Prevention and Early Intervention

Commission Member:  Jerry Doyle

May 2006

Issue 3:  Cultural Competence

I.  Definitions and Conceptualization

A. Culture- “An integrated  pattern of human behavior that includes thoughts, communications,   languages, practices beliefs, values, customs, countries, rituals, manners, of  interacting, rules, relationships, expected behaviors of a racial, ethnic, religion, or social group”(Cross, Bazron, Dennis, Isaacs, 1989, p. 13)
1. Culture is learned (transmitted through the generations through socialization, experiences, and interactions) is dynamic (ever changing), shared, and universal (everyone has a culture). 
a. Values- “relative importance of an action (Day & Parlakian, 2003 p. 2).
b. Beliefs- “What is accepted as the truth by a group of people” (Day & Parlakian, 2003, p.2)

c. Assumptions- “A working hypothesis based on previous experience”(Day & Parlakian, 2003, p.2)

B.  Organization Cultural Competence- (Cross, Bazron, Dennis, Isaacs, 1989)

A.  Continuum of cultural competence for organization has been defined which establishes a progression from cultural destructiveness to cultural proficiency.

1. Culturally destructive organizations actively participate in purposeful attacks on another culture, and dehumanize their clients from different racial and ethnic groups. The attitudes, policies and practices of these agencies are destructive to cultures and the individuals within these cultures (e.g., Tuskegee Syphilis Study).

2. Cultural incapacity involves organizations that do not intentionally seek to be culturally destructive but have no capacity to help clients from other cultures. The system remains extremely biased, believes in the superiority of the dominant group, and assumes a paternal posture towards “lesser” groups. For example, a private hospital that would send away a sick or injured minority individual to a public hospital. 

3. Culturally blind organizations think that culture does not make a difference and that all people will be served with equal effectiveness as long as the system works, as it should (e.g., “flesh-colored” bandage that is tan).

4. Culturally pre-competent organizations acknowledge their weaknesses in serving some communities and attempt to improve some aspect of their services to specific populations.  

5. Culturally competent organizations respect and accept differences among and within different groups; continually assess their policies and practice regarding culture and expand cultural knowledge and resources; and adapt service models in order to meet the needs of different racial and/or ethnic groups. The organizations work to hire staff who are unbiased and those who represent the racial and ethnic communities being served; and seek the advice and counsel from their clients.  They are committed to the policies that enhance services to a diverse clientele.

6. Culturally proficient organizations conduct original research, develop new treatments and approaches based on culture and publish/disseminate their results to add knowledge to the base of culturally competent practices. These agencies advocate for cultural competence throughout the health care system and for improved relations between cultures.

C. (Individual) Cultural Competence
1. Results from a developmental process that depends on the continued acquisition of knowledge, development of skills, and ongoing evaluations of progress.  As such, ongoing training is a necessity (NOPCAS, 2003-04)
II. Rationale to Incorporate Cultural Competence into Organizational Policy 
(Highlights copied from part of the NCCC Policy Brief "Rationale for Cultural Competence in Primary Health Care" Georgetown University, National Center for Cultural Competence)
A. To respond to current and projected demographic changes in the United States.
1. The composition of the American population is changing as a result of immigration patterns and significant increases among racially, ethnically, culturally and linguistically diverse populations current residing in the United States. 
2. 1990 census reveal that the number of persons who speak a non-English language at home rose to 28.3 million. (43%) of these, approximately 45% indicate they difficulty speaking English.
3. The results of a March 1997 survey conducted by the Census Bureau reveal that 1 in every 10 persons in the United States is foreign-born. Currently, the US foreign-born population comprises a larger segment than at any time in the past five decades. This trend is expected to continue.
4. The Children's Defense Fund predicts that early in the first decade following the year 2000, there will be 5.5 million more Latino children, 2.6 million more African-American children, 1.5 million more children of other races and 6.2 million fewer white, non-Latino children in the United States.
5. 2000 census indicates that the population of people of color is expected to exceed 50% by 2050.
B. To eliminate long-standing disparities in the health and mental status of people of diverse racial, ethnic and cultural backgrounds.
C. To improve the quality of services and health/mental outcomes.
1. Despite similarities, fundamental differences among people arise from nationality, ethnicity and culture, as well as from family background and individual experience. These differences affect the health/mental health beliefs and behaviors of both consumers and providers have of each other.
2. Culturally competent services facilitate clinical encounters with more positive outcomes; enhance the potential for a more rewarding interpersonal experience and increase consumers satisfaction of services.
3. Critical factors in the provision of culturally competent services include understanding of the: 
a. beliefs, values, traditions and practices of a culture; 
b. culturally-defined, health-related needs of individuals, families and communities; 
c. culturally-based belief systems of the etiology of illness and disease and those related to health and healing; and 
d. attitudes toward seeking help from health care providers.
4.  In making a diagnosis, health care providers must understand the beliefs that shape a   person's approach to health and illness
5. Knowledge of customs and healing traditions are indispensable to the design of treatment and interventions. 
6. Services must be received and accepted to be successful.
7. Cultural knowledge and understanding are important to personnel responsible for quality assurance programs.
8. Those who design evaluation methodologies for continual program improvement must address hard questions about the relevance of health care interventions. Cultural competence will have to be inextricably linked to the definition of specific outcomes and to an ongoing system of accountability that is committed to reducing the current disparities among racial, ethnic and cultural populations.
D.  To meet legislative, regulatory and accreditation mandates.
1. As an enforcer of civil rights law and a major pay or for health/mental health care services, the Federal government has a pivotal role in ensuring culturally competent health care services. 
a. Title VI of the Civil Rights Act of 1964 mandates that no person in the United States shall, on ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving Federal financial assistance.
2.  Organizations and programs have multiple, competing responsibilities to comply with Federal, state and local regulations for the delivery of health services. 
3. State and Federal agencies increasingly rely on private accreditation entities to set standards and monitor compliance with these standards. Both the Joint Commission on the Accreditation of Healthcare Organizations (JCAHO), which accredits hospitals and other health care institutions, and the National Committee for Quality Assurance (NCQA), which accredits managed care organizations and behavioral health managed care organizations, support standards that require cultural and linguistic competence in health care.
E.  To gain a competitive edge in the market place.
F.  To decrease the likelihood of liability/malpractice claims.
1. Lack of awareness about cultural differences may result in liability under tort principles in several ways. 
a. For example, providers may discover that they are liable for damages as a result of treatment in the absence of informed consent. 
b. Organizations and programs face potential claims that their failure to understand health beliefs, practices and behavior on the part of providers or patients breaches professional standards of care. 
c. In some states, failure to follow instructions because they conflict with values and beliefs may raise a presumption of negligence on the part of the provider.
2. The ability to communicate well with patients has been shown to be effective in reducing the likelihood of malpractice claims. 
3. Effective communication between providers and consumers may be even more challenging when there are cultural and linguistic barriers. Organizations and programs must address linguistic competence--insuring for accurate communication of information in languages other than English. 

Permission is granted to copy and distribute this Web page (part of the NCCC Policy Brief "Rationale for Cultural Competence in Primary Health Care") or reproduce excerpts as long as credit is given to the National Center for Cultural Competence.  http://gucchd.georgetown.edu/nccc/cultural5.html
II.     Other Factors to Consider
A. Internal Complexities When Identifying Communities

1. Ethnic Demographics
a. “Latinos,” may include U.S.-born Mexican Americans (Chicanos), Mexican immigrants, Central and South Americans, Puerto Ricans, and Cubans

b. “African-Descent” or “Black Americans” may include African Caribbean’s, African Hispanics, and second generation Africans.

c. “Asian Americans” and/or “Pacific Islanders” may include individuals having origins in the Far East, Southeast Asia or the Indian subcontinent (e.g., Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, Philippines, Thailand, and Vietnam).  “Pacific Islanders” refer to those having origins in Hawaii, Guam, Samoa, or other Pacific Islands. 
d. “American Indians” and “Alaska Natives” include individuals whose origins are in North and South American and who maintain tribal affiliation or community attachment
2. Other Cultural Identities

a. Religion

b. Sexual Orientation

c. Disability
3.   Statistics
a. Be cautious of statistics for the “larger” groups as most statistics do not capture the complexities of each sub-community.  Therefore, generalization of data should be done with caution.

b. There tends to be a dearth of research on some communities of color. 
4. Models of Health and Illness
a. Each community of color view and express distress differently, often in ways that are non-Western in perspective.

b. Factors that shape models of health may include:

1. Stigma

2. “Inferiority” or “deprivation/deficit” models for African Americans (White and Parham1990).
3. No distinction between mind and body (e.g., for Asians)

4. Illness as a manifestation of evil or wrong doing

5. Historical unresolved grief (e.g., American Indians) (Brave Heart & DeBruyn,1998)
5.    Approaches to Interventions
a. Interventions strategies should be tailored to each community as their needs are different

b. For example:

1. Language is major barrier for the various Latino subgroups

2. With the rise in unemployment, delinquency, substance abuse, teenage pregnancy and suicide for African Americans, universal interventions need to focus on better secondary education, employment, sex education and family planning, delinquency prevention, drug prevention and counseling.

6.    Causal and Contributing Factors of Illness
a.    Level of Acculturation / Acculturative Stress
1.  Assimilation
2.  Marginalization

b. Sense of alienation and marginalization

c. Experiences with racism and the impact of internalized oppression and  discrimination

d. Myth of the “model minority” for Asian Americans
7.    Bi/Multiculturalism
a. Just because an individual is from a diverse population, it does not mean s/he is not socially competent in more than one culture or that s/he is comfortable with the mainstream culture.

8.    Language
9.    History of the Target Population

a.   Slavery

b.   Voluntary versus involuntary migration (e.g., refugees)
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