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PREFACE

“I have always felt that the action most worth wéiiog is not at the center of things
but where edges meet. | like shorelines, weathents, international borders. There
are interesting frictions and incongruities in thesplaces, and often, if you stand at the
point of tangency, you can see both sides bettantif you were in the middle of either
one. This is especially true, | think, when the @gsition is cultural.”

The Spirit Catches You and You Fall Down
Anne Fadiman, 1998

The Association of Schools and Colleges of Optoynf@&6CO) and its member institutions have
embraced the concepts of diversity and multiculisma in optometric education and in the
profession. In concert with ASCO’s mission of dsigr and multiculturalism, the ASCO
Diversity Task Force functions to assist the schoaind colleges of optometry in
institutionalizing diversity and multiculturalisns @ore values in optometric education, training,
and practice.

Assisting the schools and colleges of optometrthenpreparation of optometric clinicians who
will be clinically ready to address the vision agyke care needs of a multicultural and global
community is within the mission of the Diversity skaForce. To specifically address cultural
competence as a multicultural and global issue, Task Force established the Cultural
Competence Guidelines Work Group. The Work Group wlarged with the task of developing
guidelines to help promote a culturally competent systehealth care.

Cultural competence in health care describes the ability of systems to provide care to
patients with diverse values, beliefs, and behasjancluding tailoring delivery to meet
patients’ social, cultural, and linguistic need¢Betancourt et al., 2002)

The ASCO Guidelines for Culturally Competent Eye ansiovi Carehave been adapted from
materials previously developed and tested by athéties and disciplines. Much of the content
comes from the following primary resourceBrinciples and Recommended Standards for
Cultural Competence Education of Health Care Prsi@salsby The California Endowment;
Toward Culturally Competent Care: A Toolbox for leimg Communication Strategié®m the
University of California, San Francisco Center fioe Health Profession§ultural Competence
Education for Medical Studentsom the Association of American Medical Collegesid the
Tool for Assessing Cultural Competence Train(i\CCT) developed by the Association of
American Medical Colleges.

The ASCO Diversity Task Force is very appreciative of the financial sufspartWal-Mart for
the planning and preparation of these guidelines and for the direct assustdineeDirector of
Professional Services, Dr. Priti Patel. The Taskc€ is also very appreciative of the guidance
and services provided by Dr. Sunita Mutha, AssecRiofessor in the Department of Medicine
and Program Director at the Center for the Heafthfd3sions at the University of California,
San Francisco.
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INTRODUCTION

There is clear evidence of large disparities in Hiha access and status across
race/ethnic groups within the U.S. population — argous situation that calls for
focused attention to the health care needs of thggeups and the factors that are
affecting their levels of care. The result of thesgcumstances is a call for educating
health care professionals in the attitudes, knowdgdand skills necessary for providing
quality care to a diverse population — a nexus ohgtice patterns and attributes that
has come to be known as cultural competence. Thedéor this type of education is
seen to be important in the basic, formal educatiohhealth care professionals and in
continuing education for professionals already ingtice.

Principles and Recommended Standards for
Cultural Competence Education of Health Care Preif@sals
The California Endowment, 2003

The ASCO Guidelines for Culturally Competent Eye andiovi Careare based on existing
models within the health professions that show psenfor optometry. Application of the
guidelines should assist the schools and collegesptometry in documenting institutional
objectives for developing culturally competent pica identifying points of curricular
intervention, and assessing the performance ammbmgs of the intervention. It is important that
the curricular content of the guidelines be viewed not as a stand-alone, add-on cohese to t
existing curriculum, but as an approach to cultusstareness and sensitivity evidenced
throughout the educational experience.

The National Center for Cultural Competence (NC@CJseorgetown University identified six

reasons to support the incorporation of culturanpetence into organizational policy: 1)

respond to current and projected demographic clraimgthe United States; 2) eliminate long-
standing disparities in the health status of peopiediverse racial, ethnic and cultural

backgrounds; 3) improve the quality of services dmdlth outcomes; 4) meet legislative,
regulatory and accreditation mandates; 5) gainrapetitive edge in the market place; and 6)
decrease the likelihood of liability/malpractice claii@&orgetown University, 2008)

Projected Population of the United States by Racend Hispanic Origin, 2000 to 2050

Percent of Total Population by Race and Hispanic Qgin

2000 2010 2020 2030 204(Q 2050
White alone, not Hispanic 69.4 65.1 61.3 57.b 53}7 50.1
Black alone 12.7 13.1 135 13.9 14.3 14.6
Asian alone 3.8 4.6 5.4 6.2 7.1 8.0
All other races* 2.5 3.0 3.5 4.1 4.7 5.3
Hispanic (of any race) 12.6 15.5 17.4 20.1 22|3 424,

*Includes American Indian and Alaska Native aloNative Hawaiian and Other Pacific Islander alomel a
Two or More Races

Source: U.S. Census Bureau, 2004
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It is commonly understood that our global societyon a constant trajectory of increasing
geographic, economic, religious, racial, ethnidfural, and linguistic diversity and that, “our
success as a nation hinges on how we meet theeogal diversity poses, while capitalizing on
the strengths it providegBetancourt, 2003)According to data from the U.S. Census Bureau, 14
million households in the U.S. contain people wpheak one of the 311 languages other than
English — from Abnaki to Zuni — spoken in the U(8.S. Census Bureau, 2009)he Census also
informs us that about 1 in 3 U.S. residents is aomiy and more than 300 U.S. counties are
“majority-minority” counties, with nearly 1 out df0 counties having a population that is more
than 50% minority.

Percent Population by Race and Hispanic Origin
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A global society, characterized by the one in whied live and work, requires a culturally
competent workforce to meet the demands of culurdiverse populations. The Bureau of
Health Professions links health professions ditetsi health outcomes with the proposition that
increased diversity in the health professions douties to more patient-provider concordance,
more effective patient-provider communication angst, improved access to care and use of
services, improved quality of care, and improvedltiheoutcomegU.S. Department of Health and
Human Services, 2006However, diversity alone does not necessarilylynop guarantee that the
workforce is able to respond appropriately to tiealtih care needs of a multicultural society.
“One size fits all” and “building it and they witlome” are no longer appropriate constructs for
addressing the needs of &2%ntury societyWilson-Stronks et al., 2008Following the path of
business and other health professions, optometst take measures to ensure its competence to
serve a multicultural population. In a 2006 edabm Optometric EducationHoppe commented
that optometric “educators will need to make sina bur graduates have the skills required to
serve a variety of cultures that may differ from their oidppe, 2006)

Cultural differences between patients and optostetican affect patient-provider interactions
and decision-making regarding the appropriatentesare, which can lead to disparate processes
and outcomeg¢Betancourt et al., 2003; Betancourt et al., 208®ople from different racial, ethnic,
and cultural backgrounds are disproportionatelydened with systemic and ocular morbidity.

-6-
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Glaucoma, diabetic eye disease, hypertensive retinopathy, and uncorrected refractive error are
unnecessarily more prevalent in some populatioas th others. The elimination of racial and
ethnic disparities in health is one of the overanghgoals ofHealthy People 2010and a
culturally competent health care workforce is vitathe attainment of thidealthy People 2010
disparity goalU.S. Department of Health and Human Services, R000

Cultural competence is directly linked to the Inge of Medicine’s six principles of health care
quality. Safety, effectiveness, patient-centeregindgsmeliness, efficiency, and equity are
mediated through culturally competent providers arallturally competent health care system.
Patient-centerectare (“providing care that is respectful of andpansive to individual patient
preferences, needs, and values, and ensuringahanpvalues guide all clinical decisions”) and
equitablecare (“providing care that does not vary in qyatiecause of personal characteristics
such as gender, ethnicity, geographic location, sadoeconomic status”) are particularly
relevant to discussions of cultural competeiostitute of Medicine, 2001)Being respectful and
responsive to patient preferences, needs, and svadné providing care of equal quality
irrespective of patient characteristics are thecherarks of culturally competent health care.
However, safe, effective, timely, and efficient care is an equaltpgnized byproduct of
culturally competent care.
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RATIONALE

It seems commonsensical that the study of patigntall their varieties would be found
throughout the medical curriculum: How does one takcare of patients without
knowing the social and cultural contexts from whidhey come or without knowing the
complex interplay of patients’ values and beliefgtlwtheir conceptions of health and
illness?

Wear, 2003

Clinicians aren’t shielded from diversity, as patits present varied perspectives,
values, beliefs, and behaviors regarding health and waliriy.

Betancourt, 2003

It is a clinical necessity that optometrists posdbge patient-centered attitudes, knowledge, and
skills necessary to competently serve a diversenoamity with its spectrum of education,
experiences, beliefs, values, customs, preferenfeess, and expectations that impact the
interpersonal interactions of clinical care. A patis cultural beliefs regarding health, wellness,
disease, diagnosis, treatment, and/or the roleeaftlin care providers can interfere with the
biomedical concepts and constructs of ethnocemtfistern medicine. According to the U.S.
Office of Minority Health, “the provider and the tpnt each bring their individual learned
patterns of language and culture to the health eapzrience which must be transcended to
achieve equal access and quality health célseS. Department of Health and Human Services,
2008). Knowledge of the health-related beliefs and pcasti of diverse populations is an
important adjunct to clinical knowledge as it entes the patient-optometrist experience and
provides greater opportunity for improving the gyadf clinical care and patient outcomes. This
is in addition to its positive impact on such magragnt concerns as the mitigation of
malpractice risk from misinformation, the growthmofirket share from patient satisfaction, and
the nuances of performance-based reimbursement.

Why Optometrists Need Education and Training in Cutural Competence

Quality of care/clinical outcomes

o Patient-centered care/patient compliance

0 Healthy People 2010/elimination of health care digj@s
Practice management

o Demographic changes
Market share/competitive edge
Patient satisfaction
Performance-based reimbursement
Licensing/certification requirements

o Risk management/malpractice/informed consent
Benchmarking

0 Accreditation standards for other health profession

O O O o
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Cultural competence provides health care providatis the requisite attitudes, knowledge, and
skills to obtain the necessary information to makesly and appropriate diagnoses. It facilitates
the development of treatment plans that are madilgefollowed by the patient and supported
by family members, reduces delays in seeking caderaeceiving appropriate use of health care
services, enhances overall communication and pesiinical interaction between patients and
providers, and fosters compatibility between biom&dand cultural health practices. Cultural
competence, very importantly, helps health caresigess challenge the uncertainty of their
assumptions and understand how cultural variations in perspectives, Viadliess, and
behaviors affect cultural variations in “patientagnition of symptoms, thresholds for seeking
care, ability to communicate symptoms to a provigbo understands their meaning, ability to
understand the prescribed management strategyctexipas of care (including preferences for
or against diagnostic and therapeutic proceduaes), adherence to preventive measures and
medications’{Betancourt, 2003)

Denial of the existence and/or importance of caltwonflicts can create challenges for both
health care professionals and their patients. B dhsence of cultural competence, clinical
knowledge and skills, while necessary, may be ir@aht to provide quality health care to
populations with cultures not common to the optaisetClinical uncertainty from a lack of
patient-provider concordance (i.e., sociocultunffiecences between patient and provider) can
adversely affect patient expectation, communication/understanding/interpretatitinipation,
trust, compliance, satisfaction, and the subseqoettomes of the clinical care encounter,
including the exacerbation of racial, ethnic, antlural disparities in healttBmedley et al., 2003;
Wear, 2003) For example, the lack of language concordancelead to misunderstandings
which adversely affect compliance with a prescritegimen in the treatment of glaucoma.

Cultural Competence versus Cultural Incompetence

Cultural Competence Cultural Incompetence

Clearer channels of communication | Higher possibility for patient/provider

More positive patient/provider misunderstanding/miscommunication
interaction Greater opportunity for patient/provider
Greater patient/family investment in | discordance

care plan Greater likelihood of patient distrust,
More timely and appropriate care dissatisfaction, and reduced compliance

Reconciliation of Western biomedical | Less likelihood of awareness and
and traditional cultural health practices @PPreciation of the cultural influence gn

Less provider uncertainty and greater health and illness

familiarity with sociocultural Greater likelihood of provider
determinants of health uncertainty and cultural stereotyping
Improved patient compliance Less probability for positively

impacting health disparities

A culturally insensitive optometrist may not undersl a patient’s culturally-based belief that
Western medicine is "too strong," or that chrongedse is a Western concept and medications
are only for acute relief. Misunderstandings abmetdicinal philosophies could affect patient
compliance, particularly with maintenance dosing & chronic illness like glaucoma. A
culturally incompetent optometrist may not understand svpgatient may not discuss symptoms
of an illness for fear that such a discussion waiddse the illness to occur, or why a patient

-9-
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cannot make timely clinical care decisions in theeamce of family members, or why a patient
distrusts the optometrist who does not wear a white coat, or why a patienvemeicdack of
seriousness about his illness when the optomesnsites frequently, or why the patient
discontinues treatment that conflicts with the pereispiritual etiology of the illness.

Biomedical and Sociocultural Constructs of Perceivelliness
Biomedical Etiologies Sociocultural Etiologies
Physical trauma/fracture Evil spirits/bewitching/aire
Bacterial/viral/fungal infection Spiritual imbalance
Genetics Loss of soul/susto/mal de ojo
Cancer God’s will
Elevated blood pressure/blood sugar | Cold (bad air)
Congenital defect Punishment

Such a lack of understanding can perpetuate unimussbias and lead to racial and cultural
stereotyping and the failed application of cultly-aensitive care. The failure to recognize and
appreciate cultural differences between patientsl aptometrists affects interpersonal
communication, trust, and the subsequent behaviboth patient and optometri@etancourt et
al., 2002) To be more exact, “without understanding the amdntal nature of culture and the
integrity of differing belief systems, the risk @bnflict and its negative impact on health
outcomes is inevitablgKagawa-Singer and Kassim-Lakha, 2Q03)

Biomedical and Sociocultural Constructs of Treatmeh
Biomedical Interventions Sociocultural Interventions
Drug therapy Prayer/meditation
Psychotherapy Acupuncture
Physical therapy Herbal therapy
Surgery Coining

Under the assumption that differences may exist with regagkertceptions about the cause
and/or nature of disease and expectations forntesatt integration of the cultures of the

clinician, the patient and/or family, and the heatare institution can transform a discordant
clinical environment into one that is necessarydtfective cross-cultural communication and
interaction (Kagawa-Singer and Kassim-Lakha, 2003he ability to understand, appreciate, and
respect the importance of the multi-directionaltparship of clinical communication is integral

to the delivery of high quality and efficient health care.

Tervalon offers the following responses to the s$enquestion of “Why learn about the impact of
culture in health and health care delivefy&rvalon, 2003)
The ever-changing demographic patterns in the United States.

Literature indicating negative health outcomes wleuiture is dismissed as an
influencing factor in health.

-10-
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The use of complementary and alternative medicine lgg lanmbers of patients.

Evidence that increasing provider education abaoltue in health can contribute to
reducing racial and ethnic differentials in healthcomes.

Adherence to mandates requiring that providers b®wledgeable about the
applications of culture in health and health calvdry.

Betancourt identified three major factors that tedthe emergence of cultural competence in
medical education: 1) the deeming of cross-cultathlcation as critical to preparing providers
to meet the health needs of the growing, diversauladion; 2) the hypothesis that cultural
competence education could improve provider—patimbhmunication and help eliminate the
pervasive racial/ethnic disparities in medical cared 3) the adoption by accreditation bodies for
medical training of standards that require crodtical curricula as part of medical education
(Betancourt, 2003)The National Board of Medical Examiners is moviogvards a “focus on
cultural competency skill as one requirement for passoems$ing exams{Crandall et al., 2003)

Medicine, dentistry, nursing, and pharmacy haveduced the concepts of culturally competent
education and training into their professional aeodntinuing education curricula. The
Association of American Medical Colleges (AAMC) ieeles that “with the ever-increasing
diversity of the population of the United States and strong evidence of racial and ethnic
disparities in health care, it is critically importahiat health care professionals are educated
specifically to address issues of culture in aeaife manner{Association of American Medical
Colleges, 2005)To facilitate the introduction of cultural compate education into the medical
curriculum, the Liaison Committee on Medical Edimat(the accrediting authority for medical
education programs leading to the M.D. degreeenuls. and Canada) introduced the following
standards for cultural competence: “The faculty studlents must demonstrate an understanding
of the manner in which people of diverse cultuned belief systems perceive health and illness
and respond to various symptoms, diseases, artthets” and “medical students should learn
to recognize and appropriately address gender aitdral biases in health care delivery”
(Association of American Medical Colleges, 2005)

As part of the program requirements for residemihing, the Accreditation Council on Graduate
Medical Education approved a set of six generalpmiencies. The competencies apply to core
specialties and subspecialties (e.g., ophthalmglagyl are reviewed during accreditation site
visits. Included among the general competencies tevo that relate directly to cultural
competencéAccreditation Council on Graduate Medical Eduaa)io

Communicate effectively with patients, families, and thblis, as appropriate, across a
broad range of socioeconomic and cultural backgrounds.

Sensitivity and responsiveness to a diverse papeptlation, including but not limited
to diversity in gender, age, culture, race, religion, disabilities, and sexual orientation.

The American Pharmacists Association’s releaseEs$entials of Cultural Competence in
Pharmacy Practicgthe profession’s first book on cultural competence, provides pharmacists and
student pharmacists with the knowledge to delivermaceutical care that accommodates the
needs, beliefs, and health practices of all pati¢Ammerican Pharmacists Association, 2Q08)
Several states have enacted legislation requinitigiral competence training for physicians to
receive or renew their medical license. The Offideority Health sponsored Web sit€hink

-11-
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Cultural Health: Bridging the Health Care Gap thmglu Cultural Competency Continuing
Education Programghttp://www.thinkculturalhealth.oryy/ monitors and reports state cultural
competency legislation activity via an interactivational map(U.S. Department of Health and
Human Services, 2008b).

The optometric profession realizes that “ethnic diitg should be of particular interest to health
care providers because of the inherent complexitiése delivery of care due to both language
and cultural factors” and that “culture and lindgigis play a critical role in how optometrists
deliver care and how patients perceive and reciigecare they are rendere@freeman, 2008;
Intercultural Sensitivity: Educating Educators Resb Group, 2006)However, optometry has been
slow to embrace a curriculum of formal educatiod &mining in cultural competence. It has
been stated that “cultural competency representeva frontier for optometry’(intercultural
Sensitivity: Educating Educators Research Groufd620A 2004 survey of the Chief Academic
Officers of the schools and colleges of optomeirytHe U.S. and Puerto Rico revealed that
“much more is needed to bring the issue of cultacahpetence to the forefront of optometric
education”(Lambreghts, et al., 2006)

Culture of Clinically Culture of
optometric ~ competent care optometric
practice practitioner

A Confluence of Cultures: Clinically
Competent and Culturally
Competent Care

Culturally
competent care

Culture of
patient and
family

As with the older medical school curricular parawjdstudents tended to learn that the proper
stance of a physician [optometrist] is one of doneutrality — classless, raceless, genderless,
cultureless, as well as class-blind, color-blind and so(Ba&gan, 2003)lt is not the intent of
these guidelines to imply that optometry studentsptometrists consciously interject prejudices
into the clinical encounter. Prejudices exist prillgaunconsciously as a consequence of
uncertainty about the interplay of cultures in icdah care and decision-making, such that
optometrists may exhibit “unconscious incompetenae”failing to recognize a lack of
understanding or miscommunication between patient anddarqCrandall et al., 2003)

As a primary health care profession that providkesmajority of vision care services to the U.S.
population, optometry must assume a more aggressive posture towargomating cultural
competence education and training throughout the feears of the professional degree

-12-



ASCO UIDELINES FORCULTURALLY COMPETENTEYE AND VISION CARE

curriculum and within post-graduate continuing education. Undiagnosed and untreated sight-
threatening morbidities, such as glaucoma, diab®fe disease, cataract, age-related macular
degeneration, and uncorrected refractive erroa] ® vision impairment, blindness, and a
reduced quality of life. Unresolved ocular morbyd#iso creates a visual environment in which
educational opportunities are compromised and occupational opportunities are limited. Racial
and ethnic minorities frequently are at increassk for vision and ocular morbidity, and the

lack of access to culturally competent eye andowistare affects the daily living, personal
advancement, and future opportunities for those ategeask.

Closely related to cultural competence is lingaistompetence. The U.S. Office of Minority
Health (OMH) believes that culture and language méyence: 1) health, healing, and wellness
belief systems; 2) how illness, disease, and tbauses are perceived; 3) the behaviors of
patients who are seeking health care and thefu@és toward health care providers; and 4) the
delivery of services by the provider who lookska tvorld through his or her own limited set of
values, which can compromise access for patieota fsther culturegu.S. Department of Health
and Human Services, 2008n a 2008 editorial, Freeman alerted optometristSthe distinct
possibility that at some point in our optometricesas we may be faced with the awkward
inability to clearly communicate important infornmat about the care and treatment of an ocular
pathology that might not be complied with, or inf@tion about vision rehabilitation, or aspects
of behavioral vision that might be misconstrué¢efeeman, 2008)

The Office of Minority Health has developed a set of principles and aesivigferred to as the
National Standards on Culturally and Linguisticaldppropriate Services (CLAS). While
directed primarily at health care organizationg tt CLAS standards have relevance and
application to individual health care providers,ondre “encouraged to use the standards to make
their practices more culturally and linguisticadlgcessible{U.S. Department of Health and Human
Services, 2008)The CLAS Standards are organized by the Office ofdvity Health into three
themes: Culturally Competent Care (Standards 1&)guage Access Services (Standards 4-7);
and Organizational Supports for Cultural Compete(®andards 8-14). Four of the CLAS
Standards (Standards 4-7) are mandates, in thgt @kist as federal requirements for all
recipients of federal funds. Of the remaining w®andards, all except one (Standard 14)
represent guidelines recommended by OMH for adopéi® mandates by federal, state, and
national accrediting agencies. Standard 14 is cmmenendation suggested by OMH for
voluntary adoption by health care organizations.

Theme CLAS Standards Type

Health care organizations should ensure that gat@mnsumers receive from all staff
1 | member's effective, understandable, and respectitd that is provided in a manner
compatible with their cultural health beliefs andgiices and preferred language.

Health care organizations should implement stragetp recruit, retain, and promote at|all
2 | levels of the organization a diverse staff and éeslaip that are representative of the
demographic characteristics of the service area.

saulaping

Health care organizations should ensure that atadfll levels and across all disciplings
3 | receive ongoing education and training in cultyralhd linguistically appropriate servigce
delivery.

Culturally Competent Care

-13-
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Language Access Services

Health care organizations must offer and providglege assistance services, includ
bilingual staff and interpreter services, at notdoseach patient/consumer with limit
English proficiency at all points of contact, intismely manner during all hours ¢
operation.

Health care organizations must provide to patieatsgumers in their preferred langug
both verbal offers and written notices informingin of their right to receive langua
assistance services.

Health care organizations must assure the competanguage assistance provided
limited English proficient patients/consumers btemreters and bilingual staff. Fami
and friends should not be used to provide integpiat services (except on request by
patient/consumer).

Health care organizations must make availableeasiflerstood patient-related materi
and post signage in the languages of the commamtpumtered groups and/or grou
represented in the service area.

sajepuep

Organizational Supports for Cultural Competence

Health care organizations should develop, implemanti promote a written strateg
plan that outlines clear goals, policies, operatiorplans, and manageme
accountability/oversight mechanisms to provide wally and linguistically appropriat
services.

ic
nt

Health care organizations should conduct initiad amngoing organizational sel
assessments of CLAS-related activities and are uzaged to integrate cultural ar
linguistic competence-related measures into theiternal audits, performang
improvement programs, patient satisfaction assessments, and outcomes-dlastidey.

e

10

Health care organizations should ensure that datth® individual patient's/consume
race, ethnicity, and spoken and written languagecallected in health records, integrat
into the organization's management informationesyst and periodically updated.

I's
ed

11

Health care organizations should maintain a currdatmographic, cultural, an
epidemiological profile of the community as wellaaseeds assessment to accurately
for and implement services that respond to the cultural and linguistiaathristics of the
service area.

d
Dla

D

12

Health care organizations should develop partioiyatcollaborative partnerships wit

community and patient/consumer involvement in desig and implementing CLAS
related activities.

communities and utilize a variety of formal andoimhal mechanisms to facilitate

h

13

Health care organizations should ensure that airdlid grievance resolution proces
are culturally and linguistically sensitive and abfe of identifying, preventing, an
resolving cross-cultural conflicts or complaintsggtients/consumers.

2y
(%2}

Zauleping

14

Health care organizations are encouraged to regularly make available to the
information about their progress and successfubvations in implementing the CLA
standards and to provide public notice in their oamities about the availability of th
information.

UOIePUSWILLOIaY
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Beach conducted a systematic review and analysiheofliterature and found evidence that
cultural competence training impacts the attitudes, knowledge, skills, and behaivizealth
care providers and the satisfaction of patigBsach, 2005) Findings indicated that cultural
competence training has a positive impact on sucitepts as providers’ knowledge of how
culture affects the patient-provider encounter@w lcultural incompetence can negatively affect
patients. Evaluations of cultural competence training seminars and workshdpst lseveral
schools and colleges of optometry indicate similiadings — that is, positive changes in the
levels of knowledge, awareness, beliefs, and behawaf optometric faculty, staff, and students
(Fink, 2006; Intercultural Sensitivity: Educatinglicators Research Group, 2006he conclusion by
Beach that cultural competence training positivehpacts the “intermediate outcomes” of
provider attitudes, knowledge, skills, and behaguwggests that the training intervention would
“ultimately impact patient outcomegBeach, 2005)

Effect of Cultural Competence Training on Health Cae Providers*

Confidence in knowledge and skills related to AdricAmerican, Asian, Latino, and
Native American patients

Attitudes Attitudes toward community health issues

Interest in learning about patient and family baokgds

Impact of culture on patient-provider encounter

How provider ignorance adversely impacts patients
Knowledge _ _
Knowledge of disease burdens across populations

Knowledge of traditional cultural practices

Communication

Interviewing non-English-speaking patients

Skills Community-based education

Social interactions with peers of different raced athnicities

Enhanced ability to conduct behavioral analysestaament plans

*Source: Beach MC, Price EG, Gary TL. Cultural cetgmce: a systematic review of health care provider
educational intervention®Med Care2005; 43:356-373

It is imperative that optometrists and optometryidénts understand and respond with
sensitivity to the needs and preferences that cudily and linguistically different
individuals bring to the eye care system becauskuca and language are vital factors
in how health services are rendered and receivigenkins, 2006)
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VISION

The delivery of high-quality primary health care # is meaningful, acceptable,
accessible, effective, and cost efficient requires deeper understanding of the
sociocultural background of patients, their famile and the environments in which
they live. It is also critical to become more awapé how one's own cultural values,
assumptions, and beliefs influence the provision dfnical care and are shaped by
social relationships and the contexts in which wenk and live.

Society of Teachers of Family Medicine
Like et al., 1996

It is the vision of the ASCO Cultural Competenceidglines Work Group and Diversity Task
Force that all ASCO member institutions will betathlly competent in eye and vision care.
The mission of thdSCO Guidelines for Culturally Competent Eye arglovi Careis to:

Promote a competent system of eye and vision care that acknowledgesaspdrates
the importance of culture, the -cultural strengthssoaiated with people and
communities, and the assessment of cross-culeletlons.

Promote better understanding of strategies on how to serve diverse populations.

Foster the development of the attitudes, knowledgd, skills needed to be culturally
competent.

Facilitate the clinical readiness of optometry faculty, students, and staff to respond to
the health-related cultural needs of a diverseetpci

Reduce access, systemic, and provider-based Isathat foster racial and ethnic
disparities in health.
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DEFINITION OF CULTURE AND CULTURAL COMPETENCE

Culture is a set of learned and shared beliefs awalues that are applied to social
interactions and to the interpretation of experiees.

Toward Culturally Competent Care: A Toolbox for Tleimg Communication Strategies
Mutha et al., 2002

Culture affects our view of the world and the valuwes apply to that view. Cultural perspectives
are shaped by many factors, including socioeconomic status, religion, gagegenationality,
sexual orientation, education, language, occupatiisability, as well as race and ethnicity;
consequently, we all reflect multicultural perspexs that include more than race and ethnicity
and which help influence our values, belief systeam&l behaviorgBetancourt, 2003; Betancourt
et al., 2002)

Based on the work of Crog€ross et al., 1989)the National Center for Cultural Competence
(Georgetown University, 2008adopted a conceptual framework of cultural compmtethat
requires organizations and their personnel to: 1) have a defined set of aradLipanciples; 2)
demonstrate behaviors, attitudes, policies, anacttres that enable them to work effectively
cross-culturally; and 3) have the capacity to valiversity, conduct self-assessment, manage the
dynamics of difference, acquire and institutionalltural knowledge, and adapt to diversity
and the cultural contexts of the communities treye.

A shared understanding of what is meant by the teuitural competence” is most important to

an understanding of the academic and practicalcéspé cultural competence education and
training. There are many definitions of cultural competence, but probably the one most
frequently cited or from which others are mostlyigked is the one provided by Cross, Bazron,
Dennis and Issacs in 198%ross et al., 1989)

Cultural competence is a set of congruent behavyiattitudes, and policies that come
together in a system, agency, or amongst profealidhat enables that system, agency,
or those professionals to work effectively in croghural situations. Culture implies the
integrated pattern of human behavior that includesughts, communications, actions,
customs, beliefs, values, and institutions of dalaethnic, religious, or social group.
Competence implies having the capacity to fundtioa particular way: the capacity to
function within the context of culturally-integrdtpatterns of human behavior as defined
by the group.

Toward Culturally Competent Care: A Toolbox for eimg Communication Strategipsovides a
alternative definition that more directly appliesealth caréMutha et al., 2002)

Cultural competence is a set of skills, knowledge and attitudes, which enhance a
clinician’s 1) understanding of and respect for patiemgdues, beliefs and
expectations; 2) awareness of one’s own assumptions amel sytem in

addition to those of the U.S. medical system; grab8ity to adapt care to be
congruent with the patient’s expectations and preference.

-17-



ASCO UIDELINES FORCULTURALLY COMPETENTEYE AND VISION CARE

GUIDING PRINCIPLES

These [principles] seemed to implicitly guide theveélopment of the specific standards
regarding cultural competence, including what shalbe taught, when it should be
taught, how it should be taught and who should téait

Principles and Recommended Standards for
Cultural Competence Education of Health Care Prsi@sals
The California Endowment, 2003

The ASCO Diversity Task Force embraces the “guidimmciples” for developing specific
standards regarding cultural competence adopted by the Califord@mvEmnt. The guiding
principles help structure “what should be taughtbew it should be taught, how it should be

taught

1.

and who should teach {The California Endowment, 2003)

The goals of cultural competence training stidag: 1) increased self awareness and
receptivity to diverse patient populations on tletpf health care professionals; 2)
clinical excellence and strong therapeutic allianegth patients; and 3) reduction of
health care disparities through improved quality and cost-effective care for all
populations.

In all trainings there should be a broad andusive definition of cultural and
population diversity, including consideration ofcea ethnicity, class, age, gender,
sexual orientation, disability, language, religion, attter indices of difference.

Training efforts should be developmental, mm® of the institution and the individual.
Institutions may start out simply in their inclusiof cultural competency training as a
specific area of study, but are expected to buildnore complex, integrated, and in-
depth attention to cultural issues in later stagkeprofessional education. Trainees
should be expected to become progressively morkistagated in understanding the
complexities of diversity and culture as they reltd patient populations and health
care. Both instructional programs and student learning should be regularly evaluated
order to provide feedback to the on-going development of educational programs.

Cultural competence training is best organizexind enhancing providers’ attitudes,
knowledge, and skills and attention to the intacacof these three factors is important
at every level of the training. It is important tecognize the extensive preexisting
knowledge and skill base of health care professsoaad to seek to promote cultural
competence within this context.

While factual information is important, eduaatshould focus on process-oriented
tools and concepts that will serve the practitiomegll in communicating and
developing therapeutic alliances with all types ofeyds.

Cultural competence training is best integrateéd numerous courses, symposia and
experiential, clinical, evaluation, and practicuniiaties as they occur throughout an
educational curriculum. Attention may need to be directed to faculty, staff, and
administrative development in cultural competence inraleffect this integration.
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7.

10.

11.

12.

Cultural competence education should be irgiitalized within a school or college so
that when curriculum or training is planned or djeah, appropriate cultural
competence issues can be included.

Cultural competence education is best achievigdn an interdisciplinary framework
and context, drawing upon the numerous fields that camérito skill and knowledge in
the field.

Education and training should be respectfuhefneeds, the practice contexts, and the
levels of receptivity of the learners.

Education in cultural competence should begaommt with and, where possible,
framed in the context of existing policy and edimal guidelines of professional
accreditation and practice organizations.

Wherever possible, diverse patients, community representatives, consumers, and
advocates should participate as resources in tsigrdegmplementation, and evaluation
of cultural competence curricula.

Cultural competence education should takeepila@ safe, non-judgmental, supportive
environment. Schools and colleges must be settivajsare conducive to functioning in
a culturally competent way and visibly support the goals of culturally comptent

The ASCO Diversity Task Force suggests that theliggi principles articulated by The
California Endowment and listed above be part efdhltural fabric of the cultural competence
education and training within the schools and collegeptietry.
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CURRICULAR PHILOSOPHY

While the content and subject matter of cultural mpetence training/education are
extremely varied, they generally fall into three general categories: Attitudes,
Knowledge and Skills. Each of these areas is supperof the other two. Like a three-
legged stool, the structure would fail if one “legiere missing. Most importantly, the
knowledge and skills related to cultural competenioehealth care would be seriously
reduced in effectiveness if a committed consciousnand receptive attitude did not
underlie their use. From a practical standpoint, ¢se three content areas are
applicable in the education of all professional hHéacare disciplines and are useful at
any stage of the developmental learning process.

Principles and Recommended Standards for
Cultural Competence Education of Health Care Preif@sals
The California Endowment, 2003

Teaching cultural competency centers on two primagllenges: 1) preparing clinicians to
understand and respect the values, beliefs, andctatmns of their patients; and 2) helping
clinicians apply the requisite attitudes, knowledg®] skills to each patient encounter to achieve
improved clinical outcomegMutha et al., 2002)The National Center for Cultural Competence
affirms that in order to provide culturally compeateguality health care in a globally diverse
society it is critical that health care providers have an understanding df)tbeliefs, values,
traditions, and practices of a culture; 2) cultiyrdlefined, health-related needs of individuals,
families, and communities; 3) culturally-based &klsystems of the etiology of illness and
disease and those related to health and healinigd pattitudes toward seeking help from health
care providergGeorgetown University, 2008)However, before a cultural competence curriculum
can be implemented, the Association of American ibBdColleges notes that certain
institutional requirements must be ni&ssociation of American Medical Colleges, 2005)

The curriculum must have the institutional support of the leadership, faculty, and
students.

Institutional and community resources must be cadmewhito the curriculum.

Community leaders must be sought out and involvedesigning the curriculum and
providing feedback.

The institution and its faculty need to commit tm\ding integrated educational
interventions appropriate to the level of the learn

A cultural competence curriculum must have a cleddfined evaluation process that
includes accountability and evaluation (e.g., evidence of a planning priacassure
appropriate inclusion of material throughout thericulum, details on curriculum
process and content, specific student feedback, and consideration of outcomes
assessment).

There is no quick fix, recipe, or cookbook to atiag cultural competence. Although examples
of cultural norms, expectations, practices, ete. amovided for illustrative purposes, no one
example or set of examples can be entirely deseggigf any culture. Cultural competence is a
process that evolves over time with the demonstmatf various levels of awareness,
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knowledge, and skills. The NCCC framework requitest the above concepts be embedded in
all aspects of policy making, administration, pi@&tand service. Cross acknowledged that the
path to cultural competence exists as a continuuth, several stages of developméatoss et

al., 1989)

1.

Cultural destructiveness (attitudes, policiasd practices that are destructive to
cultures and individuals within the culture).

Cultural incapacity (the system or agenciemdbintentionally seek to be culturally
destructive, but lack the capacity to help minodtients or communities so that the
system remains extremely biased).

Cultural blindness (the system and its agencies provide services with the express
philosophy of being unbiased).

Cultural pre-competence (the agency realizewé@knesses in serving minorities and
attempts to improve some aspect of their services to disgampulation).

Cultural competency (agencies are characterizgdacceptance and respect for
difference, continuing self-assessment regarding culture, careful attention to the
dynamics of difference, continuous expansion ofural knowledge and resources, and

a variety of adaptations to service models in otddyetter meet the needs of minority
populations).

Cultural proficiency (agencies seek to add to the knowledge base of culturally
competent practice by conducting research, developing new therapeutic approaches
based on culture, and publishing and disseminativg results of demonstration
projects).

Cultural Com petence Continuum

Cultural proficiency
Cultural competency
Cultural pre-competence

Cultural blindness

Competence Level

Cultural incapacity

Cultural destructiveness

~

7
Time

Source: Cross et alowards a Culturally Competent System of Care: Adgpaph

on Effective Services for Minority Children Who Aeverely Emotionally Disturbed
Washington, DC: Georgetown University Child Devetgmnt Center, 1989
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The goal of cultural competence education and training is to provide the knowledgelisnd ski
that cultivate the attitudes and practice that menthe clinician’s understanding of and respect
for patients’ values, beliefs, and expectationsar@ness of one’s own assumptions and value
system; and ability to adapt care to be congruetht the patient’'s expectations and preference
(Mutha et al., 2002)

The California Endowment’Brinciples and Recommended Standards for Cultuh@etence
Education of Health Care Professionattescribes the inter-relational aspects of attgude
knowledge, and skills as followFhe California Endowment, 2003)

A. ATTITUDES:

Lifelong commitment to learning and self-evaluattbnough an ability to recognize and
guestion one’s own assumptions, biases, stereotypesspuhses.

Open-mindedness and respect for all patients, including those wieo sfifcially or
culturally.

Patient and family-centered care with the undediten that effective therapeutic
alliances may be construed differently across patientsahares.

Commitment to equal quality care for all.

Identification and elimination of barriers to patieaccess and use of services within
practice environments.

B. KNOWLEDGE

Self-awareness of internalized beliefs, values, norms, stereotypesbiases; how
ethnocentrism operates in all cultures; and howpttesibility of ethnocentrism in one’s
own thinking may influence interaction with patignt

Understanding of the concept of culture (that albple operate within multiple cultures)
and the connections between worldview, beliefsmsprand behaviors related to health,
illness, and care-seeking in different populatiand how one’s own cultures, including
the cultures of biomedicine, inform perceptions antbbers.

Knowledge of local and national demographics wittergion to specific populations,
immigration, and changing demographics and impbeat for one’s current and future
professional practice.

Knowledge of legal, regulatory, and accreditatissues which address cultural and
linguistic issues in health care, including the Ul&partment of Health and Human
Services (DHHS) position on civil rights and langeaaccess, federal and state cultural
competence contract requirements for publicly fuhdesalth care, state legislation
around the provision of language services and llyusensitive health care, and the
DHHS National Standards on Culturally and Linguaisliy Appropriate Services
(CLAS).

Knowledge of cultural and linguistic policy or stirds espoused by one’s professional
associations (e.g., Association of Schools and Qe of Optometry, American
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Optometric Association) and understanding of howtucal competence fits into the
goals of professional education.

Knowledge of the kinds and degrees of disparitidsaalth status, health care access, and
use of preventive strategies across racial, etlgeoder, and other discrete population
groups in the United States and how class, raaidl ethnic discrimination, social and
structural variables, including the structure of healtle,ceontribute to these disparities

Exploration of family structure and dynamics, hiealieliefs, behaviors, and health
practices demonstrated in different cultures and population groups, especially tth@se in
local areas of service.

Understanding of the concept of medical pluralismthe concurrent use of both
traditional and biomedical systems of care — amdilfarity with the kinds of healers and
healing traditions within one’s communities of giree or those frequently associated
with one’s specialty fieldimproved understanding of traditional practices does not mean
endorsing them, but it can lead to improved provider-patient or provider-family
interaction)

Understanding of within-group variation, includiridass and acculturation, and how
inferences from probabilistic, group-level genemaiions to individual cases can lead to
stereotyping and associated clinical rigs‘recipe” approach to cultural and clinical
descriptions of groups should be rigorously avoided)

Evaluation and understanding of emergent data imompe research and
ethnopharmacology and their implications and pdénise in enhancing the quality of
care for specific racial and ethnic groups.

Knowledge of epidemiology and limitations of epidelngical information among
specific populations, nationally and within onedxal areas, and use this knowledge in
patient assessment, health promotion, and other aspiecdre.

Knowledge of the dangers of attempting to careafqgratient whose language one does
not understand well and the problems associatddtivt use of family members, friends,
or unskilled interpreters.

Knowledge of cross-cultural variations in verbaldamon-verbal communication and
etiquette and techniques for recovering if one aliscs that a cultural norm was
inadvertently breached.

Awareness of available resources, such as biblbgga, Websites, case studies, and
community contacts and resources, to expand onesvledge and education around
cultural issues while engaging in professional ficac

C. «iLLs

Ability to assess one’s responses, biases, andrallpreconceptions on an ongoing
basis.

Ability to elicit patients’ social, family, and maxl histories, including patients’ health
beliefs, practices, and explanatory models; fogesitive therapeutic alliances with
diverse patients; and assess patients’ expectatiansd levels of interactive formality
with providers while valuing and incorporating the patients’ beliefs and understanding
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The C

into diagnosis, treatment options, and preventiealth care where possible and
negotiating conflicting patient/provider perspectives when necessary.

Ability to access, interact, and collaborate wibhetlse local communities for the purpose
of understanding their traditional or group-spectiiealth care practices and needs and
tailoring effective outreach, prevention, and ediocel programs and materials.

Ability to assess patients’ language skills as thedgte to their ability to communicate
fully with the practitioner and staff and to their understanding of written instructions
prescriptions, and educational materi@i¢hile language and literacy issues may be
particularly important in working with limited Engh speakers, they should be
considered in relating to all patients)

Ability to realistically assess one’s proficiency languages other than English and
acquisition of the skills for effective use of imeeters, including working with an
untrained interpreter, a trained interpreter, and telephone interpreting.

Ability to access translated written materials thgl one’s organizations (e.g., American
Optometric Association, National Eye Institute, iNatl Eye Health Education Program)
and commercial resources, including computer pragrand Web-based resources.

Ability to retrieve data concerning cultural issueshealth care, population data, and
epidemiological information on the Web.

enter for the Health Professions,Toward Culturally Competent Care: A Toolbox for

Teaching Communication Strategiesiggests a five step sequence of curricular esrgagt

(Mutha

1.
2.

AS an

et al., 2002)
Inform — use lectures and other didactic approaches.

Experience — engage learners in exercisesdd@onstrate the points made in the
didactic presentations.

Identify — solicit learners’ responses to what they experienced and felt.

Reflect — ask learners to process what theermxpce and link experience to ideas
presented in didactic presentation and learning objectives.

Apply — discuss how the concepts learned froeneixercise can be applied to clinical
settings and personal or professional experiences.

applied example of the above concepts, aoript skill in the assessment of optometric

patients is the ability to appropriately query traient with regard to their medical history for
diagnostic and therapeutic purposes. It can be said, therefore, that the clima@nssto: 1)
thoughtfully and respectfully elicit informationadim the patient alone or in partnership with
interpreters; 2) skillfully utilize social and cutal profiles when interviewing patients; and 3)
consider how the cultural beliefs of the patient v incorporated into the provider’s decision-
making processes when negotiating treatment aretragéfplans with patients and families
(Tervalon, 2003)
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CURRICULAR INTEGRATION

“While our clinical population . . . has a great @ of cultural diversity, with a large
volume of African American and Hispanic patients iparticular, we do not specifically
address training in any of the areas that are mamted in the survey. We discuss some
of the issues informally during patient care butdhis all.”

ASCO School/College A

“. .. doesn’'t have any formal diversity curriculuphowever, we do have a very diverse
student body and an even more diverse patient papoih, so we welcome the Task

Force developing a curriculum.”

ASCO School/College B

“I have had numerous faculty members share that yhéound the survey to be eye-
opening and they will be re-evaluating their indtiial course curricula as a result of
the experience in the future. So, even at thismgrevel stage of the project we found

the process useful and enlightening.”

ASCO School/College C

ToOL FORASSESSINGCULTURAL COMPETENCETRAINING (TACCT)

The Tool for Assessing Cultur
Competence Training (TACCT) wa
developed by the Association

American Medical Colleges to provide
framework for assisting medical scho
in their efforts to integrate cultur
competence training into their curricul
and assess the culturally approprig
content of their curricul@Association of
American Medical Colleges, 2005l is a
self-administered assessment tool tf
can be used to identify curricular are
where culturally competent contef
currently exists and where approprig}
content is missing.

The TACCT consists of two partg
“domains” and “specific components.
Domains consider the components

the cultural competence curriculum ar
allow monitoring of curricular conten
(where teaching is occurring). Domair
apply and should be assessed relative
every course in the preclinical an
clinical curricula. Specific component

Teol for Aasmssing Cultural Compsstance
Trainirg {TACCT)
Kal. Domalns (0wardkw )

TRrkd
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provide for the identification of education for dié¢d attitudes, knowledge, and skills (what
learning objectives are being met). Each of thee fdomains has specific attitudes (A),
knowledge (K), and skills (S) and to be taught and extatl

TACCT Domains:

Preclinical/clinical

1.

o bk 0D

Rationale, context, and definition

Key aspects of cultural competence

Understanding the impact of stereotyping on medical id@emaking
Health disparities and factors influencing health

Cross-cultural clinical skills

TACCT specific components:
Attitudes

Knowledge
Skills

The following outline details the content of eadmtin and the respective attitudes, knowledge,
and skills to be taught and assessed within eactathgAssociation of American Medical Colleges,

2005)

TACCT DoMAIN |: CULTURAL COMPETENCE— RATIONALE, CONTEXT, AND DEFINITION

A. Definition and understanding of the importancecoftural competence; how cultural
issues affect health and health care quality arst; @nd, the consequences of cultural
issues.

B. Definitions of race, ethnicity, and culture, inding the culture of medicine.

C. Clinicians’ self-assessment, reflection, and-aeléreness of own culture, assumptions,
stereotypes, biases.

At the end of optometry school, students will be able to:

Al.
A2.

AS.

K1.

K2.

Describe their own cultural background and biases

Value the importance of the link between difg communication and quality
care.

Value the importance of diversity in healtheeand address the challenges and
opportunities it poses.

Define — in contemporary terms — race, ethpiciand culture, and their
implications in health care.

Identify how these factors — race, ethnicity, and culture — affect health and health-
care quality, cost, and consequences.
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K3. Identify patterns of national data on healtbalth care disparities, and quality of
health care.

K4.  Describe national health data in a worldwichenigration context.

S1. Discuss race, ethnicity, and culture in thetext of the medical interview and
health care.

S2. Use self-assessment tools, asking: What is mlure? What are my
assumptions/stereotypes/biases?

S3. UseHealthy People 201@nd other resources to make concrete the epidegyiol
of health care disparities.

TACCT DomaIN II: KeY ASPECTS OFCULTURAL COMPETENCE
A. Epidemiology of population health.

B. Patient/family-centered vs. physician-centerede.caemphasis on patients’/families’
healing traditions and beliefs (for example, ethnaliced healers).

C. Institutional cultural issues.
D. Information on the history of the patient and his/her camity of people.

At the end of optometry school, students will be able to:

Al. Exhibit comfort when conversing with patients/catieaes about cultural issues.

A2. Ask questions and listen to patients discheg health beliefs in a nonjudgmental
manner.

A3. Value the importance of social determinants emmunity factors on health and
strive to address them.

A4.  Value the importance of curiosity, empathy, agspect in patient care.

K1. Describe historical models of common healthdfgland health belief models (for
example, illness in the context of “hot and cold,” Galedh @itner cultures).

K2. Recognize patients’/families’ healing traditorand beliefs, including ethno-
medical beliefs.

K3. Describe common challenges in cross-culturadrmoonication (for example, trust,
and style).

K4.  Demonstrate basic knowledge of epidemiology anddtiests.
K5.  Describe factors that contribute to variability in population health.

S1. Outline a framework to assess communities dowprto population health
criteria, social mores, cultural beliefs, and needs.

S2.  Ask questions to elicit patient preferences waspond appropriately to patient
feedback about key cross-cultural issues. Eliciditazhal information about
ethno-medical conditions and ethno-medical healers.

S3.  Elicit information from patient in context of familgrtered care.
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S4. Collaborate with communities to address comiypuneeds.
S5.  Recognize and describe institutional cultissilies.

TACCT DoMAIN IlI: UNDERSTANDING THE IMPACT OF STEREOTYPING ON HEALTH CARE
DECISION-MAKING

A. History of stereotyping, including limited acceasshealth care and education.
B. Bias, stereotyping, discrimination, and racism.
C. Effects of stereotyping on medical decision-making.

At the end of optometry school, students will be able to:

Al. Identify their own stereotypes and biases that magtadfmical encounters.
A2. Recognize how provider biases impact the qualfityealth care.

A3. Describe/model potential ways to address bias in the clinical setting.
A4.  Recognize importance of bias and stereotyping orcalidiecision-making.
A5. Recognize need to address personal susceptibilitpgaahbd stereotyping.

K1. Describe social cognitive factors and impactaafe/ethnicity, culture, and class
on clinical decision-making.

K2. Identify how physician bias and stereotyping edfect interaction with patients,
families, communities, and other members of thdthe&are team.

K3.  Recognize physicians’ own potential for biases and unavoidable stereotyping in a
clinical encounter.

K4. Describe the inherent power imbalance between physician and patient and how it
affects the clinical encounter.

K5. Describe patterns of health care disparitied tan result, at least in part, from
provider’s bias.

K6. Describe strategies for partnering with comityuactivists to eliminate racism
and other bias from health care.

S1. Demonstrate strategies to assess, manage, and reduce bias and its effects in the
clinical encounter.

S2. Describe strategies for reducing provider's ownelsias

S3. Demonstrate strategies for addressing bias amateing in others.
S4.  Engage in reflection about their own cultural lielgd practices.
S5. Use reflective practices in patient care.

S6.  Gather and use local data as exampletealthy People 2010

TACCT DoMAIN IV: HEALTH DISPARITIES ANDFACTORSINFLUENCING HEALTH
A. History of health care design and discrimination.
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Epidemiology of specific health and health care aligies.

Factors underlying health and health care dispari— access, socioeconomic,
environment, institutional, racial/ethnic.

Demographic patterns of health care disparitiet) local and national.

Collaborating with communities to eliminate dispas — through community
experiences.

At the end of optometry school, students will be able to:

Al. Recognize the existence of disparities that are amenable to intervention.

A2. Realize the historical impact of racism andcdisination on health and health
care.

A3. Value eliminating disparities.

K1. Describe factors other than bio-medical — sashaccess, historical, political,
environmental, and institutional — that impact health and underlie health and
health care disparities.

K2.  Discuss social determinants on health includimg not limited to, the impact of
education, culture, socioeconomic status, housing, aptbgment.

K3. Describe systemic and medical-encounter issues, including communication,
clinical decision-making and patient preferences.

K4. Identify and discuss key areas of disparitiescribed irHealthy People 2018nd
the Institute of Medicine’s reportJnequal Treatment: Confronting Racial and
Ethnic Disparities in Health Care

K5.  Describe important elements involved in commubiised experiences.
K6. Discuss barriers to eliminating health dispesiti

S1. Critically appraise the literature as it retatto health disparities, including
systems issues and quality in health care.

S2. Describe methods to identify key community leaders.
S3. Develop a proposal for a community-based health intervention.
S4.  Actively strategize ways to counteract biasimaal practice.

TACCT DoMAIN V: CROSSCULTURAL CLINICAL SKILLS

A.

nmgoow

Knowledge, respect, and validation of differinglies, cultures, and beliefs, including
sexual orientation, gender, age, race, ethnicity chass.

Dealing with hostility/discomfort as a result of culiulgscord.
Eliciting a culturally valid social and medicastory.
Communication, interaction, and interviewing skills.
Understanding language barriers and working with interpreters.
Negotiating and problem-solving skills.
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G. Diagnosis, management, and patient-adherends lgdting to patient compliance.

At the end of optometry school, students will be able to:

Al. Demonstrate respect for a patient's culturallaealth beliefs.

A2.  Acknowledge their own biases and the potemtigdact they have on the quality
of health care.

K1. Identify questions about health practices and beliefs that might be important in a
specific local community.

K2. Describe models of effective cross-cultural ocmmication, assessment, and
negotiation.

K3. Understand models for physician-patient negota
K4.  Describe the functions of an interpreter.
K5. List effective ways of working with an interpreter.

K6. List ways to enhance patient adherence by collaborating with drediind other
community healers.

S1. Elicit a culture, social, and medical histongluding a patient's health beliefs and
model of their iliness.

S2. Use negotiating and problem-solving skills imared decision-making with a
patient.

S3. Identify when an interpreter is needed ankhlbotate with interpreter effectively.
S4.  Assess and enhance patient adherence based on the patient's explanatory model.

S5. Recognize and manage the impact of bias, céass,power on the clinical
encounter.

Evaluation grids are used to assess all required courses within the predmdcalinical
components of the curriculum (the full grids candmvnloaded from the AAMC Website at
http://www.aamc.org/meded/tacct/start.htrifhe domains grid is used to provide an overall
“blueprint” (e.g., absence of content material);endas, the specific components grid (attitudes,
knowledge, skills) is used to provide a more dethianalysis of educational objectives (e.qg.,
quality of curricular content). The TACCT does moake recommendations for the number of
credit hours of instruction for the individual asliective domain or the total cultural competence
curriculum.

A preliminary survey of the schools and collegespifometry, conducted in 2007 by the ASCO
Diversity Task Force with 41% of the schools andleges responding, indicated that the
TACCT Domains and Skills were most prevalent in thwericular content of clinical science
courses, public health courses, and clinic andt Ipasvalent in orientation and biomedical
science courses. The attitudes, knowledge, ands stgpecific components) reported most
frequently as included in the curricula were: Bcdiss race and culture in the medical interview;
2) ask questions to elicit patient preferenceslis?gn non-judgmentally to health beliefs; 4)
value curiosity, empathy, and respect; 5) desddabtrs that impact health; 6) describe systemic
and medical encounter issues; and 7) elicit a cylsa@al, and medical history.
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Domains Most Prevalent in Curricula of ASCO Institutions as Reported on TACCT Survey, 2007

TACCT Domains Preclinical Clinical

Rationale, Context, and

Definition of cultural competence

Definitions Definitions of race, ethnicity, and culture X
Clinician’s self-assessment and reflection
Epidemiology of population health X X
Key Aspects of Cultural | Patient’s healing traditions and systems
Competence Institutional cultural issues X
History of the patient X X

Understanding the Impact History of stereotyping
of Stereotyping on Bias, discrimination, and racism
Medical Decision-Making

Effects of stereotyping

Health Disparities and
Factors Influencing Healt

History of health care discrimination
Epidemiology of health care disparities

n Factors underlying health care disparities
Demographic patterns of disparities
Collaborating with communities

Differing values, cultures, and beliefs X X
Dealing with hostility/discomfort X X
Eliciting a social and medical history X X
Cross-Cultural Clinical — :

Skills Communication skills X X
Working with interpreters X X
Negotiating and problem-solving skills X X
Diagnosis and patient-adherence skills X X

To further guide the development of cultural corepet curricula and the comparison of
program components across curricula, Dolhun etralated a tool that could complement the
TACCT in the integration and assessment of cullyrappropriate content into optometric
curricula (Dolhun et al., 2003)The tool defined eight areas of cultural compegerducation

content:
1.

2.
3.
4

General concepts of culture (culture, individual culture, group culture).
Racism (racism and stereotyping).
Doctor-patient interactions (trust and relationship

Language (meaning of words, non-verbal comnatinin, use of interpreters, coping
with language barriers).

Specific cultural content (epidemiology, patierpectations and preferences, traditions
and beliefs, family role, spirituality and religipn

Access issues (transportation, insurance statusgnation/migration).
Socioeconomic status (SES).
Gender roles and sexuality.
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TRAINING METHODS

Cultural competence is a relatively new field arglbeing taught in a variety of settings
and venues, from formal professional school currieuto stand-alone workshops and
conferences. Though the content areas are complexi anany of the subjects to be
covered are sensitive, the subject must competé wihers in crowded curricula of

professional schools or in time-limited workshops waining modules. Students and
educators are varied in their receptivity, sophegttion and educational background.
Thus, careful selection of educational approachescritical.

Principles and Recommended Standards for
Cultural Competence Education of Health Care Prsi@sals
The California Endowment, 2003

TEACHING

Teaching methods across the curriculum include cstselies, didactic lectures, clinical
experiences, workshops, interactive/participatocyivdies, role playing, mentoring, group
discussions, internships, service learning projeéatgyuage training, and cultural immersion site
visits/programs(Beach et al., 2005; Crandall et al., 2003; Doltatnal., 2003) The schools and
colleges of optometry routinely employ the cultural iersion approach with student rotations
through clinics that exist in and/or serve primaphatients from diverse backgrounds, such as
health centers in ethnocentric neighborhoods aiodi outside of the country (e.g., Mexico,
China). “Immersion in culture and language is an effectieama of learning about oneself and
about another culture,” but it is not the singuasswer nor should it be the sole approach to
increasing the cultural competence of optometrdestts, faculty, and graduat@rampton et al.,
2003) Sending students, faculty and/or staff to cultyraliverse sites without sufficient
preparation can lead to a “cultural mismatch” amgboptimal care(intercultural Sensitivity:
Educating Educators Research Group, 2006)

The California Endowment’Brinciples and Recommended Standards for Cultumh@etence
Education of Health Care Professionalsroposes the following approaches to cultural
competence education and train{iige California Endowment, 20Q3)

1. Achieving cultural competence is an incrememadcess and cultural competence
education and training methods should be suited to the level, needs, aimd)lees
of optometry students.

2. Cultural competence training should be develamal — a step-by-step process,
increasing in complexity as students acquire thigyato apply the understandings and
skills in a variety of situations and settinffeo brief or one-time training can meet
these criteria appropriately)

3. Cultural competence education is best achiebedugh a diverse set of training
strategies (e.g., lectures, in-depth and interackercises and discussions, case study
analysis, genograms, journal keeping, selectedmgadWeb-based learning and data
gathering, videos, CD ROMs, DVDs, and simulations).

4. The most important learning opportunities should come through experiential learning
ranging from role plays with feedback to workingtiwdiverse patients and getting
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hands-on experience in community settings where adelivered to diverse patient
populations.

Cultural competence education should not bédirveah to one course or workshop, but
should be integrated into many curricular offerings and educational activities, such as
case discussions, grand rounds, symposia, climtalions, preceptorships, continuing
education courses, and conferences.

Cultural competence training may best be actéishgd by an interdisciplinary,

multicultural team (community members and indigenduealers as informants,
lecturers and training team members) and shouldgbtogether information from

different backgrounds and perspectives as it relédepatient care and health care
settings.

Faculty should articulate the attitudes engesdidy cultural competency and model
cultural competency attitudes, knowledge, and sksib that students can learn by
example.

It has been suggested that “schools and collegeptdmetry can encourage -cultural
competency in their students, faculty, and staff dnducting workshops; incorporating
inclusion dialogue in their mission statements palicy and procedure manuals; establishing a
curriculum that interweaves cultural competencyintrggy in didactic and clinical courses;
encouraging and supporting research that focusesuticultural eye health and cultural and
linguistic competency; and fostering an environmidwatt values multicultural students, faculty
and staff’(Jenkins, 2006)Jenkins outlined eight factors necessary fornporating cultural and
linguistic competence into optometric education aathing (Jenkins, 2006)

1.

© N o g bk 0D

Solid and authentic institutional commitment.

Resource commitment.

Willingness to change policies and practices.
Administration and faculty champions.

Shared vision and “buy in” from faculty, staff, and stuidg.
Community engagement, involvement, and collabaratio
Safe and supportive environment for discussionchadge.
Patience, persistence, and realistic expectations.

A key aspect of cultural competence education aathihg is to provide students with the
opportunity for self-reflection and assessment ‘@gamine and understand their own
multifaceted cultural identities, their perspectiwasl views on the culture of biomedicine, and
the ways in which these elements may influencer thtitudes and behaviors in health care
settings” (Tervalon, 2003) Student self-assessment can involve severalitgpprocesses for

students as they: 1) acknowledge and describe dwair multicultural identities and those of
peers, patients, and communities; 2) describe heset cultural identities, along with the culture
of biomedicine, influence their health belief syste 3) identify the sources of potential conflict
and compatibility that arise from these influensesealth care settings; 4) identify potential or
actual sources of bias, prejudice, and discrimamathat arise from their lived experiences; 5)
remediate identified limitations though anti-biasti-isms training with a focus pertinent to
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health care; and 6) utilize these self-reflectioald and skills in their lifelong workrervalon,
2003)

Constructs of Care

Practice cultural competence
Reconcile cultural differences
Integrate cultural norms
Consider cultural influences

Bio-socio-cultural
Construct

Inappreciative of differences

Construct Default to clinical bias

1
Biomedical | Insensitive to role of culture
I
! Diagnostic/clinical uncertainty

Irrespective of cultural norms, each person is @ue blend of culture, experience, and
personality. It is, therefore, essential to understand two other tampoconcepts: 1)
understanding the culture of a patient does notssarg prevent patient-provider conflict over
values, health-related beliefs, or practices, lvigdes a reference for the non-judgmental
reconciliation of differences; and 2) culture ist fbomogeneous,” “monolithic,” or “static”
(Kagawa-Singer and Kassim-Lakha, 2Q03)

For example, a case presentation routinely inclualeacial designation, such as “a 65-
year-old Chinese male presents with chest pain.” Wh#rmation does “Chinese”
convey? This man could have been born in Hong Kbega college professor who
speaks five languages including English, and lisigsmonths of the year in the United
States and six months in Hong Kong. This man coldd be a monolingual Chinese
gentleman, born in the United States, unmarried| king alone in Chinatown in New
York, with little education and very poor. Lack aifcountability for these differences
perpetuates stereotypical evaluations and divédrésdinician from accurately assessing
the strengths of and potential conflicts with indual patients and their families.

Similar to the above example, it is important talerstand that a Chinese, Filipino, or Mexican
patient may or may not share the cultural beliet tha bad news of a poor prognosis should be
given first to the family for it to decide how muydhanything, should be told to the patient; or
that a patient who avoids eye contact may do so tdua lack of interest, depression,
embarrassment, respect, or to prevent the thdfisaoul(Galanti, 2000)
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COMMUNICATION MODELS

Different approaches to cross-cultural communicatiave been developed and used as models
for teaching and practicing effective communicatiils. The EYECARE (Evaluate, Yield,
Explore, Communicate, Acknowledge, Reevaluate, and Expmodel is the only one
specifically designed to “give optometric instituis, organizations, and practitioners a template
for incorporating cultural competence into their pexgjve areas of eye care delivery while
adhering to the CLAS standardSénkins, 2006)The following models (except the RESPECT
and EYECARE models) for effective cross-culturaintounication and negotiation were
compiled by the Association of American Medical Collegessi€ultural Competence

Education for Medical Studentassociation of American Medical Colleges, 2005)

Models Sources

BATHE
Applied Psychotherapy for the Primary Care

Affect (How do you feel about what is going on?) Physician New York: Praeger, 1993

Trouble (What troubles you most?)
Handling (How are you handling that?)
Empathy (This must be very difficult for you)

BELIEF

Beliefs about health (What caused your illness/ | Dobbie AE, Medrano M, Tysinger J, Olney C. The
problem?) BELIEF instrument: a preclinical teaching tool to
Explanation (Why did it happen at this time?) gg?étlza}gigts health belief§:amily Medicine2003;

Learn (Help me to understand your belief/opinion)
Impact (How is this illness/problem impacting your
life?)

Empathy (This must be very difficult for you)
Feelings (How are you feeling about it?)

Eliciting Patient Information and Negotiating
Identify core cross-cultural issues Carrillo JE, Green AR, Betancourt JR. Cross-cultur
primary care: a patient-based approatim Intern
Med1999; 130(10):829-834.

)

Explore the meaning of the illness
Determine the social context
Engage in negotiation

ESFT model for communication and compliance
Explanatory model Betancourt JR, Carrillo JE, Green AR. Hypertensio
Social risk for noncompliance in multicultural and minority populations: linking

communication to complianc€urr Hypertens Rep
Fears and concerns about the medication 1999; 1(6):482-488.

Therapeutic contracting and playback

=)
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ETHNIC

Explanation (How do you explain your iliness?)
Treatment (What treatment have you tried?)
Healers (Have you sought any advice from folk
healers?)

Negotiate (mutually acceptable options)

I ntervention (agreed on)

Collaboration (with patient, family, and healers)

Levin SJ, Like RC, Gottlieb JE. ETHNIC: A
framework for culturally competent ethical practice
Patient Care2000; 34 (9):188-189.

Kleinman'’s questions

What do you think has caused your problem?
Why do you think it started when it did?

What do you think your sickness does to you?
How severe is your sickness? Will it have a short 0
long course?

What kind of treatment do you think you should
receive?

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

What are the chief problems your sickness has day
for you?
What do you fear most about your sickness?

Kleinman A, Eisenberg L, Good B. Culture, lliness,
and Care: Clinical lessons from anthropologic

and cross-cultural researdmnals of Internal
Medicine1978; 88:251-258.

se

LEARN

Listen with sympathy and understanding to the
patient’s perception of the problem

Explain your perceptions of the problem
Acknowledge and discuss the differences and
similarities

Recommend treatment

Negotiate treatment

Berlin EA, Fowkes WC. A teaching framework for
cross-cultural health caréhe Western Journal of
Medicine1983; 139:934-938.

Model for Cultural Competency in Health Care
Normative cultural values

Language issues

Folk illnesses

Patient/parent beliefs

Provider practices

Flores G. Culture and the patient-physician
relationship: Achieving cultural competency in tieal
care. J Pediatr 2000; 136:14-23.

“Review of Systems” domains of the Social Contex
Social stressors and support network
Change of environment

Life control

Literacy

t
Green AR, Betancourt JR, Carrillo JE.
Integrating social factors into cross-cultural noadli
educationAcad Med2002;77(3):193-197.
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RESPECT

Respect: show respect for the patient verbally and
non-verbally

Explanatory: elicit the patient’s explanatory modél
health

Social andSpiritual: elicit the patient’s social and
spiritual beliefs that may help the patient copthwis
illness or may conflict with medical regimens

Power: share the power with the patient
Empathy: demonstrate empathy for the patient

Concerns: what underlying concerns and fears doe
the patient have

Trust: assess the patient’s level of trust and impib
if needed

Boston Medical Center. RESPECT Model. Diversity
Curriculum Task Force, Department of Medicine.
Presented at the 2001 Society of General Internal
Medicine. Reprinted in Bigby J, e@ross-Cultural
Medicine Philadelphia: American College of
Physicians-American Society of Internal Medicine,
2003.

(%)

EYECARE

Evaluate the beliefs, biases, prejudices, and
assumptions of organizations, teaching institutions
professionals, students, and employees

Yield to and surrender all preconceived prejudices
biases toward different cultures

Explore a cultural group’s health-related beliefd an
values to understand their world view

Communicate and assess patients’ communication
styles to learn about cultural-specific cues that are
used

Acknowledge and accept that traditional Western
medicine and alternative or folk medicine can ciste

Reevaluate and restructure current policies,
procedures, vision statements, and mission statsm
to be more inclusive and respectful of all cultures

Execute a proactive, culturally sensitive plan for
addressing health care issues in culturally diverse
communities

Jenkins LB. Cultural competency and optometric
educationOptometric Eu@006; 31(3):79-83.

SAMPLE SELF-AWARENESSEXERCISES

Self-awareness helps people to understand
they behave. Every person possesses cult

whyfdetywhat they feel and why they behave as
ural belied attitudes that influence interpersonal
interactions. As people are able to recognize tifleience of their personal experiences and
cultural backgrounds on their values and beligfey tbecome more open to understanding the

same process in others who present as being diffemmitfrem.

Learning objectives

Completion of this self-awareness exerci

se shooddbke the student to:

1. Become aware of the similarities and differences amengle.
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N

Identify what we think of different groups and that prejudices can be experienced due
to membership in various groups.

3. Look at stereotypes that we have learned about groups other éhamethto which
we belong.

4. Look at less-than-positive feelings that pedpéere about some of the groups to
which they belong.

5. Think about different ways people have expegendiscrimination and to begin to
think about how to end discrimination.

6. Define stereotypes and explain the negative inthagtcan have.
7. Describe the difference between a stereotype and a generalization.

Exercises

The following exercises provide opportunities faartcipants to examine their personal
perspectives around issues of diversity. SomeeéEnercises are modeled after those used in
the National Coalition Building Institute (NCBI) wkshop, “Building Community by
Welcoming Diversity,” conducted at The Ohio Stataivérsity College of Optometry
(National Coalition Building Institute, 2008; FinRQ06)

1. Introductions

The workshop begins with introductions. Partiaigaare asked to stand up (if they
are able to) and state their name, their posit@mgi something special about
themselves (such as a hobby, favorite fruit, oofd& color). Facilitators then present
the two workshop working agreements: 1) participamiay share with the whole
group information only for themselves (and not for partners from wotkingirs);
and 2) participants may not repeat outside of tleekshop any information that
individuals share. Facilitators ask for a show aindls from all participants to
demonstrate acceptance of these two agreements.

2. Up/Down Exercise

The first exercise of the workshop is called “Dpyn.” The purpose of this exercise

is to demonstrate the similarities and differenaesong the people in the group.
People either stand or raise their hand when tbiitédor calls out the name of a
group to which they belong. Everyone applauds them. Groups that are mentioned
include: birth order (oldest child, middle childpyngest child, only child, twin);
place of birth; ethnic/cultural groups (e.g., Gemmdrussian, African or black);
religion; economic background (had enough, more than enough, or less than enough
when growing up); age (in 10-year increments); and gender. Sameafagories,

such as “chocolate-lovers,” might be used, andiqgypaints are asked for additional
categories. After facilitators go through severadups for each category, they ask,
“Which group did | leave out?” Sexual orientatianalso used as a category for the
up/down exercises; however, it is introduced by tamg that some people who
identify as gay, lesbian, bisexual, or transgender (GLBT) might not watdrd, and

that is okay. The facilitators ask for people tnst who have friends, family, or other
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people they care about who are GLBT. The up/dovamgirtue with disabilities and
private identities, such as alcoholic or victim of sexuaisab

Paired Introductions

This exercise involves working in pairs. Participants introduce theesséo their
partners by sharing all the groups to which theprog such as “I am white, blonde,
German-Irish, American, female, heterosexual, Qethmiddle class, middle-aged,
married, working mother, associate professor.” Pepose of this exercise is to
identify that we think about some of these groupsenthat others; however, every
group is important in thinking about welcoming disi¢y. Also, prejudices can be
experienced because of membership in each of the groups.

. First Thoughts

The purpose of this exercise is to look at stiypms that we have learned about
groups other than the ones to which we belong. fabiitators draw a picture of a
record on the flip charts, and participants arét@uvto suggest all the influences that
make up a person’s record. These include: paretiter relatives; peers; friends;
teachers; colleagues; religious leaders; media igspwewspapers, television, etc.);
political leaders and so forth. These records,uticlg prejudices, surface when a
person is feeling threatened. It is emphasizedpbaple are more than their records.

Prior to beginning this exercise, there is aukston about taking risks and making
mistakes. Few people really enjoy making mistakes, many are not very forgiving
in allowing others to make mistakes about theirugso In order for the First
Thoughts exercise to work, people must be williogntake mistakes about other
groups. The facilitators have the participants shvdove taking risks. | love making
mistakes!” They then have participants shout, “loeme you to take risks and make
mistakes about me and my group!”

Each participant selects a new partner. They sfha@ogroup to which neither of them
belongs. For example, if both partners are maky thight select the group “female.”
The group could be more specific, such as “Afridganerican working mothers.”
One partner mentions the name of the group, asaselariations on the name (such
as “women,” “females,” “girls,” “chicks,” “ladies,"mothers,” “wives,” and so forth),
varying the tone of voice each time the group n@éy&ated. The other partner says
the first uncensored thing that pops into his/h@dmAfter about 10 variations of
this, the partners switch and repeat the exeré€iadicipants might find themselves
censoring their first thoughts, and sometimes their minds might go blankmiigby
realize that they really don’'t know a lot about tireup they have selected — or that
many of their first thought are stereotypes of tjraiup. After both partners complete
the exercise, participants are invited to share firet thoughts with the full group,
reminding them to share only for themselves andfootheir partners. Participants
who are members of the group selected for thetfimights exercise are then invited
to share their feelings on hearing the first thasgParticipants should not become
defensive, feel guilty, or feel uncomfortable wiktis exercise, and they are reminded
that they are more than their records.
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5.

Internalized Oppression

The purpose of this exercise is to look at I&ssHpositive feelings that people have
about some of the groups to which they belong. iEheslled internalized oppression,
and it can be the result of discrimination andrgkstereotypes out against members

of our own groups. Participants select a new parffieey select a group to which
both of them belong. Using finger pointing, emotion, and body language, participants
are invited to express what they cannot stand atbatitgroup. For example, “What |
can’'t stand about you working mothers is that yon'dtake care of your children

and you aren’t committed to your careers.” Some people find this exercise to be more
difficult than the First Thoughts exercise; howewame people find it very easy to
come up with things they cannot tolerate aboutrtbein groups. Some people are
taught never to talk about negative feelings towdheir own groups in public. This
exercise should teach participants that many ofthiregs we do not like about our
own groups are the results of internalization oatybeople from outside our groups
have said about us. It identifies stereotypes anggkes of each group.

Caucuses

The purpose of the caucuses exercise is to haktecipants think about different
ways people have experienced discrimination artzetpn to think about how to end
discrimination. People are invited to think abouwbups to which they belong that
have experienced some form of discrimination. Téalifators record groups on a
flip chart. The list of possible caucuses mightlude: women; Catholics; GLBT,;
black; single parents; over sixty; short; and séhfoParticipants are asked to select a
caucus to which they belong, and the number ofgiaants interested in each caucus
is recorded to determine the final caucuses.

Participants meet with other members of theircoau There should be at least two
people for each caucus. Facilitators might paihwitdividuals in order to represent
groups or issues that should be addressed at theshap. Caucuses are provided
with a marker and newsprint to record their answeithe following question: “What

do you never again want people to say, think, or do toward your group?” After
several minutes, each caucus presents its resptmses full group. Following the
presentations, there is a full-group discussionuailwethat people learned from the
caucuses.

Stereotypes

Generalizations are often used to summarize r@lltoeliefs and practices. This
exercise will help participants understand theedédfice between a stereotype and a
generalization. Participants will begin to consideme of their own stereotypes and
to recognize the negative impact they can have on alinare.

a. Explain that this exercise will focus on sterpety and the negative effects
they can have. Explain that during this exercisdigpants will be asked to
share their responses with others, if they feel comfortable doing so.

b. Explain the difference between a stereotypeagéneralization. Think of a
generalization as a starting point. It points to common trends, but more
information is needed to determine whether a stateris appropriate to an
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individual. A stereotype is an ending point; nceatpt is made to learn if an
individual fits the statement. Give the following exaen

Mexicans have large families. If | meet Rosa, aibégxwoman, and | say
to myself, “Rosa is Mexican; she must have a lafgmily,” 1 am
stereotyping her. But if | think, “Mexicans ofteave large families; |
wonder if Rosa does,” | am making a generalization.

c. Ask participants to write down their own steygats, or ones they have heard,
about optometrists or other health care professanahe U.S. After a couple
of minutes, ask participants to contribute itenosfrtheir lists while you chart
them in front of the group.

d. Mention that stereotyping is a natural humanlégicy — we all label people —
but that it can be very harmful. Ask participants for an example of how it can
be harmful.

e. Have participants complete the “Common Ethnerekttypes” handout (see
below) that was developed from a 1999 survey caeduby the Henry J.
Kaiser Family.

f. After the participants have completed the hamdstart the discussion by
asking the participants how they felt as they diltit the worksheet. Begin by
discussing consumers’ views of what health profesdi believe. What are
participant’s thoughts about the impact of thesesestypes on health care?
Continue on to the list of stereotypes held by health professionals. What are
the possible effects of these beliefs on healtteZafsk participants to
consider:

How do stereotypes shape the care that is provided in yatkr setting?
What can you do to lessen the harmful effects of stereotypes?
g. End the discussion by briefly summarizing what wamled.

8. Cultural Diversity in Eye Car®VD

The Vision Care Institute, LLC has produced an instructional DVDCahural
Diversity in Eye Careghat provides a series of vignettes to highligkey* practice
techniques for creating bonds with culturally daseerpatients”’(The Vision Care
Institute, 2007)

As today’s global environment brings more culturallyerse patients into optometry
practices, eye doctors and their staff members tede prepared to serve their wide-
ranging needs. Cultural Diversity in Eye Care pes real-life examples of how to
interact with various cultural backgrounds from tm@ment patients enter an office.

The DVD, which was filmed at the Southern Edumadi Congress of Optometry,
discusses methods by which eye care providers egm lio immediately enhance
their service capabilities for patients from diwersackgrounds. The DVD helps
emphasize how patient-optometrist interactions iwitbptometric practice may be
impacted by sociocultural differences (e.g., use¢hef patient’s first name, patient-
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provider eye contact, role of family in clinice
decision-making, use of traditional remedies a

their potential contraindication to Western medgir

provider assumptions about patient’s ability to p

for/afford services, mixed gender interactior :
spirituality/religion, appreciation of pain, an ~

perceptions of illness)Cultural Diversity in Eye

Careis available from the Vision Care Institute, LL CRGU Glyersy incjene
as a practical companion to tA&CO Guidelines for :
Culturally Competent Eye and Vision Care

The Cultural Diversity in Eye Car®VD consists of e
14 chapters: 1) Program Introduction; 2) Recept @ e
Room Introduction; 3) Reception Room Scene;

Reception Room Scene Q&A; 5) African Americe

Introduction; 6) African American Scene; 7) D
Derrick Artis; 8) Hispanic American Scene; 9) Drédtor Santiago; 10) Asian
American Scene; 11) Dr. Charissa Lee; 12) Muslim American Scene; 13) Dr. Naheed
Ahmad; and 14) Panel Q&A. To supplement the videesentations, slide
presentations are provided for each of the fourataethnic, and religious groups
presented in the DVD: 1) African Americans; 2) Hisg Americans; 3) Asian
Americans; and 4) Muslim Americans. Ask the participants to viewOW® a
chapter at a time. After watching a given chapésk participants to discuss the
significant issues presented in the vignette. T presentations can be used to
facilitate the discussion. Follow-up the vignettesadissions with a participant
discussion of what effect might the vignettes hawetheir future interactions with
patients from diverse cultural backgrounds. Theigpants should analyze how they
might have responded to the same or similar sdoatbefore and after watching the
DVD. They should identify other clinically-related situations where cultural
differences between the patient and the optomemngiht adversely affect the
patient/optometrist encounter and negatively impactityuafl care.

A cautionto using the DVD is not to memorize the vignetéssa composite of
“facts” to pigeonhole patients into cultural catege based on stereotypical
descriptions. Such a macro classification failsdansider aspects of acculturation and
inter-group variability, and this superficial misierstanding of cultural dynamics
could produce the contrary or negative effect apptiating inappropriate cultural
profiles, stereotypical attitudes, and less thatmag clinical outcomegBetancourt et
al., 2003; Taylor, 2003)

. A Physician’s Practical Guide to Culturally Competé&areWeb Site

The Office Minority Health of the U.S. DepartmesitHealth and Hman Services
sponsors a Web-based series of curriculum modegdsotmote cultural competency in
health carg(U.S. Department of Health and Human Services, BPO8he interactive
Think Cultural Health: Bridging the Health Care Géprough Cultural Competency
Continuing Education Program@/eb site (http://www.thinkculturalhealth.org/) uses
case studies and provider feedback in curriculat ttomuses on awareness,
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knowledge, and skills with information about cu#tiyrlanguage, and organizational
issues. The free online programs incléd@hysician’s Practical Guide to Culturally
Competent CareCulturally Competent Nursing Care: A CornerstoneCairing, and
the Health Care Language Services Implementation Guillee programs are
accredited and offer continuing education credits &r physicians, physician
assistants, nurse practitioners, nurses, and pharmacists

COMMON ETHNIC STEREOTYPES

Cultural stereotypes sometimes are used as poaiti‘'shorthand” for the clinical and non-
clinical assessment of patients. Below is a liststédreotypes that minority health care
consumers believe that health care professiondts Riave you heard patients described in
this way? What might be the outcome for care ifltheaare professionals believe these
descriptions?

Stereotype Potential Impact on Care

1. African Americans, Native Americans anhd
some Hispanics (especially young males) jare
not able to pay for services.

2. African Americans over-utilize the ER.

3. All young African American mothers are
unmarried.

4. Asians are compliant, deferential, and non
assertive.

5. Native Americans are more likely to be drunk
than ill.

Below is a list of stereotypes that some healthe gaofessionals hold. Have you heard
patients described in this way? What might be thecame for care if health care
professionals believe these descriptions?

Stereotype Potential Impact on Care

1. Asians won't discuss symptoms or complajn.

2. Obtaining medical history information from
immigrants is impossible.

3. Native Americans don’'t show emotion.

4. Asians won’'t complete prescription drug
regimens.

5. Hispanics and African Americans won't loge
weight or eat healthy diets.
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STUDENT ASSESSMENT FORSELF-AWARENESS
As an optometrist who will care for marmfferent people, knowledge of yourself is very
important. Please rate your degree of confidenaedainty for each of the following items,
with “1” indicating no confidence and “5” indicating corepd confidence.

A. About yourself, are you aware of:

1. Your own cultural heritage arnmtlief systems? 12345
2. Your own biases and limitations? 12345
3. Differences within your own cuital rgup? 12345

B. Among patients of different cultural backgrounds,
Are you aware of:

1. Insensitive and prejudicial treatment? 12345

2. Differences in perceived role of thetametrist? 12345
3. Traditional caring behaviors? 12345
4. Professional caring behaviors? 12345

C. You accept:

1. Differencs between cultural groups. 12345
2. Similarities between cultural groups. 12345
3. Patient’s refusal of treatments basedbelre . fs 12345

D. You appreciate:

1. Interaction wh people of different cultures. 12345
2. Cultural sensitivity and awareness. 123

3. Culture-specific optometric care. 12345
4. Patient’s worldview (philosophyf 6 )fe 12345

E. You recognize:

1. Inadequacies the U.S. health care system. 12345
2. Importance of home remedies and folk meici 128
3. Impact of roles on health care practices. 12345
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PROGRAM ASSESSMENT

If cultural competence is considered to be a bodykmowledge and a set of skills
critical to the ability of health care professionsilto effectively provide quality health
care to a diverse patient population, then assessimd the degree to which students
actually acquire and apply the information, as withny other set of competencies, is
important.

Principles and Recommended Standards for
Cultural Competence Education of Health Care Preif@sals
The California Endowment, 2003

For the cultural competence education and traipimogram to be effective, it must be assessed
at every phase and within every domain of optomegducation. The California Endowment
identified a series of standards for assessindet® of understanding and mastery of cultural
competence attitudes, knowledge, and skills andiiesxd] as a result of cultural competence
education and trainin@fhe California Endowment, 2003)

Evaluation should rely on a variety of qualitatied quantitative techniques (e.qg.,
written examination, self-assessment, and evaluaiiothe application of attitudes,
knowledge, and skills in actual practice).

Demonstration of knowledge, processes, and skalisaccur through role play, case
study analysis, or observed interactions with diggpatients followed by self, peer,
patient, staff, or professor feedback and evaluation.

Opportunities should be available for student asfessment of cultural competence
knowledge and skills at various points along the educational trajectory.

Evaluation of effectiveness and usefulness of caillticompetence training by
students, faculty, administrators, and patientaukhbelp improve effectiveness in
developing the desired attitudes, knowledge, aiits sk health care professionals.

Efforts to test competencies in the applicatiorcufural competence and its effect in
producing increased patient satisfaction with clthiencounters and improved health
status are desirable, but may not be possiblemwéhieducation and training context.

Betancourt formulated the following model for asseg attitudes, knowledge, and skills using

various qualitative and quantitative strategf@ssociation of American Medical Colleges, 2005;
Betancourt, 2003)
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Educational Approach Focusing On:

Evaluation Strategy

ATTITUDES
Examples:

Has the student learned the particular importan
of curiosity, empathy, and respect in cross-cultu
encounters?

Does the student exhibit these attitudes, as
corroborated by evaluation?

ceStandard Surveying

"Btructured Interviewing
Self-Awareness Assessment
Presentation of Clinical Cases
Objective Structured Clinical Exam

Videotaped/Audio-taped Clinical Encounter

KNOWLEDGE
Examples:

Has the student learned the key core cross-cult
issues, such as the styles of communication,

mistrust/prejudice, autonomy vs. family decision
making, the role of biomedicine for the patient,
traditions and customs relevant to health care, 4
sexual/gender issues?

Does the student make an assessment of the kg
core cross-cultural issues, as corroborated by
evaluation?

LRletest/Post-tests (multiple choice, true-falsd, a
SO 0n)

“Unknown Clinical Cases
arkesentation of Clinical Cases

Objective Structured Clinical Exams (OSCESs)
y

1%

SKILLS
Examples:

Has the student learned how to explore core crq
cultural issues and the explanatory model? Has
student learned how to effectively negotiate with
patient?

Does the student explore the explanatory mode
and negotiate with a patient, as corroborated by
evaluation?

$Bresentation of Clinical Cases
tQ‘?}jective Structured Clinical Exam

Videotaped/Audio-taped Clinical Encounter
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CONCLUSION

Preferred Future: All patients receive culturallyampetent care by their optometrist
and staff; optometrists and staff have the knowledgskills, and attitude to serve
patients of different ethnicities, native languageage and gender, religions, and
cultural backgrounds; and optometrists and/or staffovide care in multiple languages
and/or provide interpretation services.

Optometry 2020 Preferred Futures
American Optometric Association, 2007

Culture affects the way individuals respond to vegrections, and interactions between the
patient and health care provider. Optometrists mahafford to underestimate the impact of
culture on the quality of the patient-optometrist expeeen

The Optometry 2020 Summits, convened by the Amer@@ptometric Association, identified 57
“Preferred Futures” as significant to the futurettué optometric professiqmerican Optometric
Association, 2007)Preferred Future 3 of Section | (Eye Care PdBmrisumer) concerned the
need for culturally competent optometrists, calliog optometrists and their staff to have the
attitudes, knowledge, and skills to serve patiefitdifferent ethnicities, native languages, age,
gender, religions, and cultural backgrounds so d@ligtatients receive culturally competent care
by their optometrist and the optometrist’s staffeferred Future 1-3 also calls for optometrists
and their staff to be linguistically competent bsoyading care in multiple languages and/or
providing interpretation services. In discussing thhallenges that optometry will face in the
future, representatives of over 20 organizations appropriately and legitimately recognized the
importance of a culturally and linguistically contgpet optometric workforce. The task ahead is
to ensure that the profession is prepared and gyopesitioned to address its future challenges.

The schools and colleges of optometry have the responsibility of preparing the future optometric
workforce. In addition to preparing clinically coetent optometrists, the schools and colleges
also must prepare culturally competent optometristis the requisite attitudes, knowledge, and
skills to address the challenges presented by lmlmagsociety. Cultural competence is both a
guality of education and a quality of care impesmafior the schools and colleges of optometry.

The Cultural Competence Guidelines Work Group efAlssociation of Schools and Colleges of
Optometry (ASCO) Diversity Task Force, using therent literature and prevailing practices
within the health professions, developed A®CO Guidelines for Culturally Competent Eye and
Vision Care. Although Betancourt et al. have identifiede¢h broad categories of cultural
competence intervention — organizational culturaimpetence (e.g., diverse health care
leadership and workforce), structural/systemic walt competence (e.g., language barriers,
health system design), and clinical cultural corape¢ (e.g., cross-cultural curricula, education
and training) — the ASCO guidelines relate primaridy the clinical cultural competence
intervention with emphasis on interpersonal commation and awareness of the existence of
cultural issues and health beliefs in all cultuBstancourt, 2006; Betancourt et al., 2003; Betartco
et al., 2002)
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The ASCO guidelines have been developed to assist the schools and colleges of ojptometry
promoting a culturally competent system of healihecthrough the preparation of optometric
clinicians who will be culturally competent and atially ready to address the vision and eye
care needs of a multicultural and global community.

A “culturally competent” health care system has beedefined as one that
acknowledges and incorporates — at all levels — timportance of culture, assessment
of cross-cultural relations, vigilance toward theydamics that result from cultural
differences, expansion of cultural knowledge, anddaptation of services to meet
culturally unique needs. A culturally competent ggm is also built on an awareness of
the integration and interaction of health beliefsnd behaviors, disease prevalence and
incidence, and treatment outcomes for different jgait populations.

(Betancourt et al., 2003)

The Diversity Task Force hopes that each of the @Sfember institutions will embrace the
ASCO Guidelines for Culturally Competent Eye ansioviCare and integrate them into their
optometric curricula and clinical training programs
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