How could the clinician have used the

RESPECT

model to improve the care

provided?

® Brainstorm how YOU would have used the

Kleinman

questions with this patient.




TOOLS: INTERPRETER USE TIPS

® Find the best interpreter available.
@ Never use a child to interpret.

@ If it all possible, avoid family members
interpreting.




INTERPRETER USE TIPS

@ Introduce yourself to the interpreter.

@ You may briefly tell the interpreter about the patient and the
case if you are familiar with the patient.

@ Speak in the 15t person and make eye contact with the patient
while speaking, not the interpreter

@ Speak clearly and in your normal tone of voice. Speak at a
normal to slow-normal pace.

® Use short sentences.

© Be aware that many concepts you express have no linguistic or
conceptual equivalent in other languages. Don’t use idioms.
(i.e. “It’s a long shot”, “kill two birds with one stone”, etc.)




INTERPRET

® Most untrained

interpreters

=R USE TIPS

know little

medical terminology. Use plain English.

® Encourage the interpreter to ask questions
and to alert you about cultural
misunderstandings.

@ Never Assume Confidentiality with non-
hospital interpreters! Ask the patient if
there are issues that they don’t want to
discuss if family member is interpreting.




CULTURALLY EFFECTIVE CARE

® Requires lifelong learning and cultural humility

@ Allows for the provider to reflect critically upon
challenging clinical scenarios

® Emphasizes the importance of empathy and
values clarification

® Incorporates an understanding of implicit bias
and encourages providers to recognize when bias
may impact care

® Recognizes that the social determinants of
health contribute immensely to the health of
each individual patient and must be considered




OBJECTIVES

® Describe demographics specific to New Mexico
that underline the importance of delivery
culturally competent care

@ Discuss current trends of cultural competency
education in medical school, residency education
and continuing medical education

@ Define unconscious bias and articulate how bias
might impact patient care

@ Describe skills that improve culturally effective
health care delivery and consider incorporation
into your own practice







