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sparked a desire in them to collaborate with patients, families, and colleagues. In
addition, having the knowledge motivated them to develop standards of care and
practice, policies, and procedures that address culturally competent care.

Educational opportunities come in a variety of formats, such as periodicals, journals,
seminars, and experiences. Case presentations are one of the best ways to convey
information about cultural health practices and beliefs. These can include a
multidisciplinary team and persons from the community. Following the presentation,
HCPs leave with a broader, holistic view of health, wellness, and healing that can be
incorporated into future encounters.

ok k

A blueprint for success includes a willingness on the part of the staff and the
healthcare facility to participate in creating a welcoming environment for the diverse
ethnic populations they serve. Understanding that cultural beliefs, values, and health
practices are unique to each patient and family challenges us in the healthcare field to
embrace diversity to help ensure positive outcomes for those seeking care. Openness to
new experiences broadens our perspective and elightens us in unexpected ways.
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Health disparities, defined by the American Academy of Nursing Expert Panel as
“differences in the incidence, prevalence, mortality, and burden of diseases and other
adverse health conditions that exist among specific populations groups in the United
States” (Giger et al. 2007 p. 95), are the result of many factors, most of which may be out
of our control. There is one area in which we as HCPs can and do make a difference,
however, and that is culturally competent care in the hospital and clinic setting. This
chapter assesses an organization’s ability to embrace diversity, to provide culturally
sensitive and competent healthcare to diverse populations, and to ensure a welcoming
and respectful environment for all who walk through its doors: patients, community, and
staff. It is more than patient care; it is about community outreach and a culturally diverse
workforce. Each of these three areas is addressed, and each is pivotal in positive
outcomes.

The journey begins with a vision and a belief that an institution that is culturally
competent, sensitive, and aware can make a difference in health outcomes. It may seem
like a daunting undertaking with questionable return on investment, but what if your
organization became known as the premier healthcare institution in your city or your
state? Results translate into patient satisfaction, high staff morale with low turnover, and
good public relationships with the community.

‘Who we are . . . where we want to go

Having a vision, implementing the vision, and achieving the vision to become a
culturally competent healthcare organization are a collaborative effort. Involvement of
administrators, staff, and community is necessary. Administration must have a
commitment to sustain the initiative and a dedication to provide funding and leadership.
Staff acceptance is vital to the success of this initiative. Community participation offers
insight into the needs of the population and helps to identify health issues. Thus,
committees to facilitate this process need to include members from administration, staff,
and community.

Who We Are ... Where We Are Going, Figure 22-1, identifies current elements found
in the organization (on the left) and elements that must be addressed (on the right) to
make a successful transition to a culturally competent healthcare organization. It is a
process that takes time, energy, good planning, and continued enthusiasm.

Who we are . . . Where we are going . . .

Mission Statement
Accreditation

Demagraphics
Policies/Procedures
Orientation Program

Staff Cvaluations

Standards o Care & Practice
Quelily Assurance

Board of Directors

Information Sessions
Vision

Focus groups

Assessment Survey

Goals & Objectives

Budget & Timeline

Revision of policiesiprocedures
Culllural compelence criteria
Educational Seminars

Figure 22-1: Who We Are

... Where We Are Going
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Information sessions

The process begins with information sessions for staff and community. This provides
an overview of the proposed program: the purpose, timeline, benefits, and challenges. An
opportunity to engage in discussion about the vision opens the door for staff to ask
questions about the need for such a program and to understand the benefits to patient
care. Community groups and leaders from churches, nonprofits, schools, and other
organizations that use the health facility furnish the outside perspective of the health
concerns and resources needed. The involvement of staff and community are vital to the
process and key to the success of the program.

The Vision and The Mission

Reviewing Your Mission Statement
« Does it reflect the value of diversity found in the staff, patient, and community
populations?
« Does it acknowledge cultural differences?
« Does it speak to providing a welcoming and respectful environment?
« Is it posted for all to see as they walk through the front door of the institution?
« Do the actions of staff and administration reflect the mission statement?

Creating or revising a mission statement to address cultural diversity is accomplished
through dialogue with staff and community. It is a process, and when viewed as such,
allows participants to hone in on the message and ultimately to take ownership. Those in
the healthcare field sometimes prefer instant action over long-term discernment;
however, when creating a culturally competent organization, additional time is going to
make the end result more meaningful to all who participate in the process.

Reflective exercise: Creating a vision
1. What is your vision of a culturally competent healthcare organization?
2. How does it address values of cultural diversity?
3. How does it address a welcoming environment?
4. Dignity for all who enter?

Demographics - patient, staff and community

Demographics are changing all the time, albeit sometimes so subtly that we may not
notice. Our patient and staff populations are not static. The community we served twenty
Years ago or even ten years ago may be vastly different from the clients or workforce
today. If you work with a multiethnic staff and patient population, conflicts can occur
because of varying cultural beliefs, values, biases, and practices. As you reflect on the
following questions, think about the inconsistencies you discover . . . do you think they
make a difference in patient outcomes, staff satisfaction, or community trust?

Reflective exercise: Do we reflect our community demographics?

1. Administrators ~ do they reflect the community demographics?
Professional staff ~ the same question?
Ancillary staff ~ again the same question?
Patient demographics ~ if not reflective of community demographics
could this lead to health disparities?

R
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Focus groups

Focus groups are a form of qualitative research in which people are asked about their
perceptions, opinions, beliefs and attitudes toward a concept, idea, project, or product.
Questions are designed to facilitate the discussions. The group is generally made up of six
to ten people and a session lasts for approximately sixty to ninety minutes. The facilitator,
selected and trained in group dynamics prior to the gathering, is responsible for
explaining the purpose of the focus group, asking the pre-selected questions, encouraging
discussion from all participants, and monitoring the flow. The information received is
written down and/or recorded to ensure accuracy, compiled and submitted. These
sessions can provide the opportunity for staff and community to verbalize their concerns,
share ideas and develop a better understanding for the need to incorporate cultural
sensitivity and competency into the vision of the organization. Listed below is a sample of
the questions that could be asked during the session.

Sample questions for a focus group:

. In what ways does the organization address cultural diversity?

. What have been your experiences working with different cultural groups?

. Do the departmental policies/procedures reflect the cultural beliefs, values, and
practices of the patient population?

. Do you think there is a need for cultural competency on the part of the staff?
Administration?

. What educational programs are in place for staff to meet the cultural needs of the
patient population?

Assessment Surveys

In addition to the focus groups, written assessment surveys provide additional
information that may not have been presented during the focus group session.
Correlating both helps to identify areas that need to be addressed. There are several
assessment tools available, so there is no need to “reinvent the wheel” The Health
Resources Service Administration (HRSA), a department of the U.S. Department of
Health and Human Services, furnishes one on their site: www.hrsa.gov/
culturalcompetence. The assessment survey should include questions that address
demographics, training needs, attitudes about cultural diversity, available resources and
forms of communication.

Some of the questions that can be on a survey:
. Are there printed materials or pictures that are reflective of the community population
served?
. Is written communication provided in the language of origin to those served?
. Do videos and printed material for health education reflect the various cultures and
languages of those being served?

Establish Goals and Objectives

Once the information from the assessment surveys and focus groups is compiled, it is
then distributed to administration, staff, and community. Those who favor a
transformation are probably eager to move on to the next step of establishing goals and
objectives. Others, though, may not react with the same level of enthusiasm. If so,
scheduling additional discussions to address these concerns and issues is helpful.

Identifying organization and departmental goals and objectives should be a
collaborative process to include members from administration, staff, and community.
Attention is given to formulation of goals and objectives that focus on the changes that
need to occur with policy/procedures, orientation programs, evaluations, and education
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to ensure cultural competency. Ongoing communication using a variety of methods, such
as e-mail, hospital and community newsletters, staff meetings, and informal
conversations, assures that further concerns are addressed.

‘What we need to review . ..

Policies and procedures provide guidelines that ensure continuity throughout the
organization. During this phase, a systematic review of policies and procedures is
conducted to assess their relevance to providing culturally sensitive and competent
services. The first question is: Does the value context, scope, purpose and policy align
with the new vision statement? This process may seem daunting, as manuals are full to
overflowing with policies and procedures, but individual departments can use the team
approach to review and revise. Discussions at general meetings prior to finalizing helps to
ensure credibility with staff. Here are some organizational and departmental policies and
procedures that are relevant to cultural competency:

Organizational
« Admission policies
« Development of culture care standards and practice
« Working collaboratively with others to develop a cultural assessment tool.
« Hiring and recruiting practices

Departmental or Unit Based
« Visiting policies
« Admission Health Assessment
« Standards of Care and Practice

Orientation program . . . and cultural relevance

This program welcomes new employees and orients them to the organization’s
mission statement, core values, and policies and procedures, etc. Designing a program
that includes components relevant to diversity ensures that the new hire understands the
importance that culture plays in the delivery of care and interactions with colleagues.
Review of policies, such as language in the workplace, education about cultural ways of
dealing with conflict, and delivery of culturally sensitive healthcare, is beneficial.

Reflective exercise: Orienting to a new department . . . what to ask:
1. Does your departmental orientation program address cultural
diversity?
2. Is there a policy addressing language spoken in the workplace?
3. Are cultural styles of communication and conflict resolution reviewed
and discussed?
4. Is there discussion of the cultural values, beliefs, and health practices of
your patient population?
Are Standards of Care and Practice reviewed?
6. What else needs to be added to the program?

fn

Evaluations

Annual evaluations are generally done as a collaborative process with input from the
employee and the manager. It is a time to acknowledge accomplishments that have
occurred over the past year and make suggestions for professional development. The
decision to include cultural competence into the evaluation process raises the question of
how to measure that concept. Cultural competence is not as tangible as arriving for work
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on time, attending staff meetings, or participating on a unit committee. Each department
must define criteria specific to the service provided and population served. Staff from the
unit can review and draw inspiration from the vision statement.

Here are some ways to address cultural competence in an evaluation:
« Attendance at cultural awareness education seminars
« Development of cultural standards of care and practice
« Work collaboration with other staff to develop a cultural health assessment tool
« Inservice presentation on an ethnic group representative of the department
« Chart documentation

Educational seminars

Cultural awareness education provides an opportunity for individuals in every area of
the health organization (nurses, pharmacists, phlebotomists, nutritionists, housekeepers,
and others) to acknowledge, appreciate, and respect their own cultural beliefs and values
and to honor those who are different from themselves. These educational seminars
should not be a cookbook approach to working with and caring for various ethnic
groups, but rather a discovery of similarities and differences between the hospital staff
and the patient - finding common ground.

A cultural awareness seminar must be informative, interactive, and motivating. Here
are some components that should be part of a presentation:

« Demographics ~ patient population, staff, community, and state
« History and its influence on health decisions

« Stereotyping ~ Prejudice ~ Discrimination

« Barriers to Care ~ What gets in the way?

« Communication across cultures

« Health and folk care practices

« Family roles and responsibilities ~ Who makes decisions?

« Developing a plan of care that includes all the above

The Benefits and Challenges of Working with a Culturally Diverse Staff

The benefits may exceed the challenges when staff acknowledge the common ground
that exists between cultural and ethnic groups. Workforce diversity seminars provide the
opportunity for introspection and discussion which then leads to an acceptance of
differences with patients and staff. It is in this process that we find common ground. The
Purnell Model for Cultural Competence (Figure 22-2) is an excellent tool that can be
used to develop a seminar for healthcare staff. This model, circular in design, highlights
the global society, the community, the family, and the individual. The twelve domains are
interactive and thus all must be considered. The journey is not static, but varies
depending on a motivation to be culturally competent, interactions with staff and
patients, experiences in the clinical arena, and educational opportunities. It begins with
“unconsciously incompetent” and concludes with “unconsciously competent.”

A workforce diversity seminar builds on previous cultural awareness education
presentations and moves on to focus on components such as acculturation,
communication, time management, conflict resolution, and individualistic/collectivistic
approaches.

Acculturation . . . Over time

Acculturation occurs over time and is directly relational to socioeconomic and
educational opportunities. For those immersed in the process of assimilation to a new




image14.png
country, each day brings challenges that require interpretation. For some employees who
have recently arrived in the United States, this may seem like a never-ending activity that
can cause anxiety and stress. It may be as slight as a questioning look from a colleague to
an overt display of frustration following a misunderstanding. Being aware that this is a
process and is not related to time spent in this country creates an understanding for the
value of patience.

Communication . . . Understanding the Message

Communication is more than words. It is the unspoken message that is conveyed by
tone of voice, gestures, and even silence. For those for whom English is a second
language, the workplace may loom like foreign country, filled with misunderstanding.
Continually translating during discussions, trying to pronounce words correctly, and
conversing smoothly in a telephone conversation are daily challenges. Stress can add to
the individual’s inability to communicate effectively in English.
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Unconsciously Consciously Consciously Unconsciously
incompetent incompetent competent competent

Primary characteristic of culture: age. generation, nationality, race, color, gender, religion

Secondary characteristics of culture: educational status, socioeconomic status, accupation, military status, political
beliefs. urban versus rural residence. enclave identity. maritial status. parental status, physical characteristics.
sexual orientation, gender issues, and reason for migration (sojoumer. immigrant. undocumented status)

Unconsciously incompetent: not being aware that one is lacking knowlege about another culture
Consciously competent: learning about the client’s culture, verifying generalizations about the client’s culture, and
providing culturally specific interventions

Unconsciously competent: automatically providing culturally congruent care to clients of diverse cultures

Figure 22-2: Purnell Model for Cultural Competence
Purnell Model for Cultural Competence.

Adapted with permission from Larry Purnell, Newark, Delaware.
For the English-speaking staff, creating a relaxed atmosphere and repeating requests
in a nonthreatening manner helps limited English-speaking staff understand the message.
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You may see the “nod and smile” response, which may translate into “I do not understand
what you are saying, but to avoid embarrassment I'll say nothing.” It is at these times that
body language may speak louder than words. What are they not saying? Asking
respectfully for understanding is an avenue to establishing rapport and trust.

Communication activities can include “real life events” submitted by staff. Building
on the previous seminar in which participants received information about cultural
differences, role play and/or group discussion can lead to a better understanding of the
needs of the limited English person.

Time Management

Time is of the essence . . . or is it? For some in the dominant culture of the United
States, “to be early is to be on time.” This future orientation translates into the workplace
message that organizing and prioritizing time to complete an assignment are very
important. Meetings start on time, agenda items are set according to time, and
punctuality by staff is an expectation.

Unfortunately, some staff members may view those who are always late as
incompetent or uncaring. Both judgments perpetuate negative feelings and images that
may lead to conflict. Time management for some cultural groups is in direct relationship
to the “here and now” Patient or employee needs may supersede punctuality at a meeting.
Tardiness is not done purposefully, but its value is relative. Discussion about the cultural
values and beliefs about time orientation and how one manages his/her time is a good
place to begin the dialogue. Discovering and accepting the varied approaches to time
management helps staff/administrators to avoid future misunderstandings.

Conflict resolution

Resolution of conflict is approached from a variety of perspectives that are culturally
learned. For some cultural groups, conflict is avoided, while others may use a third party
to convey concerns because disrespecting those in authority may bring feelings of shame.
For the individual in conflict, dignity can be preserved with silence as the third party
representative pursues the resolution. The opposite is found in the dominant culture in
the United States. Self reliance and assertiveness are valued. Seen on equal ground with
others, an individual is expected to question decisions, and conflict is normal and natural.
Resolution occurs, but probably not without some degree of tension, stress, anger, and
possibly hurt feelings.

The opposite is found in the dominant culture in the United States. Self reliance and
assertiveness are valued. Seen on equal ground with others, an individual is expected to
question decisions, and conflict is normal and natural. Resolution occurs, but probably
not without some degree of tension, stress, anger, and possibly hurt feelings.

Similar to previous activities, conflict resolution activities can include “real life”
occurrences. They could involve a variety of situations: employee conflicts, management
disagreements, or patient care conflicts. Present three scenarios and ask each member to
write down how they would resolve the situation: avoid or confront. Then, as facilitator,
present other options for discussion.

Individualistic and Collectivistic Approaches

Eighty percent of the world’s cultures are collectivistic: the group is more important
than the individual. Work is done in a collaborative spirit for the greater good of all. The
value placed on harmony is in direct relation to hierarchy, which provides a structure to
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find one’s place. Leaders are respected and followed. They are trusted to act in the best
interest of the group and to make decisions on behalf of its members. That leaves twenty
percent as individualistic: self-reliance and autonomy. It does promote and encourage
voicing one’s opinion about a situation and challenging another’s perspective.

INDIVIDUALISTIC COLLECTIVISTIC
Aulonomy valued Harmony of group
Seff-reliance Relationship valued
Achicvement oriented Gentleness and cocperation
Directness valued Indirectness valued
Responsibility for actions Nonconfrontational resclution

Figure 22-3: Individualistic . . . Collectivistic
In what ways does your healthcare organization promote an individualistic approach,
and where is collaboration encouraged? In a culturally diverse workforce, conflict can
arise when leadership expects staff to work independently. Being open to other ways of
working together helps to ensure a welcoming environment where all are respected.
Activities address the ways in which a department or a healthcare organization is
individualistic and ways it promotes a collectivistic approach.
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This chapter lays a foundation of cultural awareness and competence. The vision
includes the voices of staff, administration, patients, and community. It is a process that
includes willingness of all staff to actively participate. This collaborative effort, which
takes time, money, and perseverance, helps to assure quality patient care, culturally
competent staff, and the involvement of the community. Activities in the seminar can
address the situation in which departments within the healthcare setting use an
individualistic or collectivistic approach. This may enlighten staff and administrators to
rethink the best approach in a given situation.
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23

“I have lived in this country for over eleven years and I've always felt invisible.
Since the first time I came to this college it’s like I am not even in the classroom. I
don’t think my teachers even realize they are doing this.

- An Ethiopian nursing student

The faculty was silent. The students were silent. The hush in the room was
penetrating. It took courage for her to speak up in front of her instructors. Her comment
had more impact than any of us expected.
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T 'was asked to present a seminar for health occupation faculty. The purpose of the
presentation, titled Diversity & Healthcare: Translating it into Practice, was to provide
faculty with the information and tools that would ensure students would graduate with
skills to provide culturally competent healthcare. To my delight and surprise, the
attendees included second year nursing students and peers. The Ethiopian nursing
student validated all the research that says: faculty must be aware of their beliefs, values,
and biases to ensure cultural competence in the curricula and clinical setting.

This chapter is written in memory of that encounter. It addresses nursing and faculty
demographics, the barriers faced by minority students, accreditation requirements related
to diversity, cultural assessment of faculty, and teaching strategies that include culturally
diverse learning styles.

Demographics

Census demographics continue to indicate changes in the ethnic populations in the
United States. Do students and faculty in health occupation programs reflect that change?
Student demographics are changing at institutions of higher learning. However, the
faculty demographics remain the same. The chart, Graduates from RN Programs (Figure
23-1), displays national statistics for students provided by the National League of Nursing
(2000). Faculty demographics are from the American Association of Colleges of Nursing
(2001).

Year White | Black | Hispanic | Asian | American
Indian

1984 89.5% 4.5% 1.6% 3.0% 0.3%
(Students)

2000 77.2% 105 5.3% 5.1% 0.9%
(Students)

2001 87% 9% 1% 0.7% 1%
(Faculty)

Figure 23-1: Graduates from RN Programs
Baccalaureate — Diploma — Associate Programs
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Faculty continues to be predominately white, while student population is more
diverse. It is a challenge to teach a culturally diverse student population; however, the
rewards include opportunities to discover cultural ways of teaching that engage students
who are eager to share information about their culture, their beliefs, and their health
practices. It opens doors to understand possible perspectives that need to be considered
in patient care.

Reflective exercise: Trends over time. . . the benefits and challenges
1. What demographic changes have you seen in the student population?
2. In the faculty population?
3. What are the challenges of teaching in a culturally diverse student
population?
4. How does faculty address those challenges?
. What are the benefits?

w

Barriers

Think about your experience as a nursing student. Did faculty reflect the ethnicity of
the student population? Did students and faculty reflect the ethnicity of the patients? Did
your curriculum include information about the cultural beliefs, values, and healthcare
practices of diverse populations? Was faculty culturally sensitive to the learning needs of
the diverse student body?

A study of health occupation faculty done by Yoder (1997) discovered that most of
the educators did not consider student’s cultural background to be an important factor in
his or her education. Educators had low levels of cultural awareness and response to
diverse student needs. The majority of faculty believed that all students, regardless of
ethnicity, were basically the same. They were unable to identify barriers that culturally
diverse students experienced.

From a student perspective, Janelle Gardner, PhD, (2005) discussed the need for a
change in nursing education programs. The purpose of her study was to “document racial
and ethnic minority student nurses’ perspectives of their experience in predominately
White nursing program” (p.156). Many times the minority students felt that their opinion
was not valued by faculty or their white peers. Eight themes emerged.

Barriers Perceived by Minority Students
« Loneliness and isolation
« “Differentness”
« Absence of acknowledgment of individuality from teacher
« Peers’ lack of understanding and knowledge about cultural differences
« Desiring support from teachers
« Coping with insensitivity and discrimination
« Determination to build a better future
« Overcoming obstacles

Gardner 2005

Each barrier can be part of the everyday experience of the minority student. Feeling
lonely, isolated, and different creates additional stress that can impact learning in the
classroom and clinical setting. The desire of the student to build a future for him or
herself and family includes overcoming obstacles as well as coping with issues of
prejudice and discrimination. While it may be uncomfortable for faculty to hear this
information, recognition and support of the students’ needs can lead to changes in the
academic and clinical environment.
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Reflective exercise: Barriers for whom
1. Which of those themes resonate immediately with your experience?

2. Have you observed or heard these mentioned by your students?
3. From faculty?
4. Do you treat all students the same?
5. Can you see where changes could be made?
Promote Discourage
Student Success Student Success
Getting 10 know the student personally | Unapproachable
Treating the student lie an individual Ignoring the student as a person
with wants, needs & cesires Difficult to communicate with
Encouraging Lack of Understanding
Approachacle Disrespectiul
Patient Intimidating
Maing the student feel comfortable Unaring
around them Disorganized
Caring Cold
Showing compassion Not straightforward when answering
Available questions
Organized Not giving immediate feedback
Inflexible Derogatory

ics of Nurse Educators that Promote & Discourage Success
Ised with permission: J. Gardner TCNJ 2005 16 p.159

Figure 23-2: Qu
Sourece:

Accreditation and Student Learning Outcomes

There are six regional accreditation bodies in the United States. They are responsible
for all schools from elementary through college. Accreditation serves to ensure quality
and adherence to academic standards, and it determines eligibility for federal and state
financial aid programs.

The Commission on Collegiate Nursing Education offers accreditation of
baccalaureate and master’s nursing programs, and clinical nursing doctorate programs.
Standards related to the mission statement and student learning outcomes are used to
assess an academic institution. Another accrediting body is the American Commission
for Community and Junior College (Western Region). Here are the standards reflecting
the learning needs of the diverse student population.

Standard II: Student Learning Programs and Services

« The institution identifies and seeks to meet the varied educational needs of its
students through programs consistent with their educational preparation and the
diversity, demographics and economy of its community

« The institution uses delivery modes and teaching methodologies that reflect the
diverse needs and learning styles of its students

« The institution validates its effectiveness in measuring student learning and
minimizes test biases

Learning styles vary from culture to culture. Those coming from within the United
States are familiar with the western style of an individualistic approach to learning and
testing. Those from foreign countries may subscribe to a collectivistic and verbal
approach using essays to test the student’s knowledge. A successful educational program
draws from both. Being attentive to these differences and incorporating them guarantees
success in reaching students and meeting their educational needs.
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Reflective exercise: Student learning outcomes
1. Who accredits your institution?
2. What are the student learning outcomes specific to your department?
3. How are cultural learning styles addressed in the development of
curricula and testing?
4. Do you see any biases?

Assessing Cultural Competency. ..

Assessment of faculty’s cultural awareness, sensitivity, and competency opens doors to
changes in curricula and student interaction. Not all faculty believe there is a need for
such an evaluation. While many have worked with diverse student populations and
believe they are culturally astute, research indicates otherwise as cited in the works of
Yoder and Granelle.

There are several tools available to assess cultural competence. Camphina-Bacote’s
tool, Inventory for Assessing the Professional Cultural Competence (IAPCC), determines
the cultural awareness and competence of the individual on a scale ranging from
culturally incompetent to culturally proficient. It is initially administered to determine
where a faculty member is on the continuum. This process, repeated after educational
and experiential opportunities have taken place, is a good indicator of movement toward
competency. Doing a departmental cultural assessment can serve as a talking point at
staff meetings and helps to identify the need for further diversity education.

A second assessment tool is the Intercultural Development Inventory, a tool
developed by Drs. Bennett and Hammer. It measures five orientations toward cultural
difference based on Dr. Bennett’s Developmental Model of Intercultural Sensitivity. The
assessment reveals the way individuals construe their social world in terms of dealing
with cultural differences between themselves and people from other social and cultural
groups. Measured on a continuum, it begins with the ethnocentric approach of denial/
defense and moves toward the ethnorelative stage of acceptance and adaptation. The
results provide cultural assessment for the individual and/or the organization and help to
identify future training and education needs.

As a prelude to completing any assessment, it is essential for there to be opportunities
for faculty to discuss the need. Addressing this sensitive subject is difficult for many, but
the end results help to assure more positive outcomes for faculty and students.

Reflective exercise: Self and Department Cultural Assessment

1. Have you ever completed a cultural self awareness assessment tool?
What were the results ... Were they what you expected?
Did you find it helpful?
Were you involved in the decision-making process to do this exercise?
Did new programs . . . new teaching strategies . . . better
communication emerge?
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Where to next . .. Teaching Strategies and Cultural Awareness

Can one exist without the other? Teaching styles used by faculty are diverse. What is
your style? How do you incorporate cultural awareness into your curricula? In her
research on faculty and cultural awareness, Marian Yoder EdD, RN, identifies five styles
of teaching.
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Patterns of Teaching

1. Generic ~ ethnicity not considered important in the educational process; all
students are the same

2. Culturally non-tolerant ~ not willing to tolerate cultural differences; no
accommodation to students’ cultural beliefs and ways of learning

3. Mainstreaming ~ strategies directed at repatterning students’ behavior to
meet expectations of dominant society; attempt at repatterning cultural ways

4. Struggling ~ increased awareness of cultural differences, struggling to adapt
strategies to respond to cultural needs; faculty acknowledged need to be more
culturally competent in order to interact with diverse student populations

5. Bridging ~ encouraged students to maintain ethnic identity and modified
strategies to meet the cultural needs of the students

Marian Yoder 1997 p. 317

Reflective exercise: Five Teaching Patterns
1. Which pattern is most reflective of your teaching style?
2. Which style intrigues you?
3. What resources are available to enrich your cultural teaching
strategies?

In the classroom .. .

Culturally aware and competent faculty recognizes and accepts that values, beliefs,
and cultural ways of learning influence outcomes. Yoder (2001) posits that there are four
conditions that influence faculty’s cultural awareness level: lived experience, participation
in sensitivity sessions, experience interacting with diverse students, and commitment to
equity. Here are some strategies used by Bridging Educators.

Effective Strategies of Bridging Educators
« Incorporating students’ cultural knowledge
« Preserving cultural or ethnic identity
« Providing successful ethnic role models
« Facilitating negotiation barriers

Three Additional Teaching Strategies . . .

Three teaching methods are reviewed in this section: Interactive activities, a course
based on the constructivist theory, and curricula using the Giger-Davidhizar Model for
Transcultural Assessment and Intervention. Each provides an opportunity to gain
understanding of the cultural beliefs, values, and practices of various ethnic populations.

The American Association of Nursing Education together with experts in the field of
cultural competence developed an educational program for baccalaureate nursing
programs. The Tool Kit of Resources for Cultural Competence Education for
Baccalaureate Nurses contains content and strategies faculty to use in the classroom and
clinical areas This toolkit, for undergraduate and graduate nursing programs, is available
at the AACN site at www.aacn.nche.edu/education/cultural

Strategies such as role play, story telling and group activities offer creative learning
venues. As individuals, we learn through a combination of feeling, watching, thinking,
and doing. Effective learning opportunities can include individualistic (individual) and
collectivistic (group) activities. The individual approach relies solely on the student’s
ability to learn, while group activities offer familiarity for those who prefer a collaborative
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or team approach (Mexican, Filipino, Chinese, and more). Given that information, a class
comprised of culturally diverse students should include a variety of methods to reach the
learning objectives.

Storytelling, found in cultures with an oral tradition (such as Native American and
Hawaiian, Chinese, and Hmong), is an effective way to share information. This method
allows individuals or a group to provide classmates with stories about their culture, views
about health and illness, spiritual beliefs, and traditional folk practices. Storytelling opens
us up to new concepts and thoughts. It helps to hone our listening skills, thus we are able
to gain more information from our patients.

Case presentations offer an excellent way to talk about the benefits and challenges of
caring for patients from various cultural groups. This group approach enables students to
work collaboratively to gather information and to present it to the class. The presentation
can focus on specific or a variety of aspects of an ethnic group. These can include such
concepts as the patient/family beliefs about healers and healing methods; family roles and
responsibilities and decision making; or beliefs about death and dying.

Outside speakers can provide insights into cultural ways of living and healing. At a
recent conference titled Latina Woman: Health & Wellness, three curanderas (Mexican
healers) spoke about their healing practices and their relationship with the community.
For many of us it was a first time experience and expanded our view of healers.

Periodicals, such as the Journal of Transcultural Nursing, provide current research,
and educational and clinical practice articles that enrich the world of faculty and
students. There are many periodicals and websites available that offer information about
cultural diversity and healthcare. The National Center for Cultural Competence at
Georgetown University (www.georgetown.edu) offers curriculum development as well as
assessment tools.

Reflective exercise: in the classroom setting
1. What are some of the resources you currently use?
What teaching strategies have you used in the classroom?
Are they effective?
Does faculty work collaboratively to develop these programs?
Are they part of your overall mission statement . . . goals/objectives . . .
of the department?
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A Constructivist Approach in the Classroom

The curricula based on the constructivist theory posits that learning is an ongoing
process in which the person “constructs” and “reconstructs” information in order to
learn. Hunter (2008) applied this approach when teaching cultural care for diverse
populations to her nursing students. Her nursing students were encouraged to share their
stories. They discovered common ground with peers. This method allows students to
bring their experiences into the conversation in the classroom and clinical setting. This
course was developed in conjunction with the four constructs of “cultural awareness,”
“cultural knowledge,” “cultural skill,” and “cultural encounters” found in Camphina-
Bacote’s model (2003). Cultural awareness highlights the need for awareness of one’s
prejudices and biases toward other ethnic, religious, gender, or generational groups.
Cultural knowledge stresses the importance of having a solid base of information about
different cultures, including their values, beliefs, and healthcare practices. Cultural skill




image25.png
asks students to use a cultural assessment tool to interview a person from a cultural group
that is different from their own. Finally, cultural encounters suggest that multiple
interactions with various ethnic groups promote awareness, understanding, and
knowledge that leads to cultural competence in the clinical setting. In addition to the
cognitive and experiential assignments, there are readings and discussions. Discussions
allow the students to express their perspectives and to glean insights and ideas from each
other.

Giger-Davidhizar Transcultural Nursing Assessment

In response to the need for tools to guide the HCP in identifying the beliefs, values,
and health practices of various ethnic groups, Joyce Giger, EdD, RN, and Ruth
Davidhizar, DNS, RN, developed a cultural assessment model (Figure 23-3 & 23-4).
Using this model in the clinical setting helps to ensure that a student gathers all aspects of
the patient’s culture: communication, time, space, social organization, environmental
control, and biological variations.

| Giger and Davidhizar's Iranscultura Assessmert Model
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Figure 23-3: Giger and Davidhizar’s
Transcultural Assessment Model
Giger. J.N.. Davidhizar, R.E. (2008). Iranscultural Nursing:
Assessment and Intervention. (3th Ed) St Louis. MO: Mosby/Elsevier
Used with permission
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Giger and Davidhizar provide a questionnaire that can assist the student in
this interviewing process.

Figure 23-4: Giger and Davidhizar’s
Transcultural Assessment Model
Giger, | N., Davidhizar, RE. (2008). Transculural Nursing:
Doing a cultural assessment on oneself and then on a peer builds the student’s

confidence to use it in the clinical setting. Faculty can facilitate a group discussion
following this exercise to help students determine what they learned personally and how
they are different from their peers. The goal is to find common ground.

* ok k

The students are the future HCPs. Faculty can make a difference by providing an
understanding of culture and the influence that it has on health. There are a variety of
approaches and strategies to instill cultural awareness, knowledge, skills, and competence;
however, faculty must be culturally astute and competent first. Together, culturally
competent faculty and students address the reality of changing ethnic populations and
their healthcare needs.
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“From the patient’s perspective”

A blueprint sounds so simple. Yet, the final outcome is dependent on participants
having a clear understanding of the project and a willingness to work together to make it
a success. In the healthcare field, success comes when the HCP and the patient are in
agreement about the plan of care. Both have a stake in the outcome. Quality care and
culturally competent care are key elements that provide the foundation.

Each successful encounter between the HCP and the patient builds a trusting and
respectful relationship in which both have the ability to agree, disagree, and ultimately
find common ground. The blueprint begins with the acknowledgment that cultural
beliefs, values, and health practices of the HCP (western medicine) may contrast with the
patient’s (folk practices). When the patient’s healthcare practices include both,
biomedicine and folk, there is common ground from which to begin a dialog.
Demonstrating a keen interest and openness to another’s perspective promotes
collaboration. Each encounter with the patient can further establish rapport, respect and
trust.

In this chapter, we walk with a patient from the front door of a clinical setting to
various encounters with staff. We identify elements that promote understanding of
cultural differences and recognize aspects that help to create a welcoming environment.

‘Walking through the front door. ..

Consider a patient and family walking through the front door of your institution.
What do they see first? An information desk? A greeter? How do they know where to go?
Are signs written in a language that they understand? They may think, “Is there anyone
here who looks like me or speaks my language?” While each of these components may
seem small, for the patient it may make all the difference. Health institutions can be
overwhelming to a person who already feels ill and anxious. In the blueprint for success,
the first message to patients is “all are welcome,” with the subtitle, “there are no barriers
here” Cultural awareness, sensitivity, and competency begin at the front door and
continue with every encounter:

Reflective exercise: A welcoming environment
1. In what way does your institution send the message “you are welcome
here”?
Do you see any barriers that might send another message?
Is the mission statement visible?
What languages are spoken and by whom?
Are staff, professional and ancillary, reflective of the community?
What would you add to make it even more welcoming?
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Signing Consents . . . important aspects to consider

There are many forms for the patient to read and understand, including consent for
admission/treatment, release of information, advanced directives, and of course the
financial responsibility and privacy forms. You are familiar with these forms - several
pages, small print, single space. A request to read and sign them may seem daunting. It is
reported that most consent and admission forms are written at the college level, while
most signers are at the fifth grade level. This can be an intimidating task for a person with
minimal education and/or limited English proficiency. Not wanting to seem ignorant or
waste the clerk’s time, patients sign the form without knowing what they have just signed.
Can you imagine how much time it would take if the patient actually read the entire
form?

From a cultural perspective, this is an opportunity to ask the patient if there is
someone else who should be involved in this process. In many cultural groups, the head
of the family is the one to read the form first. In addition, consideration can be given to
simplifying the form and making it available in the patient’s language. These simple
changes build on the foundation to create a welcoming place.

Imaging - Lab draws - Procedures . . . and Cultural Influences

Procedures such as blood draws, x-rays, medical imagining, and other nonsurgical
treatments, may be considered intrusive by some patients. Cultural beliefs may cause
some patients to hesitate or delay these diagnostic procedures. For example, some
Chinese, Hmong, and Vietnamese believe that drawing too much blood may weaken the
body, causing heat to be lost, thus making them more vulnerable to illness.
Acknowledging this belief prior to the procedure, and allowing for discussion of fears,
may alleviate the anxiety of the patient.

For some cultural groups such as the Native American population, having an x-ray or
a MRI may equate to being photographed. A belief is held that a soul can be lost when a
picture is taken. This may preclude compliance with a request for such a procedure.
Knowledge of various beliefs and open discussion with patients prior to procedures sends
a message of openness and understanding.

Here are some questions the HCP can ask: . ..
Offer explanation of the consent or procedure.
Allow time for questions.
Acknowledge cultural beliefs and health practices.
Listen to the verbal and observe the nonverbal response of the patient ~ do they match?

If admitted to the hospital . . . who decides?

Who makes healthcare-related decisions varies from culture to culture and from
generation to generation. A first generation Chinese-American may subscribe to a
patriarchal belief - the father or the eldest son is the decision maker. A fourth generation
Chinese- American, more acculturated to the Western lifestyle, may espouse an
egalitarian or individualistic belief. In the Cuban culture, the most educated, most
respected, eldest family member, male or female, is consulted. The Native American
culture, which may vary from kinship to kinship, values autonomy. One does not speak
for another, though one’s decision is tempered by the effect it may have on family and
community. Decision making in the Mexican, Hmong and Southeast Asian cultures may
involve family members and the extended family. While there seems to be a patriarchal
predominance in many cultural groups, education, acculturation, and socioeconomic
status are changing that norm.

How can the HCP know which group adheres to which belief and practice? The key
to a successful encounter comes with knowledge and experience. When the HCP does
not know, then some questions to ask the patient are as follows: “How are decisions made
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in your family?” and “Who is involved in that process?” and “Is consultation with a family
member necessary prior signing a consent form for a procedure, a treatment or a surgical
procedure?” Asking these questions lets the patient know that you have an interest in
knowing and continues to build a foundation of trust.

Reflective exercise: Decision-making/Spokesperson
1. How were decisions made in your family of origin?
2. Is that different from your family of today?
3. How is your decision-making mode different from that of your
patients?
4. Where do you find common ground?

The Importance of Families

Our family of origin shaped our world view, instilled beliefs, and implanted the value
of family. For many, family is the foundation and support to which one looks during
times of illness. How that impacts the operations of a healthcare organization can
translate into a negative or positive experience.

My initiation into the field of cultural care came when the physical therapy
department at a local hospital requested an inservice for staff. It seems the problem
centered, not on the staff, but rather on their Mexican American patients’ failure to return
for follow-up appointments. In their words, these patients were noncompliant.
Unfortunately, from the perspective of some HCPs, the term noncompliance invokes a
negative image of patients who are either irresponsible or unconcerned for their health. A
second issue raised by the staff was that when the patient did show, the entire family came
as well. It created, as one staff person said, an “inconvenience for staff” due to limited
space. From the patients” perspective, this was not a welcoming place, thus they did not
follow up with care.

The inservice focused on the cultural beliefs, values, and healthcare practices of the
Mexican American patient, specifically the importance of family support. The staff gained
an insight. This paradigm shift created an eagerness on the part of the staff to create an
environment that welcomed families. The increase in compliance to follow up with their
appointments led to healthier outcomes and increased both staff and patient satisfaction.
Think about the patients served by your organization. In what ways are families included
and welcomed to participate?

Reflective exercise: How do you include family members?
1. In outpatient settings?

During procedures or treatments?

In the emergency room?

In the Intensive Care Unit?

In the Pediatric Unit?

In the Obstetrical Unit?

During end-of-life?

SN B

Oh, those visitors . . .

For many groups visiting the hospitalized patient is highly valued and obligatory. For
staff, visitors may be viewed as intrusive and affect their ability to “get the work done” by
the end of the shift. While it can be overwhelming to have twenty to thirty persons in the
waiting room, creating a venue for visitation may actually improve the health and well-
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being of the patient. An integral part of the blueprint for success occurs when the HCP
acknowledges that “family is everything” for many cultural groups.

Consider the ill patient and the impact of the illness on family. What is the role of the
sick person? For many cultures (Mexican, Filipino, Chinese, Roma and others), the ill
person takes on a passive role, enabling and expecting family members to provide care.
However, in the dominant culture of the U.S., value is placed on self-reliance. Although
appreciating offers of help during their infirmity, these individuals are more likely to want
to manage on their own.

Could this create difficulty for the HCP who promotes independence by encouraging
the patient to do for him or herself? From the perspective of the HCP self-care ensures a
successful recovery, but it may be in direct conflict with a patient’s belief of family
participation during illness. Taking the opportunity to collaborate with family sends the
message of respect for differences and willingness to find common ground. It is a
blueprint for success.

Reflective exercise: Role of the Sick Person
1. What was the role of the sick person in your family of origin?
2. How is it different from that of your patients and their families?
3. Where do you find common ground?
4. In what ways do you encourage the patient’s family to participate in
the patient’s care?

Influences of Cultural Health Beliefs and Practices . . .

Chapter 9, Ancient Wisdom . .. Modern Medicine, gives a view of cultural healthcare
practices from three perspectives: biomedicine, personalistic, and naturalistic. Each one
offers insight into the cause and the cure of illnesses. For some, the cause is bacteria, for
others an angry ancestor, still others an imbalance of Yin and Yang. What if these beliefs
impact recovery? How can the HCP acknowledge those beliefs?

Dr. Leininger’s three modes and actions, discussed in Chapter 7, address the benefits
and concerns of each perspective. Culture care maintenance and/or preservation, culture
care accommodation and/or negotiation, and culture care repatterning and/or
restructuring serve as guides for the HCP to consider when developing a plan of care. The
more aligned patients are with their culture, the stronger the belief in its efficacy. As we
review each decision-making mode, think about your clinical experiences. Was there a
“disconnect” between you and the patient/family? Was there something you could have
done differently?

Culture Care Preservation/Maintenance

From a patient’s perspective, these beliefs and practices may mean the difference
between recovery or relapse. Support by preserving and maintaining beneficial health
beliefs can be shown by incorporation of these practices into a plan of care. For example,
wearing protective amulets such as crosses (Mexican, Filipino), star of David (Jewish) or
strings around the wrist (Hmong) serve as protection against illness and provide an inner
sense of wellbeing.

Thad the occasion to do a home health visit to a pregnant Mexican-American
woman. She was on bedrest due to an episode of premature labor the month prior. Upon
entering the home, I noticed an altar on a nearby table. A candle and a religious card
depicting the Virgin of Guadalupe, protector of mothers and infants, were displayed.
Acknowledging this in our discussion assured her that I understood the value placed on
her beliefs. Recognizing those beliefs increases rapport and promotes trust.
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Culture Care Accommodation/Negotiation

Are there times when we need to negotiate with or accommodate our patients? Yes,
and flexibility is the key to success. Does this health practice provide a sense of hope and
well-being for the patient, and can it be negotiated into the plan of care? It may seem
small to us, but the effect for the patient will be huge. Our acceptance of their belief sends
a clear message to the patient that we are listening and are willing to negotiate,
accommodate, and incorporate these components into the plan of care.

Some examples of cultural care accommodation/negotiation include flexibility with
family and when they accompany a patient to an appointment or procedure. Some
cultural groups consider it an obligation and duty to visit the hospitalized patient or to
spend the night with the patient in a hospital setting. This help to ensure a feeling of
comfort, safety, and security for the patient. Family members wishing to provide care
during a hospitalization may seem counter-productive to our encouragement of “self-
care,” but negotiating a dualistic approach, and providing an understanding of why, can
be a win-win situation for all.

Preserving language is another method that fosters acceptance by our patient. If you
have ever traveled to a foreign country and did not speak the language, you can
understand how difficult it must be for our patients to express themselves in English. As
we know, the ability to speak one’s own language provides more information about their
illness and the increases acceptance of a treatment plan. Bilingual, bicultural healthcare
professionals provide that bridge to understanding. It sends the message that the
organization acknowledges the needs of the non-English speaking people.

Cultural Care Repatterning/Restructuring

What if those cultural beliefs, values, and healthcare practices of the patient are, from
the HCP’s perspective, harmful? What then? Education, open discussion and
collaboration with the patient and family can make a difference in outcomes. These are
strongly held beliefs; thus, to repattern takes time. It requires attentiveness to the patient’s
current beliefs and, through a respectful interchange, brings about an awareness of the
negative effect this belief may have on his or her well-being.

Restructuring a patient’s dietary pattern when diabetes has been diagnosed may seem
like an uphill struggle. For example, a diabetic patient with uncontrolled blood sugars as a
result of dietary intake can face long-term consequences. Creative ways to restructure
dietary and exercise patterns may involve patient, family and community. On a recent
trip to the southwest, we visited the city of Tuba, Arizona. It is home to the Hopi Indians.
The grocery store we entered had a table that showed food that was acceptable for
diabetics. Written in the native language as well as in English, the sign exhibited the
amount of calories, fat, carbohydrates, and protein for each item. It was visually
appealing, causing us (outsiders) to pause and review the display. As a HCP, I was
impressed to see the innovative way this information was shared in this community.

Balancing beliefs . . .

Balancing beliefs . . . Providing Quality Care (Figure 21-1) displays elements that
must be considered when planning care that is beneficial to the patient and family. It is a
balancing act: each component must be addressed. When health professionals and
organizations are knowledgeable about their own cultural beliefs, values, and health
practices and those of their patients, then culturally competent and quality care is
assured. Respect and knowledge completes the picture. It is a blueprint for success.

Reflective exercise: From your perspective . . .
1. Where is it difficult to provide balance between patient and HCP?
2. Which element would pose the greatest obstacle?
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3. How would you incorporate cultural beliefs and practices into a plan of
care?
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Figure 21-1: Balancing Beliefs . . . Providing Quality Care

Patient Education ~ When It Works Well

‘We Learn

10% of what we see

20% of what we hear

30% of what we read

50% of what we see, hear, and read
70% of what we discuss with others
80% of what we experience

90% of what we teach

Dr. William Glasser & Dale Eager

The chart, originally designed by Dale Eager in the 1950s with the onset of television,
and then later modified by Dr. William Glasser, provides an insight into how one learns,
given the mode. In other words, by reading this book you would retain about 30%. Look
what happens though when you take that information and discuss it with a colleague: you
remember 70%. With an actual experience you remember 80%. Now think about your
patient population. Which of the modes would be the most effective for them? Each
educational opportunity is unique. Results are contingent upon additional variables such
as age, educational level, language, and literacy.

So how can we make it meaningful for the patient? The first, and simplest, approach is
to ask the patient, “how do you learn best?” Begin at that point and then assess the
effectiveness of that method. Is the patient able to provide a return demonstration or
reiterate information received during a video or lecture? A clear understanding of the
information promotes self assurance for the patient and confirmation for the HCP that
patient understands the material.

Staff Education ~ When It Makes Caring Effective
Why cultural awareness education for staff? HCPs who have attended our seminars
state that they were excited about putting into practice all that they have learned. It




