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ABSTRACT
PATRICIA J. KELLY
THE RELATIONSHIP BETWEEN SELECTED FACULTY CHARACTERISTICS
AND CULTURAL ELEMENTS INCLUDED IN CULTURAL COMPETENCY
TRAINING IN PHYSICIAN ASSISTANT EDUCATION
Under the direction of EDWARD L. BOUIE, JR., ED.D.
Cultural competency training has been present in academic medicine for many
years but interest has resurfaced when the Institute of Medicine released a report on
health care disparity and called for curriculum improvement in medical education to
eliminate the disparity in health care in the United States. This new interest, reinforced by
medical education competencies and accreditation standards in cultural competency,
ignited more development in cultural competency training and the assessment of that
training. Unfortunately, many limitations in the implementation and assessment of the
training have emerged and it has been demonstrated that cultural competency training has
not been uniform across medical education programs. One potential reason for this lack
of standardization is that the faculty definition of culture has been vague. Physician
assistant education is very similar in structure to medical education. Currently, minimal
research has been conducted in the area of physician assistant education, even though the
cultural competency training issues appear to potentially be a mirror image of medical
education. This study involved a national online survey of faculty members at 141
accredited physician assistant programs. The study addressed the relationship of specific
xii

faculty characteristics (gender, years of educational experience, and previous cultural
competency training) with the implementation of cultural elements (race, ethnicity,
gender, socioeconomic status, sexual orientation, disability and faith) in cultural
competency training in the didactic phase of PA programs. Results of the study
demonstrated that the cultural element of disability was excluded the most frequently in
the implementation process. In addition, a significant relationship between a lack of
previous cultural competency training and the implementation of less cultural elements
was demonstrated. These findings support the need for a standardized definition of
culture and greater emphasis on cultural competency training for PA program faculty.
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CHAPTER 1
INTRODUCTION TO THE STUDY
In 2005, the US Census Bureau demonstrated that 30 percent of the total United
States population was comprised of non-white individuals (Gregg & Saha, 2006). Since
the year 2000, approximately six out often babies born in New York City have at least
one parent that was born outside the U.S. This rapidly changing profile of the United
States population has contributed to inequities in health care for patients of racially and
culturally diverse backgrounds (Koehn & Swick, 2006).
According to researchers at the National Institute of Health (2005), health
disparity has been defined as a "difference in the incidence, prevalence, mortality, and
burden of diseases and adverse health conditions that exist among specific population
groups" (p.7). Additional factors including a lack of cultural understanding by medical
providers, language barriers between patients and providers, location of medical services,
low literacy levels of patients, and preconceived stereotypes by medical providers were
also suspected to contribute to the racial and cultural inequity in medicine (Shaya &
Gbarayor, 2006). Cultural competence has been defined as the ability of a medical
provider to possess the cultural awareness, knowledge and skills to effectively and
respectively obtain a thorough medical history which will enable the provider to
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accurately diagnose the medical problem and collaborate with the patient to develop a
management plan.
Purpose
The goal of this study is to determine if specific characteristics of faculty
members influence the type of cultural elements that are included in cultural competency
training in accredited Physician Assistant programs nationally.
Background
In March of 2002 the Institute of Medicine released a report called Unequal
Treatment which addressed the racial and ethnic inequities in health care in the United
States (Smedley, Stith, Colburn & Evans, 2002). Betancourt (2006a) commented that the
Institute of Medicine report on Unequal Treatment evaluated the racial and ethnic health
care disparities in the United States and discovered that non-dominant patient groups
were treated differently than dominant groups. The non-dominant groups, consisting of
immigrants, Hispanics, and blacks, were found to receive less medical referrals to
specialists, aggressive management of medical problems, use of diagnostic methods, pain
medication prescriptions, and preventive medical care. One of the major findings of the
report included medical provider bias being a cause of the health care disparity
(Betancourt, 2006a).
Cultural competency has also been known as cultural awareness, cultural
sensitivity, multiculturalism, diversity sensitivity, diversity awareness or cross cultural
awareness. Cultural competency training has been established in the majority of medical
school curriculums to assist in improving health outcomes of various cultural groups.
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Initial implementation of cultural competency training began in the mid 1990s (Crandall,
George, Marion & Davis, 2003). In 2002, the members of the Institute of Medicine
identified that health care disparity in the United States was a growing problem and
stressed the importance of training medical providers to effectively communicate and
care for patients from diverse backgrounds (Betancourt, 2006b). The members of the
Institute of Medicine recommended that academic medicine institutions implement
several changes in medical education to alleviate the racial and ethnic disparities
occurring in health care. The recommendations involved increasing student knowledge
and awareness of cultural issues affecting healthcare, increasing the number of minority
students enrolled, incorporating cultural competency training into medical education,
addressing the implications of cultural issues on medical decision making, and
eliminating medical provider bias by making students aware of their own biases
(Betancourt 2006a).
In 2003, the members of the Liaison Committee on Medical Education
incorporated cultural competency training into medical education accreditation standards
(Crandall, George, Marion & Davis, 2003). In 2007, members of the Physician Assistant
Education Association also voted to recommend the inclusion of cultural competency
into the Competencies for the Physician Assistant Profession (Accreditation Review
Commission on Education for the Physician Assistant, 2007).
Even though many medical education programs have introduced cultural
competency training into the curriculum, difficulty arose in a lack of standardized
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implementation of the training and a lack of appropriate measurement instruments
utilized to assess the outcomes of the training (Kumas-Tan, Beagan, Loppie, MacLeod &
Frank, 2007). This investigator stated that it is difficult to standardize cultural
competency training while the definition of culture and cultural competence remains
misleading (Kumas-Tan et al.). Culture has traditionally been defined according to race
and ethnicity (Shaya & Gbarayor, 2006). As medical institutions established training in
cultural competency, a narrow definition of the cultural norm and cultural competency
emerged in the majority of medical training programs. By definition, the cultural "norm"
assumed that normalcy was white, male, middle class, Western culture, English speaking,
Christian, heterosexual, and without disability and that all other deviations from this
norm were different (Kumas-Tan, et al.). The authors continued by stating that cultural
competence should not just involve race and ethnicity, but culture should be redefined to
include gender, age, socioeconomic status, education level, sexual orientation, disability
and faith (Kumas-Tan et al.).
Wear (2003) confirmed that cultural competency is now a core component in
medical education curriculum; however, many approaches only address language
barriers, and certain larger minority groups and their beliefs. The author argued that this
approach is very limited and ignores other smaller cultural groups. In addition, the
implementation of cultural competency training in medical education has been a valid
concept, but limitations in application of the content have surfaced and the goal of
reducing cultural inequities in health care has not been fulfilled (Gregg & Saha, 2006).
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Park, Betancourt, Kim, Marina, Blumenthal & Weissman (2005) discovered that a
sample of medical residents conveyed that their supervising physicians were not
knowledgeable about cultural competency nor did they encourage the utilization of
cultural competency by the residents. Tang, Bozynski, Mitchell, Hatfield, Vanston, and
Anderson (2003) performed a study to assess the cultural awareness of the instructors that
were responsible for training medical students. The authors of this study analyzed faculty
members and medical residents at the University of Michigan medical school concerning
beliefs about cultural diversity in treating patients. The researchers demonstrated that the
residents displayed more open attitudes and were more comfortable treating patients with
diverse backgrounds than the faculty members (Tang et al.). Lack of knowledge by
faculty members on cultural competence may be due to a lack of faculty training in
cultural competence or other faculty characteristics.
Statement of the Problem
Cultural competency training in physician assistant education is required for
accreditation and is an attempt to eliminate national health care disparities. The problem
is that cultural competency training is not uniform across physician assistant programs
(Symington, S., Cooper, K. & Wallace, L., 2006) potentially due to faculty definition of
culture, faculty training in cultural competency, and the lack of guidance in the
implementation of the training. If medical and physician assistant faculty members are
not effectively training medical students to practice culturally competent medicine, then
health care disparity will potentially remain a problem nationally.
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Significance of the Study
The significance of this study is that if medical education and physician assistant
education fail to produce culturally competent medical providers, then culturally diverse
patients will continue to suffer poor health outcomes. Demonstrating relationships
between faculty characteristics and cultural competency training may assist in attempting
to improve the health care disparity that is afflicting the US.
In addition, there has been no standardized process or guidance for implementing
or assessing cultural competency training in physician assistant programs. Minimal
research has been conducted to evaluate implementation or assessment methods currently
being utilized in physician assistant programs. The definition of culture has also not been
addressed in physician assistant education. In academic medicine, the definition of
culture has been controversial and lacks uniformity nationally. Some faculty members in
academic medicine have contended that culture involves only race and ethnicity, while
other faculty members have argued that culture also encompasses gender, age, faith,
socioeconomic status, sexual orientation and disability (Kumas-Tan et al., 2006, Gregg &
Saha, 2006). While multiple definitions of culture exist, standardizing the implementation
and assessment of cultural competency training across medical education programs and
physician assistant programs will remain difficult. Also, if physician assistant faculty
members have not received training in cultural competency, knowledge of cultural
competency by the faculty will be lacking which may lead to inconsistent and ineffective
training of students.
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Application to Leadership
The practice of cultural competent medical care not only requires competence by
the medical providers but also the educational institutions and facilities that are ultimately
responsible for such care (Dana, Behn & Gonwa, 1992). If academic medicine
institutions are not training students to practice culturally competent medicine, health
care disparity may continue to exist. Cultural competency training in academic medicine
not only occurs in classroom education, but also in clinical education, service learning
projects, and community partnerships that foster understanding of multiculturalism. It is
ultimately the responsibility of higher education leadership to assist with reducing health
care disparity in the US through faculty training in cultural competency, accreditation
compliance, quality assurance of educational practices, and accountability to the public.
Theoretical Framework
Price, Beach, Gary, Robinson, Gozu, Palacio, Smath, Jenckes, Feuerstein, Bass,
Powe & Cooper (2005) confirmed that authors such as Betancourt, Kawaga-Singer,
Teralon and Wear have developed theoretical frameworks for the development of cultural
competency training in academic medicine, but no standardized theory or process has
been accepted. Howell (1982) developed an intercultural communication theory in which
students progressed through five levels of competence. Level 1 indicated that the students
could not recognize that they were mis-communicating which is known as unconscious
incompetence (Howell). In level 2 the students recognized the communication mistakes
and attempted to correct them. The third level involved a cultural understanding by the
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student. The last two levels include obtaining an unconscious competence or an
unconscious super-competence by the student (Howell).
There have been three main theoretical frameworks utilized for the cultural
competency training model. The Culhane-Pera model of cultural competency was an
adaptation of the Bennett's model which is grounded in communication theory. The
Bennett theory indicated that the cultural competency or intercultural sensitivity was a
progression through six developmental stages. The six stages started with ethnocentrism
(denial) and transitioned through levels to ethnorelativism (acceptance and integration)
(Bennett, 1986). This theory allowed educators to evaluate students at different
developmental stages and gauge the developmental progression to the various levels. The
authors of the Culhane-Pera theory combined two of Bennett's stages into one (Blue &
Thieke, 2005). The five stage Culhane-Pera model of cultural competency includes Stage
1 which involved no recognition by the student of the influence of culture on health care.
Stage two entailed the student displaying slight application of cultural competence with
certain situations. Stage three encompassed a full understanding of the role of culture
competence by the student and how it affects health care. Stage four occurred when the
student includes cultural competence into health care on a continual basis. Lastly, stage
five was accomplished when the student applied cultural competence into all aspects of
health care.(Blue & Thieke, 2005).
Campinha-Bacote's cultural competence theory involved five dimensions
including cultural desire, cultural awareness, cultural knowledge, cultural skill and
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cultural encounters (Campinha-Bacote, 2003). Cultural desire was the desire to
understand cultural issues and cultural awareness was the recognition of cultural issues.
Cultural knowledge involved learning the beliefs and values of other cultures, the disease
incidence for specific groups, and appropriate management strategies. Cultural skill
included possessing cultural desire and awareness, and then utilizing the cultural
knowledge. Cultural encounter was the application of cultural knowledge to the care of
specific patients (Campinha-Bacote, 2003).
Henry Giroux developed a modified theory of cultural competency called
insurgent multiculturalism (Giroux, 2000). Many educational programs teaching cultural
competency have emphasized competence in communication skills and tolerance of
cultural issues with patients. Insurgent multiculturalism has added to these skills and
focused on the power of dominant cultural groups and understanding the underlying
reasons for the inequity (Giroux, 2000). This cultural competency theory progressed from
emphasizing the relationship between the medical provider and the patient to
investigating the social factors contributing to the health care disparity. Some social
factors included a lack of medical insurance, transportation difficulties, poor access to
medical facilities due to work hours, patient home environment, and family dynamics
affecting care of the patient. Another author stated that insurgent multiculturalism also
focuses on medical provider professional development which includes instilling
compassion, empathy, dedication, sensitivity, serving the greater good and lifelong
learning (Wear, 2003).
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Authors of Project Professionalism, developed by the American Board of Internal
Medicine (2001), emphasized duty, altruism and respect, which are essential components
in a medical provider becoming culturally competent. According to the authors, duty was
an open agreement to a commitment to service, altruism was defined as the interest of the
patient coming first, and respect for others was the core of professionalism and humanity
(American Board of Internal Medicine).
Koehn & Swick (2006) established a transnational competency theory approach to
cultural competency training. Koehn and Swick ascertained that transnational
competency training is an improved version of the cultural competency training model
and involves broadening the definition of culture, addressing student biases, and
implementing more application-based training. The authors contended that these changes
in cultural competency training will foster more uniformity in the implementation and
assessment of cultural competency training (Koehn & Swick).
Many authors agreed that cultural competency training was important to medical
education programs and that it is being implemented in most medical and physician
assistant education curricula (Betancourt, 2006a; Gregg & Saha, 2006; Koehn & Swick,
2006; Symington et al., 2006; Schneider, Thompson & Celis, 2005; Tang et al., 2003).
Even though there is implementation of cultural competency training nationally, it is not
uniform (Kumas-Tan et al, 2007; Koehn & Swick; Symington et al.). Researchers have
demonstrated that because the definition of culture by faculty members varies, there is no
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standardized process of implementation (Betancourt; Crandell et al., 2003; Gregg &
Saha, Kumas-Tan et al., Park et al., 2005; Wear, 2003)
Researchers have also established that a lack of knowledge in cultural
competency exists among instructors of cultural competency training (Park et al., 2005;
Tang et al., 2003). One author demonstrated that medical residents expressed that
supervising physicians were not knowledgeable about cultural competency nor did they
encourage the utilization of cultural competency by the residents (Park et al.). Tang
conducted a study and revealed that medical residents were more comfortable with and
had a better understanding of cultural competency training than the medical faculty
members supervising the residents.
The conceptual framework for this study in Figure 1 was based on the relationship
between the independent or predictor variables to include previous faculty cultural
competency training (Park, Betancourt, Kim, Marina, Blumenthal & Weissman, 2005;
Tang et al., 2003), the number of years of educational experience of the faculty member
(Brathwaite, 2006), characteristics of the faculty member (Brathwaite, 2006; Sidani,
Doran & Mitchell, 2004; Sidani & Braden, 1998) and the dependent or criterion variable
of the inclusion of cultural elements into the cultural competency training in physician
assistant programs (Koehn & Swick, 2006; Kumas-Tan et al., 2007). It is presumed that
the different faculty characteristics and experience will influence how cultural elements
are incorporated into the cultural competency training.
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The theoretical framework of the study involved demographic factors potentially
influencing the implementation of cultural elements into cultural competency training in
physician assistant programs. No research has been conducted to date regarding the
influence of faculty characteristics on the implementation of cultural competency training
in medical education or physician assistant education.

Figure 1. Conceptual Framework for the Study. Dependent variable is the Cultural
Elements and the Independent Variables are Gender of Faculty, Years of Educational
Experience of Faculty, and Previous Cultural Competency Training of Faculty.
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Research Questions
1.

Do female educators implement more cultural elements into cultural competency
training in the didactic phase of physician assistant programs than male
educators?

2.

Do physician assistant educators with more years of educational experience
implement more cultural elements into cultural competency training in the
didactic phase of physician assistant programs?

3.

Do physician assistant educators with previous cultural competency training
implement more cultural elements into cultural competency training in the
didactic phase of physician assistant programs?

4.

Do male or female educators with various levels of educational experience and
previous cultural competency training implement more cultural elements into
cultural competency training in the didactic phase of physician assistant
programs?
Null Hypotheses

1.

Male and female physician assistant educators implement the same number of
cultural elements into cultural competency training in the didactic phase of
physician assistant programs.

14
2.

Physician assistant educators with different levels of educational experience
implement the same number of cultural elements into cultural competency
training in the didactic phase of physician assistant programs.

3.

Physician assistant educators with or without previous cultural competency
training implement the same number of cultural elements into cultural
competency training in the didactic phase of physician assistant programs.

4.

There is no interaction between gender, previous cultural competency
training and the level of years of educational experience regarding the
implementation of cultural elements into cultural competency training in the
didactic phase of physician assistant programs.
Limitations and Delimitations
One of the limitations of this study include utilizing data from an online survey

and not a mail survey. The return rates are lower with online surveys, approximately
37%, (Sheehan, 2001) as compared to mail surveys which are approximately 50% (Feil,
Severson, Taylor, Boles, Alber & Blair, 2007; Price, Muran, Dake, Dimming & Hayes,
2004). Also, a cross-sectional one time survey is only accurate at that one moment in
time when the survey was completed. Social desirability of the subjects is another
limitation because the subjects may want to be considered culturally competent and alter
their responses accordingly. The delimitations of this study include only utilizing
physician assistant faculty because then the results cannot be generalized to other allied
health or medical education programs. Also, cultural competency training is currently
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very popular in medical and physician assistant education. The results of the survey
cannot be generalized to past or future cultural competency situations of physician
assistant education.
Definition of Terms
Culture - a set of shared values, attitudes, goals and practices of a group (www.websteronline-dictionary.org/definition/')
Cultural Competence - having the ability to work with patients as a provider utilizing
cultural beliefs, needs, and behaviors of the patients to provide better care (Cross, 1989)
Cultural Elements - age, gender, race, ethnicity, religion, socioeconomic status, sexual
orientation, and disability
Years of educational experience - number of years in physician assistant education
Summary
If medical education and physician assistant education fails to produce culturally
competent medical providers, then culturally diverse patients may continue to suffer poor
health outcomes. Demonstrating the current trends of cultural competency training in
physician assistant education will provide a baseline for developing goals and guidelines
in cultural competency instruction. Also determining if faculty characteristics, such as
gender, number of years of educational experience or previous cultural competency
training, influence the implementation of cultural competency training may provide
insight into improving the effectiveness and standardization of cultural competency
implementation and assessment. Only by training physician assistant and medical
students to be more culturally competent, will academic medicine and the medical

profession be truly attempting to improve the health care disparity that is afflicting the
U.S.

CHAPTER 2
REVIEW OF THE RELATED LITERATURE
General Introduction
The review of literature for this study encompassed the history of health care
disparity in the United States and the interconnection with diversity in medical education.
The review explored the definitions of health, health disparity, culture, multiculturalism,
cultural bias and stereotyping. The role of medical communication and health care
disparity was also addressed. The various neglected cultural elements that form the
essence of culture were also investigated within the literature. The review included
different implementation strategies and assessment techniques being utilized in medical
education. Faculty training in cultural competency was also covered as an important
aspect of this summary of cultural competency literature.
Health Care Disparity
The deficit in cultural competence training in health care education has been
addressed since in the early 2000s (Kumas-Tan, Beagan, Loppie, MacLeod & Frank,
2007). Gregg & Saha (2006) emphasized that the US Census Bureau demonstrated that
30 percent of the total United States population was comprised of non-white individuals
in 2005. Even though 30 percent of the population was considered minority, only 11.4
percent of graduating medical students was classified in a minority category (Association
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of American of Medical Colleges, 2005). The ratio of minority medical providers to
minority patients was believed to be one reason for the growing cultural health care
disparity occurring in the US (Shaya & Gbarayor, 2006). There has also been a low
percentage of minority physician assistants. In 2004, 88% of practicing physician
assistants were white, and 45% of all physician assistants were practicing in primary care
medicine (Jacques, 2004).
One example of the health care disparity has been the higher infant mortality rates
with African American, Native American, Pacific Islander and certain Asian American
groups (Kagawa-Singer & Kassam-Lakha, 2007). Other examples included a four times
higher maternal mortality rate with African Americans than with whites. End stage renal
disease has been seven times more likely with Mexican Americans, 6.6 times with
African Amercians, and 6.3 times with Native American groups (Kagawa-Singer &
Kassam-Lakha). Vietnamese and Hispanic females have been at a six times greater risk
of developing cervical cancer. The rate of diabetes has also been three times more
common with African, Hispanic, Asian and Native Americans than with whites (KagawaSinger & Kassam-Lakha).
The World Health Organization defined health as the "social, physical, economic,
emotional and spiritual well-being along with the absence of disease." According to
researchers at the National Institute of Health (2005), health disparity is defined as a
"difference in the incidence, prevalence, mortality, and burden of diseases and adverse
health conditions that exist among specific population groups" (p.7). Additional factors
including a lack of cultural understanding by medical providers, language barriers
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between patients and providers, location of medical services, low literacy levels of
patients, and preconceived stereotypes by medical providers were also suspected to
contribute to the racial and cultural inequity in medicine (Shaya & Gbarayor, 2006).
Beach, Rosner, Cooper, Duggan & Shatzer (2007) conducted a quantitative study
by surveying students before and after standardized patient interactions to determine the
patient centered attitudes of the medical students regarding black and white patients.
There were 177 medical students assessed for patient centered attitudes in interpersonal
skills, and they were determined to either possess or not possess patient centered
attitudes. The authors reported that both the students, that possessed patient centered
attitudes and those that did not, performed the same with the white standardized patients
(Beach et al.). The authors also stated that the students with patient centered beliefs
performed much better with the black standardized patients with regards to history
taking, interpersonal skills and patient education. It was also noted that the medical
students who were planning to enter a primary care discipline like family practice,
internal medicine, women's health or pediatrics were found to possess more patient
centered attitudes. Also, female students performed statistically higher with interpersonal
skills than the male students. The authors concluded that medical provider attitudes do
influence patient interaction and disparity in health care (Beach et al.).
The authors of the Institute of Medicine's report entitled Unequal Treatment
appealed to the academic medicine institutions to attend to this concern about health care
disparity by the recruitment, retention and promotion of minorities, and in diversity
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training of health care providers (Smedley et al., 2002).. The authors further supplied
recommendations for patient care to include encouraging evidence based medicine
guidelines be followed for all patients to improve the quality of health care, and to
support language interpretation for the major languages such as Spanish (Smedley, Stith,
Colburn, and Evans, 2002). Betancourt (2006b) further indicated that the Institute of
Medicine called for academic medical institutions to assist with the disparity because the
role of academic medicine was to deliver medical services, train medical providers,
conduct research and provide national leadership on health related issues.
In 2005, the Members of the Association of American Medical Colleges
incorporated cultural competency into their accreditation standards, and members of the
Accreditation Council for Pharmaceutical Education followed suit in 2006 (Kumas-Tan
et al., 2006; Onyuni & Ives, 2007). In the fall of 2007, the members of the Physician
Assistant Education Association voted to recommend the inclusion of cultural
competency into the Competencies for the Physician Assistant Profession (ARC-PA,
2006). The American Nursing Association also recommended the implementation of
multicultural issues into the nursing curriculum in 1986 (American Nursing Association,
1986). Purnell & Paulanka (2003) explained that even though nursing education has been
implementing cultural competency training since 1986 and several methods and
frameworks have been developed, standardized implementation and assessment has not
occurred. Members of all four of these health care education organizations have
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recognized the lack of diversity training and mandated changes in their higher education
curriculums to embrace cultural competency training.
Diversity in Medical Education
Advocates of the Institute of Medicine's report stated that by increasing the
number of minority medical students, the racial and ethnic health care disparity would
decrease when the graduates entered into the medical profession. These proponents,
coming from medical, dental and law education, strived to increase the diversity of their
entering students through race conscious decision making during the application process
in the last decade (Tedesco, 2005; Bernal, 2003; Lakhan, 2003; Magnus & Nick, 2000).
One of these researchers indicated that minority professionals in medicine tend to see the
largest percentage of minority and low income patients as compared to their white
counterparts (Lakhan, 2003). A separate group of authors, however, demonstrated that
when three groups of physician graduates from various backgrounds (white, minority &
low income) were followed into clinical practice, the white and minority physician
groups did not see a large number of low income patients but that the physicians from
low income backgrounds had the largest low income patient population (Magnus &
Mick, 2000). The authors continued that some universities have noticed this trend and
have attempted to utilize a more class-based approach rather than race-based preference
alone in the admissions process. Wear (2003) reported that only 12% of physicians in the
US grew up in a working class family environment. Previous socioeconomic status of
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medical students, more than race, has contributed to the desire of medical providers to
serve low income communities (Magnus & Mick).
A second consideration behind encouraging an increase in the number of minority
medical students, was that student exposure to diversity in the classroom setting
encourages tolerance and understanding of that diversity (Tedesco, 2005). This classroom
diversity has allowed medical students to interact with fellow students that have different
life experiences and backgrounds, which many times causes students to question their
pre-existing social beliefs (Bollinger, 2003). Student body diversity has allowed
interaction between social and cultural groups that may not have interacted previously.
This has increased awareness in cultural and social differences and has better prepared
students to treat patients from diverse backgrounds (Hung, McClendon, Henderson,
Evans, Colquitt & Saha, 2007; Bollinger, 2003; Whitcomb, 2003). Whitcomb also
demonstrated that students from both white and minority backgrounds agreed that
diversity enhanced the quality of their educational experience and their ability to interact
with other cultures. Many business corporations have confirmed that diversity in higher
education produces individuals that are more qualified for the challenges faced in
international business and operations (Bollinger). Additionally, exposure to classmates
coming from diverse backgrounds and beliefs has allowed for the discovery of
similarities and differences between cultures (Bollinger).
Elam (2001) utilized a questionnaire to evaluate if first year medical students at
four different universities viewed student diversity as increasing their learning
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environment. The researcher demonstrated that the most diverse class indicated that
diversity increased their educational learning, and that females valued diversity more than
males. Black students viewed that there was inadequate instruction on diversity and that
faculty lacked knowledge regarding diversity (Elam, 2001). Other authors argued that
exposure to diversity alone, does not foster an understanding of diversity or teach medical
students how to practice culturally competent medicine in the clinical setting (KumasTan et al., 2006).
Cultural Bias and Stereotyping
According to the Gregg & Saha (2006), in order to teach about culture, cultural
norms first must be defined. Green, Betancourt & Carrillo (2002) agreed that academic
medicine is teaching about racial and ethnic diversity but omits addressing income,
education, illiteracy, immigration experience, religion, social support and social issues.
Kumas-Tan et al. redefined culture to involve gender, age, social status, education, sexual
orientation, disability and faith.
One of the major findings of the Institute of Medicine report included medical
provider bias being a cause of the health care disparity (Betancourt, 2006a). Gregg and
Saha (2006) contended that the goals in creating cultural competency training and the
goals in implementing the training were often found to be dissimilar. The authors
continued that often when programs attempted to define culture, they also reinforced bias
and stereotypes of cultural differences. The authors continued that when implementing
cultural competency education, cultural and racial norms have to be initially defined.
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Unfortunately, these defined norms have often been assumed by students which
inadvertently reinforce biased attitudes (Gregg & Saha, 2006). The authors explained that
people tend to experience the world differently and have various understandings of why
things occur. Individuals from different backgrounds often have viewed and interpreted
disease and treatment differently. Misunderstandings in the diagnoses and management
of these patients have lead to noncompliance with medication and follow-up care.
Betancourt (2006b) explained that traditional cultural competency training
concentrates on teaching the differences in cultural beliefs and behaviors of various
cultural groups to medical students. He indicated that a new perspective on training
students in cultural competency has emerged to involve teaching cultural factors that
influence patient behaviors and how it affects health communication and care. This mode
of training, however, has lead students to form assumptions about different cultures thus
reinforcing bias attitudes (Betancourt). Van Ryn (2002) discovered that medical
providers make certain clinical decisions depending on the race of the patient. Betancourt
also reinforced that learning about other cultures alone will not train students to apply
that knowledge to specific situations.
The author also maintained that cultural stereotyping has caused providers to
form opinions or expectations about specific groups and then apply those misconceptions
to an individual in those groups (Betancourt, 2006b). Stereotyping can cause medical
providers to form preconceptions about a patient which can ultimately affect the clinical
decision making for that patient (Betancourt). The author further affirmed that many
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teaching hospitals serve low income and uninsured patients and medical students may
begin to associate specific races or cultures with specific attitudes or behaviors towards
health care (Betancourt). The association that was formed by the medical students only
reinforced stereotypes of specific cultures. Beach, Rosner, Cooper, Duggan & Shatzer
(2007) explained that some medical providers demonstrate negative interpersonal
behaviors including decreased empathy and warmth when interviewing minority patients
(Johnson, Roter, Powe & Cooper, 2004).
Shapiro, Lie, Gutierrez & Zhung (2006) discovered that medical students tend to
downplay the importance of determining self awareness and determining self bias.
Tervalon (2003) contended that students need to understand their personal biases and
prejudices in order to truly understand and realize they are treating certain patient
populations differently.
Multiculturalism
Gregg and Saha (2006) confirmed that the current cultural training techniques
utilized tend to merge race and ethnicity into one entity which is a fallacy. These authors
offered an example that black individuals may have similarities in beliefs, but that their
African, Caribbean or European ethnicity would change their backgrounds and potential
viewpoints. Cultural and ethnic influences have not been found to be synonymous. The
authors further maintained that cultural beliefs do not cause individuals to act in specific
ways, but may influence their reactions to specific circumstances (Gregg & Saha, 2006).
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Gregg and Saha (2006) stated that patients often present from multiple cultures.
An example that demonstrated this concept involves an Asian female nurse who has been
raised Catholic and has battled cervical cancer is a member of five different cultures. This
patient has the influence of being female, Asian, Catholic, a nurse and a surviving cancer
patient. These cultural backgrounds influenced her reactions and beliefs concerning
specific circumstances. Her various cultural beliefs may have conflicted with one another
or fostered one another depending on a given situation (Gregg & Saha). The authors
continued that people possessing multicultural influences may experience a clash of those
cultures resulting in distress. Even if medical providers have knowledge about various
cultural backgrounds, they cannot assume how an individual will react to a certain
situation. Cultural backgrounds do not cause people to act in a certain manner, they
influence the way people react to specific situations (Gregg and Saha).
Kumas-Tan et al. (2007) proposed that the narrow definition of cultural
competence utilized in academic medicine be eliminated and replaced with a broader
definition that encompasses all individuals. All people interpret the world and their
experiences differently. Numerous backgrounds of individuals (cultural, racial, ethnic,
social and religious) influence the way they react to various circumstances. Cultural
competence has been an ongoing dilemma in medicine for years. One patient may have
the tendency to react differently from another patient who is placed in a similar situation
(Kumas-Tan et al.).
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Communication Skills
One researcher affirmed that cultural issues cannot be taught as knowledge or as a
skill set because cultural beliefs and values of individuals are constantly changing
(Tervalon, 2003). Betancourt (2006b) also stressed the importance of cultural
competency training should not entail the medical provider just possessing a set of skills
to treat patients, but be able to competently communicate with individuals from all
cultural backgrounds. Improving cultural communication involved addressing cultural
beliefs and values, identifying expectations by patients and providers, and interpreting
information effectively (Kagawa-Singer & Lakha, 2007). Another researcher
demonstrated that poor communication between the medical provider and patient, and
physician attitudes towards patients can cause health disparity (Johnson et al., 2004).
Improving cultural communication between the medical provider and patient
increases the possibility of reducing health care disparity in the US (Kagawa-Singer &
Kassam-Lakha, 2007). According to Shi (1999), Hispanic Americans more likely than
whites believe that their medical providers did not listen to them. This population was
also least satisfied with the communication with their medical providers. Betancourt
(2006b) commented on a survey in which patients were interviewed regarding their
health care experience. The researcher explained that the results of the survey
demonstrated that 33% of Hispanic, 27% of Asian, 23% of black, and 16% of white
patients did not understand their medical provider. The author also stated that another
survey discovered that 36% of Hispanic, 35% of black, and 15% of white patients
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believed that they were treated unfairly by the medical profession, while 65% of black
and 58% of Hispanic patients were afraid of being treated unfairly in the future
(Betancourt). Another researcher demonstrated that there was a relationship between
communication with the patient and patient satisfaction, patient compliance, and disease
outcomes (Stewart, Brown, Boon, Galajda, Meredith & Sangster, 1999).
A different set of authors argued that improving the attitudes of medical students
regarding evaluating the cultural beliefs of patients does not indicate whether the students
have the ability to apply those attitudes or learned skills to patient encounters
(Betancourt, 2006a; Koehn & Swick, 2006; Weissman, Betancourt & Campbell, 2005).
These authors also contended that teaching cultural norms and cultural diversity will not
train students in how to appropriately elicit cultural information from patients
(Betancourt, Koehn & Swick, Weissman et al.).
Kumagai & Lypson (2009) explained that cultural competency training should
involve critical thinking and critical awareness instead of teaching about knowledge of
cultures, cultural skills, and attitudes and biases regarding culture. The researchers argued
that if decreasing health care disparity involved fostering an understanding of social
injustice, then cultural competency should include student discussions concerning racism
(Kumagai & Lypson). Beach, Price & Gary (2005) demonstrated that the class
discussions regarding racism only occurred in two out of 34 medical school cultural
competency curriculums. Many faculty members teaching cultural competency often
lecture about cultural knowledge to students because that is the standard pedagogical
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method in academic medicine (Kumagai & Lypson). Effective implementation of cultural
competency training involves facilitating student discussions and activities to foster
improved cultural awareness and motivate critical thinking and reflection regarding
student attitudes and bias about culture (Kumagai & Lypson).
Members of the Institute of Medicine also endorsed training medical students in
the utilization of evidence-based medicine guidelines to standardize the treatment of all
patients thus reducing cultural health disparity (Smedley et al., 2002). Koehn and Swick
(2006) have argued that the standardized guidelines have not always addressed specific
problems unique to certain patients. The authors reinforced that training students to elicit
culturally relevant information from patients and use that information to improve
treatment outcomes would more likely decrease health disparity than standardized
guidelines (Koehn & Swick). These researchers have also contended that the
recommendations by the Institute of Medicine to encourage language interpretation for
major ethnic groups and not others only contributes to the minority health disparity.
Cultural Elements
The authors stated that students should be trained to be able to elicit information
from all patients presenting with diverse backgrounds. Other populations with diversity,
for example, included visual/hearing impairment, physical disability, language barriers,
age, and socioeconomic status have been overlooked in standard cultural competency
education (Koehn & Swick, 2006).
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Disability
The World Health Organization (2001) defined disability as "impairment to a
structure of a human body, impairment to the physiological and psychological functions
of a person, activity limitations such as having difficulty executing specific activities and
participation limitations in society in general." Eddey & Robey (2005) explained that
cultural competency training should include broader areas and not just race, ethnicity,
gender and age. The authors contended that individuals with congenital and acquired
disabilities also warrant cultural awareness and sensitivity. These disabilities include
visual impairment, hearing impairment, physical motor impairment and mental and
emotional disability. Cultural competency with disability should include unique
communication skills, a perception of the values of this population, and a fostering of
interdependence and not independence. The authors continued by stating that individuals
with disabilities are similar to racial minority groups in feeling isolated, being
stereotyped and experiencing discrimination (Eddey & Robey). In addition, people with
disabilities also have to contend with institutional and facility barriers.
Researchers in one study, in Kansas, demonstrated that women with disabilities
were two times more likely not to obtain an annual pelvic exam with Papanicolaou (PAP)
test than women without disabilities (Kansas Department of Health & Environment,
1997). It was suspected that a lack of cultural awareness and sensitivity to physical
disabilities by medical providers contributed to this disparity. Eddey & Robey (2005)
identified some common mistakes made by medical providers regarding patients with
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disabilities including assuming that there is cognitive impairment with individuals that
have an inability to speak or speaking in a condescending manner to individuals with
disabilities. Parents of children with disabilities often perceive that medical providers do
not understand the commitment and work involved with raising a disabled child and how
it factors into the decision making process. Also many parents over time have developed
an assertive stance regarding their children and this can be misunderstood by medical
providers (Eddey & Robey).
In 1999, researchers conducted a survey to determine cultural barriers facing
patients with disabilities in the primary care office setting (Grabois, Nosek & Rossi,
1999). The authors discovered that many physicians and offices were not compliant with
the Americans with Disabilities Act of 1990. The authors revealed that 18% of the
physicians could not care for patients with disabilities due to physical barriers or
improper medical equipment to accommodate the disability. They also demonstrated that
22% of the physicians were referring disabled patients to specialists for medical
conditions they would generally manage (Grabois et al.). Another group of authors
assessed the attitudes of general providers in France regarding patients with disabilities
and discovered that 21.3% of the medical providers were uncomfortable managing
patients with mental disabilities and 8.2% in managing patients with physical disabilities
(Aulagnier, Verger, Ravaud, Souville, Lussault, Gamier & Paraponaris, 2005).
Despite the importance of caring for disabled patients, minimal research has been
conducted on incorporating disability into cultural competency training in academic
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medicine. Crotty, Fihucan & Ahern (2001) implemented disability training in a medical
school curriculum in Australia and evaluated the student outcomes of the training. The
students were required to visit a patient with a disability and gain an understanding of
rehabilitation medicine. The students were also instructed to visit two individuals in the
community with different disabilities, and then attend a support service with that one
individual. The last part of the training involved experiencing a disability through a
simulation activity. The authors revealed that after the training, the medical students
admitted that they were more comfortable in treating patients with disabilities (Crotty et
al.). Another researcher demonstrated that medical students not having experience with
disabled patients had lower expectations on the medical prognosis of patients with
disabilities than medical students with that exposure (Handler, Bhardwaj & Sant Jackson,
1994). The majority of medical providers have not received cultural competency training
with patients with disabilities. Eddey & Robey (2005) suggested that exposure to this
population by the students should assist in understanding the barriers that they
experience.
Sexual Orientation
There have also been minimal studies conducted regarding health care for gay and
lesbian patients (McGarry, Clarke & Cyr, 2000). The author explained that studies that
have been performed indicate that gay and lesbian patients experience bias and
discrimination by the medical profession. These patients have often avoided medical care
and health maintenance because of this discrimination. The author designed and
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implemented a three hour seminar covering health issues for gay and lesbian patients.
Topics included creating a safe environment, adolescent struggle with sexual identity,
dealing with losing a life partner and domestic violence issues. The author indicated that
after the seminar, 96% of the residents believed they were more prepared to care for gay
and lesbian patients (McGarry et al).
Bonvicini & Perlin (2003) conducted a review of literature to determine the health
care issues facing gay and lesbian patients. The authors revealed that health care risk
factors are not disclosed to medical providers because of the assumption by the medical
providers that patients are heterosexual. Rondahl (2009) performed a study utilizing the
Knowledge About Homosexuality Questionnaire to assess the knowledge of medical and
nursing students regarding the care of gay and lesbian patients. The researcher indicated
that there was a lack of knowledge equally in both the medical and the nursing students.
Other researchers implemented an online survey for medical students to evaluate the
attitudes and cultural competence in caring for gay, lesbian, bisexual and transgendered
(GLBT) patients (Sanchez, Rabatin, Sanchez, Hubbard & Kalet, 2006). The authors
reported that the medical students with a greater clinical exposure to gay and lesbian
patients, possessed more positive attitudes, were more comfortable with eliciting sexual
histories, and displayed a stronger desire to care for gay and lesbian patients. Kelley,
Chou, Dibble & Robertson (2008) developed a brief gay, lesbian, bisexual, and
transgendered cultural competency training program for medical students at the
University of California at San Francisco. A questionnaire was administered to the
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students before and after the cultural competency training. The researchers discovered
that the students displayed increased cultural knowledge and awareness of GLBT patient
issues and an increased readiness to care for these patients. Gay, lesbian, bisexual, and
transgendered individuals represent another non-dominant group that experiences bias
from medical providers and is also prone to health care disparity in the US.
Religion
Few medical programs have documented incorporating spirituality into the
cultural competency training of medical students. Faculty members at the University of
Arkansas added a single lecture covering religion and medicine into the medical
curriculum (Deloney, Graham & Erwin, 2000). The authors stated that the goal of the
lecture was for the students to better understand how religious beliefs and different faiths
can influence patient response to medical provider communication and response to
disease management.
Another group of investigators conducted a survey of pulmonary patients to
assess patient attitudes and beliefs regarding religion in medicine (Ehman, Ott, Short,
Ciampa & Hansen-Flaschen, 1999). The authors stated that 51% of the patients indicated
that they were religious, 90% indicated that prayer was important to recovery, and 45%
indicated that their spirituality would affect their medical decision making if they were
seriously ill. The 94% of the patients that acknowledged having religious beliefs,
indicated that medical providers should ask history questions regarding religion.
Approximately 16% of all the patients preferred not to be asked questions regarding their
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faith. The authors also added that only 15% of the patients have been questioned during
past medical histories by medical providers about their faith (Ehman et al.).
Goldfarb, Galanter, McDowell, Lifshutz & Dermatis (1996) investigated the
importance and use of faith by medical students when managing addiction patients. The
researchers administered a survey to both medical students and patients to discover the
role of religion in medical practice. The authors demonstrated that the students were less
faith-based than the patients and that the students did not perceive that religion was a
necessary element in managing patients with addiction (Goldfarb et al.)
Socioeconomic Status
Many medical teaching institutions have provided medical care to lower
socioeconomic clientele and medical students have been exposed to these culturally
diverse patients. The exposure to this population alone has not resulted in an increase in
cultural awareness or cultural competence (Wear & Wuczewski, 2008). The authors
maintained that the students often observe this occurrence where it is common for
students to manage these patients. Misperceptions have often been formed about lower
socioeconomic individuals being utilized for the medical training of students (Wear &
Wuczewski, 2008). In addition, teaching hospitals have been located in poor
socioeconomic and culturally diverse areas. Kluegal & Smith (1986) stated that many
Americans have the perception that poor individuals are incapable, lazy, uneducated and
may utilize drugs and alcohol. Another author agreed and explained that 43% of
Americans believe that a lack of effort or laziness is the cause of being poor (MacLeod,
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Montero & Spear, 1999). These negative attitudes have caused stereotyping of low
socioeconomic patients by medical students and medical providers.
Other authors explained that traditional cultural competency training does not
address social factors that contribute to lower socioeconomic status that includes literacy,
immigration status, faith, social support, environment and education (Green, Betancourt
& Carrillo, 2002). In addition social stressors have been omitted which include housing,
finance, relationships, domestic violence, substance abuse, crime, family dynamics, job
security, fear of deportation or fear of political persecution (Green et al.). Literacy level
has also been overlooked in medical office visits. The authors asserted that many patients
cannot read patient instructions, prescription medication bottles, disease prevention
material or diagnostic test instructions. Kirsch, Jungeblut, Jenkins & Kolstad (1993)
discovered that 25% of the adult population in the U.S. has had difficulty reading simple
written information. These authors stated that patients often will not admit that they
cannot read because they are ashamed and would prefer to hide the information from
medical providers.
Fiscella & Williams (2004) explained that poor medical health plays a role in
lower socioeconomic level, but that level can also cause reduced health status.
Individuals with lower socioeconomic status have limited access to medical care due to
transportation issues, facility hours, lack of medical insurance, financial difficulties,
unemployment and literacy levels (Fiscella & Williams).
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Alternative Medicine
Tervalon (2003) stated that one core component regarding cultural differences and
caring for patients is the utilization of alternative and complementary medicine by
patients. The author contended that many cultural issues are not addressed in the care of
the patient including views about birth and death, religion and spirituality, folk medicine,
alternative medicine, gender roles, and family positions of authority (Tervalon). In 2000,
the National Institute of Health National Center for Complementary and Alternative
Medicine (CAM) developed an education project grant to fund thirteen medical programs
to implement CAM into the educational curriculum (Elder, Rackel, Heitkemper,
Hustedde, Harazduk, Gerik & Haramati, 2007). Various types of CAM programs were
implemented but not in a standardized manner. Also, medical student outcomes of the
project were not assessed. Project directors summarized the implementation techniques
and their views regarding the process. Project faculty members indicated that they
perceived that the alternative medicine project was affecting the management strategies
of the students (Elder et al.).
Other investigators assessed student outcomes after implementation of a shortterm evidence based medicine complementary and alternative medicine training with
third year medical students (Forjuoh, Rascoe, Symm & Edwards, 2003). Students were
administered a evaluation to assess cultural knowledge, attitudes and skills before and
after CAM training. The researchers indicated that the students displayed improved
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knowledge in evaluating CAM in clinical trial data and medical literature, and
understanding the importance of CAM in practicing medicine (Forjuoh et al.).
Implementation of Cultural Competency Training
Establishing accreditation standards to insure that cultural competency training
was being implemented in medical school curriculums was a positive starting point
(Betancourt, 2006a, Kumas-Tan et al., 2007). Unfortunately, members of the accrediting
bodies provided no guidelines with the required standards to assist medical institutions in
the content delivery of cultural competency. Even though the importance of teaching
cultural competence has been well established in academic medicine, and through
research, standardized training content and implementation strategies of that training
need to be addressed (Kumas-Tan et al.; Price et al., 2005). Crandell, George, Marion &
Davis (2003) performed a literature review and discovered that cultural competency
instruction in medical education programs included lectures, interactive seminars,
workshops, clinical rotations, cultural immersion programs, and standardized patient
assessments.
Even though there was immense effort to implement cultural competency training
into medical education, very few programs have attempted to incorporate culture into the
entire length of the program, which is known as longitudinal integration (Tervalon,
2003). Crandell et al., (2003) then evaluated several theoretical frameworks and decided
to utilize the Culhane-Pera theory to develop a one year pilot course in cultural
competency for second year medical students at Wake Forest University. The course
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involved various instruction strategies including interactive lectures, interviews using
interpreters, role-playing, workshops, videos and service learning with cultural
communities (Crandell et al.). The authors defined culture as race, ethnicity, social class,
disability, and sexual orientation for the course. Evaluation of the student outcomes were
conducted utilizing reflective journal essays, observed patient encounters, and self
directed learning. In addition, the Multicultural Assessment Questionnaire (MAQ) was
utilized to assess cultural knowledge, skills and attitudes according to Culhane-Pera's
model. The authors concluded that cultural competency training did positively change
student knowledge, skills, and beliefs pertaining to culture (Crandell et al.).
Medical education has accepted that culture is important to heath care disparity
but curriculum content has been slow to change in this educational setting (Dogra &
Karnik, 2004). The authors also explained that medical students often do not view the
importance of diversity and cultural competence training. Turbes et al. (2002) evaluated
983 patient cases utilized in the two year didactic curriculum at the University of
Minnesota and discovered that in the cases more males than females were presented,
racial and ethnic factors were rarely addressed and sexual orientation was only featured
in relation to HIV risk factors.
Crandell et al. (2003) contended that the implementation of cultural competency
training began in the mid 1990s and has been established in the majority of medical
school curriculums to assist in decreasing poor health outcomes in various cultural
groups. Beach et al. (2007) performed a meta-analysis of research articles from 1980-
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2003 regarding cultural competency to identify educational interventions that would
improve cultural competency in medical providers. The researchers reported that 17 out
of 19 studies demonstrated an improved knowledge of cultural competency, 21 out of 25
studies displayed improved cultural attitudes, and 14 out of 14 studies found improved
evaluation skills of the medical providers after implementation of cultural competency
training (Beach et al.) The authors further indicated that out of 34 studies in the literature
review, no two studies demonstrated the same cultural competency implementation. The
researchers recommended establishing a standardized cultural competency training
model, establishing a standardized cultural competency assessment tool, and
implementing studies that measure patient outcomes.
Crandell et al., (2003) conducted a study of 12 second year medical students at
Wake Forest University enrolled in an elective one year course in cultural competency.
Fifty-eight percent of the students were of a minority background. The course goal was
for the students to understand the role of culture in health care and make students more
culturally competent providers. The Multicultural Assessment Questionnaire to assess
cultural competency knowledge, skills and attitudes was utilized at the onset and
completion of the course. The authors reported that the questionnaire results indicated a
significant improvement in student self reported knowledge, skills and attitudes of
cultural competence after completion of the course (Crandell et al).
Gregg and Saha (2006) stated that most medical education programs established
cultural competency training based on traditional models of knowledge-based education.
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Despite knowledge of cultural differences, miscommunication and misunderstanding
often lead to poor medical outcomes. The authors recommended that cultural competency
training should emphasize five key areas. First, medical students need to understand that
there are cultural differences, and how to interview a patient to elicit the beliefs of the
patient. Secondly, cultural competency training cannot resolve health care disparity,
improve access to health care or improve trust in the medical profession. Third, culture
cannot be defined as race and ethnicity alone. Fourth, culture is multidimensional. Fifth,
students cannot just be taught about culture, students must be shown how culture affects
health care (Gregg & Saha).
Flores, Gee & Kastner (2000) surveyed all 132 medical education programs in the
US and Canada to determine if cultural competency was being implemented in the
programs. The authors demonstrated that 8% of the schools had a designated course in
cultural competency. In addition, 87% of the programs indicated that cultural competency
was addressed in just a few courses (Flores et al.).
Symington et al., (2006) researched the implementation and assessment of
cultural competency in physician assistant programs. In 2003, the program directors from
the 132 physician assistant programs were surveyed online with a resulting 43.2% return
rate. The researchers demonstrated the programs had been teaching cultural competency
for an average of 7.6 years and 88% of the responding programs were implementing
cultural competency into the didactic year (Symington et al.). The authors indicated that
cultural competency was taught in multiple courses throughout the curriculum, but the
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majority were being taught in Health Professionalism, Behavioral Medicine or Clinical
Medicine courses with the average number of total lecture hours at 13.5 hours
(Symington et al). The authors stated that assessment of the training was performed
utilizing written examinations, written assignments and oral presentations. Of the
responding program directors, 51 % indicated that faculty teaching cultural competency
had some previous training. The authors explained that the programs implemented
cultural competency utilizing various techniques and that there was no standardization of
the implementation across programs (Symington et al.). In addition, some programs
demonstrated minimal or no cultural competency training of students. The researchers
concluded that physician assistant programs have been implementing cultural
competency similar to medical education (Symington et al).
Another author described how one physician assistant program integrates cultural
competency training across the entire didactic and clinical curriculum rather than
implementing the training in a separate course (Straker & LeLacheur, 2007). This
educational technique fosters the importance of cultural competency training by
repetition. An advantage to this method is that cultural competency training cannot be
separated from the rest of the curriculum, and training can be intensified through added
information. Disadvantages to the method include faculty adherence to cultural
competence educational goals and because the cultural competence training is ingrained
in every course, it may diminish the importance (Straker & LeLacheur).
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Schneider, Thompson and Celis (2005) conducted research to analyze two
methods of implementing cultural competency training into a physician assistant program
at Baylor University. They explained that one program was an elective Intensive Spanish
Language (ISL) course which occurred during the clinical phase of the program and that
the second program was a required Cultural Competency (CC) course which occurred
during the didactic phase of the program. The authors stated that the research problem
suggested in the study was that medical providers should be able to communicate with
Hispanic patients more effectively because it is predicted that by 2050, 50% of the US
population will be Hispanic (Schneider et al.). The researchers also added that a second
research problem was that cultural competency training programs are teaching students
the knowledge about various cultural backgrounds but are not addressing the individual
beliefs of students.
In 1994, the Multicultural Sensitivity Scale (MSS) survey was created to
administer to secondary education teachers to assess teacher sensitivity towards students
from various backgrounds (Schneider et al., 2005). In 2000, the MSS survey was
redesigned to administer to students in physician assistant programs. In this study, the
researchers administered the MSS to the PA students at matriculation, at the end of the
didactic phase and the completion of the clinical phase of the program. The students
enrolled in the ISL course alone, in both the ISL and CC courses, or in neither group
were found to have no difference in the MSS survey results from matriculation, to the
didactic phase and to the clinical phase (Schneider et al.). The students that enrolled in
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the CC course alone were found to have significant increases in scores. The authors
identified several limitations of the study. First, the ISL course was elective and students
choosing to take the course already were more culturally competent at the onset and had a
higher MSS score at baseline. Secondly, this study was a small study population at one
school and difficult to generalize the results (Schneider et al.).
Leiper, vanHorn, Hu & Upadhyaya (2008) studied implementing the Well's
Institutional Cultural Development Model to improve the cultural knowledge and
awareness of nursing faculty at the University of the North Carolina School of Nursing.
The researcher explained that this model was implemented with initial focus on the
cognitive phase of cultural competency and then progressing to the affective phase. The
cognitive phase involved addressing cultural incompetence, improving cultural
knowledge and recognizing cultural behavior (Leiper et al.). The affective phase involved
including cultural knowledge and awareness into faculty and program activities and
developing cultural competency training for students (Leiper et al.). The implementation
of the model led to improved understanding of diversity by faculty, and improved cultural
awareness and knowledge.
Gengembre (2006) investigated the implementation of cultural competency
training in a physician assistant program at Marquette University. A new course entitled
Diversity in Healthcare was implemented and the study utilized two student cohort
groups and one control group. The students participated in the course and were then
measured for cultural competency improvement utilizing four written self-assessment
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tools and one practical Objective Structured Clinical Examination (OSCE) using a
standardized patient. The inventories included the Color Blind Racial Scale, the Miville
Guzman University DiverseScale, the Transcultural Self Efficiency Scale, and the
Inventory to assess the Process toward Cultural Competency (Gengembre). The OSCE
was assessed utilizing a written evaluation tool, the Cross Cultural Counseling InventoryRevised. The researcher discovered that the two cohorts improved in cultural competency
when evaluated during the OSCE assessment. The author found, however, that the second
student cohort increased their cultural competency level according to the written
assessments but the first cohort decreased in their cultural competency level
(Gengembre).
Many educators have implemented the use of medical interpreters into medical
curriculum (Tervalon, 2003). Tervalon added that according to Title VI of the Civil
Rights Act of 1964, all patients that primarily speak a language other than English are
required to be provided a medical interpreter. Researchers at Wake Forest Physician
Assistant Program implemented a required medical Spanish and working with medical
interpreters training to improve the cultural competency of their students (Marion,
Hildebrandt, Davis, Marin & Crandell, 2008). The author demonstrated that the program
improved the communication skills of their students when communicating with Spanish
speaking patients.
Wear (2003) confirmed that cultural competency is now a core component in
medical education curriculum; however, many approaches only address language
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barriers, and certain larger minority groups and their beliefs. The author argued that this
approach is very limited and ignores other smaller cultural groups. The researcher
explained that insurgent multiculturalism is a newer educational concept that encourages
students to recognize and address their own biases, develop compassion and respect for
all patients and confront their own beliefs about cultural differences (Wear). In traditional
cultural competency training, however, lecturers present knowledge on culture and then
test for that knowledge. The author admitted that traditional training ignores the fact that
individuals have multiple cultural backgrounds.
Insurgent multiculturalism, however, moved beyond communication skills and
tolerance, and emphasized power, reasons for inequity, discrimination, racism and
neglect (Wear, 2003). The author expressed that students need to embrace a duty to
provide the best care, always have the interest of the patient at the forefront and respect
individuals from all backgrounds. He continued that students also need to understand
their own culture, beliefs, biases and stereotypes, and how they react to specific cultural
situations. Lastly, the author stated that the students need to recognize why individual
groups are stereotyped and not focus on why they are different. Insurgent
multiculturalism emphasizes training the student to develop into a medical provider that
has a duty to patients, respects everyone and understands the community in which the
patient resides (Wear).
Other researchers performed a qualitative study and interviewed 37 individuals
that possessed extensive experience in cultural competence (Betancourt, Green, Carrillo
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& Park, 2005). The individuals included managed care administrators, members of the
U.S. Department of Health & Human Services, members from the state and county health
departments, medical residency program directors, medical school professors, and leaders
in medical professional organizations. The 37 individuals were interviewed to determine
their perception of important cultural competency issues. The managed care
administrators explained that it is difficult to obtain compliance from medical providers
regarding cultural competency training because it was subjective soft science, and they
recommended standardization of the training process to improve compliance (Betancourt
et al.). Many insurance companies have already mandated cultural competency training
for their medical providers and nursing staff.
Medical school educators were concerned with the quality and variability of the
cultural competency training across programs and the lack of faculty training in cultural
competency (Betancourt et al., 2005). Cultural competency training is being implemented
in programs but not by a standard method or required assessment of training. Also the
state of New Jersey has recommended legislation that would require cultural competency
training for medical providers to obtain and maintain a state license (Betancourt et al).
Jacques (2004) reviewed three cultural competency training models including
Promoting, Reinforcing and Improving Medical Education Culture and Diversity
Curriculum; Cross cultural Primary Care: A Case Based Approach; and Toward
Culturally Competent Care: A toolbox for Teaching Communication Strategies. The
author indicated that the last model was too massive to incorporate into medical or
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physician assistant curricula, but that the second model had increased potential due to
being only eight hours in length. The first model was developed by the American
Medical Student Association but utilization has not been evaluated (Jacques). Shapiro,
Lie & Gutierrez (2006) organized focus group meetings with first year students at the
University of California, Irvine to determine student perceptions of informal cultural
competency training. The students indicated that the cultural competency training
increased cultural awareness but did not assist with application of the cultural
competency skills.
Limitations of Implementation
Many authors admitted that the concept of cultural competency training is an
important aspect of medical education but that methods of application have limitations
(Betancourt, 2006a; Gengembre, 2006; Gregg & Saha, 2006; Koehn & Swick, 2006).
These limitations hindered the effectiveness of cultural competency training and did not
reduce the cultural health care disparity as expected. It was advocated that medical
education institutions implement training for medical students in how to elicit cultural
information from patients that will assist them in addressing diversity issues of patients
from all backgrounds (Koehn & Swick).
Koeck and Swick (2006) recommended a revision of the standard cultural
competency training which has been coined transnational competency and encompasses
five concepts. The first concept was that medical providers need to elicit information
from their patients about cultural attitudes and behaviors and then use that information to
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treat the patients appropriately. The second concept was that culture involves all
backgrounds and not just racial or ethnic. The third concept was that patients may belong
to multiple cultures, thus possess multiple cultural backgrounds. The fourth concept was
that students need to be placed in various cultural environments to truly foster learning
about diversity. The last concept was that learning about cultural competency in medical
education will not decrease health disparities, but that only application of that training
will influence change (Koehn & Swick).
This revised cultural competency method, transnational competency, should
decrease the formation of bias and stereotypes by medical providers, prepare medical
providers to treat a broader range of patients, encourage medical providers to recognize
that one individual may be influenced by multiple cultures and assist in reducing the
cultural health disparity that is occurring in the United States (Gregg & Saha, 2006;
Koehn & Swick, 2006). Further research is recommended to standardize the definition of
culture and cultural competency, and investigate implementation methods and evaluation
techniques of cultural competency training in academic medicine.
It was suggested that the proposed revisions for standardized cultural competency
training be implemented to focus on several limitations that have been identified by
investigators in the last two years (Betancourt, 2006a, Koehn & Swick, 2006). Jacques
(2004) admitted that adding courses and projects in cultural competency to an already full
curriculum is difficult. In addition, Capers (1992) explained that cultural competence is
viwed as an additional topic instead of a foundational course in nursing education.
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Jacques also stated that the Physician Assistant Education Association needs to facilitate
more discussion about cultural competency and encourage faculty training in cultural
competency.
Assessment
Even though many medical education programs have implemented cultural
competency training, there has been little evaluation of the training outcomes (Beach,
Rosner, Cooper, Duggan & Shatzer, 2007; Crandell et al., 2003; Kumas-Tan et al., 2007;
Price et al., 2005; Tang et al., 2003). There has been even less evaluation with physician
assistant students (Archambault, Van Rhee, Marion & Crandell, 2008). Crandell et al.
reviewed 17 databases and discovered that very few cultural competency assessment
results were published.
Kumas-Tan et al. (2007) addressed that many health education institutions have
been developing and implementing cultural competency curriculums but assessment of
the training has been difficult. The authors stated that the difficulty arises from a lack of
standardized implementation of the training and a lack of appropriate measurement
instruments. They continued that little research has been conducted on assessing the
outcomes of the cultural competency training. In addition, research that has been
completed on measurement tools raises concerns about the definition of cultural norm,
length of training, relevance to specific training, definition of culture, definition of
cultural competence, assessment of knowledge only (Kumas-Tan et al.).
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Price et al. (2005) performed an analysis of cultural competency research studies
to determine the methodological rigors of the studies. The studies involved evaluating
cultural competency implementation for content and pedagogical methods and
assessment techniques. The researchers explained that the variability of the cultural
competency implementation and assessment complicated determining the effect of
cultural competency training on medical student outcomes (Price et al.).
Kumas-Tan et al. (2007) stated that evaluation of cultural competency can occur
only through assessing student outcomes after training. These researchers analyzed
common measurement instruments utilized to assess cultural competency training in
medical education. They performed a review of literature of medicine and health
education involving cultural competency utilizing four databases to develop a list of
common measurement tools (Kumas-Tan et al.). The authors discovered 54 measurement
instruments that addressed cultural competency, however, the instruments were only cited
one or two times indicating little repeated use in research. Kumas-Tan et al. argued that
the tools generally measured student outcomes but not instructor, patient, or institutional
outcomes. They demonstrated the most commonly utilized tool was the Multicultural
Counseling Inventory. The researchers also discovered six overlying assumptions in the
ten most commonly utilized instruments.
Six assumptions about cultural competency were discovered in the ten most
commonly utilized instruments (Kumas-Tan et al., 2007). The first assumption identified
was that the instruments only measured race and ethnicity in terms of culture. Items
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including gender, age, social class, sexual orientation, physical disability, mental
disability, and religion were omitted. The second assumption described that dominant,
majority groups do not have a culture and are considered the norm. The third assumption
implied that medical providers need to increase their knowledge about different cultures
to improve their competence. According to authors of the instruments, competence was
measured by the amount of knowledge known about different cultures. The measurement
tools assess knowledge as primary criteria and omit the understanding of cultural issues
and beliefs and the application of that knowledge. Some instruments considered the
amount of contact with diverse populations, implying that that contact would create
cultural awareness. According to the researchers, increased contact with diverse
individuals has not indicated the quality of that contact (Kumas-Tan et al.).
The fourth assumption implied that racism and discrimination lead to cultural
incompetency. The researchers continued that individuals who are open-minded, tolerant
and non-bias do not necessarily practice culturally competent medicine. The researchers
contended that providers need to be trained to elicit cultural differences and beliefs from
patients and apply that knowledge to the care of the patient (Kumas-Tan et al., 2007). The
fifth assumption emphasized that cultural competence involved white medical providers
caring for racially and ethnically diverse populations. The authors argued that culturally
diverse medical providers were not necessarily culturally competent in the practice of
medicine. In addition, cultural diversity includes more differences than just racial and
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ethnic differences. The last assumption stated that medical providers needed to be
comfortable with themselves and their patients (Kumas-Tan et al.).
The authors explained that the definition of culture needed to be re-evaluated to
include other factors besides race and ethnicity. They offered that further research is
indicated to assess how cultural competency is taught and evaluated, that training needs
to be more application based and that new assessment methods are warranted.
Lie, Boker & Cleveland (2006) investigated the perceptions of medical students
and faculty regarding the implementation of cultural competency training in a medical
school curriculum utilizing a curriculum assessment tool. The Association of American
Medical Colleges Tool for the Assessment of Cultural Competency Training (TACCT)
assessment instrument was created to evaluate skills of cultural competency training. The
authors surveyed 25 faculty and 92 medical students at the University of California,
Irvine, medical school to determine if the 67 cultural competency items on the TACCT
were included in the cultural competency curriculum at the university (Lie et al.). The
authors demonstrated that the students perceived that more cultural competency items
were being covered in the curriculum than the faculty. Both the students and the faculty
responded that all TACCT items were being covered in the cultural competency training,
but just by different degrees (Lie et al.). Kumas-Tan et al. (2007) explained that the
TACCT tool was nonspecific and indirectly assessed cultural competency skills.
Researchers conducted a study involving 53 primary care physicians and a 429
sample population of their patients to assess the implementation of a short term cultural

54
competency training program (Thorn, Tirado, Woon & McBride, 2006). All the patients
were administered a Patient Reported Physician Cultural Competency Inventory
(PRPCC). The physicians were provided feedback on the results of the PRPCC. The one
half of the physicians participated in a 4.5 hour cultural competency training program.
Six months later, all the patients again were administered the PRPCC and were
questioned about physician practice behavior changes and patient disease outcomes
(Thorn et al.). The author discovered that there were no significant differences in the
PRPCC outcomes according to cultural competency training or gender. The researcher
concluded that the training was too short to possibly alter cultural competency
knowledge, awareness or skills for practicing medical providers (Thorn et al.).
Minimal research has been conducted to assess the cultural competence of
medical residents and address if residents perceive they are prepared to provide culturally
competent care to patients (Park et al., 2005) The researchers performed a study to assess
resident knowledge, attitude and skills in cultural competency, ascertain the type and
quality of the training, and identify the academic environment in which the training
occurred.
The researchers discovered that the residents admitted that their cultural
competency understanding increased during their clinical phase of instruction (Park et al.,
2005). For the knowledge component, the residents were asked what information they
thought was important to elicit from the patient. Responses of the residents included
patient beliefs about family structure, housing, religion, family decision making,

55
domestic violence, child disciplinary actions, alternative medicine, past medical
experience, preventive medicine, and end of life care (Park et al.).
The researchers also questioned the residents about their attitudes concerning the
value of cultural competency, stereotyping, and awareness of attitudes and beliefs. The
residents reported that cultural competence was important but believed it was not
practical due to time constraints during office visits and the extra time needed to elicit
cultural information. The residents admitted that they could not learn about all cultures
and also realized that learning about specific cultures could cause bias formation (Park et
al., 2005). Many residents also acknowledged experiencing difficulty with respecting
other cultures and having bias due to assumptions about other cultures. The residents
realized that they needed to be aware of their own biases and expressed the importance of
open-mindedness. Many residents, however, were unsure of how to react when their
beliefs differed greatly from the beliefs of the patient (Park et al.).
The educational climate in which the residents were working was also assessed.
The residents believed that cultural competency was not as important to their educational
institution (Park et al., 2005). Most residents perceived that the institutions held that
diversity in the student population was a priority but not the cultural competency training
of the students. They continued by stating that this climate would not change in their
opinion. The residents explained that their supervising physicians were not
knowledgeable about cultural competency nor did they encourage the utilization of
cultural competence (Park et al.). The residents also admitted that they were not assessed
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on cultural competency and that obtaining medical interpreters was difficult and
increased the time commitment further.
The residents communicated that four skills should be present in practicing
cultural competent medical care (Park et al., 2005). The first skill set, was being able to
communicate with patients that have language and literacy barriers. The second skill was
being familiar with cultural differences and being able to ask the patient if any cultural
differences may interfere with their medical care. The last two skills involved being able
to build rapport and trust with patients, and being able to appropriately negotiate a plan of
care with the patient (Park et al.).
Recommendations by residents for improving cultural competency training
included increasing formal cultural competency training, case-based discussions, number
of interpreters, diversity of the faculty, cultural competency training of the faculty, and
interpreters educating residents about cultural issues (Park et al., 2005). Weissman,
Betancourt & Campbell (2005) agreed and demonstrated that one in five medical
residents considered themselves unprepared to evaluate cross-cultural patients that they
encountered.
One set of researchers surveyed a group of medical residents and determined that
66% of the residents admitted to not being assessed by faculty on utilizing their cultural
training skills when performing patient interviews (Weissman et al., 2005). Even though
the majority of medical education programs established some type of training in cultural
competence there are still no standardized methods of implementation or assessment
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(Kumas et al., 2007). In another study, Park et al. (2005) also discovered that the
residents were not assessed on cultural competency by their medical faculty members.
The authors stated that the residents also admitted that obtaining medical interpreters was
difficult and increased the time commitment further which decreased their desire to
practice culturally competent medicine (Park et al.).
Other researchers acknowledged that students obtain a better understanding of
how to treat diverse patient populations after graduation (Onyoni &Ives, 2007; Shaya &
Gbarayor, 2006). Additional authors evaluated the effects of cultural competence training
on health care students and demonstrated that there was improvement in the student
attitudes regarding the importance of eliciting the health care beliefs and opinions of
patients (Crosson, Deng, Brazeu, Boyd & Soto-Green, 2004; Shaya & Gbarayor; Koehn
& Swick, 2006). Lastly, Blue & Thiedke (2005) added that assessment should be
evaluated continuously throughout the program and not by short term assessment.
Faculty Training in Cultural Competency
The first faculty training program in cultural competency occurred in 1999 in the
northeast region of the US (Ferguson, Keller, Haley & Quirk, 2003). The author
developed a cultural competency training program for 137 primary care clinical
preceptors from 15 medical education programs. Each cohort of clinical preceptors was
assessed on their intention to change their cultural competency practices and teaching
behavior after each workshop. There were three workshops focusing on a different
developmental stage of cultural competency. Each two and a half hour workshop
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consisted of an interactive lecture, large group role playing and small group conferences.
Before the first workshop, 5.4% of the clinical preceptors intended to change, after the
first workshop 16.6% reported changing, 48.1% had intentions to change after the second
workshop, and 21.4% actually implemented changes after the third workshop (Ferguson
et al.).
Park et al. (2005) demonstrated that medical residents conveyed that their
supervising physicians were not knowledgeable about cultural competency nor did they
encourage the utilization of cultural competency by the residents. Tang et al. (2003)
performed a study to assess the cultural awareness of the instructors that were responsible
for training medical students. The authors of this study analyzed faculty members and
medical residents at the University of Michigan medical school concerning beliefs about
cultural diversity in teaching patients. The researchers demonstrated that the residents
displayed more open attitudes and were more comfortable treating patients with diverse
backgrounds. In addition, the majority of the residents was female, less than 35 years old
and had more exposure to multiculturalism in school.
Tang et al. (2003) agreed that the results of the study demonstrated the importance
of cultural competency training and diversity in medical schools. They continued that
faculty members need to be trained in cultural awareness to improve institutional climate
towards cultural differences. The authors expressed that faculty members and
administrators set the example for students to follow and establish curriculum guidelines
and priorities. Another researcher demonstrated that some faculty display stereotypic
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attitudes toward specific cultural patients (Shapiro et al., 2006). Kardong-Edgren (2007)
decided to explore the cultural competence of 170 nursing faculty. The author utilized the
Campinha-Bacote's Inventory for Assessing the Process of Cultural Competence Among
Health Professional-Revised (IAPCC-R) for the study. She determined that the faculty
teaching in states in which more immigrants resided, actually possessed more cultural
competence than other faculty. There was no significant difference in cultural
competency training of the faculty (Kardong-Edgren).
Faculty Characteristics
Berlin & Sechrist (2002) discovered that 80% of higher education faculty were
white and from middle socioeconomic backgrounds. Beach et al. (2007) demonstrated in
their literature review that only 21 out of 64 research studies on cultural competency
supplied medical provider demographics or characteristics. The authors concluded that
the quality of the research study outcomes was very weak. They continued that
demographic information regarding the medical providers may explain outcomes in
cultural competency training evaluation.
Brathwaite (2006) investigated the relationship between characteristics of nurses
and their response to cultural competency training. A group of 76 public health nurses
were assessed for cultural competency before and after the cultural competency training
was provided. The researcher demonstrated that there was a relationship between less
nursing experience or higher education level, and less cultural sensitivity (Brathwaite).
The researcher also discovered that age and learning style of the nurses did not influence
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results of the cultural competence training. The Inventory for Assessing the Process of
Cultural Competency (IAPCC) was a 25 item Lickert scale which measures cultural
awareness, cultural knowledge, cultural skill, and cultural encounter (Brathwaite).
Another group of researchers evaluated the correlation between age of subjects
and cultural competence, and discovered an increase in age decreased knowledge of
cultural competence in psychology counselors (Ottavi, Pope-Davis & Dings, 1994). St.
Clair & McKenry (1999) also examined the relationship between age and cultural
competence in nursing but found no relationship.
Sidani & Braden (1998) stated that characteristics of individuals do affect the
results of research, but very few researchers have addressed the characteristics of the
subjects in the research. The author explained that characteristics of subjects are
extraneous variables in a study and can threaten the validity of the research (Brathwaite,
2006). She recommended that by addressing subject characteristics, researchers could
increase the validity of the study. According to Sidani, Doran & Mitchell (2004), multiple
factors can threaten the validity of research including professional characteristics of the
subjects, personal characteristics of the subjects, environment and timing of the training,
and social influences. A few nursing researchers have addressed the influence of personal
and professional characteristics on cultural competence (Brathwaite) and no research in
medical education has been conducted to date.
Gender is a faculty characteristic that has not been investigated regarding its
impact on the implementation of cultural competency training. Nursing educators have
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historically been female and medical educators have predominantly been male.
Potentially for this reason, faculty gender differences regarding cultural competency
implementation has not been addressed. In 2009, physician assistant educators were 56%
female and 44% male (Liang & Lane, 2009). Gender differences for physician assistant
faculty regarding implementation of cultural competency training may potentially exist,
but no research has been performed to date.
Summary
Medical and physician assistant curriculum should include all components of
culture and not just race and ethnicity because it focuses importance only on some areas
of culture instead of all elements of culture. Research has demonstrated that the other
elements of culture including disability, faith, sexual orientation, alternative medicine,
education, and socioeconomic status have not been studied potentially due to a lack of
implementation of those cultural elements. Faculty characteristics may influence the
implementation of these cultural elements in cultural competency training. In addition,
unless there is faculty and educational institution ownership in the value of cultural
competency, the importance will not be recognized by the medical students.

CHAPTER 3
METHODOLOGY
Researchers have demonstrated that cultural competency training is not uniform
or standardized across medical education or physician assistant education programs
nationally (Symington, 2007) If physician assistant and medical education programs are
not training medical providers effectively, then health care disparity in the US will not be
reduced. Factors affecting the implementation of cultural competency training potentially
involve the faculty definition of culture, previous training of faculty members in cultural
competency, and the influence of faculty characteristics. The methods of this study
included the research design, research questions, setting of the study, and the population
of research participants. This section also covers the survey instrument, the purpose,
reliability and validity of the instrument, data collection desired, acceptable survey
response rates, and data analysis. The study is a quantitative research study with a
descriptive and correlational research design utilizing data from this national online
survey results.
Research Questions
1. Do female or male educators implement more cultural elements into cultural
competency training in the didactic phase of physician assistant programs?
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2. Do physician assistant educators with more years of educational experience
implement more cultural elements into cultural competency training in the
didactic phase of physician assistant programs?
3. Do physician assistant educators with previous cultural competency training
implement more cultural elements into cultural competency training in the
didactic phase of physician assistant programs?
4. Do male or female educators with various levels of educational experience and
previous cultural competency training implement more cultural elements into
cultural competency training in the didactic phase of physician assistant
programs?
Null Hypotheses
1. Male and female physician assistant educators implement the same number of
cultural elements into cultural competency training in the didactic phase of
physician assistant programs.
2. Physician assistant educators with different levels of educational experience
implement the same number of cultural elements into cultural competency
training in the didactic phase of physician assistant programs.
3. Physician assistant educators with or without previous cultural competency
training implement the same number of cultural elements into cultural
competency training in the didactic phase of physician assistant programs.
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4. There is no significant interaction between gender, previous cultural competency
training and the level of years of educational experience regarding the
implementation of cultural elements into cultural competency training in the
didactic phase of physician assistant programs.
Population
This study surveyed the population of all 141 physician assistant programs
accredited by the Accreditation Review Committee on Physician Assistant Education
(ARC-PA) at the time of the survey. The subjects surveyed consisted of all physician
assistant faculty members from the educational institutions. The faculty members
included program directors, associate program directors, medical directors, academic
coordinators, clinical coordinators, and faculty members.
Description of Instrumentation
The survey instrument and study protocol were approved by the Institutional
Review Board at Mercer University. The survey (Appendix A) consisted of a total of 32
forced response and open ended questions. The first twenty questions elicited
demographic information regarding the faculty member to include gender, age, position,
number of years in education, number of years at current position, number of hours
worked per week, and highest degree level. Optional questions regarding the faculty that
were elicited include race, ethnicity, disability, and faith. Demographic questions
concerning the educational institution will cover size, location, type and classification of
the institution. Lastly, demographic questions regarding the physician assistant programs

65
included length of program, size of class, highest degree awarded, and which college or
school in which the program is housed. The next section of the survey addressed cultural
competency issues involving faculty definition of culture, previous cultural competency
training of faculty, implementation of cultural competency training, implementation of
medical Spanish, implementation of specific cultural elements, and assessment
techniques utilized.
The survey instrument was validated utilizing an expert panel of several physician
assistant faculty members who have had experience conducting online surveys. The study
was further validated by a pilot study utilizing the demographic and cultural competency
training survey and was electronically mailed to 50 random physician assistant faculty
members for analysis of validity of the survey and for identification of areas in the survey
that warranted modification. No modification of the survey was recommended from the
pilot study feedback.
Data Collection
The identified 1,100 faculty members were asked to participate in the national
survey via email correspondence. The names and e-mail addresses of the faculty
members were obtained from the Physician Assistant Education Association. The
participants were notified that involvement in this survey research was strictly voluntary,
that their response or decision not to the respond would be completely confidential, that
there were no risks for involvement, and that there was no compensation for
participation. It was emphasized that no one will be able to identify the participant in any
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reports or other publications that may result from this research. It was indicated that the
results of the study that are produced, however, would be demonstrated in group data and
not by individual results.
A cover letter (Appendix B) with a link to the survey was sent electronically and
anonymously to all faculty members requesting participation in the study. The survey
was conducted by Zoomerang and was returned anonymously for data analysis. The
participants were given three weeks to complete and return the survey to Zoomerang.
After three weeks and then six weeks, a follow-up e-mail was sent electronically to the
faculty members who had not returned the completed information.
Participant Recruitment
The cover letter explaining the content of the survey, importance of the survey
topic and request for participation was sent electronically to each potential faculty
participant along with a link to the informed consent (Appendix C) and cultural
competency training survey (Appendix A). In addition, a written flyer (Appendix D) was
included in a conference information packet which was distributed to all PAEA Annual
Conference attendees in the Fall of 2009. The written flyer explained the purpose of the
study, provided the web link for the survey and the proposed deadline for return, and
encouraged participation by the targeted faculty members.
Response Rate of Survey Participants
The identified faculty members were asked to participate in the national survey in
hopes of obtaining a 35-40% response rate for an electronic survey. Feil, Severson,
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Taylor, Boles, Alber & Blair, 2007) discovered through a literature review regarding
survey response rates that the average response rates for mailed surveys was 50%. They
performed a meta-analysis of 85 studies and demonstrated that the average return rate for
the participants increased from 34.8% for the first mailing to 53.3% for the second
mailing utilizing prepaid monetary incentives (Feil, Severson, Taylor, Boles, Alber &
Blair, 2007). Price, Muran, Dake, Dimming & Hayes (2004) investigated the response
rates of mail surveys in seven health education journals from 1990-2002 and
demonstrated that the average return rates varied according to dates of the survey
distribution. The authors discovered that through literature review of all the survey
research, that less than 50% response rate was standard in health care journals (Price,
Muran, Dake, Dimming & Hayes, 2004). Sheehan (2001) analyzed online survey data
from 1986 to 2000 to determine average response rates for electronic surveys. She
investigated five factors that affect survey participant response including year of survey
distribution, number of survey questions, pre-survey participant contact, follow-up survey
reminders, and topics of surveys. The author demonstrated a 36.83% average response
rate for online surveys from 1986 to 2000 (Sheehan, 2001). A review of survey research
performed with all physician assistant educators over the last three years, 2006-2009,
discovered two studies. One study surveyed the entire PA educator population in 2009
and produced an eighteen percent return rate (Essary, Coplan, Liang & Calhoun, 2009).
The second study, surveyed a sample of 969 PA educators and yielded a 40% response
rate with participants (Forister & Blessing, 2007).

68
Data Analysis
This study was a quantitative research study utilizing a descriptive and
correlational research design. Descriptive statistics was performed by utilizing the SPSS
version 15 software to describe the demographic information and responses to the
cultural competency training survey items. The independent variables were the number of
years of educational experience of the faculty, previous faculty cultural competency
training, and the gender of the faculty. The dependent variable was the implementation of
cultural elements (race, ethnicity, gender, socioeconomic status, sexual orientation,
disability and faith) in the cultural competency training in the physician assistant
programs. Data from this survey were utilized to answer the research questions of this
study.
A two-step cluster analysis of the data was performed to identify if specific
participant responses were similar enough to be grouped into a cluster of responses
(Norusis, 2010). The responses within identified clusters have to possess similar variable
traits but be dissimilar to other identified clusters. A cluster analysis has been explained
as a multivariate analysis. It is also described as atwo step regression statistical technique
for developing a prediction equation or a regression equation that determines
relationships between variables (Norusis). SPSS was utilized to calculate the most
effective equation by combining variables into groups and then ordering the variables.
The computer initially conducted a forward selection of the dependent variables and then
performed a backward elimination of those variables (Norusis).
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Forward selection involved determining which variables are chosen to be included
in the cluster and then were placed in an order to be included in the cluster (Vogt, 2005).
During backward elimination, variables were identified that were to be removed and then
once again placed in an order. The variables were chosen and then removed one by one
until there were no remaining variables present. With this statistical method, equations
were analyzed with each dependent variable and then the variables lacking statistical
significance of 0.95 were removed from the cluster (Vogt).
During the statistical process, a partial correlation which is a relationship between
two variables was calculated after the linear effect of one or more variables was removed
(Norusis, 2010). Then the variables with the lowest partial correlation were removed or
included if the criteria had not been achieved. All the dependent variables from lowest to
highest partial correlation were individually analyzed for inclusion into the cluster
(Norusis).
The number of clusters, size of the clusters and frequencies of the cultural
elements in the clusters were determined. A Chi Square Goodness of Fit Model was
applied to determine if a difference was demonstrated between the actual frequencies and
the expected frequencies of the dependent variables of cultural elements for each
identified cluster. According to a Chi Square Goodness of Fit model, a large difference
between the actual frequencies and the expected outcome would indicate that the
difference less likely occurred due to chance.
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A two-tailed independent t test was then calculated for each dependent variable of
cultural elements to determine the differences between the two group means of the
clusters. A Levene's test of homogeneity of variance was performed to determine if cell
variances differ significantly with the cultural elements between the cluster groups. Box
plots were generated to demonstrate if the distribution of the cells is normally distributed,
and if any outliers could be identified.
Frequency distributions for each independent variable (gender, number years of
experience, previous cultural competency training) was calculated for each cluster group.
The calculations involved the number of responses of each combination of levels of each
independent variable to include gender, number of years of experience, and previous
cultural competency training. Cross tabulation of two of each of the three independent
variables in each cluster was performed. Cross tabulation has been utilized as a method of
demonstrating data about two variables in a table format so that their relationship was
more evident (Vogt, 2005). The three cross tabulation calculations were gender and years
of educational experience, gender and previous cultural competency training, and years
of educational experience and previous cultural competency training.
A test of normality, such as the Shapiro-Wilk was performed to determine if the
cell distributions of the independent variables are significantly different from normality.
An Eta Squared was calculated to determine the main effect of gender, years of
educational experience, and previous cultural competence training. An Eta Squared has
been explained as the proportion of the variance accounted for by effect.
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A factorial design analysis of variance (ANOVA) was performed to determine if
different factors produce different responses in the dependent variable of the
implementation of cultural elements. The factorial ANOVA was utilized to address the
interaction between the multiple factors of gender, previous faculty training, and years of
educational experience of the faculty. A 2 (gender) x 2 (previous cultural competency
training) x 3 (Years of educational experience) between subjects factorial ANOVA was
performed to compare the number of cultural elements being implemented by physician
assistant educators who are male or female, who had or did not have previous training,
and who had either zero to five years, six to ten years, or eleven to thirty-five years of
educational experience. The alpha level was set at 0.05. The factorial design ANOVA
was utilized because there was more than one factor or predictor variable (independent
variable) being studied. It was utilized to determine if different levels of the factors
produce different responses in the dependent variable (cultural elements). In nonexperimental research, a factor has been represented by a naturally occurring variable,
and not a manipulated variable.
A Levene's test of homogeneity of variance was performed to test the assumption
that variances of the three independent variable groups are equal.
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Table 1.
Twelve Cells of Between Subjects Factors for the Factorial ANOVA
Gender

Previous CC Training

# Yrs of Ed Experience

Male

No

0-5

Male

No

6-10

Male

No

11-35

Male

Yes

0 -5

Male

Yes

6-10

Male

Yes

11-35

Female

No

0-5

Female

No

6-10

Female

No

11-35

Female

Yes

0-5

Female

Yes

6-10

Female

Yes

11-35

Limitations and Delimitations of the Study
One of the limitations of this study included utilizing data from an online survey
and not a mail survey. The return rates have been lower with online surveys,
approximately 37%, (Sheehan, 2001) as compared to mail surveys which were
approximately 50% (Feil, Severson, Taylor, Boles, Alber & Blair, 2007; Price, Muran,
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Dake, Dimming & Hayes, 2004). Also, a cross-sectional one time survey was only
accurate at that one moment in time when the survey was completed. Social desirability
of the subjects was another limitation because the subjects may want to be considered
culturally competent and alter their responses accordingly. The delimitations of this study
included utilizing only physician assistant faculty because then the results cannot be
generalized to other allied health or medical education programs. Also, cultural
competency training was currently very popular in medical and physician assistant
education. The results of the survey cannot be generalized to past or future cultural
competency situations of physician assistant education.
Summary
Cultural competency training has been occurring within the majority of PA
Programs but at varying degrees. This research study attempted to determine if faculty
characteristics (gender, number of years of educational experience, and previous cultural
competency training) influenced the implementation of cultural elements into cultural
competency training in the didactic phase of physician assistant programs. By
determining if there was a relationship between faculty characteristics and the
implementation of cultural competency training, guidance on implementation may be
developed to improve implementation strategies.

CHAPTER FOUR
RESULTS
Introduction
Cultural competency training in physician assistant education is mandated for
accreditation and is implemented in an attempt to eliminate national health care
disparities in patients. The problem is that cultural competency training is not uniform
across physician assistant programs nationally (Symington, S., Cooper, K. & Wallace, L.,
2006) potentially due to the faculty definition of culture, faculty characteristics, faculty
training in cultural competency, and the lack of guidance in the implementation of the
training. If medical and physician assistant faculty members are not effectively training
medical students to practice culturally competent medicine, then health care disparity will
remain a problem nationally.
The chapter includes information on the research questions and hypotheses, the
pilot study, survey response rates, participant demographics and survey findings. This
study was designed to determine if there is a relationship between specific characteristics
of physician assistant educators and the types of cultural elements that are implemented
into cultural competency curriculum in physician assistant programs nationally. The
study was conducted by utilizing a 32 question online survey of faculty members from all
nationally accredited physician assistant programs. The survey questions included
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faculty demographics, physician assistant program demographics, and educational
institution demographics as well as questions regarding cultural competency
implementation and assessment. A cluster analysis was performed to identify similar and
dissimilar participant responses and group the responses into cluster groups. Independent
samples t-tests were utilized to compare the means of cultural elements (race, ethnicity,
gender, socioeconomic status, sexual orientation, disability and faith) between the two
clusters to determine if a significant difference exists between the dependent variable
levels. A Factorial Analysis of Variance was performed to compare the dependent
variable of cultural elements in the clusters to each independent variable (faculty gender,
faculty years of educational experience, and previous faculty cultural competency
training) to determine if a significant difference exists between the independent variables
and interactions of those variables.
Research Questions and Hypotheses
Research Questions
1.

Do female or male educators implement more cultural elements into
cultural competency training in the didactic phase of physician assistant
programs?

2.

Do physician assistant educators with more years of educational experience
implement more cultural elements into cultural competency training in the
didactic phase of physician assistant programs?

3.

Do physician assistant educators with previous cultural competency training
implement more cultural elements into cultural competency training in the
didactic phase of physician assistant programs?

4.

Do male or female educators with various levels of educational experience and
previous cultural competency training implement more cultural elements into
cultural competency training in the didactic phase of physician assistant
programs?
Null Hypotheses

1.

Male and female physician assistant educators implement the same number of
cultural elements into cultural competency training in the didactic phase of
physician assistant programs.

2.

Physician assistant educators with different levels of educational experience
implement the same number of cultural elements into cultural competency
training in the didactic phase of physician assistant programs.

3.

Physician assistant educators with or without previous cultural competency
training implement the same number of cultural elements into cultural
competency training in the didactic phase of physician assistant programs.

4.

There is no interaction between gender, previous cultural competency
training and the number of years of educational experience regarding the
implementation of cultural elements into cultural competency training in the
didactic phase of physician assistant programs.

Pilot Results
A pilot study was conducted utilizing 50 randomly selected physician assistant
educators from the email database supplied by the Physician Assistant Education
Association (PAEA). The participants were given three weeks to respond and then a
reminder email was sent. The pilot survey produced a 10% return rate and no respondents
recommended modifications to the survey instrument.
Respondents
A total of 1,100 physician assistant educators were emailed requesting their
participation in the online survey. Nine hundred ninety three emails were viable and were
successfully delivered to the faculty members at nationally accredited physician assistant
programs. Twenty additional participants emailed a return indicating that they were no
longer employed at an academic institution. Three hundred forty five surveys were
returned, for a 35.5% response rate. Seven respondents declined to participate in the
study.
Documented national physician assistant faculty demographics were obtained
from the PAEA Annual Report 2008-2009 for comparison with the study survey
demographics to determine validity of the sample population for the study (Liang &
Lane, 2009).The descriptive analysis of the overall survey results demonstrated that
participants were 59.5 % female and 39.3% male, as compared to 56% female and 44%
male from the national statistics (Liang & Lane). The mean number of years of
educational experience for the study was 10.3 years with a range of 0 to 40 yrs. The mean

78
numbers of years the respondents were at their current educational position was 6.3 years
for the current study and the national statistics. The mean age of participants of the study
was 48.5 years with a range of 29 to 67 years of age, while national statistics was 48
years. Of the respondents, 74.3% were full-time faculty, while 24.3% were part-time
faculty. The degree level of total respondents included 2.7% with bachelor degrees, 65%
with master degrees, 13% with Doctorate of Philosophy degrees, 2.4% with Doctorate of
Education degrees, 6.8% with Clinical Doctorates, 8.6%) with Doctorates of Medicine,
and 0.3%) with Juris Doctorate. National statistics indicate that faculty degree levels
include 61%) with Master's degrees and a total of 30% of faculty with Doctoral degrees
(Liang & Lane).
The racial distribution of responses for the study included 80.5% white, 5.3%)
black, 5.0% Latino, 4.1%> Asian, 0.9% Asian Indian, 0% Native American, and 0.3%
Pacific Islander. National statistics included 83% white, 6% black, 4%> Hispanic, 3%
Asian, 1% American Indian and 1% Pacific Islander (Liang & Lane, 2009).
The distribution of faith involved 83.4% Christian, 4.9 % Jewish, 1.2% Muslim,
1.2% Buddist, 0.6%) Hindu, 23.6% Agnostic, and 3.9% Other. The distribution of
disability included 1.5% with physical impairment, 3% with hearing impairment, 1.5%
with vision impairment, and 0.3%) with learning impairment. Of the respondents, 74%
admitted to participating in previous formal cultural competency training including
attending seminars/ workshops or courses. Only 25.2% of respondents admitted to no
formal cultural competency training. The distribution of responses by faculty positions
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included 19.8% program directors, 8.9% associate program directors, 5% medical
directors, 11.2% academic coordinators, 14.5% clinical coordinators, 37.3% faculty
members, and 3% other. Figure 1 summarizes the faculty position demographic
information. The distribution of responses for the implementation of cultural competency
training included 88.4% implemented training, 4.4% did not implement training and
7.1% were unsure if cultural competency training was implemented in the program. Of
the participants, 72.2% reported assessing cultural competency training, while 27.8% did
not.
Of the 345 surveys returned, 137 respondents completed the section of the survey
regarding the implementation of the cultural elements into the didactic phase of the PA
program. Only certain physician assistant educators have taught cultural competency in
physician assistant education and initially there was no method to determine which
educators taught cultural competency prior to the return of the survey.
Of the 137 cultural competency respondents, a descriptive analysis of the survey
results demonstrated that participants were 68.6% female and 30.7% male. The
percentage of participants in this group with 0-5 years of educational experience was
37.2%, 26.3% had 6-10 years of experience and 36.5% had 11-35 years of experience.
Seventy-five percent of this group admitted to participating in previous formal cultural
competency training, while 24.8% did not have previous training. The distribution of
responses by faculty positions for the cultural competency section included 15.3%
program directors, 5.8% associate program directors, 1.5% medical directors, 24.8%
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academic coordinators, 7.3% clinical coordinators, and 45.3% faculty members. Figure
1 summarizes the faculty position demographic information.
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Figure 2. Faculty Position Demographics comparing Total Survey Responses to CC
Section Responses.

Findings
Individual survey results were entered into SPSS version 15 for statistical analysis
of the data. The distribution of the 137 respondents for the inclusion of the seven cultural
elements (race, ethnicity, gender, socioeconomic status, sexual orientation, disability, and
faith) for both clusters was summarized by frequency of response. For the cultural
element of race, ten participants did not include race in the implementation of cultural
competency training, while 127 participants did include race. For ethnicity, fourteen
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participants reported that they did not include ethnicity, while 123 did include ethnicity.
Responses for gender involved 28 respondents for no inclusion and 109 respondents for
inclusion of gender. Responses for the socioeconomic element included 20 respondents
that did not include socioeconomic status, while 117 respondents did. Responses for
sexual orientation involved 22 responses for no inclusion and 115 responses for inclusion
of this element. Disability was not included by 45 participants and included by 92
participants. Lastly, faith was not included by 27 respondents and included by 110
respondents. Table 1 summarizes the results of the frequency distribution for the
inclusion of cultural elements in the implementation of cultural competency in the
didactic phase of physician assistant programs.

Table 2.
Frequency Distribution of Cultural Elements in the Implementation of Cultural
Competency in the Didactic Phase of Physician Assistant Programs
Cultural Element

Inclusion of Element

Exclusion of Element

Total

Race

127

10

137

Ethnicity

123

14

137

Gender

109

28

137

Socioeconomic

117

20

137

Sexual Orientation

115

22

137

Disability

92

45

137

Faith

110

27

137
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A two step cluster analysis of the data was conducted to identify if similar
participant responses could be grouped into a cluster of responses. The responses within
the clusters were similar, but the responses between the clusters were dissimilar. Two
individual clusters were identified by utilizing SPSS and demonstrated graphically in

Figure 3.
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Figure 3. Cluster size of each individual cluster identified for the study.

Cluster Profiles
Cluster 1 contained 74 of the 137 total responses which was 54% of the
responses. The profile for Cluster 1 included 0% of the respondents in this cluster
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excluding any of the cultural elements in the implementation of cultural competency
training. Stated in reverse, 100% of the respondents in this cluster included all seven
cultural elements into training.
Cluster 2 contained 63 out of 137 total responses which was 46% of the
responses. The profile of Cluster 2 indicated that 100% of the respondents in this cluster
excluded cultural elements in the implementation of cultural competency training. In this
cluster, all ten respondents that excluded race were placed in this cluster. In addition, all
14 respondents that excluded ethnicity, 28 respondents that excluded gender, 20
respondents that excluded socioeconomic status, 22 respondents that excluded sexual
orientation, 45 respondents that excluded disability and 27 respondents that excluded
faith in the implementation of CC training were placed in this cluster. Table 3
summarized the cluster profile frequency distributions for the cultural element inclusion
and exclusion in the two clusters.
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Table 3.
Cluster Profile Frequency Distribution of Cultural Elements
Cultural Element

Excl Freq

Exclus %

InclusFreq

Indus %

Cluster 1 Race
Cluster 2 Race
Combined Race

0
10
10

0%
100%
100%

74
53
127

58.3%
41.7%
100%

Cluster 1 Ethnicity
Cluster 2 Ethnicity
Combined Ethnicity

0
14
14

0%
100%
100%

74
49
123

60.2%
39.8%
100%

Cluster 1 Gender
Cluster 2 Gender
Combined Gender

0
28
28

0%
100%
100%

74
35
109

67.9%
32.1%
100%

Cluster 1 Socioeconomic
Cluster 2 Socioeconomic
Combined Socioeconomic

0
20
20

0%
100%
100%

74
43
117

63.2%
36.8%
100%

Cluster 1 Sexual Orient
Cluster 2 Sexual Orient
Combined Sexual Orient

0
22
22

0%
100%
100%

74
41
115

64.3%
35.7%
100%

Cluster 1 Disability
Cluster 2 Disability
Combined Disability

0
45
45

0%
100%
100%

74
18
92

80.4%
19.6%
100%

Cluster 1 Faith
Cluster 2 Faith
Combined Faith

0
27
27

100%
100%
100%

74
36
110

67.3%
32.7%
100%

As the cluster groups were identified, a Chi Square Goodness of Fit model was
applied to the dependent variables of cultural elements in each cluster to determine
discrepancies between observed and expected values for the implementation of cultural
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elements. It was expected that all cultural elements would be implemented equally.
Figure 3 and 4 demonstrate that there was a large difference between the actual
frequencies and the expected outcome which indicates that it was less likely that the
difference of the cultural element implementation between the clusters occurred due to
chance.
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Figure 4. Chi Square Goodness of Fit for the Cultural Elements in Cluster 1 (Inclusion
group).
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Figure 5. Chi Square Goodness of Fit for the Cultural Elements in Cluster 2
Exclusion group).

Levene's Test for Homogeneity of Variances was conducted for each cultural
element between the two individual clusters and indicated that the cell variances of each
cultural element between the two clusters were demonstrated to be significantly different
at p =. 000. A two-tailed samples independent t-test was calculated to compare the means
of the cultural elements in the two clusters. Table 4 demonstrated the means and standard
deviations of the cultural elements for both cluster groups identified.
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Table 4.
Group Statistics for Cultural Elements in the Cluster Groups
Cultural
Element

Two Step
Cluster Number

N

Mean SD

SEM

Race

1
2

74
63

1.00
.84

.000
.368

.000
.046

Ethnicity

1
2

74
63

1.00
.78

.000
.419

.000
.053

Gender

1
2

74
63

1.00
.56

.000
.501

.000
.063

Socioeconomic

1
2

74
63

1.00
.68

.000
.469

.000
.059

Sexual Orientation

1
2

74
63

1.00
.65

.000
.481

.000
.061

Disability

1
2

74
63

1.00
.29

.000
.455

.000
.057

Faith

1
2

74
63

1.00
.57

.000
.499

.000
.063

Participants who included specific cultural elements into cultural competency
training were compared to participants who did not include specific elements. Table 5
included independent samples t-tests that demonstrated a significant difference between
the means of the two clusters for every cultural element. Nominal dependent variables
were converted to interval variables for this statistical procedure. The /-test for race (t
(135) = 3.709, p =.000); the mean of race for Cluster 2 (Exclusion group) was

significantly lower (m= .84, sa=.368) than the mean of race for Cluster 1 (Inclusion
group) (m=1.00, sd = 0.00). The Mest for ethnicity (t (135) = 4.564,/? =.000); the mean
of ethnicity for Cluster 2 (Exclusion group) was significantly lower (m = .78, sd =.419)
than the mean of ethnicity for Cluster 1 (Inclusion group) (m =1.00, sd = 0.00). The Mest
for gender (t (135) = 7.638,/? =.000); the mean of gender for Cluster 2 (Exclusion group)
was significantly lower (m = .56, sd =.50\) than the mean of gender for Cluster 1
(Inclusion group) (m =1.00, sd= 0.00). The Mest for socioeconomic status (t (135) =
5.824, p=.000); the mean of socioeconomic status for Cluster 2 (Exclusion group) was
significantly lower (m= .68, sd= .469) than the mean of socioeconomic status for Cluster 1
(Inclusion group) (m=1.00, sd= 0.00). The Mest for sexual orientation (/ (135) = 6.255,p
=.000); the mean of sexual orientation for Cluster 2 (Exclusion group) was significantly
lower (m = .65, sd =.481) than the mean of sexual orientation for Cluster 1 (Inclusion
group) (m =1.00, sd= 0.00). The Mest for disability (t (135) = 13.502,/? =.000); the mean
of disability for Cluster 2 (Exclusion group) was significantly lower (m = .29, sd =.455)
than the mean of disability for Cluster \{m =1.00, sd= 0.00). The Mest for faith (t (135)
= 7.395,/? =.000); the mean of faith for Cluster 2 (Exclusion group) was significantly
lower (m = .57, sd =.499) than the mean of faith for Cluster 1 (Inclusion group) (m =1.00,
sd= 0.00).
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Table 5.
Summary oft-test results for Cultural Elements in Cluster Groups
Cluster 1

Cluster 2
Mean SD

Cultural
Elements

t-test

Sig

Mean SD

Race

3.709

.000

1.00

.000

.84

.368

Ethnicity

4.564

.000

1.00

.000

.78

.419

Gender

7.638

.000

1.00

.000

.56

.501

Socioeconomic

5.824

.000

1.00

.000

.68

.469

Sexual Orient

6.255

.000

1.00

.000

.65

.481

Disability

13.502

.000

1.00

.000

.29

.455

Faith

7.395

.000

1.00

.000

.57

.499

Box plots for the seven cultural elements were calculated for Cluster 1 and
Cluster 2 participant groups. No outliers were noted in the box plot of Cluster 1
(Inclusion group) for the cultural elements (Figure 6). Three outliers for the exclusion of
cultural elements were noted in the box plot of Cluster 2 (Exclusion group) responses for
each race and ethnicity (Figure 7).
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TwoStep Cluster Number: 1

Figure 6. Box Plot of Cultural Element Outliers for Cluster 1 (Inclusion group).
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Figure 7. Box Plot of Cultural Element Outliers for Cluster 2 (Exclusion
group).

A Shapiro-Wilk test of normality was performed for each independent variable of
gender, years of educational experience, and previous faculty cultural competency
training between the clusters. The cell distributions were significantly different from
normality with all three independent variables with p = .000. The results for the tests of
normality were displayed in Tables 6, 7, and 8.
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Table 6.
Shapiro-Wilk Test of Normality for Gender for Two-Step Cluster
Gender
Statisitc
df
Sifi
Male

.630

42

.000

Female

.635

94

.000

Table 7.
Shapiro-Wilk Test of Normality for Years of Experience for Two-Step Cluster
Yrs of Experience

Statistic

df

Sig

0-5

.633

51

.000

6-10

.627

36

.000

11-35

.616

50

.000

Table 8.
Shapiro-Wilk Test of Normality for Previous Training for Two-Step Cluster
Previous CC Training

Statistic

df

Sig

Formal Training

.624

103

.000

No Formal Training

.617

34

.000

Levene's Test for Homogeneity of Variances was also conducted for the
independent variables. Table 9 demonstrated that the cell variances of gender were
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significantly different at/? = .000. Table 10 indicated that the cell variances of years of
experience between the two clusters were demonstrated to be not significantly different at
p = .390 and the assumptions were not defeated. Table 11 demonstrated that the cell
variances of previous cultural competency training between the two clusters were not
significantly different at/? = .582 and the assumptions were not defeated.

Table 9.
Homogeneity of Variance for Gender
F

dfl

df2

Sig

53.906

2

134

.000

Table 10.
Homogeneity of Variance for Years of Educational Experience
F

dfl

df2

Sig

.947

2

134

.390

Table 11.
Homogeneity of Variance for Previous Cultural Competency Training
F

dfl

df2

Sig

.304

1

135

.582
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Frequency distributions for the independent variables (gender, years of
educational experience, and previous cultural competency training) were calculated for
each cluster. Frequency distributions for Cluster 1 (Inclusion group) yielded 24 male
participants and 50 female participants. There were 28 participants with 0-5 years of
experience, 15 participants with 6-11 years of experience, and 31 participants with 11-35
years of experience in Cluster 1 (Inclusion group). Also, 61 participants had formal
training, 13 participants did not have formal training in Cluster 1. Frequency distributions
for Cluster 2 (Exclusion group) yielded 18 male participants and 44 female participants.
There were 23 participants with 0-5 years of experience, 21 participants with 6-10 years
of experience, and 19 participants with 11-35 years of experience in Cluster 2 (Exclusion
group). The Cluster 2 groups also had 61 participants with and 13 participants without
previous cultural competency training. Tables 12, 13 and 14 demonstrated the cross
tabulation of frequency distributions for each variable level for the two combined
independent variables.
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Table 12.
Cross Tabulation of Independent Variables of Gender & Years of Experience
Gender

0-5 Yrs

6-10 Yrs

11-35 Yrs

Total

Cluster 1 Male

12

4

8

24

Cluster 1 Female

16

11

23

50

Cluster 1 Total

28

15

31

74

Cluster 2 Male

6

5

7

18

Cluster 2 Female

17

15

12

44

Cluster 2 Total

23

21

19

63

Table 13.
Cross Tabulation of Independent Variables of Gender & Previous CC Training

Gender

Formal
Training

No Formal
Training

Total

Cluster 1 Male

21

3

24

Cluster 1 Female

40

10

50

Cluster 1 Total

61

13

74

Cluster 2 Male

11

7

18

Cluster 2 Female

31

13

44

Cluster 2 Total

42

20

62
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Table 14.
Cross Tabulation of Independent Variables of Years of Experience & Previous CC
Training

Gender

Formal
Training

No Formal
Training

Total

Cluster 1 (0-5 Yrs)

18

10

28

Cluster 1 (6-10 Yrs)

13

2

15

Cluster 1(11-35 Yrs)

30

1

31

Cluster 1 Total

61

13

74

Cluster 2 (0-5 Yrs)

13

10

23

Cluster 2 (6-10 Yrs)

14

7

21

Cluster 2 (11-35 Yrs)

15

4

19

Cluster 2 Total

42

2

63

A 2 (gender) x 3 (years of experience) x 2 (previous cultural competency training)
between subjects factorial analysis of variance was calculated comparing the
implementation of cultural elements from Cluster 1 (Inclusion group) and Cluster 2
(Exclusion group) (dependent variables) by faculty members who were male or female,
who had either 0-5 years, 6-10 years or 11-35 years of experience, and who have or have
not had previous cultural competency training (independent variables). Cluster 1
(Inclusion group) has a mean score of 1.00 and Cluster 2 (Exclusion group) has a mean
score of 2.00.
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Hypotheses:
1.

Male and female physician assistant educators implement the same number of
cultural elements into cultural competency training in the didactic phase of
physician assistant programs.
The factorial ANOVA for gender demonstrated no significant difference between

male and female educators (f(2, 134) = .203, p = .817). The implementation of cultural
elements in the clusters did not differ significantly according to gender of the faculty
members. Female faculty members had a mean score of 1.47 (sd = .502) and the male
faculty members had a mean score of 1.43 (sd = .501). The significance level was 0.817
which was greater than 0.05, so the first null hypothesis was not rejected.
2.

Physician assistant educators with different levels of years of educational
experience implement the same number of cultural elements into cultural
competency training in the didactic phase of physician assistant programs.
The factorial ANOVA for years of educational experience demonstrated no

significant difference between years of educational experience (f(2, 134) = \.4\2,p =
.248). The implementation of cultural elements in the clusters did not differ significantly
according to the years of educational experience of the faculty members. Faculty
members with 0-5 years of experience had a mean score of 1.45 (sd= .503), faculty
members with 6-10 years of experience had a mean score of 1.58 (sd= .500), and faculty
members with 11-35 years of experience had a mean score of 1.38 (sd = .490). The
second null hypothesis was not rejected.
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3.

Physician assistant educators with or without previous cultural competency
training implement the same number of cultural elements into cultural
competency training in the didactic phase of physician assistant programs.
The factorial ANOVA for previous cultural competency training demonstrated a

significant difference for previous training (f(\, 134) = 5.983,p = .016). The
implementation of cultural elements in the clusters differed significantly according to
previous cultural competency training of the faculty members. Faculty members with
previous training had a mean score of 1.41 (sd = .494) and faculty members with no
previous training had a mean score of 1.62 (sd = .493). The significance level was 0.016
which was less than 0.05, so the third null hypothesis was rejected.
4.

There is no significant interaction between gender, previous cultural competency
training and the level of years of educational experience regarding the
implementation of cultural elements into cultural competency training in the
didactic phase of physician assistant programs.
The factorial ANOVA demonstrated no significant interaction among gender,

years of educational experience and previous cultural competency training (f(2, 134) =
.088,/? = .915). The implementation of cultural elements in the clusters did not differ
significantly according to the interaction of gender of the faculty, years of educational
experience of the faculty members, and previous cultural competency training. Male
faculty members with 0-5 years of experience and previous training had a mean score of
1.18 (sd= .405), while male faculty members with 0-5 years of experience and no

previous training had a mean score of 1.57 (sd = .535). Male faculty members with 6-10
years of experience, and previous training had a mean score of 1.50 (sd = .535), while
male faculty members with 6-10 years of experience, and no previous training had a
mean score of 2.00 (sd = 000) with n=\. Male faculty members with 11-35 years of
experience, and previous training had a mean score of 1.38 (sd = .506), while male
faculty members with 11-35 years of experience, and no previous training had a mean
score of 2.00 (sd= .000) with n = 2.
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Table 15.
Descriptive Statistics for Independent Variables of faculty gender, years of educational
experience and previous cultural competency training of faculty
Gender YrsExp PreviousTrain
Mean
Std. Deviation
_N
Male

0-5

6-10
11-35

Total

Female 0-5

6-10

11-35

Total

Total

0-5

6-10

11-35

Total

Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training
Total
Formal Training
No Formal Training

1.18
1.57
1.33
1.50
2.00
1.56
1.38
2.00
1.47
1.34
1.70
1.43
1.55
1.46
1.52
1.53
1.71
1.58
1.31
1.67
1.34
1.44
1.57
1.47
1.42
1.50
1.45
1.52
1.78
1.58
1.33
1.80
1.38
1.41
1.62

.405
.535
.485
.535
.527
.506
.000
.516
.483
.483
.501
.510
.519
.508
.513
.488
.504
.471
.577
.482
.499
.507
.502
.502
.513
.503
.509
.441
.500
.477
.447
.490
.494
.493

11
7
18
8
1
9
13
2
15
32
10
42
20
13
33
19
7
26
32
3
35
71
23
94
31
20
51
27
9
36
45
5
50
103
34
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Female faculty members with 0-5 years of experience and previous training had a
mean score of 1.55 (sd = .510), while female faculty members with 0-5 years of
experience and no previous training had a mean score of 1.46 (sd = .519). Female faculty
members with 6-10 years of experience, and previous training had a mean score of 1.53
(sd = .513), while female faculty members with 6-10 years of experience, and no
previous training had a mean score of 1.71 (sd = .488). Female faculty members with 1135 years of experience, and previous training had a mean score of 1.31 (sd= .471), while
female faculty members with 11-35 years of experience, and no previous training had a
mean score of 1.67 (sd = .577). The fourth null hypothesis was not rejected.

Table 16.
2x3x2 Factorial Analysis of Variance for Independent Variables

Source

df

f

V

Partial Eta Squared

Gender

2

.203

.817

.003

Yrs Ed Exp

2

1.412

.248

.022

Prev Train

1

5.983

.016

.046

Gender x Yrs Ed Exp

2

.836

.436

.013

Gender x Prev Train

1

1.724

.192

.014

Yrs Ed Exp x Prev Train

2

.754

.472

.012

Gender x Yrs Ed Exp x Prev Train

2

.088

.915

.001
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A Partial Eta Squared statistic of .046, which is proportion of the variance
accounted for by effect, was obtained for the main effect for previous training. According
to Cohen (1988), this represented a moderate effect size for previous training. The result
of R squared is .109 for the effect of all independent variables and their interactions, so
the gender, years of experience, previous training, and their interaction account for
approximately 10.9% of the variance in the implementation of cultural elements.
Summary
Cultural competency training was developed to train medical providers to better
communicate with patients and decrease bias and stereotyping in an attempt to decrease
health care disparity. The problem is that cultural competency training is not standardized
across physician assistant programs nationally (Symington et al., 2006) potentially due to
faculty characteristics and a lack of cultural competency training by faculty members.
The purpose of this study was to determine if specific faculty characteristics (gender,
years of educational experience, previous cultural competency training) influence the
type of cultural elements (race, ethnicity, gender, socioeconomic status, sexual
orientation, disability and faith) that are included in cultural competency training in the
didactic phase of physician assistant programs nationally.
The results of this study indicate that there is a difference in the number and type
of cultural elements that faculty members implement in cultural competency training. The
identification of clusters of participant responses demonstrated 54% of respondents
included all seven cultural elements, while 46% of respondents excluded cultural

elements when implementing training. When implementing cultural elements, 45
respondents excluded disability, 28 respondents excluded gender, 27 respondents
excluded faith, 22 respondents excluded sexual orientation, 20 respondents excluded
socioeconomic status, 14 respondents excluded ethnicity, and 10 respondents excluded
race.
The research questions focused on if there was a relationship between specific
faculty characteristics (gender, years of educational experience, and previous CC
training) and the implementation of the cultural elements in the implementation of
cultural competency training. The study findings demonstrated that there was no
relationship between faculty gender or years of experience of the faculty and the
implementation of cultural elements. A significant relationship did exist between a lack
of previous cultural competency training and implementing fewer cultural elements (p =
.016). The survey data were analyzed and the results were utilized to answer the three
research questions for the study.

CHAPTER 5
DISCUSSION
Introduction
Healthcare disparity has been an increasing problem in the United States. The
Institute of Medicine released a report regarding health care disparity and challenged the
academic medicine institutions to assist by implementing cultural competency training
into the medical curriculum. Cultural competency training involves teaching students to
understand the cultural beliefs of patients, recognize and decrease their own biases,
embrace the cultural differences of patients, and elicit appropriate cultural information
from patients during the medical history to improve health care outcomes of patients.
One problem that has occurred is that even though medical education and
physician assistant education are implementing cultural competency into the curricula, it
is not standardized in medical education (Koehn & Swick, 2006; Kumas-Tan et al., 2007;
Park et al., 2005; Wear & Kuczewski, 2008) or physician assistant education (Symington,
2006). This lack of standardization is potentially caused by specific faculty
characteristics, lack of faculty cultural competency training or faculty definition of
culture. Many faculty members in medical education define culture according to race and
ethnicity only, while other educators include age, gender, socioeconomic status, sexual
orientation, disability and faith (Koehn & Swick; Kumas-Tan et al.; Shaya & Gbarayer,
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2006). If the definition of culture varies between faculty members then the
implementation of cultural competency will not be uniform across programs nationally.
For this study, race, ethnicity, gender, socioeconomic status, sexual orientation, disability
and faith were the specific cultural elements utilized because they encompass the
broadest definition of culture. Age was not included in the cultural elements because
physician assistant programs are required to teach courses in geriatric and pediatric
medicine which already addresses that cultural element.
Summary of the Study
The purpose of this study was to determine if faculty characteristics influence the
type of cultural elements that are implemented in cultural competency training in the
didactic phase of physician assistant programs. An online survey was conducted utilizing
physician assistant educators nationally to assess the implementation of cultural
competency in the didactic phase of accredited physician assistant programs. The study
analyzed if there was a relationship between specific faculty characteristics (gender, years
of educational experience, and previous cultural competency training) and the type of
cultural elements (race, ethnicity, gender, socioeconomic status, sexual orientation,
disability, and faith) that are implemented in the cultural competency training. A cluster
analysis was performed to identify similar participant responses and organize the
responses into group clusters. Two cluster groups were identified. Participant responses
within the clusters were similar but responses between the clusters were dissimilar.
Results of the study indicate that there is a difference in the type of cultural
elements that are implemented by faculty members. It was discovered that the majority of

respondents included all seven cultural elements but many educators also excluded
cultural elements. The cultural elements that were excluded from training the most
frequently involved, in descending order, disability, gender, faith, sexual orientation,
socioeconomic status, ethnicity and race. The research questions for the study addressed
the influence of faculty gender, years of educational experience of faculty and previous
cultural competency training of faculty on the implementation of cultural elements in
cultural competency training. A factorial analysis of variance was conducted to discover
the relationship between the independent variables of faculty characteristics and the
dependent variables of the cultural elements between the two group clusters.
The results demonstrated that there was a significant relationship between a lack
of previous faculty cultural competency training and the implementation of less cultural
elements. There was no significant relationship between gender of the faculty or years of
educational experience of the faculty and the implementation of those cultural elements
into the didactic phase of PA programs nationally.
Summary of the Major Findings
Results of this study indicated that many faculty members excluded cultural
elements when implementing cultural competency training. A cluster analysis was
performed to identify similar and dissimilar participant responses and organize them into
similar cluster groups. It was discovered that faculty members implement different
cultural elements by the formation of the two very dissimilar cluster groups that were
identified.
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All the respondents in Cluster 1 (54% of respondents) included all seven elements
into training. Respondents in Cluster 2 (46% of respondents) excluded cultural elements,
so the cluster groups were very dissimilar to one another. Participants in Cluster 2 most
frequently excluded disability from implementation. In the Cluster 2 group, 45
participants excluded disability, 28 excluded gender, 27 excluded faith, 22 excluded
sexual orientation, 20 excluded socioeconomic status, 14 excluded ethnicity, and 10
excluded race. Independent samples Mests demonstrated that specific cultural elements
are excluded more than other cultural elements. The implementation of the cultural
element of disability was found to be significantly different from the other cultural
elements in that it is being excluded most frequently. These findings indicate that cultural
competency implementation is not uniform across physician assistant programs
nationally.
The study also addressed the relationship between faculty gender, years of faculty
educational experience, and previous faculty cultural competency training with the
implementation of cultural elements into training. The study demonstrated that there was
no relationship between gender and the implementation of cultural elements in cultural
competency training. There was also no relationship between years of faculty experience
and the implementation of the cultural elements. There was a significant relationship
between previous faculty cultural competency training and the implementation of cultural
elements. Faculty members with no previous cultural competency training implemented
less cultural elements into the didactic phase of PA education.
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Discussion of Findings
Cultural competency training is being implemented in both medical education and
physician assistant education in an attempt to decrease health care disparity across the
U.S. Researchers in medical education have demonstrated that cultural competency
training is not standardized across medical curricula nationally (Koehn & Swick, 2006;
Kumas-Tan et al., 2007; Park et al., 2005; Wear & Kuczewski, 2008). Reasons for a lack
of uniformity in training included various teaching methods, lack of assessment, lack of
faculty training, and lack of guidelines in implementation (Koehn & Swick; Kumas-Tan
et al., 2; Park et al.; Tang et al., 2003). Some researchers indicated that the lack of
standardization with cultural competency training was partially due to a lack of a uniform
definition of culture (Koehn & Swick; Kumas-Tan et al.). One researcher in physician
assistant education demonstrated that there was a lack of cultural competency
standardization in PA programs nationally (Symington, 2006). The researcher discovered
that there was a difference in how cultural competency was taught between programs and
that some programs were not teaching cultural competency. Even though few studies
have been conducted to assess the implementation of cultural competency in physician
assistant education, similarities in cultural competency training parallels that of medical
education.
The present study also demonstrated that cultural competency implementation is
not uniform across physician assistant programs nationally according to the differences in
the implementation of the cultural elements. A lack of standardization of cultural

competency training would decrease the ability of medical education and physician
assistant education to produce culturally competent medical providers and reduce the
health care disparity.
Various definitions of culture by faculty members was one reason indicated for
the lack of standardization in cultural competency training. Shaya & Gbarayer (2006)
demonstrated that culture was defined as race and ethnicity in a study that addressed
pharmacy, nursing and physical therapy students. Kumas-Tan et al. (2007) performed a
20 year review of medical education literature on cultural competency evaluation
instruments and discovered that the majority of evaluation instruments only assessed race
and ethnicity aspects of cultural competency training. This researcher also indicated that
there was a standard assumption of what was defined as the norm when teaching about
culture (Kumas-Tan et al). The norm has been considered white, male, western,
Christian, heterosexual, middle class and non-impaired. The researcher also stated that a
lack of student exposure to diversity and knowledge of various cultures also contributed
to decreased cultural competency (Kumas-Tan et al.).
Koehn & Swick (2006) identified that the definition of culture is a major
limitation of current cultural competency methods. The authors recommended broadening
the definition of culture and addressing student biases in their Transnational Theory of
Cultural Competency Training. The present study demonstrated that race and ethnicity
are the cultural elements that are implemented the most frequently in physician assistant
education and that disability, gender, and faith are implemented less often. This finding
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indicated that the definition of culture and implementation of cultural elements varies
among educators.
Limited research has been performed to assess the influence of faculty
characteristics like age, gender, years of experience, or degree level on the
implementation of cultural competency training. One researcher in nursing demonstrated
a relationship between less educational experience of faculty members or higher
educational level of faculty members and less cultural sensitivity of the faculty members
(Braithwaite, 2006). The present study found no relationship between years of
educational experience of the faculty members or faculty gender and the implementation
of cultural elements into training. Other researchers discovered that there was a lack of
previous cultural competency training with faculty members in medical education (Park
et al., 2005; Tang et al, 2003). It was demonstrated that resident medical students were
more comfortable with cultural issues concerning patients than the faculty members, and
that the faculty members were less knowledgeable regarding culture. Park et al. also
indicated that few residents had cultural competency training in medical school. The
present research findings demonstrate a relationship between a lack of previous cultural
competency training of faculty members and the implementation of fewer cultural
elements in training.
Many faculty members may not realize that they are excluding some important
cultural elements in cultural competency training in the programs. If faculty members
have no training in cultural competency, theories and the broad definition of culture, then
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implementation of cultural competency will continue to be non-uniform across programs.
Howell (1979) developed the Intercultural Communication Theory which emphasized
unconscious incompetence. Unconscious incompetence can be explained as unrecognized
communication mistakes due to a lack of cultural understanding. Many PA educators
potentially fall into this unconscious incompetence due to a lack of cultural competency
training. The three main cultural competency theories that have been established are
grounded in communication theory and all focus on developmental stages of achieving
intercultural sensitivity. The three cultural competency theories include Culhane-Pera
Model of Cultural Competency, Campinha-Bacote's Cultural Competency Theory, and
Giroux's Insurgent Multiculturalism. The developmental stages of these theories begin
with desire to be culturally competent and then progress to cultural awareness and
recognition, knowledge of cultural beliefs, utilizing cultural skills, and applying cultural
skills to patient encounters. Giroux (2000) builds on these communication skills by also
emphasizing understanding of underlying reasons for the health care inequity that is
occurring. Some faculty members may have a desire to be culturally competent, but may
not have progressed to the next developmental level of awareness and recognition of all
elements of culture. Koehn & Swick (2006) established the Transnational Theory of
Cultural Competency in an attempt to broaden the definition of culture, which is referred
to as the implementation of cultural elements in this study. Koehn & Swick also
recommended addressing student biases toward specific cultural aspects. Potentially
some educators may possess unrecognized cultural biases that may influence the
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implementation of specific cultural elements into cultural competency training. Lastly,
these authors also emphasized application-based training for cultural competency which
ultimately focuses on the later developmental stages in cultural competency training. If
educators are not practicing culturally competent medicine and applying the cultural
awareness, knowledge and skill, then there may be a disconnect in training other medical
providers to be culturally competent.
Conclusion
Researchers in medical education and physician assistant education have
indicated that there is a lack of standardization of cultural competency training partially
because of varying definitions of culture by faculty members that influences the
implementation of cultural competency training. The present study demonstrated that
implementation of cultural competency according to cultural element inclusion is very
different between faculty members nationally in physician assistant education by the
identification of cluster groups in the study and significant differences demonstrated by
the independent samples /-test analysis of the cultural elements.
The results indicated that race and ethnicity are most commonly included in
training. The results also demonstrated that disability is the most frequently excluded
cultural element, followed by gender, faith and sexual orientation. These results indicate
that there is a lack of uniformity in the implementation of cultural elements in cultural
competency training in physician assistant education. Researchers in medical education
and nursing have indicated that faculty characteristics like years of experience, degree of
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faculty members or previous cultural competency training of faculty influence the
cultural competency of faculty members. The present study results found no relationship
between faculty gender nor years of faculty educational experience with the
implementation of cultural elements. The findings demonstrated a significant relationship
between a lack of previous cultural competency training and the inclusion of fewer
cultural elements. It is understandable that educators who have not had previous cultural
competency training would be less likely to include cultural elements that potentially
reside outside their definition of culture.
Implications
The study results indicated that there is a significant relationship between a lack
of previous cultural competency training by faculty members and the exclusion of
specific cultural elements in cultural competency training. If some faculty members are
excluding cultural elements in cultural competency training, then the students may not be
exposed to the other important areas of culture. The lack of implementation of specific
cultural elements decreases the quality of the cultural competency training and essentially
reduces the ability of future medical providers to practice culturally competent medicine.
A lack of medical provider cultural competency potentially affects the health care
disparity in the United States.
Of all of the faculty characteristics that the study was investigating, previous
cultural competency training of faculty is a characteristic that is modifiable. This study
can be utilized in support of recommending formal cultural competency training for all
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physician assistant educators. It is also incentive for more standardized cultural
competency training programs to be developed to train faculty members in all aspects of
culture utilizing the developmental stages of established cultural competency theories.
Results of this study also indicated that disability was the cultural element that
was excluded most frequently, followed by gender, faith and sexual orientation to a lesser
degree. The results of this study can be utilized as a foundation for emphasizing all seven
cultural elements in the implementation of cultural competency training. The inclusion of
all cultural elements in cultural competency training will insure a greater understanding
of the definition of culture for faculty and students and how to communicate with and
manage patients from diversified backgrounds.
It is the responsibility of academic medicine institutions to produce medical
providers that practice culturally competent medicine or health care disparity may not be
reduced nationally. Members of higher education leadership have a responsibility to
insure that appropriate cultural competency training is being implemented in their
institutions. Higher education leaders may potentially assist in reducing health care
disparity by enforcing standards, insuring accreditation compliance, and improving
quality assurance of medical education practices. There is ultimately accountability to the
public to reduce health care inequity. Health care disparity cannot be eliminated without
initiating changes at the foundational level of medicine which is the educational
environment of medicine.
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Recommendations
Based on the findings of this study, the following recommendations are
suggested:
1.

2.

Revisions to the cultural competency survey to include:
a.

Adding a biracial category to the demographic question regarding race.

b.

Define Clinical Doctorate.

c.

Develop a separate category for Doctorate of Medicine

A time series replication of the study every three years to assess the faculty trends
in cultural competency implementation and assessment.

3.

Utilization of a written survey instead of an online survey in hopes of increasing
the response rate of the survey.

4.

Follow-up qualitative study that includes faculty interviews to more effectively
assess the implementation and assessment strategies and to identify impediments
in each area.

5.

Develop national guidelines for cultural competency implementation in physician
assistant education programs based on a broad definition of culture.

6.

Administer cultural competency assessments to faculty members nationally to
determine if medical educators who are teaching cultural competency are actually
culturally competent themselves.

7.

Investigate how the faculty definition of culture may influence the
implementation of specific cultural elements in cultural competency training.
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Summary
It has been established through research that medical education and physician
assistant education are implementing cultural competency training into the curricula. The
implementation process is not uniform across programs nationally potentially due to the
definition of culture by faculty members, a lack of cultural competency training by
faculty and a lack of guidance in the implementation of the training. This study
demonstrated that there is a lack of uniformity in the implementation of cultural elements
in cultural competency training in PA programs nationally. It was discovered that the
cultural elements of race and ethnicity were included most frequently in the training. It
was also demonstrated that there was a significant difference in the exclusion of disability
as a cultural element in the implementation. This study also found a significant
relationship between a lack of previous cultural competency training and implementation
of fewer cultural elements in the implementation. From the research findings, it is
recommended that national guidelines be established for cultural competency training,
that include a broader range of cultural elements to improve the definition of culture. It is
also recommended that faculty members are encouraged by leadership to complete
cultural competency training. Health care disparity is a problem that is afflicting the U.S.
and with the constantly changing demographics of the national population, the situation
will only decline.
It is the responsibility of medical and physician assistant education to improve
cultural awareness, cultural knowledge, cultural skills, and decrease bias at the
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foundational education level. Attempting to retrain practicing medical providers about
cultural competency is one avenue to decrease health care disparity, but initially training
future medical providers to be culturally competent may have a longer lasting impact. In
the future, cultural competence can potentially become a natural way of thinking for
medical providers instead of unconscious incompetence which has to be recognized and
then remedied.
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Cultural Competency Training in Physician Assistant Programs
National Survey
(Your completion and return of this survey indicates your consent to participate in this
study.)
Please Check or Fill in the Most Appropriate Answer:
Faculty Member Information:
1. Gender:
Male
Female
2. Age (in Years):

3. Faculty Position:
Academic Coordinator
Clinical Coordinator
Program Director
Associate Program Director
Faculty Member
Medical Director
Other

4. Number of Total Years in PA Education:

5. Number of Years at Current Position:
6. Number of Hours Worked Per Week:
< 40 hours
> 40 hours
7. Highest Degree Level:
Bachelor's
Master's
PhD
EdD
Clinical Doctorate

Other
8. Race (Optional):
White
Black
Latino
Asian (Non-Indian)
Asian Indian
Native American
Pacific Islander
9. Ethnicity (Optional):
Please specify:
10. Faith (Optional):
Christian
Jewish
Hindu
Muslim
Buddhist
Other/ Please specify:
11. Disability (Optional):
Physical Impairment
Hearing Impairment
Vision Impairment
Learning Impairment
Other/ Please specify:

Educational Institution Information:
12. State of Institution:
13. Location of the Institution:
Rural
Inner city
Metropolitan
Suburban

14. Type of Institution:
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Public
Private
15. Classification of Institution:
2 year college/ community college
4 year college
4 year university
16. Size of Institution:
< 1,000
1,000-4,000
5,000-10,000
10,000-20,000
20,000-30,000
> 30,000

Physician Assistant Program Information:
17. Highest Degree Awarded to Students:
Master's degree
Bachelor's degree
Associate's degree
Certificate
18. Length of PA Program (in Months):

19. Number of Students per Class:

20. College/ School Where PA Program is Housed:
Medicine
Allied Health
Pharmacy
Health Professions
Public Health
Other/ Please Specify:
Cultural Competency Training Information:
21. Which of the following components would you include in your definition of culture?
(Please check all that apply)

Race
Ethnicity
Gender
Age
Socioeconomic Status
Sexual Orientation
Disability
Faith
22. What faculty development activities related to Cultural Competency Training have
you participated in? (Please check all that apply)
Seminar/ Workshop
Course
Self Taught

23. Is Medical Spanish being implemented in the PA curriculum?
Yes, Required
Yes, Optional
No
Different language is offered
Please Specify:

24. Is cultural competency training currently being implemented in the didactic phase of
the PA curriculum?
Yes
No
Unsure

Only Academic Coordinators and Didactic Faculty
PLEASE Complete questions 25 - 32.
25. How is cultural competency training regarding Race being implemented in the
Didactic Phase of the Program?
(Please check all that apply)
Approximate Time Spent
(Example lA, Vi, 1, 2 hrs., etc.)
Orientation
Community Projects
Case Studies
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Role Playing
Standardized Patients
Laboratories
Lectures/ Seminars
Name of Course:
Other (Please explain)

26. How is cultural competency training regarding Ethnicity being implemented in the
Didactic Phase of the Program? (Please check all that apply)
Approximate Time Spent
(Example lA, V2, 1, 2 hrs., etc.)
Orientation
Community Projects
Case Studies
Role Playing
Standardized Patients
Laboratories
Lectures/ Seminars
Name of Course:
Other (Please explain)

27. How is cultural competency training regarding Gender being implemented in the
Didactic Phase of the Program?
(Please check all that apply)
Approximate Time Spent
(Example lA, Vz, 1, 2 hrs., etc.)
Orientation
Community Projects
Case Studies
Role Playing
Standardized Patients
Laboratories
Lectures/ Seminars
Name of Course:
Other (Please explain)
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28. How is cultural competency training regarding Socioeconomic Status being
implemented in the Didactic Phase of the Program?
(Please check all that apply)
Approximate Time Spent
(Example lA, lA, 1, 2 hrs., etc.)
Orientation
Community Projects
Case Studies
Role Playing
Standardized Patients
Laboratories
Lectures/ Seminars
Name of Course:
Other (Please explain)
29. How is cultural competency training regarding Sexual Orientation being
implemented in the Didactic Phase of the Program?
(Please check all that apply)
Approximate Time Spent
(Example lA, lA, 1, 2 hrs., etc.)
Orientation
Community Projects
Case Studies
Role Playing
Standardized Patients
Laboratories
Lectures/ Seminars
Name of Course:
Other (Please explain)

30. How is cultural competency training regarding Disability being implemented in the
Didactic Phase of the Program?
(Please check all that apply)
Approximate Time Spent
(Example lA, lA, 1,2 hrs., etc.)
Orientation
Community Projects
Case Studies
Role Playing
Standardized Patients
Laboratories
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Lectures/ Seminars
Name of Course:
Other (Please explain)

31. How is cultural competency training regarding Faith/ Religion being implemented in
the Didactic Phase of the Program?
(Please check all that apply)
Approximate Time Spent
(Example %, Vi, 1, 2 hrs., etc.)
Orientation
Community Projects
Case Studies
Role Playing
Standardized Patients
Laboratories
Lectures/ Seminars
Name of Course:
Other (Please explain)
32. How is cultural competency training evaluated or assessed in the Didactic phase of
the program? (Please check all that apply)
No assessment is currently performed
Written examinations
Standardized patients
Student Essays
Measurement Instruments
Please Specify:
Other (Please Explain):
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MERCER
^UNIVERSITY

Dear Physician Assistant Educator:

I am a faculty member at Mercer University and I am requesting your assistance for a
research project. Your participation in this survey research is strictly voluntary.
Furthermore, your response or decision not to the respond is completely confidential and
involves no risks or compensation. No one will be able to identify you in any reports or
other publications that may result from this research. Consent to participate in this study
is implied if you complete and return the survey.
This national survey is addressing the Implementation and Assessment of Cultural
Competency Training in Physician Assistant Programs. The goal of the survey is to
determine faculty members' definition of culture, current methods of implementation and
assessment of cultural competency training, and faculty training in cultural competency.
Please click on the following web-link to complete and return the survey:
Please complete and return the survey by:
I appreciate your interest in and support of this research, and invite you to contact me at
the address below should you have any questions or concerns.
Please consider participating in the survey! The survey will take approximately 20
minutes to complete. Your response will be invaluable to this important research
regarding our educational profession.
Thank you again for your support of this project!
Sincerely,

Patricia J. Kelly, MMSc, PA-C
Academic Coordinator
Physician Assistant Program
3001 Mercer University Dr.
Davis 213 A
Mercer University
Atlanta, Georgia 30058
678-547-6447 (office)
Kelly_pj @mercer.edu
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THE DATED APPROVAL ON THIS CONSENT FORM INDICATES THAT THIS
PROJECT HAS BEEN REVIEWED AND APPROVED BY MERCER UNIVERSITY'S
HUMAN SUBJECT REVIEW BOARD (478) 301-4101
APPROVED: 8/26/2009

EXPIRES:

8/26/2010

130

APPENDIX C
INFORMED CONSENT

131

Cultural Competency Training in Physician
Assistant Programs National Survey
Questions marked with an asterisk (*) are mandatory.

Dear Physician Assistant Educator:
I am a faculty member at Mercer University and I am requesting your assistance for a
research project. Your participation in this survey research is strictly voluntary.
Furthermore, your response or decision not to the respond is completely confidential and
involves no risks or compensation. No one will be able to identify you in any reports or
other publications that may result from this research. Consent to participate in this study
is implied if you complete and return the survey.
This national survey is addressing the Implementation and Assessment of Cultural
Competency Training in Physician Assistant Programs. The goal of the survey is to
determine faculty members' definition of culture, current methods of implementation and
assessment of cultural competency training, and faculty training in cultural competency.
I appreciate your interest in and support of this research, and invite you to contact me at
the address below should you have any questions or concerns.
Please consider participating in the survey! The survey will take approximately 20
minutes to complete. Your response will be invaluable to this important research
regarding our educational profession.
Thank you again for your support of this project!
Sincerely,
Patricia J. Kelly, MMSc, PA-C
Academic Coordinator
Physician Assistant Program
3001 Mercer University
Dr. Davis 213 A Mercer University
Atlanta, Georgia 30058 678-547-6447 (office)
Kell y_pj (ajmercer. edu

THE DATED APPROVAL ON THIS CONSENT FORM INDICATES THAT THIS
PROJECT HAS BEEN REVIEWED AND APPROVED BY MERCER UNIVERSITY'S
HUMAN SUBJECT REVIEW BOARD (478) 301-4101 APPROVED : 08/27/2008
EXPIRES: 8/27/2010
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* Please check the appropriate box below and return this form at your earliest
convenience.
1
Yes, I agree to participate
No, I do not agree to participate in the project
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Influence of Faculty
Characteristics on the
Implementation of
Cultural Competency Training in
Physician Assistant Education

Survey Research
I am a faculty member at Mercer University in Atlanta, Georgia and I am
requesting your assistance for a research project. I am conducting a
national survey to determine how educators are currently
implementing and assessing cultural competency training in the
didactic phase of physician assistant programs.

Population:

All Physician Assistant Faculty
from Accredited Physician
Assistant Programs

Due Date:

November 20, 2009

Length of Time: 5-15 minutes depending on your
academic position
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Purpose:

To discover current trends in the
implementation of cultural
competency training, and
investigate the influence of faculty
characteristics on that
implementation

Web Link:
http://www.zoomerang.com/Survey/?p=WEB229S7SE9TTW
Please email any questions, concerns or comments regarding the study
directly to me at the email address below.
Kelly pj(5)mercer.edu
Thank you again!
Trish Kelly
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