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ABSTRACT

This dissertation describes the development and pilot-test ofa document review

instrument designed to assess the responsiveness ofhealth care organizations to culturally

diverse groups. A draft document review instrument, based on "best practices" identified

in the intemational literature and the results ofan initial scan ofseven health centers, was

piloted at a Canadian paediatric care facility. Best practices were grouped into eight

domains: each domain listed documents where one would expect to find evidence ofbest

practice. The instrument also assessed seven "dimensions" of organizational approach to

addressing issues ofcultural diversity. Preliminary conclusions reached through the

document review were compared with data collected through other methods (key

informant interviews, a parent focus group, an organizational feedback session and

observational methods), and with results of previous self-assessment activities.

The results suggest that both the extent to which the organization had adopted best

practice, and the underlying approaches to addressing issues of cultural diversity, can be

identified through a document review approach. Results from the document review were

not, however, consistent with results from organizational self-assessment activities at the

same site. Further research is needed to determine whether the results from the pilot can

be generalized to other organizations. While the pilot indicated that minimal resource

demands are required to conduct a document review, there is insufficient evidence from

this pilot to determine whether the review results would be sufficiently compelling to

promote organizational change. Any assessment process used in Canada must reflect the

Canadian cultural, historical and health care context.
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EXECUTIVE SUMMARY

This dissertation describes the development and pilot-test of a document review

instrument designed to assess the responsiveness of canadian health care organizations to

culturally diverse groups. A draft document review instrument was developed, bæed on

an extensive literature review to identifi best practice in the area ofcultural

responsiveness, and the findings from application ofa briefguide that was used for an

initial scan ofpublicly available documents ftom seven Canadian paediatric health

cenhes. The expanded instrument was piloted at one site, a Canadian paediatric care

facility.

In order to develop a tool appropriate for assessing the cultural responsiveness ofhealth

care organizations, this dissertation first explores key concepts on which assumptions of

"cultural responsiveness" are based. There are at least two traditions ofdiscourse and

analysis around provision of appropriate and effective care for culturally diverse

populations - "access" and "cultural competence." In this disserlation, the term ,.cultural

responsiveness" is used to describe the ability ofindividuals and organizations to respond

in appropriate and effective ways to the health and health care issues ofdiverse cultural

communities.

A review ofthe literature reveals important underlying differences in approach to

addressing issues of cultural diversity in provision of health care. In spite of these

differing perspectives however, the literature suggests an emerging consensus on

proposed "best practice" related to cultural responsiveness. This includes a shift in focus



xlv

ofcultural responsiveness interventions (a) from "caring" to health outcomes; (b) from

individual providers to systems ofcare; and (c) from definitions of culture focused on

ethnicity to recognition of complex cultural identities.

Several initiatives have explored strategies for assessment of cultural responsiveness at

the organizational level. However, many are designed for only one health area, or for use

in one jurisdiction. Few have been developed fo¡ use in canada. Much of the literature

related to cultural responsiveness comes out ofthe united states. Diffe¡ences between

the United States and Canada (e.g., in health system organization; legislation, monitoring

and enforcement of standards related to cultural responsiveness; data collection; priority

populations; and consensus building activities) must be considered in design ofan

assessment instrument to ensu¡e that measures are appropriate to the canadian political,

cultural, and health care context.

Many instruments rely on self-assessment approaches even though there are concerns

about the limitations of self-assessment strategies in this area. An extensive literature

review failed to identify any assessment instruments that focused only on a document

review strategy, or that attempted to identi$ underlying organizational approaches to

addressing issues of cultural diversity.

Research Design and Implementation

Based on preliminary activities conducted with the National Network for Cultural

Competence in Paediatric Health Care (including an initial scan ofpublicly available
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documents from seven participating health centres, and an assessment ofthe potential of

Canadian Council on Health Services Accreditation standards for promoting cultural

responsiveness in health care), the investigator developed an instrument designed to

assess organizational cultural responsiveness through the process of document review.

The instrument included eight domains: (a) General profile ofcultural responsiveness; (b)

Human resources; (c) Cultural training; (d) Language access services; (e) Organizational

framework and integration; (f) Information for clients and communities; (g) Data

collection, evaluation, and research; and (h) Partnership with the communiry. It also

addressed seven "dimensions" of approach to addressing issues ofcultural diversity: (a)

definition of"culture" and "cultural group"; (b) multicultural or anti-racist orientation;

(c) voluntary or required action; (d) individual or organizational focus; (e) provider

competence or client/community access focus; (f) approach to human resource

management; and (g) approach to cultural training. The draft instrument was reviewed,

before fieldtesting, by the Steering Committee of the National Network for Cultural

Competency in Paediatric Health Care (a network ofhealth care professionals who focus

on the promotion of culturally competent services).

The assessment instrument was piloted at one site, a paediatric care facility in a mid-sized

Canadian city. A communication plan to inform staffabout the research was developed

and implemented in conjunction with an Advisory Committee established at the test site.

This committee assisted in locating organizational documents identified in the

instrument; provided guidance on org anizational structure and reporting; made

suggestions ofindividuals who could be included in the key informant interviews; and

acted as liaison between the investigatol and organizational management.
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Following collection and analysis of organizational documents, preliminary conclusions

were developed regarding the extent to which the organization had adopted culturally

responsive best practice and the approaches to addressing issues of diversity in health

care indicated through the identified documents. The results from the document review

were then compared with results obtained from key informant interviews, a parent focus

group, observational methods, and an organizational feedback session.

Twenty key informant interviews were conducted. Interview participants were selected

on their knowledge of, or responsibility for, domain areas outlined in the instrument.

While the majority of key informants were organizational staff, a small number were

representatives of community organizations. Interviews consisted of open-ended

questions in a semi-structured format. Core questions focused on conceptualizations of

cultural diversity, respondent assessment of organ izational responsiveness, and perceived

areas of strength and needed improvemenl In addition, informants were asked specific

questions related to their area ofexpertise and/or responsibility. One parent focus group

was held, the primary pu¡pose of which was to explore the similarities and differences in

parent and staff perspectives.

When the results had been analyzed, a feedback session on site-specific results ofthe

document review (combined with data obtained from other methods) was conducted with

organizational decision-makers. This session provided another opportunity to explore

organizational perspectives. A detailed description offindings at the test site is not part of

this dissertation, but was made available to the organization at that session.
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Key Findings

A suffrcient numbe¡ of documents identified in the assessment instrument were located in

each of the eight domains to allow development of preliminary conclusions related to

organizational progress in adopting culturally responsive best practice. These documents

also provided insights as to the underlying organizational approaches to addressing

cultural diversity.

Comparison ofresults of content analysis ofthe documents with data obtained through

other methods confirmed, and in some cases strengthened, preJiminary conclusions about

both the extent to which the organization had adopted best practice in each ofthe domain

areas, and the underlying organizational approach to addressing cultural diversity along a

number of the identified dimensions. The results also indicated that the document

assessment made minimal resource demands on the sponsoring organization. Results

from the document review were not, however, consistent with self-assessment results at

the same site, reinforcing concerns identified in the literature regarding the limitations of

self-assessment approaches in the area ofcultural responsiveness.

The intensive exploration at one site, combined with the initial scan ofseven health

centres, identified a number of issues and themes related to cultural responsiveness of

Canadian healthcare organizations. Awareness ofcunent best practice and ofthe scope

and limitations of assessment approaches appears limited in many centres. organizational

initiatives often appear to be driven by commitment ofkey individuals, rather than

organizational policy or research evidence, and appear rarely to be incorporated into
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overall strategic planning processes. Narrow definitions of "culture," based on fixed

"racial'Tethnic categories appear to be prevalent. Initiatives for immigrant, Aboriginal,

Francophone, and other cultural groups a¡e often addressed in isolation from each other.

The emphasis on cultural training rather than wo¡kforce initiatives observed in many

cenhes reflects a "multicultural" approach to diversity. This approach reflects a belief

that lack ofunderstanding of cultural differences is the cause of any problems, and that

the most appropriate intervention is to provide cultural awareness training. Review of

organizational documents also suggests reliance on voluntary, individual responses rather

than required action at the organizational level; and a focus on improving provider

competence in working with diverse clients, rather than addressing baniers to client

access and community participation.

There is preliminary evidence that the stress of health system restructuring may be

contributing to additional barriers to culturally responsive care. In addition, the

regionalization ofhealth services - now underway in most provinces - may present

challenges to both organizational assessment and to the integration of culturally

responsive best practices into organizational structure and process.

Conclusions

The findings from this research indicate that a document review strategy shows promise

in assessment of cultural responsiveness at the organizational level. It appears to provide

results that are more consistent with organizational practice than self-assessment

approaches, the dominant approach used to date. The results suggest that both adoption of

organizational best practice within identified domains of cultural responsiveness and the
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underlying approaches to addressing issues of cultural diversity can be identified through

such a review. As the literature suggests that the underlying philosophy on which

interventions are based may affect both the strategies adopted and the effectiveness of

these strategies, further development ofthese assessment approaches is warranted.

However, valuable information was also gathered through observational methods, key

informant interviews, a¡d focus groups. These methods provide perspectives on larger

community issues, the level of consensus/dissonance between various stakeholders, and

the historical and political context in which interventions have been developed to date.

This information is essential for plaruring and should be incorporated into any assessment

process.

Revisions have been made to the instrument as a result of the pilot, and changes made in

the definitions ofand the elements included in some domain areas. euestions designed to

guide exploration of organizational approach on each ofthe seven dimensions have been

refined and expanded. However, the results ofthe pilot suggest that it is the process of

undertaking the review that should be emphasized, rather than the specific elements

contained in the instrument. The inst¡ument requires a good knowledge ofthe diversity

literature and research related to cultural responsiveness best practice. It is not intended

for self-assessment.

A document review process can be conducted with little impact on the resources of

sponsoring organizations. However, unless time is built into the assessment process for

organizational orientation, involvement, and feedback, organizations may not fìnd the
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results suffliciently credible or compelling to promote action. This research was unable to

assess the potential of a document review to promote awareness and organizational

change, as commitment to organizational follow-up was not part of the agreement with

the sponsoring site.

Additional research is needed in two key areas. First it is necessary to explore the extent

to which findings from this preliminary research can be generalized to other settings. A

larger pilot - including organizations at various stages of development ofcultural

responsiveness initiatives - is required. This expanded pilot should ensure organizational

coÍìmitment to the assessment at senior levels ofthe organization (including a

comrnitment to develop an action plan based on assessment ¡esults), strategies for

organizational involvement, and adequate time for education, feedback, and interpretation

of results.

Additional research is also needed in the area ofknowledge translation, in order to

determine the most effective strategies for addressing the specifìc challenges related to

cultural responsiveness research. It is necessary to identifu strategies to facilitate and

promote organizational interest and engagement in cultural responsiveness research, as

well as to test the effectiveness ofvarious strategies to promote adoption ofbest practice.
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PREFACE

Overvierv of Research

This dissertation describes the development and pilot-test ofa document review

instrument designed to assess the responsiveness ofhealth care organizations to culturally

diverse groups. A draft document review instrument was developed based on an

extensive literature review that identified best practice in this area, and the findings ftom

application ofa briefguide used for an initial scan ofseven Canadian hospitals. This

instrument was piloted at one site, a Canadian paediatric care facility. Preliminary

conclusions reached through the document review were then compared with data

collected through other methods - key informant interviews, focus group, feedback

session, and observational methods - and with results ofprevious self-assessment

activities previously undertaken at the same site.

Organization of Dissertation

The first section summarizes the context and background ofthe research. Chapter I

(Introduction and Description of the Context of Research,) introduces the context in

which this study ofone strategy for assessing the cultural responsiveness ofhealth

organizations takes place. Chapter 2 (Conceptual Framervork) provides a critical

discussion of the literature related to cultural competence and access to health care in

order to propose a theory ofcultural responsiveness on which this research is based.

Chapter 3 @est Practices of Culturally Responsive Organizations) focuses on how
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research has guided development ofbest practices within health care and identifies

priorities for future research in the field, It includes a review of findings of preliminary

activities undertaken with the National Network for Cultural Competency in Paediatric

Health Care, describes the rationale for development ofa document review process, and

outlines strategies used in developing the instrument.

The second section, Chapter 4 (Research Design and Implementation) summarizes the

project design, objectives and methods, and discusses ethical considerations in

conducting the research.

The third section discusses findings from the application ofthe instrument at the test site.

Chapter 5 @esults: Pilot of ,{ssessment Instrument) discusses application of the pilot

instrument, how findings from the document review compared with results using

qualitative methods (key informant interviews, parent focus group, and observational

methods), as well as implications for future assessment. It also compares the results from

the document assessment instrument with self-assessment approaches at the same site.

Chapter 6 (Cultural Responsiveness of Canadian Health Organizations) explores

some of the themes and issues emerging from the pilot, the initial scan ofhospitals, and

cunent Canadian planning activities. The final chapter, (Summary and Conclusion),

explores the contributions and limitations of this research, as well as suggested directions

for future research.



Terminology

Terminology related to cultural diversity is often contentious. A glossary of terms, as

used in this dissertation, can be found on pages xxiv-xxv. Table 2, on page 55, provides

an outline of some of commonly used definitions as they relate to "categories" ofdiverse

and underserved populations. Many ofthe terms related to culture are explored in detail

in the text itself, particularly in Chapter 2. Terms that are commonly used in the

literafure, but where there may be concems about accuracy, where the meaning may be

contested, or where there are many variations in how terms are interpreted - e.g. ,.face",

"minority" or "cultural competence" - have been placed in quotation marks.

Format

The body ofthe text is in regular font. Direct quotes ftom transcripts of interviews and

focus groups, as well as from the cited references, are in italics. Excerpts from interviews

and focus group use only thematic quotes, and to do not refer to the specific question

asked, although they are placed within the context ofthe topic discussed.

The agreement made with the test site and key informants was that the focus of the

research would be on evaluation of the instrument, not the test site. The commitment to

masking the test site and identity ofindividual informants has also resulted in removal of

identifring information from quotes and case examples.
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GLOSSARY

AborìgÍnal: All indigenous pe¡son of Canada of North American Indian, Inuit or Métis
ancestry.

Culture is defined for the purposes of this research as aspects of individual and group
identities that include language, religion, ethnicity, gender, experience of
migration/immigration, social class, political affiliation, family influences, age, sexual
orientation, geographic origin, and other life experiences. Chapter 2 ofthis dissertation
explores the various interpretations ofculture, as well as responses to cultural diversity.

Dìmensions: In this dissertation, the term "dimensions" is used to describe a number of
identified approaches to responding to issues of cultural diversity. These are described in
section 2.5, pages 52-81.

Dßcrìminøtion: An act of differential treatment toward a group, or an individual as
member of group. Discrimination may be deliberate or unintentional. Systemic
dìscriminatìon results from seemingly neutral policies, practices, and procedures that
have different - and often unintended - effects on different groups ofpeople.

Díversity: This term is used to describe variation between people in terms ofa range of
factors such as ethnicity, national origin, gender, ability, age, physical characteristics,
religion, values, sexual orientation, socio-economic class, or life experiences.

Domains: Thematic areas related to cultural responsiveness. This dissertation defines
eight domains that provide the organizing framework for the document assessment
instrument. The domains used are listed on page 132.

Ethnic group: An ethnic group shares a common language, ',race", religion or national
group.

Equality: A sination where all are treated the same.

Equíly: EEtality of opporhrnity, access, and outcome. Equìtøble ¿cc¿ss in this
document refers to the provision ofhealth services in a way that provides an equal
opportunity for all citizens to achieve optimal health.

Knowledge Translatiott: "The exchange, synthesis and ethically-sound application of
knowledge - within a complex system of interactions among researchers and users"
(Canadian Institutes of Health Research, 2003a), Knowledge trønsfer is often used
interchangeably with the term knowledge translation: however, it is also used to refer
simply to the process ofpassing knowledge or skills along to specified audiences.
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MinoríE: A misleading term to describe non-dominant ethnic identities. Minorities are
not always minorities in numbers.

Mulliculturølßm.' An official policy of the Canadian government recognizing the
diversity ofCanadians in ethnicity, national or ethnic origin, colour and religion, as a
fundamental characteristic of Canadian society. In this dissertation however, fåe
ntulticultural øpproach refers to a specific approach to addressing cultural diversity
within health care. This approach is described on pages 58-63.

Nationøl Network Steering Contmíttee. Steering Committee of the National Network for
Cultural Competency in Paediatric Health Care, which acted as an expert review
committee in preparation of the draft instrument.

Organízalional culture: The values, customs, and traditions shared by members ofan
organization.

Race, A term used in the past to define a biological category used to classi$ humans
based on physical characteristics such as skin colour, hair texture, stature, and facial
features. Race as a biological category has been discredited, and "race" is now
recognized as a social category. Therefore many object to use ofthe term and state that
there is only one human "race". Some prefer the use of the term,,raciølize , which
indicates that the characteristics of race are socially determined.

Sile Advisory Committee: Committee established at the test site to guide the pilot of the
assessment instrument.

SlereolJ,pe: Belief held about the presumed physical, psychological, and social
characteristics ofindividuals based on their membership in a specifrc group ofpeople.

Underserved areøs: Geographic regions, usually rural and remote, that experience
diffrculty in recruiting and retaining a sufficient number ofhealth personnel to meet the
needs of the population, and/or are undersupplied with certain health sewices.

Underservice: The increased likelihood that individuals will, because of their
membership in a certain population, experience difficulties in obtaining needed care,
receive less or a lower standa¡d ofcare, experience differences in treatment by health
personnel, receive treatment that does not adequately meet their needs, and/or be less
satisfied with health care services (Bowen, 2000).

Visìble minorities.. The Employment Equity Act of Canada defines visible minorities as
'þersons, other than Aboriginal peoples, who are non-Caucasian in race or non-white in
colour".



CHAPTER l: INTRODUCTION A.ND DESCRIPTION OF THE CONTEXT OF,

RESEÀRCH

This chapter summarizes the context in which the research project was conducted. The

fìrst section briefly outlines the development ofinterest in "culture" within healthcare,

including the current forces now affecting research on cultural diversity and health

disparities. The second section focuses on the canadian policy and cultural context for

research in this area. The paficular importance ofcultural responsiveness in provision of

paediatric services is also reviewed.

Context of Research

The Development of Interest in ',Culture,' Within Health Care

over the past few decades, there has been increasing recognition ofthe critical role of

culture in the experience ofhealth and illness. Although exploration ofthe concept of

"culture" has a long history in the fìeld ofanthropology, incorporation ofthe concept

with health services has been relatively recent. Among academics and researchers, the

work of Kleinman (1980) in the 1970's focused attention on the impofance of culture to

the experience and expression ofhealth and illness. In the f,reld ofnursing, Leininger

(1978) developed and promoted the concept of,,transcultural nursing,', which has

continued to influence the nursing profession. since that time many thousands ofbooks,

articles, and monographs have been witten on the topic of heatth and culture. However,

much ofthis work uses simple definitions ofculture, often disconnected from the

disciplines of anthropology or other social sciences.



It is now generally accepted by health care p¡oviders that an individual's .,culture" is

important to his or her understanding ofthe causes ofdisease, as well as to beliefs and

attitudes related to health maintenance, accidents, disability and death. It is also

commonly understood that this "culture" may affect how symptoms are expressed, how

issues are communicated to providers, and what is expected of those providers. while it

is generally recognized that providers have an obligation to respond to this diversity in

sensitive and appropriate ways, it has been only recently that the impact ofhealth

providers' attitudes towards cultural groups (and the effect ofprovider attitudes and

behaviors on health disparities) has been explored (van Ryn, 2002). Far less attention has

been given to the "culture" of health care and ofindividual providers (Hahn, 1995) than

to the "culture" of clients.

Recognition ofthe demographic changes that have resulted in increased diversity ofboth

the patient population and the health workforce in North America have given greater

urgency not only to the need for providers to be sensitive to individual needs, but for

health systems to develop the knowledge and skills necessary to meet the needs of

diverse communities. By the late 1980's, the growing consensus that cultural awareness

and sensitivity were "not enough" to provide quality care led to a shift from a focus on

cultural awareness and sensitivity to a demand for competence (Chin, i999). In 19g9,

the monograph rowards a culturally competent system ofcare (cross, Bazron, Dennis

& Isaacs, 1989), considered by many to be a seminal work in the field, was published.

The concept of"cultural competence" has since made its way into the language and



practice of the health system. At the same time, the role of "access" - and barriers to it -
in the health and health care ofunderserved groups has also received increasing attention

Many different reasons are given for undertaking initiatives to address the "cultural"

needs ofhealth system users. It may be viewed as the moral and ethical thing to do

(Emanuel, 1996; Richardson,1999); a means of complying with required legislation and

standards (Office of Minority Health, 2001a); a way to express caring across cultures

(Leininger, 1995); a means for increasing participation and compliance (Kinsman, Sally

& Fox, 1996); a way of increasing cost effectiveness (Goode, Sockalingham, Brown, &

Jones, 2001; Hampers, Cha, Gutglass, Binns, & Krug, 1999; Hampers & McNulty,2002;

Health Human Resources and Services Administration, 2001 ; Homberger, 1998); a

strategy to improve health outcomes (Brach & Fraser,2000; Office of Minority Health,

2001a; Shaw-Taylor & Benesch, 1998); or a way to protect organizations from liability

due to medical errors and rights violations (Paez,2003a).In the United States an interest

in providing accessible and effective care to cultural communities is also fed by

economic imperatives as a private system recognizes that ethnic "minorities" make up an

increasing "market share" ofthe North American population (Cohen & Goode, 1999;

Health Resources and Services Administration, 2002; Herceria, 1998; Rutledge, 2001 ).

There is increasing emphasis on the "business case" for culturally responsive care

(AMSSA, 2000; Gandz, 2001 ; P aez, 2003 a).

Most recently, however, the drive for more "culturally effective care" has been fuelled by

increasing research generating evidence of disparities in health between ethnic/"racia["
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groups; the impact of these disparities on the health of society (Kawachi & Keruredy,

2002; Wilkinson, 1996); and the failure ofthe service delivery system to be responsive to

all segments ofthe population (Carrillo, Green & Betancourt, 1999; Chin, 1999; Cohen &

Goode, 1999; Geiger,2001; Office of Minority Health,2001a). In the United States an

important focus ofresearch in recent years has been on differences in health status,

utilization, and quality of care between various ethnic /"racial" groups. It has become

apparent that even when economic factors (socio-economic status or health insurance

status) are accounted for, there remain disturbing differences not only in health status but

also in access to care and quality ofcare received by various ethnic/"racial" groups

(Collins et al.,2002; Smedley, Stith & Nelson, 2002).

In Canada, there is striking evidence ofthe poorer health status of Aboriginal peoples

(Health Canada, 1999; Martens er. a1.,2002; ljepkema, 2002).In contrast, immigrant

(though not refugee) populations are found to have higher health status on arrival than the

Canadian-bom, although this advantage moderates over time and approaches the

Canadian norm (Hyman, 2001). Potential differences in quality ofcare for culturally

diverse groups have, however, received little research attention in this country. While

there is increasing discussion ofthe need for increased "cultural competence" (Canadian

Nurses Association, 2003; Kueber, Maloff, & Penman,2002; National Network for

Cultural Competency in Paediatric Health Care, 2002), the tradition ofdiscourse around

care for culturally diverse groups in this country has tended to focus on the language of

"access" for populations underserved by the health care systems (Bowen, 2000; Federal,

Provincial and Tenitorial Advisory Committee on Population Health, 1999).



Defining "Cultural Responsiveness"

Because there are at least two distinct traditions ('access" and "cultural competence") in

the discussion ofissues related to the health and health care of culturally diverse

populations (as well as important conceptual and philosophical differences in the use of

the commonly used term "cultural competence"), in this dissertation I will refer to

effectiveness in addressing health care needs and concerns as "responsiveness" to diverse

communities and populations. This action is t¿ken with the hope of facilitating a broad

discussion ofthe domains involved in providing equitable and effective care to a diverse

society, and encouraging critical analysis ofvarious approaches to providing such care.

Such "responsiveness" is defined simply as the ability ofindividuals and organizations to

respond in appropriate and effective ways to the health and health care issues ofdiverse

cultural communities. How that "responsiveness" is defined at an organizational level

will be discussed in more detail in Chapters 2 - 3.

The Canadian Policy and Cultural Context

"Any health system is an outgrowth of the political culture, the social and moral values
and the economic imperatives of the society it services. One cannot make neat

distinctions befween the legal, ethical, clinical, political and economicfactors which all
play a role in shaping the country's health care system. " (Canadian Bar Association

Task Force on Health Care, 1994: I)

The historical emphasis in Canada on "access" rather than on "cultural competence" in

health care can be partly explained by a review ofthe history and cultural environrnent

for provision ofhealth care in this country.
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Canada's system ofuniversal health insurance grew out ofa commitment to removing

financial barriers to health care for all Canadians. The country provides universal

medical coverage to all its citizens under the terms of the Canada Health Act (1984). The

Canada Health Act (CHA) is based on five principles: universality, portability,

accessibility, comprehensiveness and public administration. It states that the primary

objective ofCanadian health policy is to protect, promote, and restore the physical and

mental well-being ofresidents ofCanada, and to facilitate "reasonable" access to health

services. As a nation, Canada is therefore committed both to health promotion and

protection (keeping people healthy) and to restoring well-being (treating them when they

are not healthy). Although health care is a provincial responsibility, the Canada Health

Act states that the insurance plan of a province

must provide for insured health services on uniform terms and conditions and on
a basis that does not impede or preclude, either directly or indirectly whether by
user charges made îo insured persons or otherwise, reasonable access to those
servíces by insured persons.

The Canadian system ofuniversal health insurance is part ofa larger commitment to

social welfare programs, which grew out ofa philosophy of mutual aid and a willingness

to protect the less fortunate. The health system is intended not only to remove frnancial

barriers to health services, but also to be part ofan environment ofsocial support.

However, the emphasis on financial baniers as the primary factor affecting "reasonable

access" has resulted in less attention to other factors. For example, penalty provisions in

the Act focus on user fees and extra billing.

Today, Canada is considered to have one ofthe best health systems in the world and

ranks well above most other cor¡ntries on most measures of population health. With the
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exception of services for refugee claimants (Citizenship and Immigration Canada, 1998)

and jurisdictional issues sunounding health services for First Nations peoples (Ol.,leil,

Lemchuk-Fauel, Allard, & Postl, 1999; Royal Commission on Aboriginal Peoples, 1993),

there are few differences in explicit financial barriers to insured services faced by

underserved groups and the general population. Nevertheless, there are persistent and

troubling inequities in health status, and increasing awareness that a number of

populations are under-served by the health system in Canada (Federal, Provincial and

Tenitorial Advisory Committee on Population Health, 1999).

Because "access" is not defined, it is not clear what would constitute "reasonable " access

to healthcare. Historically, access has most often been defined simply as the absence of

explicit financial barriers, such as user fees (Birch, Eyles & Newbold, 1993). It has been

proposed that the emphasis on equality in access in Canada has been on equality of

treatment once a disease or condition has been identified, rather than to access to

assessment - which would identifl conditions requiring treatment (Culyer, 1991). While

the passage ofthe Canadian Multiculturalism Act (1988) gave some support to the

development ofinitiatives in the area refened to as "multicultural health"l (Bowen &

Kaufert, 2000), health care issues have been peripheral to the debate around

multiculturalism in Canada.

I 
In Canada, the term "multicultural health" generally describes a field ofstudy limited to those ofnon-

English, non-French immigrant backgrounds, and excludes both Aboriginal peoples and "cultural groups"
not defìned by ethnicity. Horvever, in other countries, and within the counselling profession, the term
"multicultural competence" is often synonymous with "cultural coÌnpetence", discussed in Chapter 2.
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To date, the focus ofhealth policy and research in Canada has been on the removal of

financial barriers to access, while other barriers (such as language or cultural baniers)

have not been well explored. Increasing recognition of the importance of socio-economic

status to health has reinforced this emphasis. As research priorities reflect the values and

beliefs ofa society (Iftieger & Fee, 1994), it is not surprising that health services research

in Canada has emphasized economic barriers rather than "racial'Tethnic differences. Not

only was the Canadian health system designed to address financial barriers to care, but

Canada's definition ofitselfas a "multicultural" country may also, according to critics,

contribute to a tendency to minimize or ignore factors that may be associated with "race"

or ethnicity, and to deny the existence of institutional racism (Bissoondath, 2002; Fleras

& Elliot, 2002). Litt\e Canadian-based research has explored the question ofwhether all

cultural, religious, language or ethnic groups have "access" to the same quality ofcare as

other residents, although issues ofregional and geographic disparity have received

significant attention. Therefore, with the exception ofqualitative studies with

underserved groups themselves, and some research related to registered First Nations,

little is known about non-financial baniers to health care for "ethnic" or racialized groups

in Canada.2

Comparisqn ofCanada and the United States in Addressing Issues of "Culture"

As much ofthe "cultural responsiveness" literature originates in the United States, it is

important to reflect on important differences between the two countries in history,

legislation, and health system organization. Although the instrument developed for this

2 A proposed framework ofterminology used to describe membership in various underserved and culturally
diverse groups is described in Table2, page 55.
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research was designed for use in Canada, much of the research on "cultural competence"

has been undertaken in the United States. This section provides a briefoverview

highlighting some examples ofthese differences (organization ofthe health care system,

legislative framework, data collection, priority populations, and recent consensus

building activities). These issues, which have had an important impact on the

development ofthe concepts of culturally responsive "best practice", are revisited in

Chapter 3, where the questions ofhow "best practice" is determined, and what "best

practices" are appropriate for application in Canada are addressed.

Orsanization ofthe Health Care System

Perhaps the most obvious difference between the two countries is the absence in the

United States ofa national system ofhealth insurance, with the result that tens of millions

of Americans are without health insurance, and there are important differences in service

availability based on health insurance status. As a result, one of the major factors

considered in health research in the United States is insurance status - which is

recognized to be both a marker for socio-economic status and a determinant ofaccess and

care received.

Another major difference is the growth ofmanaged care organizations in the United

States. The focus on cost containment within these organizations, and "the business case"

orientation that results from this focus, has had an important impact on cultural

competence initiatives in the United States, and has contributed to much ofthe recent

research in this area.
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It is important also to note that the context of"access" in a country such as Canada

cannot be assumed to be the same as in countries without universal health coverage, even

when comparing groups with equivalent insurance status. This is because the "social

insurance" form ofCanadian health coverage operates from very different principles than

that ofprivate health insurance, which is based on the principles of actuarial faimess

(Stone, 1993).

Legislation. Monitoring. and Enforcement

Another important difference between the United States and Canada is the presence in the

United States of specific legislation (Title VI of the 1964 Civil Rights Act and the

Americans with Disabilities Act of 1990) requiring health organizations to provide

language and cultural access for "minority" groups (Perkins & Vera, 1998). For example,

Title VI of the United States Civil Rights Act states

No person in the United States shall, on ground ofrace, color, ot, nationol origin,
be excludedfrom participation in, be denied the benefits of, or be subjected to
discrimination under any piogram or activity receiving Federal financial
assistance.

This provision has significant influence as the two national insurance plans - Medicare

(which covers older Americans) and Medicaid (which covers individuals on welfare) -
require providers to comply with the provisions of the Civil Rights Act. Recently, there

have been specific policy guidelines requiring recipients of federal funds to provide equal

access to all members regardless ofthe language they speak (U.S. Office of Civil Rights,

2001). There is a bureaucratic structure for monitoring and actively enforcing civil rights

violations, with regional offrces of the Department of Health and Human Services and of

Civil Rights assuming an active ¡ole in monitoring compliance, identifying violations,



and enforcing the responsibilities of federally funded programs (including hospitals,

managed care providers, clinics and other health and social services programs). In spite

ofsuch provisions, however, concems have been raised regarding the effectiveness of

this enforcement (Stork, Scholle, Greene, Copeland, & Kelleher,200l).

unlike the united states, where issues ofaccess and cultural competence have been

framed as "minority rights" issues, in canada rights to linguistically and culturally

appropriate service are addressed by the official Languages Act, interpretation ofthe

canadian charter of Rights and Freedoms, and federal and provincial human rights

legislation. Passage ofthe off,rcial Languages Act in 1969, entrenched in taw the rights of

both English and French speakers to a range ofservices in their own language.

Aboriginal languages have special recognition as protected languages in some regions

(Bastarache, Braen, Didier & Foucher, 1987), and with the creation ofNunavut, Inuktituk

has become an offrcial language ofthe tenitorial government. There are also unique

jurisdictional issues related to health services for First Nations peoples, which remain the

responsibility of the federal government. Language and other access issues faced by

immigrants have not been directly addressed in legislation, and have generally been

understood as "newcomer" issues (rather than "minority rights" issues) that will naturally

resolve over time. There are no requirements to ensure language access to health services

for these populations.

Global provisions in the canadian chafier of Rights and Freedoms are similar to u.S.

statutes prohibiting discrimination on the basis of factors such as',race", colour, and
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national or ethnic origin; however, Canada lacks the monitoring and enforcement

ftamework present in the United States. Rights to health care "access" are not made

explicit (Bowen & Kaufert,2000), leading to a situation where claims of ,,rights" must be

brought forward by stakeholder groups (as legal challenges under the Canadian Chafer

of Rights and Freedoms, for example). Federal support for enforcement has been limited,

and much responsibility is at the provincial level, resulting in significant interprovincial

variation.

One example ofa challenge under the provisions of the Canadian Charter of Rights and

Freedoms is the "Eldridge" case (Eldridge v. British Columbia [Attorney General],

1997). This case \ryas a challenge to limited language access made by three individuals

who were born deafand prefened to use American Sign Language. Their claim was that

British Columbia's Health Care Services Act violated the provision of the Canadian

Charter of Rights and Freedoms. They asserted that lack ofprovision of sign language

interpreters - the service had been discontinued in 1990 because ofbudget cutbacks -
caused them to receive a lesser quality ofcare. while the "Eldridge" decision confirmed

the rights ofDeafpatients to medical interpretation, this challenge was pursued under the

disability provisions of the charter, and it was specifically noted that the decision was not

setting a precedent for other language groups (Stradiotto, 1998; MacDougalt, 2000). The

canadian Human Rights Act also addresses "accessibility" directly only as this relates to

persons with a disability.
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Data Collection

In the United States, unlike Canada, health data is routinely categorized based on "race"

and ethnicity. Early U.S. censuses recorded data on white free persons and slaves; the

concepts of"free" and "slave" evolved to those of "white" and "black." Until recently,

"race" was defined in white/black terms, with other "races" being marginalized (Nobles,

2000). However, the growing number of immigrants from other countries has forced the

concept of"race" to undergo enoÍnous change. Additional "racial" categories have been

added, based on "origin" in various world regions. The Ofhce of Management and

Budget requires five minimum "racial" categories, and who is to be included in these

categories is well defined. Funded health research generally requires collection ofhealth

data according to these determined categories. Categorization by "ethnicity" defines all

individuals as either Hispanic/Latino or non-Hispanic/Latino. It has only been recently,

however, that research in the United States has begun to focus on financial barriers to

care and to improved health status.

In Canada, historically more attention has been paid to factors such as ethnic origin,

Aboriginal status and language, than to "race." Canada, which grew out ofa resolution of

conflict between two European powers, has historically paid close attention to the

numbers and characteristics of the French and English "stocks" in its population, and also

tracked how other "multicultural" populations were blending with, and affecting numbers

of these two dominant groups (Kralt, 1980). Tracking the numbers and status of

Aboriginal peoples has also been an important objective, with detailed data collected on

Aboriginal status (lnuit, Status, non-status, Metis). Since 1996, the Canadian census has
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also collected data on visible minority status, however, unlike the United States, these

categorizations are not included in health dat¿ collection systems. Aboriginal peoples are

not defined as a "race," but as an ethnic group, and are not included in the visible

minority categorization. Canada can, therefore, be described as categorizing the

population into th¡ee broad "racial" groups: whites, Aboriginals, and other non-white,

non-AboriginaI peoples.

While health information is collected on Status Indians, this is the result offederal

jurisdiction for health ofFirst Nations peoples; the same requirements do not apply to

non-status and Metis individuals. Data on First Nations peoples has been collected

because of the historical relationship ofthe federal government with Aboriginal people;

"status" is a legal category which historically has been used to limit and define different

rights for Aboriginal people, and to differentiate between individuals for whom there

were differing jurisdictional responsibilities. Data on French and English language use, a

key question in the Canadian census, is inconsistently collected in health data.

Significantly more ¡esearch attention has been directed to examining the impact of

income on health status and service utilization.

The tradition ofcollection of"race" statistics in the United States -supported by specific

legislation - provides insight into a number ofissues affecting utilization, quality ofcare,

and health status that have not been addressed in Canada. When "race" as a biological

construct was discredited (Goodman,2000; Kreiger & Fee, 1994), it was often assumed

that any observed "racial" differences were related to socio-economic status and financial



15

barriers, and that provision ofcoverage to uninsured persons would address access

barriers. However, it has since been demonstrated that although much ofthe disparity

between ethnic/"racial" groups can be explained by socio-economic factors and

differences in insurance coverage (Krieger & Fee,1994; Shi, 1999; Weech-Maldonado,

Morales, Spritzer, Elliott, & Hays, 2001), disturbing differences remain.

While it is proposed that racism within the larger society may affect health status and

health need (Krieger & Sidney, 1996), there is good evidence that in many cases the care

provided also differs by "race" even when income, insurance status, and health status are

controlled for (Mayberry et al.,1999; Smedley et a1.,2002; Watson, 1994). This has ted

to an increased attention to non-financial baniers to access, and discussion of "minority

health" within the context of civil rights (Watson, 1994). Relevant factors include those

emerging from the clinical encounter (such as bias, clinical uncertainty, stereotypes, and

patient's reaction to these factors) and those related to the operation ofthe health care

system itself(issues related to the health care organization, or the larger health system)

(Smedley e|a1.,2002). The availability ofdata categorized by "race" has facilitated

research on social discrimination and racism, with the result that it is now underserved,

racialized populations who are often the strongest supporters ofcollection of"racial" and

ethnic data.

In Canada, however, collection ofsuch data remains controversial. There is not a national

consensus on ethnic coding ofhealth data, and "race" is often seen as a proxy for socio-

economic status (Robinson, i 998). "Race", however, becomes invisible if not recorded.
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The availability ofdata on First Nations communities (because ofcoding by Treaty

status) for example, has highlighted significant gaps, on almost every health indicator,

between First Nations peoples and the general Canadian population. It has been an

important factor in directing attention and resources to First Nations health issues. The

absence ofsuch data on other cultural communities makes it possible for Canadians to

avoid the question of whether, like the United States, patients ofdifferent eth¡ic/"rccial"

backgrounds receive different treatment from the health care system.

Prioritv Populations

As suggested in the previous section, priority populations (defrned either in terms oftotal

populations, or based on health status ard access barriers) differ between the two

countries in important ways. In the United States, the historical division between "black"

and "white" has directed attention to health differences between the two populations. It

has long been recognized that the "black" population experiences lower health status,

although the explanations for this have evolved over time, Recent research has also

highlighted the differences in care received by black patients, resulting in open

discussions ofracism and discrimination within the health care system (Smedley et al.,

2002). The growing numbers of Hispanic/Latino citizens has resulted in Spanish being

the second language in the country (although it does not have official status), with much

language access research focusing on this population. This research is facilitated by the

requirement to collect data based on Hispanic/non-Hispanic ethnic categories,
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In Canada, Aboriginal peoples are recognized as having lower health status than other

populations. This is attributed to widespread and historical inequities in socio-economic

status, racism, and social injustice. The recognized health and social inequalities, the

unique historical and jurisdictional issues related to federal responsibility for First

Nations health, interest by many Aboriginal peoples in self-determination ofhealth

services, and the initiation in 1986 ofa program to transfer control of First Nations health

servicas to First Nations people themselves, have all served to focus increased attention

on Aboriginal health issues. Health access for Francophones outside of Quebec (and to a

lesser extent, Anglophones within Quebec) is a priority, as official language rights have

been defined in legislation. Health care accessibility for Canadians living in rural,

northem and remote communities also remains a concern. While increasing attention is

directed to the issues facing new immigrants, this is often limited to the large Canadian

cities that currently receive the largest numbers of new arrivals.

Consensus Buildine Activities

In addition to legislation providing a framework for development and monitoring of

services for underserved populations, there have been - particularly over the last five

years - a number ofactivities that have focused attention on "cultural responsiveness" in

the United States. A high profile multi-year national initiative intended to develop

national consensus on standards for culturally and linguistically appropriate care,

sponsored by the Office of Minority Health, resulted in the report "National Standards for

Culturally and Linguistically Appropriate Services in Health Care" (Office of Minority

Health, 2001). This report has helped frame discussion ofcultural responsiveness issues,
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promoted development ofstandards and guidelines, and provided a base for further

research. The 2002Institute of Medicine report "Unequal Treatment: Confronting Racial

and Ethnic Disparities in Health Care" (Smedley eI a1.,2002) focused attention on the

extent of- and explanations for - identified health disparities between various ethnic /

"racial" groups that cannot be explained by income or insurance coverage. "Cultural

competence" has been identified as a key issue in standards for managed care and quality

management at the national level (Paez, 2003a, b).

In Canada, in contrast, there have been very few national initiatives focusing on cultural

responsiveness. A national consultation on language access in health care (Rochefort,

2001) resulted in little follow-up. Although some provinces have undertaken specific

initiatives, they are not nationally coordinated. Issues ofcultural responsiveness have not

received high profile attention in recent health service review initiatives such as the

Romanow Commission.

The Impact of Health Reform and Devolution to Regional Health Authorities

The demand for "increased responsiveness" to diverse cultural groups is taking place

within the context of major changes within the health care system, and at a time when

health services are facing a number ofintense and competing demands. In many parts of

the country, hospitals and other health services are coming under regional govemance,

and programs and services are being amalgamated. One ofthe stated objectives of

regionalization is to make health services more responsive to the needs oflocal

communities. Regionalization may provide the potential for larger, coordinated systems
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to better respond to the needs of many smaller diverse groups. For example, provision of

health interpretation for a small language community may be more feasible if the service

unit is an entire region rather than one specific health service. There is, however, concem

that needs ofthese diverse groups may fail to compete with other more pressing health

service issues, and that smaller, less est¿blished communities may be at a disadvantage

compared to more established and better represented stakeholder groups. Health

restructuring may even risk compounding existing health disparities (Chin, 2000; Siegel

et al., 2000). Bowen (2000) notes a number of challenges related to regionalization

development of cultural responsiveness:

r Underserved populations have not traditionally been represented in decision-making

structures;

¡ Data collection systems do not collect data in a way that assists in identiffing or

measuring needs of underserved groups;

. There is inadequate research on the non-financial barriers to access, or the needs of

underserved groups resulting in neglect of these groups in planning;

¡ Traditional funding patterns have resulted in "access" services being excluded from

core funding;

. A cost-containment emphasis results in reluctance to identifr need for additional

programs; and

r Effects ofhealth care restructuring have focused public concern and planning

responses on what are perceived to be more pressing issues (e.g., wait lists).



20

Additional difficulties may be experienced in implementing change in the large inter-

institutional systems resulting from regionalization, as diverse "organizational cultures"

must be brought together in the planning process (Jones, Bond & Cason 1998).

Restructuring itself requires additional skills in navigating the system, which may place

some g¡oups at special disadvantage (Anderson, Scrimshaw, Fullilove, Fielding &

Normand,2003).

In addition, adoption by many planners of a population health approach to health, and an

expanded focus on broad health determinants, has tended to de-emphasize the importance

ofhealth services in influencing the state ofhealth ofthe population. In spite ofthe

advantages of this approach, one result in Canada has been a lack of attention to the

potential of inequities in health care delivery to function as a social determinant ofhealth.

Therefore, in spite ofstated recognition ofthe need for cultural sensitivity, "cultural"

issues may not be identified as a priority by health care planners.

Importance of Cultural Responsiveness to Paediatric Services

As will be discussed in section 3.6, this research grew out of developmental work with

the National Network for Cultural Competency in Paediatric Health Care, a network of

health care professionals in Canadian paediatric health care centres who are focusing on

the promotion ofculturally competent services. As it was necessary to pilot the draft

instrument in a specific setting, there are a number ofreasons that suggest it is
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particularly appropriate to pilot an insíument to assess cultural responsiveness within

paediatric health services.

In2001, 18.4% ofresidents were not bom in the country, and 6.2%o of the population had

anived in Canada within the past 10 years (Statistics Canada, 2003b). Over the past few

decades there has been a dramatic shift in source countries of immigration from Europe

and the U.S.A., to the countries of Asia, Africa and Latin America. Immigrants fíom

these countries are more likely to face both language barriers to care, and cultural

differences with their health care providers. A higher percentage ofthe immigrant

population, compared to the general Canadian population, is made up ofchildren and

youth. One in five school-aged children in Vancouver and Toronto arrived in Canada

over the last 10 years (Statistics Canada, 2003b). In addition, a higher proportion of

recent immigrants are in their childbearing years. For example, approximately 50% of

immigrants arriving in 2000, compared to approximately 31%o of the general population,

were in the 25-44 year age group (Citizenship and Immigration, 2001; Statistics Canada,

2002). As a result, an increasing number of Canadian children are bom into first

generation immigrant families (Kobayashi, Moore & Rosenburg, 1998). Many new

anivals speak neither English nor French on arrival (61% ofthose aniving in the 1990s).

Half of school-age children in Toronto speak a non-official language at home; this rises

to 61% in Vancouver (Statistics Canada, 2003b).

Similar demographic trends are found among Canada's Aboriginal population, and in the

north and the prairies, the Aboriginal population comprises a large proportion ofthe total
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population. Over 1.3 million Canadians report Aboriginal heritage, atofal of 4.4%io of fhe

total population (Statistics Canada,2003a). Over one+hird of the Aboriginal population,

compared to one-fifth of the general population, is under the age of l5 (Statistics Canada,

1998), and higher fertility rates among Canadian Aboriginal women are contributing to

trends of dramatic growth in the Aboriginal population in many regions (Canadian

Institute of Child Health, 2000; Statistics Canada, 1998). This growth in popularion,

combined with lower health status of Aboriginal children on most health indicators

(Health Canada, 1999), creates an imperative for development ofculturally responsive

and effective systems of care within Canada's Aboriginal communities.

The health of a nation is in large part determined by the health of its children and their

families (Campinha-Bacote, 1997). The period around childbirth and early parenting is

often a family's first significant contact with health care services (Health Canada,2000),

and these experiences with the health care system can have a long term impact on future

attitudes to care and pattems of utilization. Health care providers working with young

families have an opportunity to strengthen bonds between family members, and therefore

the well being of the developing family unit (ACOG Committee on Health Care for

Underserved Women, 1998). Paediatric services offer unique opportunities for

preventive care and education, interventions that have higher requirements for linguistic

and cultural appropriateness. The literature dramatically illustrates the potentially

devastating effects offailure to provide culturally responsive paediatric care, not only on

the health ofyoung patients, but also on the functioning of the entire family unit (see for

example Fadiman, 1997; Flores et a1.,2003; Free, Green, Bhavnani, & Newman,2003;
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Haf&rer, 1992; Holden & Serrano, 1989; Jacobs, Kroll, Green, & David, 1995; Ratliff,

1999).

Conclusion

The purpose of this chapter is to outline the context within which this research -
development ofan instrument for assessment ofthe cultural responsiveness of Canadian

health organizations - takes place.

In the absence ofCanadian research and planning, there may be a tendency to generalize

results related to health status, utilization and outcomes from the United States (and other

international settings) to the Canadian context. One cannot, however, assume that these

findings are applicable, as there are significant differences between countries in health

system organization, in the historical/legal/cultural context in which care to "minorities"

is delivered, and in population density/diversity.

Many ofthe issues identified in this chapter will be revisited in subsequent sections, as

one ofthe challenges ofdeveloping the assessment instrument was to determine how

"best practices" should be identified, and to address specific issues related to their

application in Canada,



CHAPTER 2: CONCEPTUAL FRAMEWORK

In order to develop a tool appropriate for assessing the cultural responsiveness ofheafth

care organizations - the focus of this research project - it is first necessary to explore key

concepts on which assumptions of "cultural responsiveness" are based. As indicated in

the previous chapter, there are at least two traditions ofdiscourse around provision of

appropriate and effective care for culturally diverse populations - "access" and "cultural

competence." A review of the literature reveals important differences in underlying

philosophy regarding the role of culture in health, and the best ways to respond to the

needs ofa culturally diverse population. These differences will also be explored.

Exploring the Concept of .rCultural Competence',

Over the past decade "cultural competence" has been receiving increasing attention

within health care, and the concept has been addressed within different health disciplines

and specialties (Hains, Lynch & Winton,2000; Smith, 1998; S. Sue, 1998). Many

professional organizations have developed position papers and standards (American

Academy of Paediatrics, 1999, 2000,2001; ACOG, 1998; American Nurses Association,

1991;National Network fo¡ Cultural Competency in Paediatric Health Care,2002). How

the term is interpreted, however, and to what extent the concept has been adopted, has

varied across specialties. For example "technology-based specialties" are less likely to

view cultural competence as relevant, whereas counselling and community-based or

primary care programs have generally been more responsive. Nursing has tended to



25

focus on issues ofpatient care, with a common emphasis on expressing caring across

cultures; whereas medicine has tended to place greater emphasis on skills related to

diagnosis and issues related to increased prevalence ofcertain conditions by ethnicity

(Lavizzo-Mourey &. Mackevie, 1996).

Interest in "cultural competence" is of course not limited to the health held. It has

emerged as major issue in the fields ofjustice, education, social services, business, and

intercultural/cross-cultural relations. Within the business world, responses to the

increasing diversity ofsociety focus both on reaching a diverse market and on workforce

management, and are framed as issues of "organizafional diversification" or ,,managing

diversity". This is more apparent in the United States, and many authors view the U.S. as

the leader in the "diversity movement" (Gandz,200l; Glastra, Meerman, Schedler, &

Vries, 2000). Within health care, organizational "diversity" or organizational .,cultural

competence" has only recently received the same attention (Weech-Maldonado,

Dreachslin, Dansky, De Souza, & Gatto,2002).

Defining Culture. Competence and Cultural Competence

Because the term "cultural competence" is so dominant in the literature, a critical

evaluation ofthe concept requires that both "culture" and "competence" be defìned

(Smith, 1998)."Cultural competence" is an evolving concept, and while it is emerging as

a new behavioural expectation, it is one that has not been well defined or developed, and

there is not consensus on a theoretical framework that would guide action (Campinha-
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Bacote, 1999; Chrisman & Schultz, 1997; Henry J. Kaiser Foundation, 2003; St Clair &

McHenry, 1999).

Defining Culture

The concept ofculture, has its roots in anthropology (Helman, 1990), but is found in

many different disciplines (e.g. sociology, education, nursing, psychiatry, social work,

organizational theory). A variety ofdefinitions ofculture are assumed in the discussion

alound cultural competence. The lack of consensus on definitions, and diflering

assumptions about the nature of"culture," appear to underlie much of the current

controversy about the concept of cultural competence.

Many definitions of culture are closely aligned with those of ethnicity. For example

Spector (2000: 284) defines culture as: "Nonphysical traits, such as values, beliefs,

attitudes, and customs îhat are shared by a group ofpeople and passedfrom one

generation to the next." Similarly, Leininger (1995:60) defines culture as',learned shared

and tt'ansmitted values, beliefs, norms and life practices of a pdtlicular group that guides

thinking, decisions, and actions in patterned ways. "

Broader definitions include "a shared system ofvalues, beliefs and learned patterns of

behaviours, " which are "not simply defined by ethnícity" (Canillo et al., 1999:829).

Some definitions expand the conceptualization of "cultural group" to include underserved

and under-represented socio-economic groups, people with physical or mental illnesses

or disabilities, children and adolescents, women, older adults and people at the end of
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life, people of altemate sexual orientation, and people affected by such issues as domestic

violence, homelessness, or organ donation (Betancourt, Green, & Canillo, 2002; Donini

-Lenhoff & Hedrick, 2000). Culture may be defined to include these broader aspects of

diversity, or may be seen to be influenced by them (Canadian Nurses Association, 2000).

Broader definitions are often, but not always, accompanied by the terminology of

"diversity." At the extreme end ofthe continuum is the concept ofdiversity as "anyone

who is not me," and the use of the term "culture" to incorporate all aspects ofthe self

(Coleman & Pope-Davis 2001).

It has been observed that religion or spirituality is often minimized in many definitions of

culture, in spite of the importance ofreligious beliefto the daily lives ofmany people

(Barnes, Plotnikoft Fox, & Pendleton, 2000; O'Hagan, 2001).

Concepts of"culture" are also used in organizational theor.y, where organizations are

viewed as mini-worlds with their own values, beliefs, and practices. Definitions

employed in this setting are often similar to definitions used within health professions.

For example, Cox (1994:5) defines a cultural group as an "aflìliation ofpeople who

collectively share certain norms, values, or traditions that ore dffirentfrom those of

other groups." Organizations also have a "culture"; organizational culture can be defined

simply as the "way we do things around here" (Burford. 2001 : 190). "The role of

organizational culture is to guide behaviour so that it is appropriate to the presumed needs

of the organization" (Weiner, 1997l'24).
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Defining Competence

Competence can be defined a s"the capacity to function effectively" Cross et al. (1989:iv)

or"an ability or capacity equal to the requirement," "responding ffictively to the

purpose or goal" (McPhatter, 1997:255). There is less confusion about what is meant by

"competence," although there are different models for describing levels or stages of

cultural competence, and vastly different responses to the question of"competence in

what?" Underpinning the concept ofcultural competence is the assumption that

competence somehow transforms knowledge and understanding into effective health care

responses or interventions.

Definins Cultural Competence

Every author defines competency somewhat differently - definitions may focus on the

process necessary to achieve cultural competence, the criteria to decide if it exists, or

necessary overarching principles (Chin, 1999). Conceptualizations differ markedly both

between and within health disciplines, even though there appear to be several areas of

overlap. Some current definitions include:

a complex combination of knowledge, attitudes and skills (Spector, 2000 284).

core that is sensitive to the differences individuals may have in their experiences
and responses due îo their heritage, sexual orientdlion, socioeconomic situdtion,
ethnicity and cultural background (Meleis, 1999:12).

an ongoing and interqctive process, based on respectfor others beliefs and
traditions (ACOG, 1998: 99).

showing respect for the rights, preferences, cultural values and mores of each
índividual co-worker and clienî, within the context of his or her reference group
(Dienemann; 1997:vü).
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the process in which the healthcare provider continuously strives to achieve the
ability to effectively workwithin the cultural context of a client (individual, family
or community) (Campinha-Bacote, 2002: 181).

øn ability to provide services that are perceived as legitimatefor problems
experienced by culturally diverse persons (Dana &, Behn, 1992:221).

the demonstrated awareness and integration ofthree population-specific issues:
health-related beliefs and cultur.al values, disease incidence and prevalence, and
treatmekt eÍìcacy, ....Mhich must be addressed in an integrated fashion
(Lavizzo-Mourey & MacKenzie, 1996:919).

simply the level of knowledge-based skills required to provide effective clinical
care to patients from a particular ethnic or racíal group (US Department of
Health and Human Services, 2002).

'Culturøl competence' in health care entqils: undeßtanding the importance of
social and cultural influences on patient's health beliefs and behaviors;
considering how these factors interuct at multiple levels of the health care
delivery system (e.g. at the level ofstructural processes of care or clinical
decision making); andfinally, devising interventions that take these issues into
account to assure quality health care delívery to diverse patient populations
(Betancourt, Green, Carrillo, & Ananeh-Firempong, 2003: 297).

Perhaps the most commonly accepted is the definition of Cross et al. (1989: iv) and will

be adopted as the working definition assumed in this paper:

a set ofcongruent behaviors, attitudes, and policies that come together in a
system, agency, or amongst professionals and enables that system, agency, or
those professionals to work effectively in cross-cultural situations.

There.has been a tendency for the concept of"cultural competence,,, now in common

usage, to subsume other terms related to cultural knowledge and skill. While most

writers differentiate "cultural competence" from concepts such as "cultural sensitivity,,'

"cultural appropriateness," or "cultural congruence" (often seeing them as components of

the larger construct), others make few distinctions. similarly, some writers differentiate

between terms such as cross-cultural, transculhrral, intercultural or multicultural health



30

@rink, 1999) where others do not (Pumell & Paulanka, 1998). These terms define a field

of study, whereas cultural competence focuses on a knowledge/skill set. "Culturally

sensitive" often refers to constructive attitudes towards diverse cultural groups and

addresses the affective aspect of cultural competence; "culturally appropriate" tends to

imply a knowledge ofspecific culture and services that are congruent with that culture. It

is often assumed that culturally appropriate care is best delivered by a provider from

one's own background. Leininger (1999:9) defines "culturally congruent" care as

providing "care that is meaningful andfits with cultural beliefs and lifeways. " Culturally

appropriate or congruent care tends to emphasize the importance of mastering cultural

knowledge about other groups. The term "culturally effective health care" is preferred by

the American Academy of Pediatrics (1999), which states that this term refers to the

interaction between provider and patient, rather than focusing on the attributes of the

provider.

Most definitions of cultural competence include some combination of attitude (or

awareness), knowledge and skill. There is consensus that cultural awareness and

sensitivity is "not enough" to be competent - one must be able to perform effectively in a

cross-cultural setting (Cross et al., 1989). Most commonly accepted definitions

emphasize that cultural competence is a process rather than an end point (Camphina-

Bacote, 1999; Paez,2003a; Sue & Anedondo,1992). An important evolution is the

emphasis on "effectiveness" as a key criterion, however this is not included in all

definitions. As will be discussed in following sections, there are important differences in:

how "cultural groups" are defined; underlying theoretical perspectives; the focus of
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competence.

There are a number of different models of"cultural competence." However, these models

may explain the constructs that are believed to make up cultural competence or the

components ofculturally competent care (Camphina-Bacote, 1999); the domains of

"culture" (e.g. Purnell & Paulanka, 1998); the process ofdeveloping cultural competence

(e.g. Cross et al., 1989; Lister, 1999; Papadopoulos, Tilki & Taylor 1998; Wells,2000);

or models for patient assessment (e.g. Davidhizar, Bechtel, & Giger, 1998). Many focus

on individual rather than organizational development (Tator, 1998).

Is "Cultural Competence" Anythinq More Than Patient-Centred Care?

It has been argued that a "patient-centred" approach could address many ofthe concerns

raised by proponents ofcultural competence (Lister, 1999), and that cultural competence

(or "cultural humility") must be based in the patient-focused interviewing process. The

patient-centred approach recognizes thar."only the patient is uniquely qualifìed to help the

physician understand the íntersectìon ofrace, ethnicity, religion, c/¿ss" and other factors

(Tervalon & Murray-Garcia, 1998: l2l), and to clarify the relevance and impact of this

intersection on the present illness or wellness experience. This approach asserts that all

patients, not only those from designated racial and ethnic groups, have a 
.,culture" that

should be respected and affrrmed.
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In theory, patient-centred care should address the cultural background of all patients and

include the full range of cultural factors (including, for example religious beliefs,

education, or life experiences such as discrimination). It is not yet, however, evident that

in practice, a patient-centred approach adequately addresses cultural issues.

Communication skills research (Kaplan, Greenfield &,Warc,l989; Stewart, 1995;

Stewart et al., 1999,2000) generally does not include cross-cultural issues. Most research

has been undertaken in a westem setting, and has excluded linguistic minorities. It is not

known whether concepts such as "patient-centredness" are transferable across cultures

(Skelton, Kai, & Loudon, 2001). One study found significant differences in patient-

centredness of interviewing when an interpreter was present (Rivadeneyra, Elderkin-

Thompson, Silver & Waitzkin,2000). In spite of these limitations, however, there is

significant overlap between the two concepts that requires greater exploration.

Defining Äccess

The term "access," as it relates to health care, has also been variously and inconsistently

defined by policy makers, researchers and the general public (Birch & Abelson, 1993),

The Oxford dictionary defines accessibility as "capable ofbeing used, entered or

reached" and as "open to the influence of." This implies that access is more than

availability: it assumes the provision of services in a way that is both responsive to the

needs ofusers, and open to the participation ofunderserved groups in the plaruring of

services,



JJ

In the health service literature "access" has been defined as ,,avaitability of service,,, ,,use

of health care by individuals with a need for ca¡e", "ability of clients to acquire or

receive services", "equal quality ofcare received", "affordability,,, or ,,wait times" (Birch

etal., 1993; Bowen, 2000; Mokuau & Fong, 1994; Mooney, Hall, Donaldson, & Gerard,

1991). It is often used to describe dist¿nce or other physical barriers to use (Barer &

Stoddart, 1999; Jones &Tamari,1997). "Access" is also commonly used as a construct

measured by the discrepancy between use and need, (Penchansky & Thomas, 1981), and

so has become closely related to the concept of "barriers" - generally understood as those

things that prevent or hinder access, however access is defined.

There is confusion about the range offactors included within the concept ofaccess, the

"location" ofaccess barriers, or whether access is a characteristic ofhealth services, or of

clients. Access and availability are closely related terms - often used interchangeably -
although availability usually focuses on presence of health services and persomel. In

Canada, "reasonable access" is generally understood to mean equal access for equal need,

however it is less clear whether access refers to the use ofneeded services or to the

opportunity to use them.

Access or Utilization?

The concept of"access" is closely tied to - and often confused with - the concept of

utilization; many writers view it as either synonymous with utilization, or as one or more

factor influencing utilization (Penchansky & Thomas, 1981). While there are important

distinctions between the two concepts, in canada most research on access actually reports
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on utilization. Mooney et al. observe that"we have here what Bob Evans might describe

as an example of 'moving the tdrget to hit the bullet'. It is a case of measuring what is

measurable - in terms of current technologies - i.e. utilization, rather than measuring the

policy relevant variable i.e. access" (1991:478).

There are a number of limit¿tions to focusing on utilization. Utilization data are generally

limited to insured services, usually delivered by physicians or hospitals. However, some

ofthe greatest baniers to access are those to preventive services, for which utilization

data a¡e not maintained. Some access baniers (such as language) also prevent exposure to

"ambient" health information such as social marketing campaigns or news items. If the

purpose ofhealth policy is not to provide health services but to achieve the best possible

health ofthe population, measuring utilization is inadequate (Bowen, 2000, 2001).

Because in an equitable system, use ofservices should be associated with health status,

differences in utilization do not necessarily tell us if baniers to access exist. Lower

utilization may indicate barriers to access, lower need, or even different pattems of

utilization fo¡ the same condition. For example, a recent review of the immigrant health

literature (Hyman,2001) found that utilization of health services by immigrants was less

than that of the overall Canadian population. This is generally assumed to result fiom

immigrants' higher health status; however, it may also be that under-utilization occurs

because ofbaniers to access, o¡ because ofreliance on altemative providers.
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Different barriers to "access" may also have different types of effects on utilization.

Some barriers (e.g. barriers to initial access) may result in decreased utilization,

particularly ofpreventive programs; while others (e.g. those that result in

miscommunication, misdiagnosis, or lower patient understanding) may result in increased

utilization (Blais & Maiga,1999; Bowen, 2001; Siegal et al., 2000). The Metropolis

project recognized that availability and utilization ofservices are inadequate to describe

access and, in defining research domains related to access for immigrant groups, included

questions related to racism, provision of culturally accessible services, and rights to

access (Health Canada, 1998).

In the health literature, under or over-utilization has generally been conceptualized as

resulting from personal choice. Attributing differences in service use to individual choice

locates problems related to individuals or communities rather than on the structures and

processes that prevent certain groups from having the same opportunities to use services,

and thus can be perceived as a form of victim-blaming (Williams, 2001).

Comparing utilization data tends to be most usefrll where data are collected on well-

defined interventions and where there is an expectation ofuse by all populations with

similar characteristics (e.g. screening programs). Canadian studies have identified

important differences in screening between some underserved groups and the general

Canadian population (Grunfeld, 1997; Hislop eT al., 1996; Woloshin, Schwartz,Katz, &

'ü/elch, 1997). Utilization data also have the potential to assist in identifying whether

there are differences in prescribed treatments based on membership in a population group



36

- but only ifthere is some form of"coding" in health data to identifii membership in an

underserved group (a situation that is only rarely achieved in Canada).

Access and Equity

"Access" can only be understood within the context of equity. In Canada, equity is

generally described as "equal service for equal need;" however, there is confusion about

whether equity is defined as receipt ofcare or by opportunity to utilize care (Mhatre &

Deber, 1992; Mooney et al., 1991). Culyer and Wagstaff (1993) provide an overview of

four definitions ofequity (utilization, distribution according to need, access, and equity in

health).

The focus ofequity in canada has been on socio-economic status and explicit financial

bar¡iers to care - the baniers that the canada Health Act was intended to address (Bowen

& Kaufert, 2000). It has been observed that

lack of attention to other non-price facrors that mighÍ be expected to influence the
demandfor and/or supply ofcare appears to ímply thqt service f.ee at the point of
delivery ìs sufficient conditionfor 'rcasonable access' to services (Birch &
Abelson, 1993:632).

It is recognized that those who are sicker or face greater risks to health should receive a

greater intensity ofservices. Some researchers have suggested that while more services

are provided to those at the lowest income level, the difference does not necessarily

conespond with diffe¡ences in heath status (Roos et al., 1999).



Frameworks and Models of Client Access

A number of frameworks and models have been developed to describe access to health

services.

Penchansky and Thomas (1981) define access as the degree of 'fit'between clients and

the system. Specific dimensions ofaccess in their framework include: (a) availability

(the relationship ofthe volume and type ofexisting services and resources to the clients'

volume and types ofneeds), in other words to supply issues; (b) accessibility (the

relationship between location of supply and location of clients); (c) accommodation (the

relationship between the man-ner in which the supply resources are organized and the

clients ability to accommodate to these factors, as well as the client's perceptions oftheir

appropriateness); (d) affordability (price factors, ability and willíngness to pay); and e)

acceptability (the relationship of clients' attitudes about personal and practice

characteristics ofproviders to providers attitudes about clients). Often acceptability is

used to ¡efer to issues such as age, gender, ethnicity, or neighbourhood.

The authors suggest that problems with access have tkee potential effects: utilization of

services, client satisfaction, and provider practice pattems. They find significant

relationships between satisfaction with these aspects ofaccess and utilization (Thomas &

Penchansky, 1984). They also acknowledge that the dimensions ofaccess are not easily

separated and represent closely related phenomena. For example, absence of bicultural /

bilinguat personnel could be perceived as either an issue ofavailability (Mokuau & Fong,

1994), or accommodation o¡ acceptability.
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Not all authors use these dimensions. For example Chin (2000), in her description of

access for culturally diverse groups, differentiates between access (the degree to which

services are convenient, quickly and readily obtainable, and in which category she places

linguistic/cultural baniers to care), utilization (which services are used, how often, and

how appropriately) and quality (how good the care is once it is received).

Perhaps the most widely used model related to health access is the "Behavioural Model,"

fust developed by Andersen in the late 1960's, and which has since been expanded and

revised several times (Andersen, 1995). The focus of this model is on understanding why

families and individuals use health services and thus is a utilization model.

The initial model included predisposing variables, enabling variables, and need as the

independent variables that predict or "explain" utilization. Predisposing variables

included characteristics such as ethnicity or race and health beliefs, whereas enabling

variables included characteristics ofthe family, and community. Andersen differentiated

between discretionary and non-discretionary utilization, and hypothesized that where

there was little discretion, need would be the principal p¡edictor of use. Enabling and

predisposing factors become more important as the opportunity for discretion increases.

This is consistent with the observation made by those working with underserved groups

that language/ cultural barriers appear to have different impacts on different types ofcare.

Andersen proposed that in an equitable system the need for care and key demographic

characteristics (e.g. age) would be the principal determinants of utilization.
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The original model has been revised several times and has evolved from a th¡ee-factor

unidirectional model to one that accommodates a number of different interacting factors.

A second version incorporated predisposing, enabling and need predictors into individual

determinants, and broke out societal determinants and health services system features as

other important determinants. More recent versions of the model reflect the recognition

that there is an expected link between health services and the health ofa population,

acknowledging that increased access is not necessarily the goal.

The main limitation of the Behavioral Model in addressing ,.access', for underserved

populations is that as a utilization model - even in its expanded version - it does not

include aspects of "quality" or the appropriateness ofservices delivered. The original

model was designed to explain the use ofpersonal health services rather than focus on the

important interactions that take place as people receive care, or on health outcomes

(Andersen, 1995). In addition, the focus ofbehavioral models is on why clients behave as

they do, rather than why the system operates the way it does (and as a result prevents

access). williams (2001), in contrast, differentiates between reasons for under-utilization

(client-focused factors) and baniers that prevent access (service-focused factors).

other ftameworks focus on "barriers" to access. For example williams (2001) identifies

some of the barriers to access as culturally insensitive or offensive services, language

barriers, user fees or other financial barriers, service locations and times, and lack of

information about services.
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Bowen (2000), based on a review of the literature related to access for a variety of

underserved groups in canada, developed a framework that categorized factors that may

preclude "equitable access" in canada for various populations. This framework includes

a) availability of services, b) financial baniers, c) barriers to first contact with the heatth

care system, and d) barriers to equitable quality of care.

Factors related to availability of services include services that a¡e not insured under

Medicare, long waiting lists that mean insured services are not available when needed,

and geographic factors that prevent equitable use (this may include provincial/tenitorial

differences or issues of rural/remote supply). Availability is not limited to physician

hospital services, but may also apply to health promotion/prevention initiatives.

Financial barriers include explicit baniers to insured health services, explicit baniers to

uninsured services (such as dental care), and other financial costs associated with access

(e.g. transportation, child care, time lost from work).

Most discussions ofaccess for underserved populations focus on barriers to initial contact

with the health system. These barriers include such factors as: lack of information on

service availability and eligibility; physical bamiers; linguistic barriers; perceptions of

services as discriminatory or culturally unresponsive; client beliefs about the importance

and appropriateness of services; and practice pattems (service location, hours of

operation, etc.) that discourage utilization by certain groups (Bowen stevens, 1993;Jones

& Tamari, 1997; Khoshnood et al., 2000; Weinick & Krauss,2000; Wlodarczyk, l99g).
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Bariers to equitable quality ofcare include factors in a number ofdifferent categories.

The first are those barriers to physician-initiated service that may occur after the client

has presented for care, such as referal to different types ofservice or follow-up based on

group membership (Bowen Stevens, 1993; Canada's Drug Strategy, 1996; Canadian Task

Force on Mental Health Issues Affecting Immigrants and Refugees, 1988; Tyas & Rush,

1993). A second category relates to the quality of technical care delivered by providers

(Mayberry et al., 1999; Smedley et a1.,2002). A third category relates to the quality of

psychosocial care, including client's trust in the provider (Saha, Komaromy, Koepsell, &

Bindman, 1999) or discrimination on the part of provider (Feinberg, 2001 ; Rutledge,

2001). Also included in barriers to quality of care are communication baniers (Bowen,

2001), systemic discrimination on the part of the health system (Stevens, 1993; Williams,

2001), lack ofprovider information on prevalence ofspecific conditions or concerns of

underserved groups (Giuliano et a1,2000; Sell & Becker, 2001), failure to ensure

informed consent or confidentiality (Kaufert & Putsch, 1997; Champion,2000), and

environmental factors (Jones &. Tamaú, 1997).

Levels of Cultural Competence and Access Interventions

The focus of interventions intended to improve responsiveness to culturally diverse

groups can be directed at several levels: that ofthe individual provider; the program or

service delivery level; the organizational level; or the level ofeducational, accreditation,

or govemment systems (the systems level). Table I on the following page outlines

examples of each ofthese levels.
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Individual interventions focus on provider training (often in the form of cultural

awareness or cultural competence training). Program level responses include flexible

hours of operation, outreach programs, linking functions (such as cultural/linguistic

interpreting), population specific programs, and distance technology (Bowen, 2000).

organizational interventions focus on changes in organizational structure, governance,

policy and programs, and have been described as the infrastructure that supports the

provision of cultural competence at the front lines (p aez,2003a). SystemsJevel

interventions include such initiatives as training for health professionals (cappon &

Watson, 1999; Flores et a1.,2000; Redwood-Campbell, MacDonald, & Moore, 1999),

access to health professions for members of marginalized communities (Barer &

Stoddart, 1992; Bowen & Simbandumwe, 1998; Mata, 1999), rights and narional

standards for language access (Rochefort, 2001; Stradiotto, 199g), and provider payment

and funding models for underseryed communities (Closson &. Cott,1996; Hurley et al.,

1999; Pottie, Masi, Watson, Heyding, & Roberts,2000).

It is common for organizations to focus on one or two strategies for improving cultural

responsiveness. For example, one institution may adapt programming to be more

acceptable to the specific clients served. Another may institute a language interpretation

service. still another may undertake a program of cultural competence training for stafl

Many program responses are provided as an add-on supplement to core programs and so

are vulnerable to changes in personnel and funding (Bowen Stevens, 1993). Many of

these interventions a¡e intended to address issues of"client access', (the degree to which



individuals can obtain a specific service), rather than those of "organizational access"

(the extent to which consumers are represented and,/or participate in the planning,

development and delivery ofservices) (Doyle & Visano, 1987).

The ongoing difficulties and dissatisfaction reported by clients from underserved groups

suggest that interventions at the client-provider level alone are inadequate. It is argued

that making minor modifications to facilitate access to existing programs, while leaving

intact traditional service structures - developed without the input of marginalized groups

themselves - will not result in equitable service (James, 1998b).

Access and Cultural Competence at the Organizational Level

While cultural responsiveness can be promoted at a number of levels, this research

focuses on competence and access at the organizational level - the infrastructure and

mechanisms necessary to support culturally responsive health care. There is emerging

consensus that in order to ensure access, or provide "culturally competent" care, changes

are needed at the level of organizations and health systems (Offrce of Minority Health,

2001a). In the United States, organizational competence is being defined as an integral

component of systematic patient-centred care that has the potential to improve both

access to care and quality ofcare (Lewin Group,2002). Organizations affect the care

received in the individual clinical encounter by providing supportive policies and systems

that promote, monitor, and reward individual behaviour. Without this infrastructure (by



making available trained interpreters for example), even a sensitive and competent

provider may be unable to provide quality care (Quander, 2003).

There is also an additional level that affects the ability ofboth individuals and

organizations to be culturally responsive - this is the "systems level" outlined on page 43.

Although system-level factors (such as professional education curricula, licensing and

accreditation standards, rights legislation, govemment health policy, and research firnding

guidelines) play an important role in promoting or hindering development ofculturally

responsive organizations, this level is not the focus of this research.

Initial discussions of"cultural competence" focused only on the provider-patient

interaction and emphasized quality of care issues. However, strategies for implementing

culfurally competent systems ofcare (in contrast to those focusing on cultural

competence ofproviders) address baniers to both initial access and to equitable care

(cross et. al, 1989; siegal et aI,2000). The growing recognition that cultural competence

must evolve from aspirational principles (chin, 1999) to implementation of professional

and regulatory standards that can be translated into quality indicators and outcomes

(offrce of Minority Health, 2001a), has provided fu¡ther impetus to the focus on systems

of care rather than individual competence. At the organizational and systems level,

cultural competence refers to the on-going commitment to, and institutionalization of,

appropriate policy and practice for diverse populations (Dreachslin, 1999; Office of

Minority Health, 2001a; Tator, 1998).
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The concept of"access" initially focused on availability ofhealth services and the ability

ofclients to make contact with them. "Access" has since evolved to a conceptualization

ofequitable access as provision ofhealth services in a way that provides an equal

opportunity for all citizens to achieve optimal health (Bowen,2000). critiques ofthe

traditional interpretation of the role of "access" in addressing health disparities recognize

that cultural competence is also required in order to address disparities (Zust & Moline,

2003), and stress the importance of quatity care as a mediating factor in access (cooper,

Hill & Powe, 2002). Organizational access, like culturally competent systems ofcare,

requires adoption of appropriate policy and practice.

As a result, some interpretations ofthe two concepts ("culturally competent systems of

care" and "organizational access") now substantially overlap - and initiatives for both

include many of the same domains for action. Increasingly the two concepts are

combined. see, for example, the web site for community and preventive Medicine, at

lrttp://www.thecommunitvguide.org/social/soc-int-comnetent-system.pdf, which lists as a

topic area "Improving access to culturally competent healthcare systems" (Anderson,

2003). Factors contributing to the convergence ofthe two concepts include the increasing

emphasis on outcomes in health research, and the shift in the approach to cultural

competence from a way ofproviding "sensitive caring" to a means ofaddressing health

inequalities (Baxter,200l). Both "access" and "cultural competence" interventions now

address the goals of addressing health inequities and improving health outcomes.



culturally competent systems ofcare, like strategies for organizational access, require:

mechanisms for ensuring participation of marginalized groups at the level ofplanning

and decision-making; policies that establish and enforce quality standards; concrete

strategic plans to ensure administrative and program responses; and data collection and

information systems that include human resource monitoring and facilitate research and

evaluation on the health of marginalized communities.

Developing r,Culturally Responsive" Organizations

In canada, evidence suggests that there is greater awareness ofthe need for individual

practitioners to be culturally responsive than there is ofthe need for an organizational

level response (Children's Hospital of Eastem Ontario, 2000; Wiryk,2003), Lack of

attention to barriers to change at the organizational level within health services appears to

be one reason why access issues for marginalized groups have not been addressed

effectively. lilhile it is common for organizations to articulate a commitment to diversity

and addressing access baniers, few focus on the next step, that of operationalizing

principles into concrete action (Chin, 2000; Tator, 1998).

several models for increasing organizational cultural diversity have been proposed. cox

(1994) presents a framework for managing and valuing cultural diversity that includes

leadership, research,/measurement, education, changes in culture and management

systems, and follow up. Dreachslin (1999) presents a five-part process for diversity

leadership: discovery, assessment, exploration, transformation, and revitalization. she
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relates this model to Lewin's generic model of organizational change (,,unfreezing",

"implementation", "refreezing") and Cox's diversity-specific model ofchange. Through

a review ofthe literature, she identified performance indicators for each ofthe five

stages.

Some frameworks are based on a continuum of development ranging from negative or

destructive responses, through various stages ofunderstanding and action (Cox, 1994;

Cross etal., 1989; Dreachslin, 1999; Minors, 1998). Minors (1998) outlines an anti-racist

continuum of change that includes three phases: discrimination, non-discrimination, and

anti-discrimination. Each of these has two stages. He proposes that change begins at the

individual level, followed by interpersonal and intergroup behaviours, and that gradually

organizational policies, structures and practices also change.

The model proposed by Cross et al. (1989) outlines a five-stage continuum that can be

applied to organizations as well as to individuals. This model includes the stages of

cultural destructiveness, cultural incapacity, cultural blindness, cultural pre-competence

and advanced cultural competence. Both the cross' and Minors' models recognize that

bariers are not simply the absence ofan appropriate response, but may result from

negative actions (e.g. prejudicial attitudes, or specifrc discriminatory behaviours).

Tator (1998) describes four models for addressing issues arising from ,,racial,, and

cultural diversity, focusing on barriers at an institutional/systemic level. what he calls

the "monocultural/assimilationist" model views ¡acial and etluic diversity as irrelevant in
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determining policy and practice. The values of the dominant society are reflected in all

aspects of organizational life, including policies, programs, employment practices,

language, service delivery and communications. Racism and discrimination, when

recognized, are believed to be limited to certain individuals, and biases within the

organization are not recognized (Cox, 1994; Salimbene, 1999). Consequently, any

cultural responsiveness interventions also tend to be directed at the level ofthe

individual. organizations reflecting the monocultural model emphasize that services are

available to everyone, and everyone will be treated the same (Bowen Stevens, 1993).

They are often unaware that "facially neutral policies and practices', can have a

disproportionate effect on "racial"êthnic groups (Watson, 1994).

Some organizations do, however, identifu access barriers to equitable service. The,,add-

on multicultural" approach undertakes specific activities to improve access, usually at the

level ofclient access. Cultural responsiveness is not, however, integrated into the

organization's strategic plan: issues ofcultural diversity are seen as separate from the

day-to-day operations of the organization. The task of addressing baniers is often left to

specific front line workers who have little status or power in the ove¡all organization

(Bowen Stevens, 1993; Tator, 1998). Many community-based health programs and

some hospitals adopt this model, which is often characte úzed by creative initiatives

undertaken by a specif,rc program or department. This approach ¿llows some response to

the most obvious needs, without requiring fundamental organizational change.
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The "integrated" model develops an organizational framework to support cultural

responsiveness initiatives, which are integrated into all aspects of the organization (office

of Minority Health, 2001a). Accountability is esrablished at the highesr levels ofrhe

organization (office of Minority Health, 2001a, b). This model recognizes that systemic

discrimination, not the behaviour of few individuals, contributes to disparities (williams

& Rutter, 2000). As this model addresses govemance, strategies for community

participation, recruitment, retention and promotion ofdiverse staff, professional

education, strategic planning, research and evaluation (Brach & Fraser,2000; chin, 1999;

Dreachslin, 1999; Lonner, 2000), organizational change is required.

within the private sector, "organizational cultural diversification', has been identified as

an important characteristic ofsuccessful organizations, and linked to creativity,

productivity and profirability (Cox,1994; Fine, 1995; Gandz,200l; poole, 1997).

organizations that employ diverse staff, and provide services appropriate for a diverse

clientele are believed to have advantages in achieving their business objectives and in

competing in the marketplace (AMSSA, 2000; Cox, 1994; Gandz,200l; Taylor, 1995).

The "business case" for diversity has become part of the rhetoric ofhealth care provision

in the united states; it is less apparent, and - given the nature ofpublicly funded health

care - less persuasive in Canada.

The goal of the "ethnospecific" model is not to serve a diverse group ofpatients. Rather,

the intent is to fill an unmet need for one or more specific underserved populations, and

to act as an advocate for these populations within the larger system (Tator, l99g). An
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ethnospecific organization focuses on providing culturally competent care in large part

through matching ofpatients and providers from similar language and cultural

backgrounds. This model is one altemative to providing culturally appropriate care, and

is often advocated for by Aboriginal communities. However, development of ethno-

specific services will not eliminate the need for cultural responsiveness in general health

services, as they are often only able to provide primary care services, and must refer

patients to larger institutions for secondary and tertiary care. Development of

ethnospecific responses may also result in generic health services off-loading ,'culturally

different" patients to these ethno-specific services. This may have the effect of fewer

options for clients, and a lack of skill development and change within the larger system.

Health organizations and systems are often perceived to be slower to respond to issues of

cultural responsiveness at the organizational level than the business, social service and

educational sectors (williams, 2001). The essence of intercultural understanding is the

recognition that there is more than one good way to do things. This is a perspective that is

not easily accepted within the health system, which prides itselfon being evidence-based,

and on providing the best possible care. The belief in the superiority of the westem

medical system, the hierarchical power structure, and the many diverse ,,cultures,' found

within the various health professions, all create significant challenges to organizational

change. It is also difficult for professionals in identified ,.caring professions" to

recognize personal or organizational barriers that may result in lower standards ofcare

(Culley, 1996). Lack of diversity in the health care leadership and workforce, systems of

care poorly designed for diverse patient populations, and poor communication between
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providers and patients have been identified as major barriers to culturally responsive care

@etancourt et al., 2002).

It has been noted that there is little guidance for health care organizations on how they

can become culturally competent (Brach & Fraser, 2000; Kalloo & Migliardi,2002;

Ponterotto & Alexander, 1995; weech-Maldonado et a1.,2002). while there a¡e a number

of general frameworks and planning guides for organizational diversification that have

been used both within the social service and private sector (Anendon do,1996; canadian

Heritage, 1995; Can-Ruffino, 1999; Poole, I997; Taylor, 1995; Weiner, 1997), there is a

general lack of empirical research on organizational diversity. Most ofthe literature relies

on theoretical and anecdotal reports (Gandz, 2001).

Differences in Approach to ¡.Cultural Responsiveness"

In previous sections the concept of"cultural responsiveness" (which incorporates

dimensions ofboth "access" and "cultural competence" at the organizational level) was

developed and explored. while the two concepts have evolved to share many of the same

dimensions at the organizational level, both remairr inconsistently defined, and

fi¡ndamental differences in philosophy and approach to addressing health care needs of

diverse groups are found within each of these traditions.

These differences in philosophy and approach - driven by varied political, cultural and

historical forces - tend to be associated with specihc stakeholder groups and interests.

Different approaches have important implications for organizational policy and practice,
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and have the potential to result in vastly different responses to perceived inequalities

among culturally diverse groups (Buchanan & O'Neill, 2001). However, they are rarely

made explicit in planning for organizational diversity, and assessment ofthese

philosophical differences has not been incorporated into organizational assessment tools

so far developed.

The following sections outline a number ofthese approaches, which form the basis for

the "dimensions" that were incorporated into the development ofthe document review

instrument described in this dissertation. Where appropriate, each section includes

discussion of the implications ofpositions along these dimensions (including challenges

for adoption ofspecific approaches and specific issues related to the Canadian context).

Identifyins "Cultural Groups" for Consideration

Proponents ofboth "cultural competence" and "improved access" face the challenge of

defìning which "cultural" groups are ofinterest to their initiatives. There are important

differences on the emphasis placed on "cultural differences" other than "race" and

ethnicity. Table 2 on page 55 summarizes the many different terms used to define those

who are considered "minorities", "culturally different", "at risk", or "hard to reach."l

Note that the concept of"underservice " is unique in that it does not define the "problem"

as related to the characteristics of the client group, but rather the ability ofthe system to

provide care. This makes it a useful concept for determining what "cultural" groups

I Thir.ur.ury is based on my review ofthe literature, not on a formal content analysis, and is not meant
to indicate that there ìs consensus on these definitions.
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should be of most concern to culturally responsive organizations. Groups are included

not because they are "different" but because there is evidence that their health status

and./or healthcare access is in some ways impaired. Bowen (2000:80) defines

underservice as the

increased likelihood that indivìduals will, because of their membership in a
certain population: experience dfficulties in obtdining needed care; receive less
or a lower standard ofcare; experience diferences in treatment by health
personnel; receive treqtment that does not adequately recognize theír needs; or
be less satisJìed with health care services.

"Underserved populations" should be differentiated from "underserviced areas" -
geographic regions, usually rural and remote, which experience difficutty in recruiting

and retaining sufficient numbers ofhealth personnel to meet the needs of the population,

or are undersupplied with certain health services (Barer & Stoddart, 1999). Underserved

populations, in contrast, may not have the same access or receive the same quality ofcare

as others in their community, even though there may be "sufficient" resources in the

community where they live. Many underserved populations share the characteristics of

lower income and social disadvantage. However, they cannot be defrned by low socio-

economic status alone. "Underservice" is closely linked to health disparities: many

underserved groups also have lower health status, although this is not invariably the case.

A number of diverse groups may be considered underserved: Aboriginal populations,

language minorities, those of alternate sexual orientations, immigrants, refugees,

ethnically and,/or racially diverse populations, persons with disabilities, the homeless, sex

trade workers, and certain low income segments ofthe population (Bowen,2000).
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Table 2: Terminology Relafed to Underserved Groups

Term Implications WHO IS INCLUDED?

Ét ¡
glè
!l F

åt i
E

-ci o
{

J

c
c
c

ç
F
c c

u_

F'
rI
f¡
d
t-

rrl
o

Aboriginal Includes First Nations, Inuit,
Métis, and non-registered
Abodsinal Peoole

X x

Multi-
culnrral

In Canada, this tetm, along with
exptessions such as "ethno-
cultural" generally refet to
"minodty" groups who are
neithet English, Ftench, or
Aborioinal

x X

Ethnic and
"tacial"
minorities

'While 
commonly used to

describe non-white, non-
Eutopean tacial and etl-rnic
gtoups this term is losing favour

x X x

Ethnically
and
culturally
divetse
gtout)s

Used genetally to include both
immigrant minorities and
Âbodginals, although
Abotiginals are not ahvays
.included.

x X

Culturally
divetse
groups

Expands the definition of
cultute to include a vadety of
other "cultutes," including
women. CommonJy used in
rvorkforce analvsis

x X x x

Matginal-
ized groups

Inconsistendy used, often
implies those pushed to the
matgins of society, and
sometimes used to identi$,
those who Iifestyle choices have
led to marsinalization

X x

Vulnetable
gfoups

Used to describe those rvho ate
at dsk of exploitation and abuse,
and are unable to protect
themselves

Under-
seryed
Ponulations

Focuses on the system rather
than the characteristics of the
gfouÞ.

X x X x x

DIS,{BILìTY-- Pcrsons rvirh Ã disâb irv L^NGU^GE - pcrsons r"ho r¡ck proficiency in ar officiar ranguage
POOR - Iorv SES AGE - chndren ãnd eld€rty

^SO 
- 

^ltcmate 
scxuxl orientrtion, indudes gry, lesbim, biscxuat, rrrnspende¡cd. Two.so¡rit.

STREET - includes nârginalized goups such as injccrion drug uscrs, sei trade workers, and hometess pcople.
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The literature on cultural competence at first emphasized definitions focused on ,,racial"

and ethnic "minorities," and many authors still limit their discussion of competence to

these groups (Henry J. Kaiser Family Foundation, 2003). over the last decade, however,

many have broadened the definition of "cultural groups" from one limited to ethnicity or

"race" to include those who - for whatever reason - aÍe underserved by the health

system.

Analysis of the Expansion of the Definition of .,Cultural', Groups

some authors, while recognizing that the "culture" ofall patients should be considered,

point to the greater importance of culturally appropriate care for "minority groups', that

receive care from systems organized and staffed by those ofthe dominant culture (Brach

& Fraser, 2000). They propose that "cultural groups,,should be defined as those whose

members receive different and usually inadequate health care compared with that

received by the dominant culture (Nunez, 2000). These groups are not limited to ,,racial',

or ethnic "minorities." Gay, lesbian and transgendered persons, for example, may

experience less sensitivity and appropriate care than "racial" or ethnic "minorities,'

(Eliason & Raheim, 2000; Feinberg,200l; Ryan, Brotman, & Rowe, 2000), as may

persons with disabilities (Jones & Tamari, 1997), those living with HIV/AIDS (de Bruyn,

1998) or homeless people (Hwang, 2001).

Advocates of a broader definition ofcultu¡e stress that all individuals have multiple

cultural identities, and that ethnicity may or may not be particularly relevant to the

patient's experience or expression ofillness. They highlight the risks ofstereotyping that
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often result from focusing only on colour or ethnicity (Fuller, 2002). This perspective

also reflects awareness ofthe broad literature on the impact of socio-economic factors on

health status and - in many countries - on health care access (Green, Betancourt, &

Canillo,2002).

Authors also differ in the extent to which they recognize issues ofcultural identity and

the possibility of multiple or ambiguous cultural identities. In general, those using a

broader definition of "culture" are more likely to recognize 6oth the diversity within

particular ethnocultural groups, and the multiple cultural identities that an individual may

assume.

The trend towards a broader and more complex conceptualizations ofculture has a

number ofadvantages: it recognizes that each ofus have a culture which should be

recognized and valued, and avoids the negative impacts ofstereotyping that often result

from narrow definitions based on "race," ethnicity, language or national origin.

Incorporating these broader definitions into the training ofhealth professionals can be

expected to increase the quality ofcare provided to individual patients, and support the

goals of patient-centred care. There are, however, clear limitations ofsuch broad

definitions for policy and planning purposes. It is often necessary to identiff specific

communities for both program development and for data collection. It is clearly not

feasible (or even desirable) to collect data on all possible "cultural" attributes, leaving

open the question ofwhat characteristics should be prioritized, and considered acceptable

for categorization.



Underlying Philosophy

"Multicultural" vs. "Antiracist" Orientation

Approaches to cultural responsiveness reflect important underlying differences in

philosophy about the best ways to address issues ofethnicity and culture within health

care (Culley, 1996; James, 1998a; Kelleher, 1996; Lister, 1999; Papadopoulos, 2001;

Williams, 2001). Two broad perspectives have been identified, often described as the

"multicultural" and the "anti-racist" approaches.

While some authors differentiate between terms such as cross-cultural, transcultural,

inte¡cultural or multicultural health as fields ofstudy, these approaches usually share

many assumptions. The "multicultural" approach views culture as the key to

understanding and competence. Problems are believed to result from "differences"

between the cultures of providers and patients. Incompetence, and any resulting

inequalities, are believed to result from lack of information on the part ofthe caregiver

about the "culturally different" patient (Lister, 1999). Education, therefore, is

recommended as the most effective intervention. Through understanding of different

cultural traditions, it is argued, appropriate and sensitive care will be provided,

contributing to improved health outcomes (Papadopoulos, 2001).

The multicultural approach remains dominant in health care, although it has been actively

challenged in the fields of education and social work. This approach has been criticized

for downplaying the importance ofracism and its social and economic effects, at both the

individual and institutional level (Culley, 1996). A review of the literature on cultural
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competence reveals that many resources, in spite ofcautions to avoid stereotyping, rely

"on a reductionist discussion" of stereotypes that fails to address underlying structural

problems of inequality (Culley, 1996:567).

The multicultural approach has even been critiqued as evidence ofa new form of racism.

The way people think and act is primarily explained and understood in terms oftheir

ethnic or national origin (Glastra et al., 2000); people who are "different" are categotized

in terms of "culture" (Ahmad, 1996). Ethnicity, it is claimed, is often viewed as a.,form

ofcultural determinism" where vaguely defined eth¡ic differences are used to explain a

range ofbehaviours and differences in health status without consideration ofother

factors, such as socio-economic status or systemic baniers (Krieger & Fee, 1994).

Culture itself - often viewed as static and unchanging - becomes the problem. An

emphasis on the "culture" or characteristics of marginalized groups, critics argue, has

contributed to a tendency to focus on problems or defrcits of communities or individuals,

while often ignoring both the characteristics of"health culture" that create structural

barriers to equitable care, and the significant diversity found within a particular

ethnic/cultural group (Ahmad, 1996; Kaufert, 1990; Meleis, 1996).

The anti-racist approach sees the focus on culture as a diversion from racism (Hillier &

Kelleher, 1996). There is emerging evidence from research in other countries that racism

itselfhas an important impact on health, both in determining health status (Krieger,

Rowley, Herman, Avery, & Phillips, 1993) and in access and quality of care (Mayberry et

al., 1999; Smedley et a1.,2002). Proponents ofan anti-racist approach argue that health
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inequalities can only be addressed if emphasis is placed on the forces that structure social

relationships and access to power and resources (papadopoulos, 2001; wiltiams, 2001).

This includes not only recognizing and addressing the social determinants ofhealth, but

also implementing specific interventions within the healthcare system. proponents of this

approach place less importance on education, and more on structural interventions (e.g.,

workforce representation strategies) to promote equity.

while there has been limited research in this area, when the hypothesis of"culture" has

been examined empirically, systemic issues such as organization ofservices, failure to

address language baniers, or absence ofa regular provider (rather than traditional cultural

beliefs and practices) have tended to explain most ofthe differences in health behaviour

(Bowen,200l; Jenkins, Le, McPhee, Stewart, &.Ha,1996; Marks et al., t9g7; Naish,

Brown & Denton, 1994; Solis, Marks, Garcia, & Shelton, 1990). eualitative studies with

various "cultural communities" in canada confirm that patients often identifu structural

issues (including discrimination) as more important than cultural beliefs in presenting

baniers to care (Bowen, 1999; Browne, Fiske, & Thomas,2000; Cave, Maharaj, Gibson,

& Jackson, 1995; Chugh, Dillman¡, Kurtz, Lockyer, & parboosingh, 1993; Gravel &

Legault, 1996).

The anti-racist approach also has a number of limitations. It is often based on a

black/white or Aboriginal,/European dichotomy that can marginalize other visible

minorities (Papadopoulos, 2001). It often fails to recognize that there may be many

contradictory, and often competing oppressions, such as those against the poor, persons
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with disabilities, or of altemate sexual orientations (Abrums & Leppa,200l; Bishop,

1994). Some authors believe that preoccupation with race and racism can hinder

professionals becoming more culturally aware, culturally sensitive or culturally

competent as this preoccupation may preclude serious consideration ofother forms of

discrimination (O'Hagan, 200 1 ).

Although there are clearly ideological differences between these two perspectives, the

differences are not clear-cut (Papadopoulos, 2001, williams, 2001). Both multicultural

and anti-racist approaches have limitations, and either may blind us to the shared cultures

that may exist between individuals ofdifferent "races" or ethnicities, as well as the great

diversity found within a particular ethnic or,,racial" group (Abrums & Leppa, 2001).

Papadopoulos (2001) suggests that there is actually a.,third way,,'an emerging approach

that has the potential to avoid the limitations ofeither the "multicultural" or ,,anti-racist',

perspectives. This approach is outcome-oriented and integrates the health needs of

"minority" ethnic groups within a broader agenda focused on the eradication of

inequalities. It proposes that health services should be based on an analysis of

community needs, rather than on any assumptions thât primary differences between

populations are based on culture (Maggi & Cattacin,2003). It appears in many ways to

be a maturing of the anti-racist approach, as it is based on a recognition that the health

system has failed to provide effective care to certain underserved groups, and that

structural change is needed. A review ofthe ¡ecent literature addressing health
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discussion around health services to culturally diverse groups.

Tal¡le 3: Philosophical Approaches: Multicultural, Anti-racist, Equity

Approach Delinition of
priorify
qrouDs

Assumptions Interventions
emphasized

Key Limitations

Multi-
cultural

Ethnic/racial
groups
recognizably
different from
dominant
society. Often
a focus on new
immigrants.

Problems arise
from
a. lack of

information
about the
culturally
different;

b. "differences"
between
cultures

Intercultural
training for
providers and
clients

"Bridging"
programs

Often fails to recognize
institutional racism,
structural issues

Focuses on
"differences"

May fail to recognize
d iv e r s i ty w i t hi n groups

In some centres
Aboriginal issues not
included.

Anti-racist Racial
minorities.
Often a focus
on African
Americans
(u.s.),
Aboriginal
peoples
(Canada).

Problems are
rooted in
historical &
structural
inequality

The health
system/services
are inherently
biased

Workforce
initiatives

Community
control of
health
services

May present
BlacVWhite or
Aborigina[Æuropean
dichotomy that
marginalizes other
minorities

Does not recognize
other cultural identities

May increase tension
within or between
communities.

Equity Groups with
lower health
status or with
demonstrated
problems with
access.

The health
system must
respond to
groups where
there is evidence
of health
inequalities

Planning
based on
identified
disparities in
health status,
differences in
access and
quality of
care.

'l heoretical approach,
little evidence to date.
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Approaches to Cultural Trainine

Training and development ofstaffto work effectively with a diversity ofpatients is the

most common response to identified needs for culhrally responsive care. Proponents of

the "multicultural" approach are not only more likely to promote education and training

as key responses, but also within that training to focus on knowledge about specific

ethnic groups and folk traditions. Advocates of an anti-racist approach, in contrast, tend

to place less importance on training, emphasizing instead strategies to increase the

representation of under-represented groups in the workforce. While these advocates also

support cultural training, they propose curricula that focus on racism awareness, attitude

change, and structwal baniers within the health system.

Education and training may occur at all levels: an individual provider may take the

initiative in developing his or her own skills; programs or organizations may implement

inservice training programs; or larger systems (such as universities or professional

associations) may develop cunicula to promote cultural competence among all their

members. However, training in cultural issues, at both the preservice and inservice level,

is sparse and uneven (Canillo et al., 1999; Nun e2,2000). Recent reviews ofthe cunicula

of medical and nursing schools in both Canada and the United States indicate that not

only is there inadequate coverage ofany approach to cultural diversity training, but that

cunent education often relies on descriptive approaches, and fails to reflect the cunent

multicultural population (Azad, Power, Dollin & Chery,2002; Duffy,2001). Content is

often sporadic and uncoordinated, and attendance is often optional (Flores, Gee &

Kastner, 2000; Loudon, Anderson, Gill, & Greenfield, 1999; Redwood-Campbell et al.,
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1999). Students themselves may be exposed to racism and homophobia (Risdon, Cook, &

Willms, 2000; Robb, 1998; vanlneveld, Cook, Kane, & King, 1996).

In addition, there are concems that educational faculties themselves may not represent

"minority" cultural goups (Gonzalez, Gooden, & Porter, 2000). Educators often lack

experience or formal preparation in cultural competence or diversity issues, and there is

no consensus on the philosophy for training (Kai, Spencer & Woodward, 2001).

Difference is often problematized, and the focus is on the need for students to understand

and accommodate cultural groups, rather than a larger social analysis (Paterson, Osbome,

& Gregory, 2003). There are different assumptions about who is best qualified to provide

cultural competence training. Some feel that the most qualified are those from the culture

itself. They find it offensive or disempowering to have "cultural outsiders" speak about

their experience (Poleschek, 1998). Others believe that without special training, those

ftom a particular background are not the best trainers because "cultures" are often

unconscious to group members (Salimbene, 1999).

While a number of different programs have been developed, implemented and evaluated,

these vary significantly in length, content and approach. The emphasis of training is

often only at the level of awareness and sensitivity (Carrillo eÍ al., 1999; McPhatter,

1997). "Awareness" may refer only to awareness that there are "cultural differences"

between people, or may emphasize self-awareness (including attitudes about those who

are different from us), ethnocentrism, discriminatory behaviour, and structural barriers to

equity. The importance given to attitude also varies. Although much awareness training
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emphasizes facts rather than attitudes (Bonder, Martin, & Miracle,2001), some authors

stress that emotion is as important as, or more important than, knowledge in the area of

cultural competence (Abrums &Leppa,2001; Dreachslin, 1999; Dyche & Zayas,1995;

Tervalon & Munay-Garcia, 1998).

What knowledge is considered important also varies considerably - it may range from

knowledge ofthe beliefs and traditions ofvarious ethnic groups, to knowledge of

communication styles, to racism and oppression within societal systems, to specific

physical, biological and physiological variation among ethnic groups (Camphina Bacote,

1999; Lavizzo-Mourey & Mackenzie, 1996). The cunicula of many programs tend to

emphasize ethnicity rather than issues of"race," gender, class or sexual orientation

(Abrums & Leppa, 2001), Much culture-specific teaching focuses on traditional and

folk practices even though clients themselves often minimize the importance of these

factors and stress the importance of communication barriers (Bowen, 1999; Bowen

Stevens, 1993; Cave et al., 1995; Chugh et al, 1993; Gravel & Legault, 1996).

Knowledge may be "culture-general" or "culture-specific". A culture-specific approach

presupposes a cognitive basis for practice for each group (Dana & Behn, 1992;

Davidhuzar et al,, 1998), whereas culture-general knowledge focuses more on both the

similarity among - and diversity within - cultural groups, as well as on the skills for

working in a diverse environment.
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The recent literature emphasizes the need for caution in focusing on ethno-specific

knowledge. Although a culture-specific approach may illustrate important differences

among cultures and help promote openness to altemative viewpoints, there are a number

of limitations. This approach tends to promote stereotyping; it may fail to recognize

within-group diversity; and may give a false sense ofconfidence to providers (Health

Resources and Services Administration, 2002). Tervalon and Murray-Garcia note

an isolated increase in knowledge without a consequent change in attitude and
behaviour is of questionable value. Infact, existíng literature documenting a lack
of cultural competence in clinical practice most reflects not a lack of løowledge
but rather the needfor a change in practitioners' self awareness and attitudes
towards diverse patients (1998: 1 19).

Skill development tends not to be emphasized in most cultural training programs (Canillo

eT al., 1999; McPhatter, 1997). Skitl may refer to the abitity to communicate effectively

(Nunez, 2000; Canillo et a1.,1999), to collect relevant cultural data and perform a

culturally specific physical assessment (Camphina-Bacote, 1999), to challenge and

address discrimination, or to negotiate compliance with a plan of care (ACOG, 1998;

Nunez,2000; Carrillo et al., 1999; Papadopoulos et al., 1998).

As there are no standardized cunicula or accreditation systems, and no validated

assessment tools, it is diffrcult to determine the effectiveness oftraining programs

(Donini-Lenhoff & Hedrick,2000; Loudon et aL, 1999; Office of Minority Health,

2001a). Not all training is equally effective and training can have negative effects

depending on the approach taken (Brach & Fraser, 2000; Williams & Rucker, 2001).

Culture-specific approaches (which tend to focus on facts about different "cultural

groups," and may rely on a "recipe book" approach) appear to be associated with many of
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relying on academic knowledge, stereotyping, focusing on differences, and overlooking

the importance of social, political and structural factors (Canillo et al,, 1999; Kai,

Bridgewater & Spencer, 2001; Meleis, 1996; Sue & Arredondo, 1992).

In summary, the content (and underlying assumptions) ofa specific cultural training

program will promote a certain view ofcultu¡e and its role in health and health service

provision. Impacts of training may therefore vary greatly. Even if effective, training

alone has limited potential to address broader access issues. There is increasing

recognition within the business sector that awareness training has little impact unless it is

inco¡porated into broader initiatives. Training must be linked to the organization's

strategic goals and have the commitment of senior management (Hemphill & Haines,

1997; Shaw-Taylor & Benesch, 1998; Taylor, 1995).

Approaches to Diversity in Human Resource Management

If provider training is the most commonly identified shategy emerging from a

"multicultural" approach to cultural competence, then recruitment, hiring and promotion

strategies are perhaps the most common solutions advocated by those proposing an anti-

racist approach. There are four approaches within this category, each of which presents

different policy implications. These approaches are summarized in Table 4 on the

following page.



Table 4: Workforce Approaches

Approach

Mono-cultural

"Ethnic matchingt'

Assumptions

The organization does not
discriminate, special
initiatives are not needed.

The best care is provided
by caregivers of the same
" r ace" / etnicity / lan guage

"Workforce
representationt'

Policy Responses

- Non-discrimination
policy
-No specific policy
addressing workforce
diversitv

The overali workforce,
including senior
management should refl ect
the ethnic/racial makeup of
the community served.
This will ¡esult in
improved responsiveness.

"Workforce
diversification"

-Specific direction to
prioritize hiring of
providers of sune
background as

community served. This
may be limited to
specific programs or
locations.

Definition of Cultural
Groun
Variable

Organizations of
excellence encourage
diversþ in ali forms in
o¡der to bette¡ achieve their
goals.

-Policy commitment to
¡eflect the community in
overall workforce
makeup
-Workforce audit by
level
-Encouragement for
employees/applicants to
self-disclose ethnicitv

"Racial"/ethnic and
language minorities

Implications

-Workforce inequities not
recognized. Belief that
commitment to non-
discrimination is sufficient

-Commihnent to
diversity as sou¡ce of
organizationai stength

"Racial'Tethnic groups

-Provider-client focus
-May "ghettoize" providers
and clients
-Does not address
plauring/decision-making
-May not recognize b¡oader
definitions of culture

"Racial"/ethic groups,
gender, sexual
orientation, disability
etc.

-Focus on community
makeup, structural
inequalities
-May target only specific
gloups
-Focus on racelethnicity

-Broader definition of
cultu¡e
-Diversity seen as an
organizational strength, not
simply a way to address
client needs or societal
ineouitv. o\

oo



The monocultural approach remains the most prevalent within health care today. This

approach focuses on protecting staff from discrimination, and is committed to ensuring

that all staff are "treated the same."

Ethnic matching attempts to match clients with providers of the same background. This

approach is often advocated not only by proponents ofan "anti-racist" approach or those

supporting separate ethno-specific services, but also by some health administrators. They

argue that those from the dominant culture cannot be expected to understand, or be

sensitive to, the life experiences ofclients from ,,minority,' cultural groups.

There is some evidence that matching clients and providers ofthe same ethnic

background will not only improve communication (by in many cases allowing the patient

to communicate directly with the provider in a non-official language), but may also

promote the confidence and trust ofpatients in their care, appropriate utiliz¿tion, and

satisfaction (Cooper-Patrick et al., 1999; Saha, et al' 1999; Saha, Taggart, Komaromy &

Bindman,2000; Snowden, Hu, & Jerrell, 1995).

However, there is also conflicting evidence. Ethnic matching appears to be effective for

some outcomes but not others, and the processes that account for the results are not

known. some authors point out that ethnic or language matches do not ensure cultural or

cognitive matches (Sue, 1998). Ethnic matching may fail to recognize the number of

cultural identities that are of concem to patients (Meleis, 1996). For example a woman

may prefer a female provider ove¡ a male ofher own ethnic background; a gay
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Aboriginal man may prefer a gay-positive white provider over an Aboriginal provider

who is uncomfort¿ble with altemate sexual orientations. Providers of a different social

class, teligion, region, or generation may have little in common with many patients from

their own countries oforigin. There is also significant diversity in spoken language

between generations and regions, even within groups identified as speaking the same

language (Li, McCardle, Clark, Kinsella, & Berch,200l). Ethnic matching may even

contribute to distrust if the patient and provider are of different political, socio-economic,

religious or regional backgrounds, particularly in small or politically divided

communities (Bowen, 1999; Bowen Stevens, 1993). It may also contribute to "cultural

blind spot syndrome," where differences âre not recognized because the client appears

similar to the interviewer (Lin, 1983).

It is generally not feasible to match patients with providers oftheir own background,

even ifthere were good evidence that this is effective (Bowen, 2001). There are logistical

challenges to ethnic matching, particularly in regions where there are smaller numbers of

many ethno-cultural groups dispersed over a broad geographic area (Li et a1.,2001), the

situation in much ofCanada. Even when the primary provider is ofthe same background,

the client will need to deal with other health professionals within the system (Downing &

Roat, 2002). Ethnic matching - particularly when "minority" staff are limited to working

with clients oftheir own background - may not only fail to contribute to cultural

competence within an organization, but may also decrease altematives for both client and

provider (Williams, 2001).
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Workforce representation (recruiting and retaining staff that reflect the demographics

of the patient population) is primarily a response to demands for employment equity

(Human Resources Development Canada, 2003). It is assumed, however, that

employment ofhigher numbers of staff from non-dominant cultural groups will

contribute to cultural responsiveness through improved communication, confidence and

user-friendliness experienced by minority populations; a greater likelihood that services

will be organized in a way that meets needs; and less likelihood that "minority', staff will

show discrimination (Betancourt & King, 2000; Brach & Fraser, 2000; Saha et al., 1999).

Unlike ethnic matching, which focuses on the provider-client interaction, this strategy is

not primarily directed towards improved client service, but rather is intended to address

broader issues ofsocietal inequity. It is concerned with workforce representation at all

levels of the organization - particularly at the decision making level (Offrce of Minority

Health, 2001a; Weiner, 1997).

workforce diversification (creating an environment that allows access to the talents of

diverse persons (Cox, 1994; Thomas & Woodruff, 1999), does not focus on ethnic

matching, or even on 'þroportional" hiring. Instead, the emphasis is on removing

baniers to organizational participation ofa variety ofdiverse cultural groups in order to

increase organizational creativity and flexibility. Proponents of this approach often focus

on diversifìcation as a means for achieving organizational goals rather than a means of

ensuring equity (although equity is seen as essential for achieving them). Employment

equity and anti-discrimination approaches are often seen as precursors to this ,,diversity"

approach (Gandz, 2001). While the histo¡ical contribution ofthese earlier approaches is
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isolation from organizational theory poses significant limitations (Glastra et a1.,2002).

However, while the workforce diversification approach is the trend most commonly

reflected in the current business literature, it has had far less impact in the field of

healthcare.

Each ofthese workforce approaches rests on different assumptions and has different

implications for policy at both the organizational level and at the level oflarger systems

(e.g. training institutions or provincial and national licensing/accrediting bodies). In spite

ofthese differences, they present some similar challenges - the development of human

resource policy that removes baniers to participation ofdiverse cultural groups. A major

challenge to any attempt at "matching" or "representation" relates to how communities

are defined, and who "represents" a particular community. This issue is discussed in

more detail in section 3.2.4

Strategies for creating a diverse or representative workforce include recruitment,

retention and promotion at the organizational level, and facilitation ofentry into health

professions ofdiverse cultural groups at the systems level (Bowen, 2000). This may

include, for example, expanded efforts to address barriers to employment faced by

intemationally trained medical graduates - who face what are often perceived as

discriminatory licensing and accreditation barriers to practice (Mata, 1999; Williams,

2001); and also to professional school eligibility faced by Aboriginal applicanrs (who



because ofconditions oflarger societal inequity and barriers to advanced education,

remain significantly under-represented in the health professions).

In general, less attention has been paid to workforce than to patient care issues related to

cultural responsiveness (Weech-Maldonado et a|.,2002). The Canadian health care

system has been identified as presenting specific barriers to workforce participation. For

example, while lack ofrecognition of intemational credentials is an issue highlighted in

the diversity literature, governance bodies and provincial policy have been especially

slow to address barriers to licensing and accreditation faced by new immigrants, in spite

ofongoing critical health human resource shortages (Bowen & Simbandumwe, 1998;

Williams,200l).

The "organizational diversity" movement has received more attention in the United

States than most other countries, and has been influenced by the historical and policy

context of that country. "Affirmative Action" responses, for example, frame many of the

U.S. responses to increasing representation of under-represented groups, whereas Canada

is guided by Emplol'rnent Equity legislation. However, a number of Canadian authors

have done significant work in framing these issues in the Canadian context (see for

example, Buchanan, 1998; Buchanan & Ohleill, 2001 ; Gandz, 2001; Harvey & Btakely,

1996). Minors, 1998; Tator, 1998; Taylor, 1995; Weiner, 1997). Their work has informed

this summary ofthe literature, and the four models ofresponse described in pages 68-72

are applicable to describing approaches to workforce diversity in Canada.
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However, while there is evidence that a diverse workforce can bring benefits to

organizations and to clients, it cannot be assumed that either workforce diversification or

representation, by themselves, will result in improved culturally competent care for all

clients (Shaw-Taylor & Benesch, 1998).

Voluntarv or Required Action

While there is increasing awareness ofthe importance ofproviding culturally responsive

care to clients, organizational commitment may be limited to broad philosophical

statements and aspirational principles, rather than framed as established standards ofcare

with formal guidelines. The focus remains on info¡mation rather than practice. However,

as Dr. Thomas Dolan, the president and CEO of American College of Healthcare

Executives observed: "The time has come to ask ourselves some tough questions - about

our actions and about those ofour organizations. It ís not enough to have policies

prcmoting equal opportunily; we must ensure that current practices support those

policies" (Dolan, 1998, as referenced in Weech-Maldonado et al., 2002). The extent to

which best practices have been incorporated into required action is, therefore, an

important dimension to be measured.

The most recent development in the literature is the move towards adoption ofguidelines

and standards by organizations and professional bodies; however, this is most evident in

the United States. In that country, a legislative framework, incorporation of,,cultural

competence" measures into assessment ofmanaged care organizations, and a number of

consensus-development processes, have all contributed to a shift from viewing cultural
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competence as an aspiration to a requirement, from an optional "extra" to a standard of

care. While there have been some initiatives to develop cultural responsiveness standards

and competencies in Canada, there has been greater reliance on voluntary measures, and

confidence in the power of education about cultural differences to affect behaviour

change.

Individual or Orsanizational Focus

Another dimension of difference in approach to cultural diversity is the level at which

interventions to improve cultural responsiveness are focused. As discussed earlier, the

tradition of"cultural competence," has tended to emphasize interventions geared towards

individuals, often through training initiatives; and many organizations continue to limit

cultural responsiveness initiatives to those focused on the individual provider. It is

increasingly believed, however, that focusing on competence at the provider-client level

is inadequate for developing culturally appropriate systems ofcare, and that without

institutional change, even competent individuals will be limited in their ability to practice

in a competent manner (Chin, 1999; Jones et al., 1998; Quandar, 2003).

Provider "Competence" or ClienlCommunit)¡ "Access"?

While a growing convergence can be observed between the two concepts of"cultural

competence" and "access" regarding what actions must be taken by organizations to

increase their cultural responsiveness, there remain fwo major approaches to how

"cultural differences" can best be addressed. One (the "provider competence" approach)

focuses on increasing the skills ofthe provider. "Cultural competence" remains in large
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part the language ofprofessionals and health care systems, describing what they think

they should do to address "the problem" of cultural difference. The '.client/community

access" approach, in contrast, emphasizes strategies to enable clients and diverse

communities to participate in all levels of the organization - from the clinical visit to

organizational govemance.

Health care providers from a number ofdisciplines were among the fìrst to articulate the

need for "cultural competence." Providers deal directly with the frustrations and risks of

providing quality care to patients who do not share the same culture or language.

Understandably, their focus is on cultural competence at the level of the provider-patient

interaction, not societal inequalities, or institutional baniers to participation. In this

context, cultural competence has emerged as a behavioural expectation ofproviders, an

additional set ofcompetencies required to practice effectively and ethically in an

increasingly diverse environment. It should come as no surprise that the most common

solution identified by providers is the development ofknowledge and skills to effectively

manage the health care encounter. Generally the focus is on differences between

providers and clients due to "ethnicity." Negotiating client compliance in the face of

different beliefs, practices and communication difficulties is often a concern.

Because providers are working within a "monocultural" system that continues to be

dominated by individuals from white, middle class backgrounds (Tator, 1998), the

cultural biases within the organization that may lead to inequity in care are often not

recognized (Cox, 1994). It is also difficult for professionals in identified ,,caring
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professions" to recognize personal or organizational barriers that may result in lower

standards of care (Cutley, 1996).

The focus on "competence" in the provider-patient interaction, which continues to

dominate much ofthe discussion on culture in health care, remains rooted in the

traditional - and inherently unequal - relationships between provider and patient. The

emphasis is on building resources within existing organizations and individual providers,

rather than undertaking systemic change that would allow greater participation in

planning and decision-making by underserved clients and communities.2 Responses are

built around the provider's perceptions ofneeds, which are often framed in terms of

mastery ofa finite body ofknowledge, and demonstration ofspecific skills (Tervalon &

Murray-Garcia, 1998), and assume continuation of the traditional provider-client

relationship. The tendency to view "cultural differences" as a problem (rather than an

opportunity) for which the health system itself must find the solution does not promote

structural change, and there is little evidence that providers as a group feel the need for

change at this level.

This approach, however, has faced increasing criticism over recent years, and there is

significant variation in perspectives among individuals within specific provider groups.

Dreher and McNaughton (2002) emphasize the "ecological fallacy" inherent in many

approaches to cultural competence, as well as the tendency to nest accountability for

competence with health care providers, where they believe application of cultural

2 
Some ofthe challenges in deteffnining "who represents the community" are explored in Section 3.2.4



78

information is likely to be least useful. Some writers not only express concem regarding

the underlying theoretical perspectives guiding many approaches to cultural competency,

but reject, altogether, the concept of "competency" - often interpreted as "demonstrable

mastery of aÍìnite body of knowledge" (Tewalon & Munay-Garcia (1996: 118).

Altemate approaches to cultural competence, such as "cultural safety" (Coup, 1996;

Polaschek, 1998; Ramsden, 1993), and "cultural humility" (Tervalon & Munay-Garcia,

1998) have emerged as critiques of the focus on mastery ofknowledge about culturally

diverse groups.

The concept of cultural safety, which has emerged from Maori nursing in New Zealand,

reflects an antiracist approach. Cultural safety involves recognizing the position of

cefain groups within a society, and focuses on how these groups are perceived and

treated, rather than the different things their members think or do (Polaschek, 1998).

"Unsafe" nursing practice includes "actions that diminish, demean or disempower,',

whe¡eas culturally safe practices "recognize, respect and nurtare" (Polaschek, 1998:

453). Culturally safe care is defined by those who receive the service (Wepa, 2003),

whereas in many cases cultural competence is defined by those who provide it.

Although cultural safety is often contrasted with a particular approach to cultural

competence, that of transcultural nursing, many ofthe critiques also apply to the concept

of cultural competence as it is commonly applied. Focusing on individual interactions is

seen to be inadequate, and "cultural safety" proponents critique the idea that publicly

funded health care is a simple service provided equally to all individuals. This approach
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not only downplays the importance ofspecific cultural knowledge, it highlights the risks

of disempowerment which may result from creating "experts" on oppressed peoples, and

the added health risks that may result from stereotyping (Coup, 1996). It focuses not on

ethno-specific information but on power relations (Reimer Kirkham et al., 2002). "Rather

thanfocusing on exotic belief systems ofpeoplefrom different ethnocultural

backgrounds, and treating each group as a distinct entity, we are challenged, instead, to

examine the unequal relations ofpower that are the legacy ofour colonial past and neo-

colonial presenf'(J. Anderson et al., 2003: 196).

Cultural safety, which focuses on nursing education, has been controversial in New

Zealand and used by few researchers in other countries, although some Canadian research

has been informed by this approach (J. Anderson et a1,2003, Browne et al., 2000;

Reimer Kirkham et a1.,2002),It is unclear to what extent the focus on the impact of

colonialism, so important for the health of indigenous communities, may be equally

useful in examining other power relationships (such as gender, education, or socio-

economic class).

Tervalon and Munay-Garcia (1996) suggest that "cultural humility" is a more

appropriate goal than cultural competence. They propose that - as this approach

represents a commitment to self-examination and critique, redressing power imbalances

in the patient-physician dynamic, and developing partnerships with communities - it is

more consistent with the emerging goals in health care, and facilitates greater

communication and understanding between providers and patients.
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Providers who are themselves members of racialized minorities may not support

commonly held perspectives on cultural competence, which often reflect the assumptions

of multiculturalism. Some providers, such as internationally trained physicians or

Aboriginal health providers, identi$ structural baniers, including racism and

discrimination, as key issues and are more likely to advocate for workforce representation

or workforce diversity responses. Professional associations and unions may, however,

function as a barrier to such approaches as thei¡ focus is on protecting the positions of

cunent membe¡s. While these bodies have an important role in ensuring faimess in the

treatment oftheir members, loyalty to those already in the system (and for whom the

existing system may function well), along with a potential lack of appropriate

representation from those excluded from organizational participation, may result in lack

of support for some proposed cultural responsiveness initiatives, particularly those related

to wo¡kforce diversification.

While providers have often proposed "cultural competence" as a response to the needs of

"culturally different" clients, clients themselves have tended to use the language of

"access." There is concern that "cultural competence" has in large part been defined and

analyzed ftom a white, middle-class perspective, and may not best represent the approach

preferred by underserved communities themselves. The voice of the consumer is

generally not included in cultural competence research (Canales & Bowers, 2001; Hains

et al., 2000; Pope-Davis, Liu, Toporek, & Brittan-Powell, 2001). In addressing barriers to

"access" the focus is not on the competence ofproviders already within the system, but

more pragmatically, on the barriers that prevent community members from participating
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in health care organizations and services. While many patients highlight baniers to

client access (such as failure to provide language access services), community advocates

may also focus on bar¡iers to organizational participation, particularly within the

workforce and governing body.

However, there may be important differences in perspectives among users ofhealth care

services. Members of recent immigrant communities are most likely to identifi issues of

client access (e.g., language barriers and lack oforientation to services) as barriers to

care. They are often struggling with the immediate issue ofunderstanding the health

system and communicating with providers. There is often a willingness to participate in

services as they now exist. In contrast, strategies proposed by Aboriginal peoples often

reflect awareness ofthe larger societal context ofhistorical inequity and a desire to take

responsibility for managing their own health services.

The Example of Language Access

Analysis ofthese underlying philosophical assumptions related to cultural competence

and access provides some insights as to why certain approaches have received more

support within the Canadian health care system than others. The issue of language access

provides an interesting example.

Research has highlighted the effects oflanguage baniers on ability to obtain care,

participation in þreventive and screening activities, perceived health status, patient

satisfaction with care, diagnosis, patient understanding, and protection of patient rights
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(Bowen, 2001; Bowen & Kaufert, 2000). Language barriers also often result in clients

receiving different treatment (Bischoffet a1.,2003) than those who speak an official

language. They increase the incidence of "miscommunication, misdiagnosis,

inappropriate treatment, reduced patient comprehension and compliance, clinical

inefficiency, decreased provider and patient satisfaction, malpractice injury and death',

(Office ofMinority Health, 1999). Four of l4 national standards for culturally and

linguistically appropriate care, recently developed in the united states to address cultural

and linguistic competence, address the issue oflanguage access (Offrce of Minority

Health, 2001a). However, in Canada - with the exception of medical interpretation

services for Deafpatients (Stradiotto, 1998) - the rights ofpatients to trained health

interpretation have not been established, nor have the responsibilities ofhealth services to

ensure provider-patient communication, national training, accreditation and service

standards (Rochefort, 2001). As a result, there is wide variation found between regions

in availability oflanguage access services, models ofservice provision, and program

standards. Although there is compelling evidence of the dangers of using family, friends,

or untrained volunteers to interpret for families, this approach is the most common in

many areas ofthe country.

Given that ofall the strategies identified for increasing cultural competence, addressing

language baruiers is the only one for which clear evidence of effectiveness is available

@rach & Fraser, 2000), it is useful to explore why there has been, in many jurisdictions,

limited action taken to address the need for language access programs, and why, even
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Federico, & Hampers, 2003).

A lack ofresponse to language needs is consistent with the ,,provider competence,'

approach. As many educational interventions focus on leaming ,,facts', about specific

ethnic groups (rather than, for example, skills in intercultural communication, including

working with an interpreter), the result has often been that lower priority is given to

issues such as development ofprofessional interpretation programs. some approaches to

cultural training may, at worst, result in shifting attention and resources away from the

importance oflanguage access services (which allow the client to participate in the health

care encounter as an active partner). case study research has documented instances where

providers have relied on their supposed "knowledge" ofspecific cultural practices as a

substitute for individualized assessment based on accurate communication (Bowen

Stevens, 1993; Tervalon & Munay Garcia, 1998).

"Culturally competent" care cannot be achieved simply by ensuring linguistic

communication between provider and patient. Those who do not speak an official

language are likely to face additional baniers to equitable care. However, language

access is a pre-requisite for culturally competent care to occur. unless there is effective

communication, it is not only impossible to be sure that the,,facts" about the client's

condition have been established, but exploration by the provider and patient of the

relationship and importance ofthe client's various cultural identities (gender, education,
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income, sexual orientation, and life experiences) to the client's health and illness is often

prevented (Bowen, 2001).

Effectiveness ofresponses to addressing language barriers will diffe¡ based on the level

at which the intervention is made. Although individual providers may make a

cornmitment to call for interpreters when needed by their clients, this personal initiative

may be of limited effectiveness unless there is commitment at the organizational level:

policy development, appropriate financial support, and integration of language access

services into the strategic plan (canillo et al., 1999). Failure to ensure organizational

level interventions (relying instead on promoting individual competence) tends to

contribute to a de-emphasis on interventions such as professional interpreter programs.

Summary: An Emerging Theory of Organizational Cultural Responsiveness

In spite ofdiverse definitions and differing perspectives on how best to meet the needs of

culturally diverse clients, my review ofthe literature suggests an emerging consensus on

characteristics and approaches ofeffective responses. These trends I have described as a

transition from "caring" to "outcomes," from a focus on culturally competent providers to

culturally competent systems ofcare, and from a focus on ethnicity to recognition of

complex cultural identities.

From Caring to Outcomes

It is generally agreed that cultural competence is not an end in itself (campinha-Bacote,

1999; Lorurer, 2000;Paez,2003a), but a necessary condition for ensuring equitable care,
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and ultimately improved health outcomes. There has been an important shift in the

rationale for cultwal competence from a way to show "sensitive caring" to patients, to a

means of addressing health inequalities. As Baxter (2001) observed, it is now considered

good practice to emphasize competencies and outcomes in relation to achieving

organizational goals; best use ofhuman and financial resources; and the strategic action

required to bring about a paradigm shift from goodwill to competence.

From Cultu¡ally Competent Providers to Culturally Competent Systems of Care

There is also increasing recognition that while culturally competent providers are an

essential component ofculturally competent care, improving the competence of

individual staff is not enough. The focus must be on achieving competent systems of

care: this requires organizational change. Related trends include shifts in emphasis: (a)

from stafftraining to organizational development; (b) from provider-patient interactions

to "how we do business"; (c) from voluntary guidelines to mandated standards, and (d)

fíom separate "add-on" programs to cultural responsiveness as an integral component of

the organizational strategic plan.

From a Focus on Ethnicit], to Recognition of Complex Cultural Identities

The¡e is $owing awareness ofthe importance to cultural identity ofa variety ofshared

attributes (such as gender or sexual orientation) or shared life experiences (e.g., parenting

a disabled child or experience ofsexual abuse). It is increasingly accepted that cultural

competence must be defined to include factors other than "race", language and ethnicity.

Related trends include the evolution from deterministic to complex and interactive
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conceptualizations ofculture, and from a focus on differences between cultural groups to

recognition of differences within groups. This is mirrored in the business ,,diversity"

Iiterature, where a broad definition - one that goes beyond the visible differences ofrace,

ethnicity, age and gender - is the trend, and where factors such as education, socio-

economic status, and work experience are seen as often more potentially impofant than

ethnicity (Kohnen, 2003; Society for Human Resource Management, 2003).

Conclusion

In the traditions ofboth improved "access" and "cultural competence,,, there has been an

important shift in the literature from a concern about "sensitive caring" to an emphasis on

health outcomes and equity of treatment. This outcome-oriented approach, if adopted,

may help resolve many ofthe differences found between proponents of improved cultural

responsiveness. It will define groups based on evidence ofdifferences in health

outcomes (including intermediate outcomes such as access to needed services, treatment

prescribed, and satisfaction with care); it will avoid many of the limitations of both the

multicultural and anti-racist approaches; and allow interventions to be evaluated on

evidence ofchange in health outcomes (or indicators ofhealth outcomes). It also provides

an impetus to align cultural responsiveness with other quality initiatives. This approach

converges with the approach to cultural diversification used within the business

community, where cultural competence is aligned with an organization's "business plan."

The next chapter focuses on defining and identifying "best practices', as they relate to

cultural responsiveness of health organizations.
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CHAPTER3: BEST PRACTICES OF CULTURALLY RESPONSM

ORGANIZATIONS

At the same time that these trends in organizational cultural responsiveness have been

emerging there has been increasing interest in identifuing ,,best practices" of culturally

responsive organizations. The fìrst section in this chapter outlines the current state of

research related to cultu¡e and health; the second discusses the concept of"best practice"

as it is used in this dissertation. The third section summarizes .,best practices', as

identified through a review of the literature. These "best practices,, have been organized

into seven domains: institutionalization ofresponses; ensuring language access; cultural

training for staff; human resource policy; community participation; information for

clients and community; and data collection, evaluation and research. Included in the

discussion of each domain area is an overview of the challenges in implementing these

identified "best practices", and oftheir appropriateness for adoption in Canada.

Subsequent sections discuss issues related to assessment ofcultural responsiveness at the

organizational level, and report on preliminary activities undertaken with the National

Network for cultural competency in Paediatric Health care. The chapter concludes with

a description of the process used to develop a document review instrument designed to

assess the cultural responsiveness ofhealth care organizations.
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Limitations of Current Research on Culture and Health

Limitations ofresearch related to cultural responsiveness are experienced in several

areas. First, there is a paucity of research on cultural competence and health care access,

particularly on the impact and effectiveness ofvarious approaches (L. Anderson et al.,

2003; Brewster, Buckley, Cox & Greip, 2002;Henry I. Kaiser Family Foundation, 2003).

Much ofthe literature on "cultural competence" is based not on research evidence but on

theory (Betancourt et al., 2002; Sue, 1998), and much of the research on.,access,,is

limited to analysis of utilization. while it is theorized that improved responsiveness has

the potential to improve health outcomes and increase efficiency (Brach &. Frase4 2002),

with the possible exception of language access programs (Bowen, 2001 ; Brach & Fraser,

2000), there is insuff,rcient evidence to determine the effectiveness of specific

interventions (L. Anderson et al., 2003). one major perspective missing from the research

is that of "minority" groups themselves (Canales & Bowers, 2001; Hains et a1.,2000;

Pope-Davis et al., 2001). Most health research and policy is based on the ,,minority health

disparity" assumption, and does not consider the strengths of ,,minority" cultures and

what the health system can learn from these strengths (Bowen Stevens, 1993; Hayes-

Bautista, 2003).

One ofthe difficulties is that, until now, there has been no consensus on definitions of

cultural competence or access, and little attempt to link specific activities with proposed

outcomes. Conceptual models, which outline these links, are required to provide a base

for future assessment (Brach & Fraser, 2000). Nor is there an agreed-upon categorization
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of"domains" of culturally responsive interventions, which are categorized differentty by

diffe¡ent authors.l

Second, there is good evidence that both health services and clinical research routinely

exclude cultural minorities, especially those lacking official language proficiency (Frayne

el al., 1996; Giuliano et al., 2000; Jacobs, Ha¡dt & Atvarado-Little, 2001; Li et a1.,2001;

Lovato, Hill, Hertert, Humminghale & Probstfield, 1997). Few health services, for

example, take steps to ensure that program evaluation includes the experiences of

linguistically and culturally diverse clients. This exclusion limits the generalizability of

research, affecting not only the health of "minority" groups, but also the population as a

whole (Li et al., 2001).

Third, with the exception ofcoding related to treaty status, canadian data on health status

and service utilization generally does not designate ethnicity (Robinson, l99B; Sheth et

al.,1997), although it may record which ofthe official languages is spoken. There is, at

present, no consensus about whether collection ofdata on ethnic ity ,,,race,' or language is

desirable; nor about what aspects of ethnicity are of importance. The absence of ethnic

identifiers places significant limitations on the ability to research differences in health

processes and outcomes among populations (Bierman, Lurie, Collins & Eisenberg, 2002).

I 
For example Brach & Fraser (2000) in thei¡ ¡evierv of the literature idenúf nine domains for cultural

competence: 1) interpretet services,2) tecruitment and retention ofcultu¡ally divetse staff,3) t¡aining,4)
coordinating with taditional healem, 5) use of communiry health workers, 6) culturally competent health
ptomotion, Q inclusion of family and community members, 8) imme¡sion in anothet cultuè, and 9)
administrative and organizational accommodations. Siegal et al. (2000) suggest the domai¡s of needs
assessment, information exchaoge, services, human resoutces, policies and procedutes, and culturally
comPetent outcomes The 14 sta¡datds for Culnrrally and Linguistically Appropriate Cate (Office of Minority
Health, 2001) also describe domains for anention.
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The availability of data on First Nations communities - made possible because of this

ethnic coding - has highlighted the significant gap in health status between First Nations

peoples and the general Canadian population (Health Canad4 1999; Martens et al.,

2002). The same information is generally not available on language minorities or other

ethnocultural groups. While some institutions do collect data on ethnicity or language,

there are no standards or requirements for consistency. This results in data ofvariable

quality that carurot be compared or combined with that of other institutions. There is also

variability in ethnic data available on the health workforce. Employment equity

legislation identifies visible minority, Aboriginal, and disability status (Harvey &

Blakely, 1996), but this may not be collected in all organizations. This historical and

policy context presents additional challenges for Canadian researchers intending to

undertake research on differences in health status, health access, and quality ofcare.

Fourth, many methodologies used in general health research are themselves either

culturally biased, or fail to make accommodation for the realities of working in a diverse

environment. The result is that much research overlooks those likely to be most

vulnerable. For example, sampling strategies may fail to capture the experience of

specific "minority" groups (Li et al., 2001). Assessment instruments may not be valid

when translated or used in other cultural contexts. There are serious limitations in use of

patient satisfaction instruments in cross-cultural contexts (Crow et al., 2002). Many

studies use patients' assessment oftheir own symptoms, functioning, satisfaction, and

preference. However most ofthese measures have been developed in English, and for

clients from the mainstream culture. There is evidence that they may not be relevant or
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appropriate for use with other linguistic or ethnic groups, as important differences,

particularly in use ofrating scales, have been found by measures of ethnicity

(Berkanovic, 1980; Flaskerud, 1988; Hayes & Baker, 1998; Munay-Garcia, Selby,

Schmittdiel, Grumbach & Quesenbeny, 2000; Ren & Amick, l99ï;Taina et al., 1997;

villamrel, 1998). These differences make it diffìcult to determine whether differences in

subjective measures are related to actual quality ofcare, or to variation in patient

perception, expectation, or response style.

Research designed to determine the interaction effects of membership in more than one

underserved group is still in its infancy, and little resea¡ch has simultaneously studied the

effects of factors such as gender, and cultural, "racial" or economic factors (Krieger et al.,

1993) even though the effect ofone factor (e.g. income), may have different effects by

gender, "race" or ethnicity.

Although research focusing on "culturally competence" is a developing area, guidelines

for how it is to be conducted have been developed (see for example, Meleis, 1996;

villarruel, 1999). oryanizations must first recognize that minorities have been excluded

from much research, and consider the effect that this exclusion has on the knowledge of

health care providers.

Defining Organizational,,Best Practice"

The paucity ofresearch in the area ofcultural responsiveness creates particular

challenges for determining related "best practice." Definitions of best practice are
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generally based either on fìrm evidence linked to specific outcomes, or developed to

ensure compliance with regulatory or legislative standa¡ds. In the United States, some

"best practices" are based on specific legislation and standards; this is generally not the

case, however, in Canada,

As outlined in the previous section, very little evidence related to the impact ofspecific

cultural responsiveness interventions on health outcomes is available, and there is a

continuing need for development and assessment of conceptual models linking specific

cultural competence interventions with health outcomes. (Brach and Fraser (2000)

provide such a model, focusing on the example of interventions to ensure language

access). What is evident from the research from a number ofcountries, however, is that

some population groups have lower health status. There is also strong evidence from u.s.

research that members ofspecific ethnic/"racial" groups are treated differently by the

health system. some evidence, in particular differences between populations groups with

regard to participation in preventive and screening programs, is also available for canada.

Given that there is strong evidence of a "problem," and a theoretical base for specific

interventions, it can be argued that there is direction for action, and that practitioners and

organizations should proceed based on the best evidence available. The paucity of

funding for cultural responsiveness research in Canada also suggests that waiting for

incontrovertible evidence may result in non-action even in the face ofevident disparities.

Many health care experts make clear connections between cultural competence, quality

improvement, and elimination ofdisparities. In the absence of definitive research, best
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practice is often identified through expert consensus combined with available research

and emerging evidence (Betancourt et aL,2002). As a result "cultural competence" in

health care is now promoted as an important strategy to address health inequities, and

there is emerging consensus on best practices related to cultural responsiveness at the

organizational level. While this trend is most evident in the United States, the language of

"best practice" is now common in many other countries, including Canada - where

organizations, nursing associations and health regions are developing standards and

"competencies" related to cultural responsiveness. As this "best practice" terminology is

now in common usage in Canada, I have adopted this term to describe the emerging

expert opinion identified thÌough my review ofthe literature.

The following summary ofidentified "best practice" at the organizational level is based

on: a) emerging trends in the theoretical literature; b) academic research; c) the literature

on organizational diversification; d) criteria, standards and guidelines developed through

the national consultation process sponsored by the U.S. Department of Health and Human

Services Office of Minority Health; e) guidelines and standards developed by other

organizations and systems; and f) descriptions of exemplary programs. Several recent

reports (Betancourt et. al., 2002; Health Human Resources and Services Administration,

2001; Henry K. Kaiser Family Foundation, 2003) have highlighted concrete examples of

how these best practices have been implemented in specific organizations.

I have grouped identified best practices into seven areas: institutionalization ofresponse;

ensuring language access; cultural training for staff; human resource policy; community
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participation; information for clients and communities; and data collection, evaluation

and research. These "best practices" have been selected based on their appropriateness

for use in the Canadian context. Each section discusses some of the challenges related to

assessing best practice in this area, and the relevance for their application in Canada.

I)omains of Culturally Responsive "Best Practice"

Institutionalization of Responses

Effective organizations institutionalize cultural competence (Health Human Resources

and Services Administration, 2001): they develop an organizational framework to support

cultural competence initiatives (Office of Minority Health,2001a: Standard 8); and

integrate cultural competence activities into all aspects of the organization. It is not

enough to have culturally responsive programs. "The service's strategic goals, plans,

policies, and staff designations should not be framed in d way that a depdrtment initiative

or activities are set apartfrom the rest of the life of the organization" (Office of Minority

Health,2001a: 85). It is impossible to implement and manage cultural responsiveness

activities without a structured and strategic approach (Office of Minority Health,200la).

A number ofcriteria have been suggested in this domain: (a) accountability for cultural

responsiveness at the highest levels of the organization; (b) representation åf .orn-unity

diversity at the levels of govemance and senior management; (c) clear commitment to

cultural responsiveness in the organization's mission, values, and operating principles;

and (d) a written strategic plan that outlines clear goals, policies, and operational plans.

Development of this cultural and linguistic services plan should incorporate the
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participation ofclients and community. The plan should include activities, time lines and

milestones, and establish accountability and responsibility for initiatives.

Specific policies related to diversity, access and cultural competence (including policies

related to language access; staff recruitment, retention and promotion; data collection;

and complaint and grievance procedures) must be developed. In addition, mechanisms for

performance monitoring must be established, and appropriate allocation ofresources for

cultural responsiveness initiatives (e.g. interpretation, translation.and research) ensured.

Some authors identifr the first step in assessment and planning as assignment of

responsibility for the initiative (Paez,2003a). The options for doing this include:

integrating cultural responsiveness assessment and strategic planning processes;

integrating such assessment and planning into the work of existing teams whose efforts

are closely aligned with the purpose of improving culturally and linguistically appropriate

service (e.g., quality improvement); creating a new position or department to lead the

process, or assigning responsibility to specific individuals. There is consensus that a

critical requirement for effective organizational integration is a clear and unequivocal

statement by organizational leaders on the importance ofdiversity; it is also recognized,

however, that more than statements are required to bridge the gap between espoused and

enacted values (Gantz, 2001).
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Challenqes and Implications for Canadian Practice

These "best practices" are consistent with the management and organizational

development literature, and have been demonstrated to be important in a range of

organizational settings, and related to many different "best practice" areas. They are not,

therefore, either "new," or applicable only to cultural responsiveness initiatives.

However, it has not been the tradition in Canada to integrate or institutionalize culturally

responsive practice at the organizational level, and reliance on voluntary initiatives

focused on individual service providers remains the norm. The challenge, therefore, lies

in gaining acceptance of"cultural responsiveness" as an issue of suff,rcient importance to

be addressed at the organizational level, and one to which organizational development

principles apply.

Ensuring Language Access

Culturally responsive organizations recognize that language access is a fundamental

prerequisite ofcultural[y competent care. several criteria have been identified. policy and

programs should be in compliance with relevant equity legislation. Written policy should

be in place that addresses: (a) a client's rights to free health interpretation; (b)

requirements for providers to use interpreters; (c) specific actions to ensure interpreter

coverage at all points ofaccess; (d) specifrc policy addressing use of family members as

interpreters; (e) standards for training providers to work with interpreters; (f) the training

and/or accreditation required by interpreters; and (g) appropriate mechanisms for

evaluating interpreter competence and client satisfaction. Interpretation programs should

receive adequate ¡esources to support the services required.
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Successful programs recognize the complexity of language interpretation, and reflect the

awareness that communication is more than simply shared language. They recognize: (a)

linguistic variation within a cultural group; (b) cultural variation within a linguistic

group; and (c) variation in literacy within a language group (Health Human Resources

and Services Administration, 2001).

While many different models of interpretation service have been developed, the strengths

and limitations ofthese models is poorly understood and little comparative research is

available (Bowen, 2001; Downing &,Roat,2002). However, there is expert consensus on

a number ofkey issues and on minimum standards ofservice provision (Appendix A).

While specific models developed should reflect local community demographics and

needs, any model adopted should ensure that these minimum standards are achieved.

Reliance on family members and other untrained volunteers in not acceptable. It is likely

that for many centers a combination of models will be necessary depending on the

populations served, presenting problems, skills needed, and availability ofresources

(Can, 1995; Durbach, 1994).

Challenges and Implications for Canadian Practice

Bowen (2001), in a comprehensive review of the literature related to language access,

analyzed research evidence from a Canadian perspective, and assessed implications for

the provision ofhealth care in Canada. She concluded that there was strong evidence

from Canadian programs that patients who do not speak an official language often do not

receive the same standard ofethical health care as other Canadians, and that much
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(though not all) ofthe international research evidence on the negative impact of language

barriers can be appropriately generalized to the Canadian context.

Significant research has been undertaken in many countries on the effects oflanguage

baniers, and there is strong evidence of negative impacts on treatment received, patient

satisfaction, understanding and compliance, and health outcomes. There is also mounting

evidence that language barriers have a larger negative effect on quality ofcare than does

"race" o¡ eth¡icity (Bowen,2001; Vy'eech-Maldonado et a1.,2001). While Canada lacks

the legislative framework mandating provision of language access services to all

language communities, evidence related to the risks and benefits ofvarious responses to

addressing language barriers is relevant in this country. There is also strong international

consensus on risks of untrained interpretation and minimum standards of service

provision.

Standards development appears to be most developed in the area of language access. A

number of U.S. jurisdictions have developed comprehensive policy and standards in this

area (see for example, Paez,2003b; Tones, 2001). In Canada, there is significant

variation in service availability and development of standards both between provinces

and between individual health service institutions/organizations.

Canada faces some particular challenges in this area as language access for separate

language constituencies (official languages, First Nations and Inuit languages, visual

languages and "immigrant" languages) is governed by different legislation, and often the
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responsibility of different govemment departments. In many centres, provision of

interpretation services has not been taken on as a responsibility ofthe health system, and

reliance on family/volunteers or community groups, with no accountability to health

services, is common. Awareness ofexisting research on the impacts oflanguage barriers

remains low: a particular challenge relates to framing the issue oflanguage access as an

essential component of quality of care.

Cultural Trainine for Staff

Culturally responsive organizations ensure appropriate education and training for staff

(Oftice of Minority Health,2001a: Standard 1). Training should be comprehensive and

avoid simplistic stereotypes. "Recipe-book" approaches should be avoided. The

following list of"best practices" in cultural training is adapted from criteria identified

through the consensus process undertaken by the Offlrce of Minority Health (Office of

Minority Health,200la), and also reflects the emerging consensus on key elements of

cultural training identified by a number of authors (Abrums &Leppa,2O0l; Brewster et

al.,2002; Canillo et al., 1999; Canadian Paediatric Society, 1999; Casse, 1981; Coup,

1996; Dreher & Macnaughton,2002;Duffu,2001; Fuller,2002; Green eta1.,2002;Kai,

Bridgewater & Spencer, 2001; Lavizzo-Mourey & Mackenzie, 1996; Nunez, 2000;

Tervalon & Murray-Garcia, 1998):

. awareness of the impact ofone's own individual culture on knowledge and attitudes,

and the effects of this culture on interactions with patients and colleagues

r effects ofthe cultures ofthe organization, one's own profession, and the health care

system, including potential baniers to care presented by organizational cultures



. effects of cultue on health outcomes, satisfaction and management ofdisease

o effects of cultural differences on health promotion, diagnosis and treatment, and

supportive, rehabilitative and end-ofJife care

. specific information related to priority patient populations

¡ differences in clinical management ofdiseases indicated by the "race", ethnicity or

country of origin of patients

¡ diversity found within "ethnic" groups; and the impact ofother cultural

characteristics (e.g. poverty and socioeconomic status, "race" and racism and other

socio-cultural factors affecting access to care, utilization, quality ofcare and health

outcomes)

¡ effective communication, including how to work with interpreters

. shategies for the resolution ofracial/ethnic and cultural conflicts, including

organizational policy and complaints/grievance procedures

. rights to culturally competent care, including federal and provincial/tenitorial

legislation.

Challenges and Implications fo¡ Canadian Practice

Best practice guidelines in this area specifically address the need to provide training

\ryithin the political, legislative, and historical context in which care is provided, while at

the same time incorporating relevant research and expert intemational consensus on

effective cultural training. These guidelines are therefore appropriate for application in a

range ofsettings and countries.
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A particular challenge for many Canadian settings is acceptance ofthe need for

expansion oftraining from a culture-specific approach to one that also incorporates skill

development (for example, skills in intercultural communication and working with an

interpreter), elements of anti-racism training, and a focus on organizational responsibility.

Human Resource Policv

Management of human resources is a critical aspect of culturally responsive

organizations. In these organizations, the goal of staff diversity is incorporated into the

organization's mission statement, strategic plan and goals (Office of Minority Health,

2001a: Standard 2). Proactive strategies must be developed both to build a diverse

workforce, and to establish mechanisms for assessment and monitoring of the cultural

competence ofproviders. Human resource policy and practices (including those related to

recruitment, candidate selection criteria, performance evaluation guidelines, and reward

systems) must reflect a commitment to diversity. There is a need for human resource

information management systems that can monitor changes in workforce diversity over

time, and by level. Strategies to identify training needs and standards must also be

developed and implemented.

Challenees and Implications for Canadian Practice

While there is an increasing emphasis on workforce representation and affirmative action

strategies in the United States, in Canada cultural awareness or sensitivity training

appears the most common response to demands for improved "cultural responsiveness.',

Although there is widespread acceptance ofthe need to ensure that applicants and
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employees from all ethnic/'racial" backgrounds are treated the same (often reflected in

anti-discrimination policy), shategies to increase the representation of specific

ethnic/"racial" groups remain contentious, in spite of the evidence of baniers to

employment and promotion faced by visible minority and Aboriginal applicants (Kunta,

Milan & Schetagne, 2000). These strategies, often perceived as providing ,,special',

opportunities for specific groups, are often viewed as "unfair,' by employees and the

public, and may not be supported by unions and professional organizations. Much of the

discomfort with such initiatives results from lack ofawareness ofthe impacts of systemic

- rather than individual - racism and discrimination. An additional banier may be the

traditional separation of immigrant from Aboriginal equity issues, which may result in

competition for acknowledgement and resources.

In addition, there are important differences in approach to addressing workforce

diversification (described in Chapter 2 as the "ethnic matching", ,,workforce

representation" and "workforce diversity" approaches). A review ofthe recent business

literature related to organizational diversity indicates that a number of limitations have

been identified in some ofthe approaches to date, particularly those based only on

"correcting" past injustices (Gandz,2001; Glastra et al., 2002). Considerable work is

needed to develop consensus on the most equitable, eflective and acceptable strategies in

this area. At the same time, there is growing acceptance of the need for representation

and participation ofall sectors ofthe community in governance, decision-making, and

staffrng. A challenge for organizations, however, is that many of the barriers to workforce

participation must be addressed at the systems, rather than the organizational level (e.g.,



strategies to increase enrolment of Aboriginal peoples in health-related faculties, or to

address banie¡s to accreditation/licensure faced by immigrant professionals).

Communitv Participation

Culturally responsive organizations involve the diversity of the community in all aspects

of planning, program implementation and evaluation. This includes community

involvement in the development ofpolicy, the implementation and evaluation of services,

and - where appropriate - identification ofresearch priorities and appropriate methods.

In a culturally responsive organization, organizational governance reflects the diversity of

the community served. Mechanisms for ongoing input and feedback from clients and the

community are established and maintained. Strategies are developed for community

representatives to participate in needs assessment and developing community profiles,

service planning and evaluation, and development of organizational policies, evaluation

strategies and communication strategies. Linkages with other agencies, associations and

educational bodies are formalized, and the organization participates in community

activities and is involved in community issues. Concrete strategies are developed to

address barriers to participation in program evaluation and research activities.

Culturally responsive organizations identifo innovative strategies for participation. A

variety of different methods may be used, including liaison workers, focus groups, key

informant interviews, or community advisory committees. Strategies must recognize the

inherent power imbalances befween health care organizations and community members

(Office of Minority Health,2001a). Culturally responsive organizations take steps to
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avoid "token" representation, accept the challenge ofrecognizing the diversity within

identified "communities," and ensure that input is received from all sectors (Bowen

Stevens, 1993).

Challenees and Implications for Canadian Practice

While it is now commonly accepted in Canada that some form of partnership with the

community is important for good practice (see for example Canadian Council on Health

Services Accreditation (CCHSA),2001), there are a number of complex issues to be

considered in bringing community representation into the decision-making process.

Organizations with little diversity experience often make serious errors by selecting

spokespersons who may not be perceived by the community as representing their

interests. Health care institutions are particularly vulnerable as they are often less

connected to various communities in their catchement area than are primary care or

community-based services. Bowen Stevens (1993) suggests that careful pretiminary

community-based assessment be undertaken before community representation is selected.

This requires developing informal networks and communication charurels to determine

how "communities" are to be defined, sectors of the community that are priorities for

representation, and who has credibility within specific defined "communities." She

provides a step-by-step guide that can help organizations avoid common pitfalls: e.g.

failing to recognize ethnic, language, class, or religious diversity within a defined

"community"; selecting representatives with whom staff feel comfortable but who may

not have credibility within their community; or becoming aligned with one particular
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political orientation. To achieve appropriate and effective representation, it is necessary

for healthcare organizations to prioritize the skills necessary to undertake this type of

community networking and consultation in hiring for key positions, and to dedicate the

time required for research and consultation before selecting representation for governance

and advisory bodies.

Information for Clients and Communitv

In culturally responsive organizations, information on services, rights to service, and

complainlgrievance procedures are readily available to all patients. This information

should be available in the most widely-used first languages of the community.

Orientation to health services, and the beliefs and practices of the culture ofthe health

care system should be made available as appropriate. A culturally responsive

organization establishes guidelines and minimum standards for translation and

development ofhealth materials, and involves the community in resource development.

consent forms, applications, and medical or treatment instructions are made available in

the common languages of the community. Appropriate signage (universal signage,

and/or signage in the most commonly used languages of the community) is available

throughout the facilities.

In addition, culturally competent organizations provide opportunities for information

sharing between the organization and the community served. This includes provision of

information on organizational services, and the ¡esults ofneeds assessment and program

evaluation activities.
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Challenges and Implications for Canadian Practice

A key challenge for any organization lies in determining which languages, and which

information, is a priority for translation, As it is not feasible to provide all information in

all languages, a good knowledge of the community (and partnership with specific

ethnocultural communities) is required to set these priorities. Cost is a major factor in

materials development and translation, requiring careful evaluation ofthe benefits of

materials provision in other languages. While organizational policy (and provincial or

federal legislation) may require information in the two official languages, there may be

awareness or attitudinal baniers to addressing needs ofother communities, and to

exploring less costly (and perhaps more effective) altematives (for example signage, or

training community-based educators) for providing information to other language or

ethnic communities.

Data Collection. Evaluation and Research

Collection of Data on Individual Clients/Consumers

Culturally responsive organizations ensure that relevant data on "race," ethnicity and

language are collected into health records and integrated into an organization's

management information system. Specific organizational policy related to

ethnic/language coding is established, and codes used to identifu ethnicity/culture are

integrated into the organization's information management systems. This categorization

should ideally be consistent with national practice in order to allow comparisons between

facilities and provinces. The categorization must also recognize the diversity within

large "racial" and ethnic categories, and the range ofpossible ethnicity-related factors



107

that may affect health (such as Aboriginal or visible minority status, immigration status,

length ofresidence in Canada, or language proficiency). Analysis of service data should

include this coding, in order to compare processes and outcomes across populations.

Collection of Data on Communities

Culturally responsive health care organizations maintain cunent demographic, cultural

and epidemiological profiles of the community, and undertake community assessments to

plan and implement services that respond to the cultural and linguistic characteristics of

the service area (Office of Minority Health, 2001a: Standard 11). Kinds ofdata collected

include: a) descriptions ofgeographic, demographic and socioeconomic status; b)

languages spoken in the community; c) factors related to need for interpretation services;

d) population densities; e) analysis of cultural needs, practices, and behaviors; f)

community resources and assets; and g) community perceptions of cunent health

services. This data is used to guide planning, evaluation and research activities.

Research and Evaluation

Culturally responsive organizations recognize the importance of research, ensure that

research they undertake includes issues related to culture, and removes barriers to the

research participation of culturally diverse groups. "Culture" is incorporated into the

overall research plan ofthe organization. There are strategies in place to include the

participation of the community, where appropriate, in identification ofresearch priorities

and appropriate research methods, and in research implementation and analysis. Specifìc

strategies are developed to address language and cultural banie¡s to participation in
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Televant evaluation and ¡esearch activities. At a minimum, consumer assessments are

compared by measures ofethnicity, as any variation between groups is a measure of

organizational performance (Weech-Maldonado et al., 2001). There is recognition of the

challenges ofusing measures (e.g., related to satisfaction or self-rated health) in cross-

cultural environments. In addition, the organization is prepared to play an advocacy and

education role with educational, research and funding bodies, in order to promote

awareness and knowledge ofcultural issues.

Challenqes and Implications for Canadian Practice

In the United States, data collection must adhere to racial and ethnic categories specified

in the OMB (Office of Management and Budget) policy directives. In Canada, collection

ofsuch data is not required, and there continues to be debate about whether it is useful, or

even allowed. Routinely collected data, such as administrative data, at present only

includes information on Registered (Treaty) Indian status. Use ofidentifiers for First

Nations and other Aboriginal communities requires consultation with, and permission of,

these communities themselves.

Much of the research on income factors related to health status and utilization relies on

data linkage. For example, anonymized patient data may be linked to the average income

data related to the postal code in which they reside. Such methods are not well suited to

analysis of differences based on ethnicity. However, some relevant data is available

through census information and to a limited extent through national health surveys.
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As a result, Canadian health services face real limitations in adopting some ofthe best

practices described in this section. The absence of"eth¡ic coding" in health data places

limitations on the ability ofhealth systems and specific organizations to identiff and

respond to any disparities between populations. Many key issues must be addressed at the

systems rather than the organizational level; there must be consensus at the provincial

and national levels on the benefits of ethnic coding, and agreement on the "categories,'in

which data will be collected. Legislation must be established to permit and monitor this

use. While some Canadian health organizations have instituted systems of ethnic or

language coding for their own institutions, this coding varies between organizations, and

even among programs under the same health authority.

Many other best practices in this area, however, can be implemented at the organizational

level. Organizations can initiate discussion ofissues related to ethic coding, and

incorporate some markers within their information management systems. They can

develop and enforce guidelines for research design and participation that promote

culturally competent research, and support research on disparities in health and treatment

received between specified populations. They can provide education opportunities for

researchers and program evaluators related to the limitations of many research methods in

a culturally diverse population, and advocate with funding agencies for support of

appropriate cultural responsiveness research.



110

Development of Standards for Cultural Responsiveness

Based on the growing consensus around best practices, a number ofnumber ofbodies

have developed position papers on cultural competence: e.g., ACOG, 1998; American

Academy of Pediatrics, 1999,2000; American Nurses Association, 1991; Canadian

Association of Speech and Language Pathologists and Audiologist s, 2002; Canadian

Mental Health Association, 2001. However, in many cases it is not clear how the

principles expressed in these documents are to be operationalized, monitored, or

enforced.

In the United States, several organizations have developed extensive standards for

cultural competence. Most standards are limited in scope to only one issue, or sub-field

of health (Office of Minority Health,2001a). The field of mental health appears to be one

ofthe most advanced in this area. For example, an extensive set of competence standards

for managed mental health care (including implementation guidelines, and recommended

performance indictors, outcomes and benchmarks) has been developed for mental health

(Westem Interstate Commission for Higher Education (WICHE), 1998), and the

American Psychological Association (2002) has developed guidelines for providers of

psychological services to ethnic, linguistic and culturally diverse populations.

The report 'l.lational Standards for Culturally and Linguistically Appropriate Services in

Health Care", published by the U.S. Office of Minority Heatth (2001a), is intended to

develop a national approach across disciplines and organizations. A national advisory

committee developed draft standards based on a review ofexisting cultural and linguistic
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competence standards and measures. This draft was then circulated nationally to a

variety of stakeholders for the purpose ofinput and consultation. Of the 14 standards,

th¡ee relate to culturally competent care, four to linguistic access and seven to

organizational supports for cultural competence. These standards are based on an

anal¡ical review ofkey laws, regulations, contracts and standards cunently in use by

federal and state authorities and other national organizations in the united states. The

national standards are meant to correct inequities that currently exist in provision of

health services, and make these seryices more responsive to the individual needs of all

patients and consumers. They are also intended to provide a means for health

professionals, policy makers and others to create accountability within their organization.

A practical guide for their implementation has also been developed (offrce of Minority

Heatth, 2001b). The standards are expected to have an impact on structural requirements,

process requirements and outcome expectations ofhealth organizations (Shaw-Taylor,

2002), although there are differences in legislation between states, and related to

regulation within professions.

A similar process ofcoordinated national consultation has not yet been initiated in

canada, although some preliminary consultations have been held regarding development

ofnational standards for language access (Rochefort, 2001), and draft standards for

paediahic care were developed by the National Network for Cultural Competence in

Paediatric Health care Qrlational Network for cultural competence in paediatric Health

Care,2002).
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Strategies for Assessing Best Practice at the Organizational Level

Development of Indicators and Outcomes of Culturally Responsive Service Delivery

An indicator can be defined as a performance measurement tool, screen or flag, that is

used as a guide to monitor, evaluate, and improve the quality ofclient care, clinical

support services, and organizational functions that affect client outcomes (CCHSA,

2001). An indicator can measure outcomes (changes that are the result ofthe service

provided), processes (content and quality of activities, services, programs), or structure

(resources used) (Donebedian, 1988). While there is "a national movement toward a

focus on outcome, better quality measurement, and comparative reporting" (CCHSA,

2001; Indicators: 8), indicator development remains a challenge in all areas, and only a

few health service indicators cunently in use meet all the criteria for validity. The

CCHSA suggests that indicators be considered "tools" that are used to ask questions and

generate improvement, and recommends that national indicators be selected.

"Cultural responsiveness" may be viewed as a strategy for achieving a desired outcome

þrocess), or, if the concept of outcomes is expanded to include results of interventions at

multiple levels, we can speak about cultutal responsiveness as an outcome, i.e., a change

in a level ofthe system other than the consumer (Woocher, 1999). As cultural

responsiveness is not an end in itself, but a means to the ultimate goal of improved health

outcomes (Campinha-Bacote,1999; Lonner, 2000; Sue & Anedondo,l99Z), these health

outcomes can be viewed as essentially "culture free" (Jones et al., 1998). In other words,

differences in outcomes across or between groups result from the processes and structures

of care. In measuring outcomes of culturally responsive care at the individual level,
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already validated indicators (related to wait times, medication incidents, breastfeeding

initiation rates or unplanned readmissions, for example) could be employed. Differences

between cultural groups on these indicators would indicate different needs, or different

processes of care. what is required, however, to measure any differences in client health

outcomes is some form of coding which allows analysis of outcomes by group

membership. In order to allow comparisons between regions and provinces, it would be

necessary to have national consensus on these coding categories, as well as a system for

training in their use.

If, on the other hand, outcomes are measured at the organizational level, specific

indicators of "cultural responsiveness" can be developed. These indicators ofprocesses

that are proposed to affect health outcomes can be based on the "best practices" identified

in the literature. Examples ofsuch indicators include: the number of staffby cultural

group and by workforce level; presence ofa cultural competence plan; percentage ofstaff

receiving cultural competence training; availability oftranslated materials; or number of

client satisfaction surveys conducted in a specific language. proposed indicators have

been developed for diversity measurement within organizations in general (Brewster et

a1,2002), and specifically for health services (Lewin Group, 2002). However, no

"benchmarks" have been established for these indicators.

Dreachslin (1999), based on her review ofthe literature, suggests that indicators can be

related to different stages of organizational transformation towards cultural competence.

For example, in the initial phase of organizational development, the emphasis of
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indicators may be on: (a) gathering information on the demographics of the community,

its workforce, and on the relationship between "race"/ethnicity and health behaviours; (b)

acknowledgement by providers and administrators of the need for training and

development; and (c) incorporation into the strategic plan ofthe goal ofa representative

workforce, and equitable health outcomes for all "racial"/ethnic groups. Indicators

developed for later stages of organizational development include detailed measures of

workforce dive¡sity, health care delivery, leadership, and daily operations.

There is no consensus on "state ofthe art measures ofquality, satisfaction, and outcomes

related to culhrrally and linguistically appropriate care" (Office of Minority Health,2001:

90). One of the challenges in developing indicators is linking a concept to an observation

that can be collected in an information system (Casebeer, Deis & Doze, 1999). The

literature has not linked cultural competency or access activities with the outcomes that

could be expected to flow from them (Brach & Fraser, 2000), and these concepts have

not been translated into quality indicators or outcomes that are monitored, evaluated or

mandated as professional and regulatory standards (Chin, 1999). While a number of

indicators have been suggested, there is often confusion between process and outcome

indicators, and between indicators, criteria,2 and activities. However, as the summary of

best practices (Section 3.2) indicates, there appears to be emerging consensus in many

areas on indicators relevant to assessment ofculturally competent organizations.

2 
"Standatds" ¡efer to goals to be reached; "crite¡ia" to activities fhat lead to meeting the standards (CCHSA,

2001).
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Assessment Tools and Strategies

It is often recommended that, as a first step in identiÍling organizational factors that

facilitate or hinder cultural responsiveness, organizations should undertake an intemal

assessment based on established criteria (Freeman, 2002; Goode, 2001;2002; Offrce of

Minority Health, 2001a, b). This enables an organization to identifil assets, limitations

and opportunities before a strategic plan is developed (office of Minority Heatth, 2001a).

A number oftools for organizational assessment have been developed for use in the

private sector (Harvey & Blakely, 1996; Poole, 1997) - these tend to emphasize human

resource management issues.

Beginning in the 1990's, several assessment instruments were also developed for use

with human service organizations - many focused on mental or child health (Canadian

Mental Health Association, 2001; Child Welfare League of America, 1993; Mason,

1994). with the recent focus on culturally and linguistically appropriate care as an aspect

ofquality, specific assessments and guidelines have also been developed for,,cultural

competence" in health organizations (Andrulis, Delbanco, Avakian & Shaw-Taylor,

2002; Goode, Jones & Mason,2002; National Center for Cultural Competence, 2003;

Paez,2003a, Paez,2003b; Quander,2003), some of which include indicarors of

performance measurement (Dreachslin, 1999; Siegal et a1.,2000; WICHE, 1998). Many

include guidelines and checklists for auditing organizational policy and practices. Most of

these assessment tools have been designed for use in a particular service area (office of

Minority Health, 2001a) and may not be applicable in other health systems or

jurisdictions.
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A more comprehensive approach appropriate for health service organizations can be

found in the resource manuals "Providing oral Linguistic services: A Guide for Managed

Care Plans" (Paez,2003b) and "Plaming Culturally and Linguistically Appropriate

Services" (Paez,2003a), and paficularly "Indicators of Cultural Competence in Health

Care Delivery Organizations: An Organizational Cultural Competence Assessment

Profile" (Lewin Group, 2002). Canadian resources include ,,Cultural Competency: A

Self-assessment Guide fo¡ Human Service Organizations', (Ngo, 2000) and the ,,Cuftural

Assessment Tool" flancouver Ethnocultural Advisory Committee of the Ministry for

Children and Families, 2002), although no health specific resources were located.

These instruments use various domains for assessment. For example, The Lewin Group

(2002) identifìes the domains of organizational values, governance, planning and

monitoring/evaluation, communication, staff development, organizational infrastructure

and services/interventions. The Calgary Health Region Blueprint identifies nine

"elements" grouped into four result areas: Financial Accountability (governance,

administration, policy and decision making); People and Partners (human resource

practices; training); Innovative service Delivery (organizational culture); and patients

and Clients (service delivery, partnership and collaboration, communication) (Calgary

Health Region, 2002). The resource "Plaruring culturally and Linguistically Appropriate

services" (Paez,2003a) lists "topic areas" for assessment of organizational infrastructure

as: organizational mission statement; policies and procedures; assignment of

accountability; budget allocation; database and information systems; continuous quality

improvement systems; provider network relationship; and planning. Research on
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diversity management within Pennsylvania hospitals used six diversity performance

scales: planning, stakeholder satisfaction, diversity training, human resources, healthca¡e

delivery and organizational change (Weech-Maldonado et a1.,2002).

The cultural competency Assessment Tool developed by the vancouver Ethnocultural

Advisory committee of the Ministry fo¡ children and Families (2002) identifies the

"areas of impact" of organizational foundation statements and documents; program

policies and procedures; program practices; personnel policies and practices; skills and

training; organizational composition and climate; community consultation; and

communication. The brief assessment instrument proposed by the Louisiana Department

of Health and Hospitals uses a process that focuses on the Agency, Administrative and

service Delivery levels (Quander, 2003). Another example is the cMHA "Diversity

Lens" which provides an organizational checklist including four major categories:

communications; policy; recruitment/evaluation; and programs and services (canadian

Mental Health Association, 1999).

Limitations of Existing Assessment strategies: priorities for Additionat Research

while there is emerging consensus on organizational best practice for meeting the needs

of a diverse community, there has been less progress in determining ways in which this

responsiveness (or "competence" or "improved access,,) can be measured. Most

instruments are survey tools, and rely heavily on individual and organizational self-

assessment. There are a number ofbenefrts proposed for self-assessment strategies. self-

assessment is usually seen to be non-threatening as it is an intemal process, and the
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process of completing the assessment can build the support and awareness necessary to

proceed to next steps (Goode, et a1.,2002) It is recommended that self-assessment be

viewed a continual process rather than a one time event, and experts stress that the

benefits of self- assessment come from comparing change within the same institution

over time. An intemal process may therefore promote more operuless and self_

exploration.

However, such tools are also subject to the limitations of self-assessment strategies. one

finding at the individual level is that self-rating is affected by the respondent's level of

cultural awareness; e.g. those who have more cultural awareness may be less likely to

evaluate themselves as competent or responsive (Alpers & Zoucha, 1996; Austin, Ga[op,

Mccay, Petemelj-Taylor & Bayer, 1999). A review ofstudies ofguideline adherence

found that self-report studies are subject to bias and may not give an accurate assessment

(Adams, soumerai, Lomas & Ross-Degnan, 1999). It is not known whether the same

factors would affect rating at the organizational level. some self-assessment strategies are

susceptible to social desirability response bias (e.g.. self-assessment in preparation for

accreditation may encourage organizations to put the "best face" on cuÜent practice).

Many instruments are presented in the form ofchecklists - inexperienced organizations

may think they have "passed the test" ifthey can check off a list ofspecific criteria rather

than responding to what is needed by each community (Health Human Resources and

service Administration, 2001). objective review of current practices against established

benchmarks (e.g., the presence ofspecific policies, policy elements, or programs) is
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necessary to assess the gap between organizational self-perception and best practice

(Gandz,200l).

An important limitation ofall tools is that indicators used in these assessments have not

been validated, and it is unclear to what extent the results ofassessments are predictive of

actual practice. If, for example, "best practice" policy is in place, but is not reflected in

practice; or, altemately, "best practice" is observed in the absence of organizational

factors considered "indicators" of such practice, then assessments are of little value.

These limitations led the Office of Minority Health in the United States to recommend

against publicizing the results of assessment checklists (Office of Minority Health, 2001).

Other authors also stress the importance ofusing results to identiff ways of improving

services, not to give a "rating" (James Mason, as quoted in Goode,2001). There is

general agreement that these assessments are more appropriately used as intemal tools for

exploration and planning. However, few ofthem provide guidance about "what to do"

when the assessment is completed (Kalloo & Migliañi,2002).

Most of the tools for assessment ofcultural responsiveness (often focused on "cultural

competence") have been developed in the United States, and many ofthese were

designed for a specific health care context (e.g., managed care organizations). Little

assessment has been undertaken in Canada, It is essential that assessment and planning

tools recognize and reflect the legal, political, cultural and economic factors that shape

the environment in which health services are delivered. They must also recognize the

country's population density and makeup. Many Canadian provinces are sparsely
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populated and serve many diverse populations. The history and status of Aboriginal

peoples, jurisdictional issues related to delivery of services for First Nations, combined

with the desire ofFirst Nations peoples to take responsibility for their own health

services, creates a significantly different context for the design and management ofhealth

programs in regions with a large Aboriginal population, than in centres where there are

large recent immigrant or visible minority populations. As services for Aboriginal

persons have generally developed separately from "multicultural" health initiatives (and

French language issues are commonly unconnected to either), there may be challenges in

developing an assessment instrument that would be accepøble to all communities.

No instruments were identified that utilized a document review process. While some self-

assessment instruments (see for example Ngo, 2000), do include the presence of some

documents, these are limited to a few key points in a limited number of documents.3 My

review of the literature also failed to identi$ any instruments that attempted to identifi,

and make explicit, important differences in underlying philosophy and approach to

providing effective care to culturally diverse populations, even though these differences

may result in adoption ofvery different approaches, priorities and activities. At the same

time, it is recognized in the literature that certain interpretations of cultural

"responsiveness" þarticularly those that emphasize culture-specific leaming or

individual competence rather than organizational change) may fail to adequately address

issues ofunderservice and access, and may even exacerbate barriers to equitable care,

3 For example, the "document checklist in Ngo (2000) includes only 6 points which state simply that ,,tåe

ntission statenent (or policy statements, policy and procedure manual, personnel manual, program
manuals, or promotional materials) specífically refer to the services to cultu.ally diverse people".
lResponses are to be rated yes, no or in progress).
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either by inadvertently promoting stereotypical views, or by disempowering individual

patients and communities (Coup, 1996). Stereotypical responses (such as treating a

patient based on a "sociocultural profile") may, for example, result not only in offence,

but also an increased risk of misdiagnosis, with the result that clients face additional

barriers to quality care than would have been present without such "cultural competence"

interventions (Meleis, 1996; Tervalon & Munay-Garcia, 1998).

Failure to differentiate between what are often radically different approaches may be one

ofthe reasons why the literature on effectiveness of cultural responsiveness is

inconclusive (L. Anderson et a1.,2003: Brach & Fraser, 2002). It is therefore essential

that assessment of organizational responsiveness also include assessment of underlying

philosophy and approach in order not only to assist organizations to better explore and

respond to the implications ofapproaches taken, but also to facilitate the research needed

to determine the impact of cultural interventions.

competing demands for limited health care resources require that interventions used are

feasible and effective, and that results are shared with other organizations across the

country. Assessment tools and processes, ifthey are to be recommended, should be

appropriate for the setting in which they are utilized, make minimal resource demands on

the sponsoring organization, and demonstrate the potential to increase interest and

awareness of the importance ofcultural responsiveness.
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There are concems that a patchwork ofisolated initiatives to develop standards and best

practices may result in inefficiency, inconsistency and failure to benefit from shared

activities (Children's Hospital of Eastem Ontario,2000; Offrce of Minority Health,

2001a). One objective ofassociating the project with a national organization already

promoting improved practice and standards in this area is to facilitate dissemination of

research results.

Preliminary Á.ctivities with The National Network for Cultural Competency

This project grew out ofextensive preparatory work undertaken on behalfofthe National

Network for Cultural Competency in Paediatric Health Care. The network is comprised

ofhealth care professionals in canadian paediatric health care centres who are focusing

on the promotion ofculturally competent services. The goals ofthe network are to:

o establish and support linkages among cross-cultural/multicultural programs at

Canadian health centres through the creation of a Canada-wide information-

sharing network

o raise awareness about the importance of evidence-based practice in the provision

of culturally competent health care

o develop a canadian Best Practice Model in culturally competent pediatric Health

Care

establish accreditation standards specific to cultural competence in consultation

with the Canadian Council on Health Services Accreditation (CCHSA)

urge other health centres and organizations across Canada to endorse and promote

the principles ofcultural competency in pediatric services,
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In the winter of2001-2002,I was invited by this network to develop a background paper

on cultural competency ofpaediatric health services in preparation for the Second

National Forum on Cultural Competency in Paediatric Health Care held in Vancouver,

British Columbia in March 2002. This background paper provided a synthesis ofissues

related to "cultural competence" in paediatric health care delivery, and was intended to

serve as a discussion paper for participants who attended the forum. A key objective of

the report was to identiff key characteristics and best practices of culturally competent

health organizations @owen, 2002).

As part of this contract I was also asked to review established accreditation standards,

with the objective of determining the extent to which they may already address issues

central to the provision ofculturally competent services, and show potential to form the

base for further development. Because the accreditation process is an important focus of

quality development for a range ofhealth care services, integrating cultural competence

initiatives with these standards would have a number of benefits. For this purpose, an

initial review ofthe 2001 canadian council of Health services Accreditation standards

was undertaken, focusing on standards for Acute Care.

In addition, I was requested to undertake an initial scan ofparticipating organizations that

would provide an assessment ofthe extent to which paediatric centreis in Canada

appeared to be adopting the best practices identified though the literature review. I

developed a simple assessment tool that required review ofa number ofpublicly
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available documents provided by seven Canadian paediatric health centres (the list of

materials reviewed at this stage is found in Appendix B).

Participants at the March 2002 Forum represented cultural diversity experts from major

paediatric health centres, professional organizations and the Canadian Council for Health

Services Accreditation (CCHSA). The focus of the forum was on competence at the

organizational level. At this forum participants developed a position paper and draft

standards for the organization related to cultural competence ofpaediatric healthcare

organizations (National Network for Cultural Competency in Paediatric Health Care,

2002). Representatives from the CCHSA participated in the forum, and a working group

was established to continue to explore the potential ofdeveloping guidelines to advance

the agenda of standards development for cultural competence.

Initial Review of Orsanizational Documents

The initial assessment of organizational materials, which reviewed materials from seven

health centres in five different provinces for evidence ofbest practice related to

organizational responsiveness to culturally diverse groups, was undertaken in the winter

of 2001-2002.I generated a list of non-confidential materials (Appendix B), based on my

review of the literature, which I postulated could provide evidence of organizational

practice related to cultural responsiveness (Bowen, 2002). Steering committee members

of the National Network then provided the documents related to their own organizations.

All seven organizations in this def,rned sample provided documents for the review, which

were then assessed for:
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a) the extent to which a commitment to cultwal competence or diversity was

reflected in organizational materials

b) evidence ofcultural competence best practices at the organizational level

c) evidence ofunderlying approaches to cultural competence

d) degree ofconsistency between programs.

The intent ofthe overview was to provide an initial objective assessment ofthe

development of organizational cultural responsiveness across canada, in order to assist in

strategic planning towards nationally coordinated standards. The focus was on indicators

afthe orgarizational level, not individual competency or specific diversity or

multicultural programs. No attempt was made to evaluate or compare organizations or

programs. As this was an initial overview based on a limited number of documents, it

was recognized that the materials selected might not accurately or appropriately reflect

the activities or approach ofthe organizations.

Key Findines From Initial Review

o All ofthe participating hospitals shorved some initiatives at the organizational

level, There did, however, appear to be important differences in the approaches taken

by various centres and the degree to which initiatives appear to have been developed.

On a number ofkey issues several respondents stated that policies or materials were

still in development. Some of the materials provided were in draft form. Most

organizations had not undertaken any form of cultural assessment or audit.
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The extent to which cultural competence was integrated throughout

organizations appeared limited. In general, the diversity ofthe paediatric

population in the largest Canadian cities was not well reflected in key organizational

documents. Most centres did not include any mention of "cultural competence" or

"diversity" in their mission statement, although some included this in their

organizational values. Wording commonly focused on "seri sitivity to" and"respect

for" divercity. Most ofthe organizations surveyed did not explicitly include diversity

or cultural competence in their strategic plans, either as specific objectives/goals, or

integrated into other goals and objectives.

Diversity and/or cultural competence/responsiveness were often not visible in annual

reports, although there were often general comments about the diversity ofthe

community served, and the visuals of some organizational materials included patients

and staff of diverse ethnic/racial backgrounds. Occasionally "diversity" appeared as a

separate section in an annual report. Cultural competence/responsiveness was not

integrated into the discussion ofkey topics such as "excellence" or l'workforce

challenges."

Most organizations provided a generic non-discrimination/harassment policy,

although the policy detail specihc to "racial" harassment differed. There were few

policies specifically related to cultural competence, stafftraining, employment equity

or a representative workforce, although there were a few notable exceptions. The
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general impression from the review was that issues of staff diversity were not

currently being addressed.

Some organizations reported collecting patient data on language and religion. A

number ofrespondents, however, indicated that there were inconsistencies between

programs of the same institution or health authority, suggesting limitations to the

ability of such data to identi$ differences between various groups. Data collection

appeared to be one of the areas ofleast development, although two organizations

indicated that they were currently in process ofassessing the benefits of ',ethnic

coding" ofpatient data (e.g., discussion papers).

Most organizations provided indication of availability of some patient materials in

other languages. One organization had developed detailed guidelines for translation

of materials. No copies of patient satisfaction instruments were identified as being

available in other languages. It appeared that none of the organizations provided

information on the client complaint process in languages other than English or

French.

Most organizations were able to identiff local demographic information that included

ethnic/visible minority status of the community, however the level of detail varied.

One organization included detailed information that included analysis by

determinants of health (e.g., employment and poverty) and ethnicity. Information on
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library resources ranged from no mention ofdiversity or culture, to an indication that

the library served as a major resource for cultural competence activities.

As a general rule, information on diversity or culture was not integrated into

staff/patient materials, but if included it was inserted as a separate heading in reports,

orientation handbooks or other materials. There were, however, important

differences between organizations. In some organizations, cultural responsiveness

was not included in staff orientation training or resources. There were only a few

examples where issues related to cultural competence had been integrated into

general polices or information (e.g. confidentiality statements). From the limited

material provided on the topic ofcultural education, it appeared that cultural training

was not mandatory for staffin any ofthe institutions, and in some cases topics of

culture did not appear to be incorporated into staff orientation. The available haining

materials suggested an emphasis on individual awareness training, sometimes with an

ethno-specific focus. Materials from one program, however, indicated a

developmental approach and dealt with issues ofpower.

Much of the documentation revierved reflected a "multicultural approach".

Where diversity or cultural competence were included in the mission and values, the

language used tended to focus on "cultural sensitivity" and "respect" for diversity.

While policies related to human rights and equal treatment were common, human

resource policy ofthese seven centers did not appear to address strategies of
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major challenge.

Documents tended to use one of two "languages" related to cultural competence: the

language of "diversity"(which was often associated with discussion of access), and

the language of "multicultural health." More recently developed programs appeared

more likely to use "diversity" language - some ofthese had incorporated the work

and language ofrecent U.S. standards development initiatives. Generally, there was

little discussion of"barriers" to equitable access. Some organizations, however, used

both "languages" in their materials.

The position of Aboriginal patients within the organizations' diversity strategies was

at times unclear. While some organizations identified Aboriginal peoples in their

strategic plans and diversity materials, others had separate Aboriginal activities that

were not necessarily reflected in the materials provided. The documents, therefore,

reflected the historical separation of "multicultural" and Aboriginal initiatives in

Canada,

There rvere many differences between organizations in staffing and resources

dedicated to "cultural diversity initiatives." While some organizations had no

designated staff responsible for such initiatives, others appeared to have well-

established positions. There was also variation in the reporting relationships ofsuch

positions, In most cases the position ofthese roles within organizational structure
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suggested limited influence and authority. Similar variation was found between

"diversity" committees in reporting structure and roles, and many appeared to be in

process of development. Some committees appeared to have a limited role in

assisting or facilitating design and adaptation of programming, in others there was a

commitment to addressing structural issues.

o Most organizations had some policy related to language access, However, a

review of these policies indicates important differences in the commitment to

providing interpreters and the acceptability of various approaches. For example,

policy language ranged from general statements that staff shoul d " encourage " or

'facilitate" to clear directives that they "must" arrange for interpreters. There were

differences in whether using staff as interpreters was considered acceptable. Some

institutions had specific procedures but little policy. No organization provided

documentation of requirements for stafftraining on working with interpreters.

At the second national forum, I made a presentation on preliminary results obtained from

the assessment ofthe seven participating organizations. Response from participants

indicated that these findings accurately reflected the state of development of cultural

competence initiatives across Canada at that time. Difficulties in obtaining funding and

in having activities integrated within the larger organization were identified at that time.

There was significant interest expressed by members of the National Network in

developing an assessment instrument that could be used in centres across Canada.

Consequently - as these initiatives were already underway when I had made a decision to
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undertake the development ofa docr¡ment review instrument to assess the cultural

responsiveness ofhealth care institutions - it seemed appropriate to test the instrument in

a paediatric setting. The National Network agreed to act as an Expert Committee in

review of the drafl document.

Development of a Document Revierv Instrument

As the initial scan indicated that the document review process might give a good picture

of the extent to which best practices related to cultural responsiveness have been adopted

within an organization, a more comprehensive instrument was developed.a This expanded

instrument was based on an extensive review and analysis ofthe research literature

related to health services access, cultural competence, organizational diversification, and

health services issues as identified by culturally diverse groups. Several other assessment

instruments were also reviewed (for example, A¡drulis, 2002; Child Welfare League,

1993; Dana and Beh¡, 1992; Dreachslin, 1999; Lewin Group,2002; Ngo, 2000; Paez,

2003a,2003b; Quandar, 2003; Vancouver Ethtocultural Advisory Committee; 2002).

The instrument was designed to undertake two types of organizational assessment: the

extent to which the organization had adopted identified best practice, and the approach to

cultural diversity taken by the organization.

4 Although the original int€nt ofthis research was the development ofan "instrument" for assessment, the
role ofthe tool changed as the project progressed. Section 5.?.3 outlines ho\y the conceptualization moved
to an evaluation ofa process ruthel than ofa specific inshument.
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It was recognized that presence of"best practice" in organizational policy might not

accurately reflect the practice of that organization. There may be informal practice that

reflects good practice in the absence ofany policy requirement to do so, for example.

Similarly, even well-developed policy may not be implemented in everyday practice. For

this reason, a range of materials - not limited to organizational policy - were included in

the assessment instrument in order to attempt to determine the impact of policy on day-

to-day organizational operation. It was also proposed that as the focus ofthe assessment

was on cultural responsiveness at the organizational level (rather than an attempt to

measure quality ofcare at the level ofthe individual encounter), one could reasonably

assume that if the infrastructure to support responsiveness was in place, there would be

evidence of it in organizational documents.

Domains of Orsanizational Cultural Responsiveness

Based on my review ofthe literature, and the results ofthe initial organizational scan, I

identified eight domains appropriate for a document review process of organizational

cultural responsiveness :

1 . General profile of cultural responsiveness and its importance within the

organization

2. Human resources

3. Education and training

4. Language assistance services

5. Information for clients and community



6. Organizational framework to support diversity and integation ofdiversity

initiatives

Dak collection, evaluation and research

Participation of community.

These domains are based on the areas of"best practice" identified through the literature

review in section 3.2, with the addition of the first category (the general profile of

cultural responsiveness and its importance within the organization). These domains are

spheres in which it was proposed that cultural responsiveness should be evident within an

organization through a document review process. Some of the differences between the

domains used in this instrument and other tools can be explained by the fact that this

instrument was designed specifically to address issues that could reasonably be assessed

through a document review (not a broader review of practice or outcomes) . In addition,

some "domains" identified by other authors (e.g., "culturally competent care") were

defined as the objectives ofthe domain areas studied, and as such not addressed directly.

These domains were seen as a practical way to organize materials, although it was

recognized that there is some overlap between domains.

The next step was to identiff documents where one would reasonably expect to find

evidence of indicators of progress in the domain area. This approach can perhaps be best

described as looking for evidence "in all the right places" (Lavis et a1.,2002). In other

words, after best practices were identified, the question was asked: In which documents

would one reasonably expect to find evidence of such practice?

1

8.
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For example, in the domain "language access services" two types of documents were

identified:

l. Specific documents (e.g. Interyreter policies and procedures and

documentation of services provided), and

2. General documents that could indicate activities in this area (for example, the

instrument included training curricula to determine whether educational

opportunities were made available to providers on working effectively with

interpreters, and patient orientation materials were included to determine what

information on availability and rights to an interpreter were provided to

clients).

The rationale for including each document was that if there was some kind of

organizationally supported program to provide qualified language access to patients and

families, one might reasonably expect to find evidence of it in one or more ofthese

documents. Terms of documents were kept as generic as possible in order to facilitate

identification of relevant materials. A copy ofthe initial draft of the expanded instrument

can be found in Appendix C.

At this point the draft instrument was circulated for review to members of the Steering

Committee of the National Network. It was presented in the format of (a) documents to

be requested and (b) key elements from best practice guidelines to be assessed within

each document. For example, related to the domain of Data Collection, Evaluation and
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Research, key elements related to patient satisfaction forms would include those outlined

in Table 5 below:

Table 5: Example of Key Elements for Patient Satisfaction Instruments

Questions asked of the Steering Committee at this time were:

1. Does the list ofdocuments include all policies and other materials that should

be included? Are there any others you would suggest?

2. Are there some documents/materials that you would recommend deleting?

3. Would you know from the list of materials what specific documents were

being asked for? If not, which ones are unclear? Could you suggest alternate

wording for the ones that are not clear?

4, From a quick review ofthe materials list, do you foresee any difficulties in

locating and obtaining access to the documents identified?

5. Is the list of key elements complete for the document item(s) they refer to?

6. Are the key elements listed appropriate for the document item(s) they refer to?

Document Key Elements

Patient satisfaction forms Patient satisfaction forms

1. are in plain English

2. are available in other languages

3. address or encourage feedback on

aspects of culture/diversity
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Eleven individuals from eight health centres provided feedback. Minor changes and

additions were made to the instrument based on this feedback. In general, Steering

Committee members confirmed the selection of documents and key elements. A few

respondents expressed concem about the extensive nature ofthe documents requested.

While they indicated that they could logically be included, they anticipated that few

organizations would have well-developed responses. Some wondered whether a simpler,

shorter instrument would be advisable. The decision at this time was to proceed at the

test site with the full instrument and, through implementation and analysis, decide

whether some of the documents could be omitted, and which were of greatest importance.

The next step was to develop guidelines for review ofthe documents identified. Table 6

gives an example of guidelines developed for review of language access policy.

Table 6: Example of Guidelines and Key Elements for Language Access Policy

I)ocument Key Elements Guidelines

Language access policy t. Language access policy

in place.

Policy includes Best

Practice elements

(Appendix A).

2.

1. Determine presence of

policy.

Assess policy for

elements identified in

Appendix A.

Determine language

constituencies to whom

policy applies.
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The Seven Dimensions

The second area ofassessment focuses on the organization's philosophical approach to

issues of cultural diversity. Because one ofthe research objectives was to determine

whether philosophical differences in approach to culture and cultural responsiveness

could be assessed through a document review, the final step in the development of the

instrument was to review the list of documents to determine where evidence ofvarious

philosophical approaches might be found. These approaches (defined as "dimensions" in

this dissertation), were described in Chapter 2 (definition of cultural groups; multicultural

or antiracist orientation; approach to human resource management; approach to cultural

training; voluntary or required action; individual or organizational focus; and provider

competence or clienlcommunity access). Guidelines for analysis ofthese key dimensions

were developed and incorporated into the instrument. Table 7, on the following page,

outlines the seven dimensions with examples of key data sources for review. A matrix

guiding review ofboth domains and dimensions can be found in Appendix D.



Table 7: The Seven Dimensions

Dimeßiori
l.Definition of cul¡:¡e
and cultural group

2. Ptovider competence
or client/community
access & participation

3. Multicultural/anti¡acist

Research Questio¡
What groups ate perceived as
cultutally different? ..4.t risk of
ineouities?

4. Indiwidual/
orsânizational focrrs

.tre responsiveness inte¡ventions
focused on incteasing provider
competence, or on addtessing
bar¡iers to oryzriza:nonù
participation?

5. Voluntary/required

!7hat are the undedþg
assumptions tegarding the cause of
lack of responsiveness? '!ühat

modvates responses?

6. Âpproach to cultu¡al
uaining

.4t u'hat level a¡e identified
intervendons di¡ected ?

7',tpproach to human
fesource m2nagement

Kev data sources le.p.l
Mis sron/vision, stategic plan,
anti-discrimination and reiated
oolicies

To what extent âfe actions required
of orgatriza;nonal membets? ! hat
are the consequences fo¡ non-
compliance?

Mssion/vision, strategic plan
Cultual ttaining curicula
Human resource policy

'V7hat 
are the underþing

assumptions demonstrated by
cultural uaining provided by the
orsadzation?

As above. Specific progtam
descnptions.

Is the undetlying approach to HR
manâgemenr monocultural, ethnic
matching, wotkforce representâtion
o¡ wotkforce diversitv?

Kev words /concents le-s-ì

Strategic pl"n, program
descriotions alì nolicv

Multicultural ethnicity,
-4.botiginal, diversity, underserved,
marqinalized ar tiqÈ

All policy

Cultrual competence, skill, access,
barriets, sensitivity, cultural
appropdateness, patticipation,
repfes entâtion

Policy related to cultu¡al
training, Iist of all otganzatona)
training offeted, cultural
cu¡ricula and obiectiwe.

RÇhts, racism, inequity
cultutal differences, education,

Human ¡esource policy and
procedures

Insd.tutional bar¡iers
discrimination, skill
Musg require, ensue
encou¡age, facilitate, suppott

A.wareness, knowledge,
Rights, tacism, systemic
dis crimination, power

, lAC$m,
sensitiviw

Representative, equality, antì-
discdmination, employment
equity, affltmative action, similar
backeround- diversiw

sensltl!'ltv

oo
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1.

To give a concrete example, the following guidelines were added to the review ofthe

domain of Language assistance services, related to three ofthe seven dimensions:

Definilion of culture ønd cultural group. Review policy and program

descriptions to determine which "languages" or language constituencies the

policy/program applies to (e.g. all languages, official languages, immigrant

languages, Aboriginal languages, American Sign Language (ASL).

Volunløry or requíred. Review policy and procedures for wording: whether use

of interpreter was required (e.g. providers "must"), voluntary þroviders are

"encouraged to"), or whether no direction was given.

IndÍvìdual or orgønízatìonøl focus.' Assess all related documents for the level of

comprehensiveness ofpolicies and procedures, systems and resources to support

and monitor interpreter use - compared to policy and procedure that focus on

provider discretion,

Summary and Conclusion

Best practices in any area are ideally determined through a review of empirical research.

Research on "cultural competence" and "access" in health care, however, is still in early

stages ofdevelopment. While the theoretical literature suggests improved responsiveness

should have beneficial results for patients, there is limited research evidence about what

techniques are effective (L.Anderson et al., 2003), and even less on when and how to
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implement them (Brach & Fraser,2000). In spite ofthese limitations, however, there is

emerging expert consensus on "best practice" in the area.

A¡ initial scan ofpublic organizational documents suggested that a document review

process could provide a useful strategy for assessment ofthe progress made by health

organizations in implementing these identified best practices. Consequently, a more

comprehensive instrument was developed to assess the usefulness of this approach. This

instrument organized best practices into eight domain areas - General profile of cultural

responsiveness and its impofance within the organization; Human resources; Education

and training; Language access services; Information for clients and community;

Organizational framework and integration; Data collection, evaluation and research; and

Participation of the community. It also incorporated guidelines for assessment of

differences in approach to addressing issues of cultural diversity. These seven

"dimensions" included: definition of"culture" and "cultural groups"; multicultural or

antiracist orientation; approach to human resource management; approach to cultural

training; voluntary or required action; individual or organizational focus; and provider

competence or client /community access emphasis. Design and implementation of the

research project to pilot this instrument is described in the next chapter.



CIIAPTER 4: RDSEARCH DESIGN AND IMPLEMENTATION

Purpose of Research

Although in recent years significant work has been undertaken to identify best practices

(and in some settings actually establish standards) for access and cultural competence at

the organizational level, most of this activity has been based in the United States. Little

work has been done in Canada, and initial work with the National Network for Cultural

Competency in Paediatric Health Care suggested that awareness ofbest practices remains

limited. It is unclear what strategies for assessment of cultural responsiveness would be

most appropriate and effective in this setting, or what effect the lack ofa national

consensus development process in Canada may have on acceptance ofbest practices

identified in other jurisdictions,

The purpose of this dissertation research was to explore the usefulness of a document

review process for assessing the responsiveness ofCanadian health care organizations to

culturally diverse groups. The document review is based on the assumption that ifbest

practices are in place within an organization, there should be evidence ofthem within the

policies, planning documents, program descriptions and other materials produced by the

organization. The document assessment tool, described in the previous section, was used

to guide this review of documents.

Although the preliminary review undefaken in conjunction with the National Network

indicated that, in many institutions and organizations across Canada, there would be a
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limited number of documents available, it was anticipated that this research would

provide insight as to:

a. whether a document review process provides useful information related to the

actions and approach taken by specific organizations to address barriers and

provide culturally responsive care

b. how extensive the scope ofa document review should be

c. whether results from a document review would be accepted by organizational

decision-makers.

Research Objectives

Following development of a draft document review instrument (described in section 3.7,

and resulting in the instrument found in Appendix C), this project explored, at one site,

whether the document review process appropriately reflected (a) organizational practice,

and (b) decision-makerþrovider knowledge and attitudes related to organizational

responsiveness to culturally diverse groups.

Secondary objectives ofthe study were to explore the impact on the organization ofthe

document assessment process and supplementary qualitative activities, and the potential

ofthe assessment process to promote development ofcultural diversity initiatives.
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The project addressed the following specific research questions:

1, Ilhøt are ll¿e índicators of "best practice" of health services lhat arc rcsponsiee to

the needs ønd priorities of culturølly diverse and mørginalized groups, and hotu cøn

lhese be integrøted into an assessment instrument?

a, What indicators, appropriate for use in Canada, can be used for

policy/document review?

b. What indicators are associated with specific approaches?

These questions were addressed in Chapters 2 and 3 of this dissertation.

2. Are the resuhs oJ ø tlocument review consìstenl with tindings obtained lhrough

other melhotls?

a. To what extent do organizational documents refiect organizational practice?

b. How do results of document assessment compare with attitudes, knowledge

and practice of specific stakeholder groups?

c. How do results from a document review compare with self-assessment

activities?

3. lïhat effects does undertaking such an assessment have within an organiT,alion?

a. What are the challenges in undertaking an assessment?

b. What time and other resources are required?

c. What is the potential of such assessments to promote awareness of the

implications ofvarious approaches and action to improve organizational

responsiveness?
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4. lYhat recommendations cøn be møde regarding use of a document review

ínslrumenl?

a. Can a document review provide useful insights related to organizational

cultural responsiveness?

b. At what level within a regional health authority should assessment of policies

and practices be focused?

c. To what extent aÌe assessment results accepted by various stakeholder groups?

d. What additional or aftemate strategies could be recommended to aid

organizations evaluate their ability to assess cultural responsiveness and

develop strategies for addressing areas of weakness?

As the project evolved, specific objectives related to knowledge transfer/translation were

identified and refined (more information on events leading to this are described in section

4.8.4.1). As a result an additional research question (which incorporated some aspects of

questions 3. and 4. above) was developed.

5, Íl4tøt ßsues emerged, related to transferring research tìndings to lhe sponsoring

sìte?

a. What baniers general to research utilization are of particular concem in this

context?

b. Are there specific issues related to topics of culture and health that pose

barriers to knowledge transfer/translation?
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c. What preliminary recommendations can be made to maximize the likelihood

that findings from an assessment process are incorporated into organizational

planning?

Summary of Methodology

This project employed several research methods:

. Synthesis and critical analysis ofthe research literature (identification of ,,best

practice"; and selection ofindicators as outlined in Chapters 2 and 3)

o Development of draft document assessment tool (as described in Chapter 3)

o Policy/procedure review at the test site

o Content analysis (e.g. public communication [newsletters, annual repofs, etc.];

strategic planning documents; client information materials; program evaluation/client

assessment activities; organizational reports and commissioned studies; Board and

senior management meeting minutes; organizational structure; research,/evaluation

guidelines)

o Key informant interviews

. A parent focus group

o Participant and unobtrusive observation

r Feedback session with organizational stakeholders

o Follow up survey.

Each ofthese methods is described in more detail later in this chapter (Section 4.8).
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Research Participants

Orsanizational Paficþants: The Test Site

In-depth assessment of the draft instrument was unde¡taken within one organization: a

paediatric care facility in a mid-sized Canadian city. The facility treats over 100,000

children each year and provides service to a large geographical area, including remote

and northem areas. It is part of a larger health complex, which itself is part of a larger

health region, and as such does not have a separate Board of Govemors. The facility is a

designated bilingual EnglishÆrench language service facility.

Like most facilities in large and medium sized cities, it serves a culturally and ethnically

diverse community. There is a long-established Francophone community. Aboriginal

peoples make up 1l%, of the provincial population and visible minorities approximately

l1% of the city population. A significant proportion of general hospital patients are

Aboriginal. While the region does not receive the same large numbers of immigrants as

Canada's three largest cities, the number and pattem of immigrant and refugee arrivals is

similar to that of other mid and small size cities. Of the 1996 provincial population,

74.7%o reportedBnglish as their mother tongue; the remainder reported either French or a

non-official language (Statistics Canada, 1998; Fédération des communautes

francophones et acadienne du Canada,200l).

Although the initial intent of this research was to focus on the entire child health program

ofthe region, on the advice ofthe site advisory committee it was decided - given the

resources available - to limit this exploratory study to one specific facility. The Program
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Management Team ofthe sponsoring organization gave strong and public support to the

project, and facilitated implementation ofthe project.

Individual Participants

In addition to a review of organizational documents, the investigator conducted key

informant interviews and a focus group with representatives ofa number of stakeholder

groups (e.g. management, staff, parents) at the test site, as well as with some community

representatives. The selection and cha¡acteristics ofthese participants is described in

more detail in sections 4.8.3. and 4.8.4.

Time Line of Àctivities

The research was undertaken in five phases, as outlined in Table 8 on the following page.

Tbe Pre-implementation Phase included analysis of preliminary activities and

consultation with the National Network for Cultural Competency in Paediatric Health

Care. At the site level it focused on initial consultation with organizational

representatives, establishment ofa steering committee within the organization,

development of the draft instrument, development of the research proposal, and obtaining

formal ethical approval.

Phase I consisted ofthree activities: finalization ofthe assessment instrument;

development of a communication strategy and communication of the project within the

test site; and collection of relevant materials.



Table 8: Project Phases and Activities

Preliminary Pre- Ph¿se 1

Instrument Implementation
development Phase

ime line

Àctivities

Oct.2001-
Mxch2002

-InitiaI
literatu¡e teview
-Development
of indicato¡s
-Consultation
with National
Network
Steering
Committee
-Consultation,
feedback on
initial tool

July - Novembet
2002

-Consultation with
test site
-Esablishment of
site advisory
committee
-D evelopment of
d¡aft instrument

-Rewieu¡ of draft
instru:nent

Role of
N¿tional
Netwo¡k
Steering
Committee

Test site
role

October -January
2003

-Finalization of
triâl iûstrument
-Communication
plan
-Collation of
documents

Phase 2

March 2003

-Ânalysis of
documents
-Fjn¡lization of
inter¡riew
questions
-Sample
selection
(interviews)

bet -

Phase 3

-Establishment of
steering committee
-Assignment of
corìtact peoPle
-Consultation in
ptoject desþ &
implementation
strâtegy

2003

-I{ey informant
interviews
-Analysis of
interuiews/docum
ent revie¡v
findings
-Focus group

-Update on
proiect ptogtess at
Nadonal meeting,

June 2003

-Interrriews v¡ith
stzff

Phase 4

-Assistance u¡ith
commr¡nication
strategy
-Assistance with
document
collation

June - Decembet
2003

-Analysis of data

from all sources.
-D evelopment of
recommendations
-Revision of
instrument
-Feedback session

-Consuit¿tion re
sample selection

-Planaing of,
participation in
oxgznizaiona,l
informadon session

oo



149

Phase 2 focused on analysis of the identihed documents. In addition, sample selection

and interview questions for key informant interviews were finalized based on fìndings

from the document review.

Phase 3 included scheduling and conducting key informant interviews, and analysis of

these interviews (including comparing results with those of the document assessment

process). It also included a reassessment ofthe plan for conducting focus groups,

development ofquestions for the focus group activities, and conducting a parent focus

group.

Phase 4 focused on writing the preliminary report, including a summary of findings from

the test site. A preliminary feedback plan was developed and a feedback session

conducted at the test site. The results were incorporated into recommendations for

utilization of a document review process. It is recognized, however, that additional

follow-up may occur; information from any such activities are not included in this

dissertation.

Advisory Process

Two advisory groups were associated with the project: a Site Advisory Committee and

the Steering Committee of the National Network for Cultural Competency in Paediatric

Health Care. The relationship between these committees, the sponsoring organization,

and the researcher is outlined in Figure 1.



Regional Health Authority
National Network

For Cultural Competency
Paediatric Health

Figure l: Relationship betrveen
C<inimittees and Researcher

Site Advisorv Committee

The facility that agreed to be the test site established an advisory committee that reported

directly to the Senior Management Team. Committee meetings were held approximately

once a month from October 2002 to May 2003, with additional meetings held from

November 2003 - February 2004. A Terms of Reference was drafted over the first few

meetings (Appendix E). The role of this committee was to assist the researcher in

understanding organizational structure and functions; suggest key informants in identified

areas; assist in developing the communication plan; and be available for questions or

problems as they arose.

Although the focus of the research was on the document review instrument, it was

expected that extensive site-specific information would be provided through piloting of

the assessment instrument, There was, therefore, also an expectation on the part ofthe
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organization that this committee would take the lead in follow-up on these findings. The

Site Advisory Committee played an impofant role in encouraging adequate time be made

available for feedback sessions. At the time of writing it is unclear whether members of

the committee will be involved in follow-up activities.

One member of the Site Advisory Committee was a member of the facility program

management team, who provided updates to management on an as-needed basis and

acted as liaison between the advisory committee and management. In addition, I made

short w¡itten or in-person reports to the program management team, on an occasional

basis.

Role of the Steerine Committee of the National Network for Cultural Competencv in

Paediatric Health Care

The Steering Committee of the National Network for Cultural Competency in Paediatric

Health Care (hereafter refened to as the National Network Steering Committee) agreed to

act as the "Expert Committee" for the project. As described in section 3.6, I had

previously undertaken development ofa background paper and initial scan of

organizational documents on behalfofthis network. The National Network Steering

Committee wrote a letter of support for the project, and members provided initial review

of the draft instfument.

Some Steering Committee and other National Network members provided in-person

feedback on the draft instrument in Montreal and Toronto, January 2003. I was also asked
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to make a presentation at the Third National Forum on Cultural Competency in Paediatric

Health Care, which was held in Calgary in June,2003, on the topic of "Assessing the

cultural responsiveness ofhealth care orgarizations: Indicators ofbest practice." An

update on project activities was given to a meeting ofthe National Network Steering

Committee at that time.

Profile of Researcher

As a result ofprevious employment and research positions, I have undertaken

community-based consultation with several marginalized and culturally diverse

communities (immigranVrefugee; Aboriginal; persons with disabilities; gay, lesbian,

bisexual persons; families involved in the mental health system; HIV affected

individuals, etc.), and maintain connections with some community groups and service

agencies. These contacts gave me not only a good understanding ofhow encounters with

health services are experienced by members ofthese communities, but also opportunities

for consultation, planning and interviews.

During the time the project was underway, I was involved in a project which trained

medical shrdents to assist refugee clients with health access issues; I was also invited by a

provincial organization to make a presentation on previous research related to language

access in health care. In other professional roles I have designed and managed programs

to facilitate access to health services for marginalized groups, and provided consultation

to some national initiatives and to the regional health authority. I have also published in

the area ofcultural competence and access to health care fo¡ underserved populations.
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Continuing contact with local and national service providers in the area of cultural

diversity (including the preliminary organizational scan undertaken on behalfofthe

National Network) provided preliminary evidence that cultural responsiveness of health

organizations across Canada often did not meet the standards ofpractice identified in the

research literature. These findings, along with my direct experience with cornmunity-

based organizations and prior resea¡ch with members ofunderserved communities, led

me to anticipate that there would be limited evidence of cultural responsiveness at the test

site.

Strengths and Limitations of Research Design

This project was intended to develop and pilot, in one setting, an assessment instn¡ment

utilizing document review methods. There are important advantages to a document

review process: it was anticipated to make minimal resource demands on the

organization, and, as document review is relatively non-intrusive, to cause minimal

disruption in service delivery. These characteristics are of importance in an environment

where there are increasing demands on the frnancial and human resources ofhealth care

systems. In addition, this instrument was designed to include objective measures that

could be used in a range of Canadian health care settings.

There are, however, a number of limitations to this approach. The focus of such an

instrument is on organizational structure and process, not directly on services provided.

Because, however, the focus ofassessment is at the level ofthe organization, it is
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appropriate to focus on the infrastructure necessary to support appropriate care. In

addition, as there is minimal capacity within Canadian health services to measure health

outcomes by any measure of"culture" (i.e. to differentiate the heatth care experiences of

patients by official language capability, or Aboriginal or immigrant status, for example),

this approach is a necessary and important step. Another limitation is that this research

provides for only limited inclusion ofclient perspectives. While it is recognized that the

ultimate "assessment" ofthe effectiveness ofan organization in responding to a culturally

diverse population is the experience and health outcomes ofclients from those

communities (and of providers who serve them), the focus of the instrument is on the

infrastructure necessary to support culturally responsive care.

It is also recognized that a document review process provides a "snapshot" ofpolicies

and other documents at one point in time - it may not capture emerging shifts in approach

or the early stages of important initiatives that have not yet made their way into

organizational documents. Nor is there evidence on whether, or to what extent,,,best

practice" evidence observed in organizational documents is predictive of its

implementation in day+o-day practice.

The regionalization ofhealth services (now underway in most provinces) presents

additional challenges to a document review process. Relevant policies and other

documents may be found at a number ofdifferent levels: the specific facility or program

under review; a larger health complex to which the facility or program may belong; or the

regional health authority. The most appropriate level at which to direct organizational
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assessment h¿rs not been determined. In this project, given the resources available, the

focus was at the level ofone facility - it did not include policies and procedures that

applied to specific programs or units, i.e., a program level review. However, as would be

the case in many centres, two additional organizational levels (at which policy and

planning are undertaken) also had to be considered: the larger health complex of which

the paediatric care facility was a part, and the regional health authority.

Another limitation ofthe research is that this project involved in-depth testing ofthe

instrument in only one location. However, as indicated in section 3.6, a simpler review

was undertaken with seven participating hospitals (in five provinces) only a year earlier.

That assessment provided limited information on a number of centres and - as it included

a feedback component - also allowed for evaluation of whether the findings from the

initial "instrument" provided an accurate reflection of organizational activities in Canada.

Description of Methods

Communication Plan

Once the draft instrument was completed, a communication plan was developed for the

sponsoring site, in conjunction with the Site Advisory Committee and with the support of

Program Management Team. This communication plan was put in place before any

contact was made with specific individuals. An important message of the communication

plan was that the purpose ofthe research was to evaluate the assessment instrument, not

the cultural responsiveness of the site itself. The communication plan had th¡ee

components, described below.
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Presentations to Kev Committees and Organizalional Meetinss

A member ofthe program management team facilitated these sessions by officially

welcoming the initiative and stating organizational commitment to it. I then made a brief

presentation summarizing the project, following which questions were solicited. A total

of nine presentations were made - I personally made seven to Senior Management,

management advisory committee, allied health, quality committee, clinical council,

nursing council, and section heads. selection ofthese groups was made in conjunction

with the Site Advisory Committee and program Management Team. In addition, the

chair of the Site Advisory Committee gave a presentation to Staff Forums, and a

committee member gave a presentation to the facility parent group early in the project.

The intent ofthese presentations was to ensure that management from all areas of the

facility was aware ofthe project and its objectives; to respond to any questions and

concems; and to gather additional suggestions regarding the overall communication plan.

Several suggestions were made - resulting in the additional communication steps

described below.

Information on the Facility Web Site

Again in consultation with the Site Advisory committee, a brief description of the project

was posted on the facility web site linked to the main page (Appendix F). Contact

information for both the researcher and the chair of the site Advisory committee were

included for those who required more information. A link was also made to the cApHC

(canadian Association ofPaediatric Health centres) web site, which included a page on



the standards initiative ofthe National Network for Cultural Competency in Paediatric

Health Care.

Attachments to Employee Pay Stubs

Although it was anticipated that the first two methods would make the project visible to

most in manageriaVprofessional positions, there was concem that all facility staffshould

be informed of the project. It was recognized that some ofthe greatest ethnic/cultural

diversity among staff were in departments such as housekeeping and maintenance, many

ofwhom would not have work intemet access. Consequently, it was suggested that a

simple description of the project attached to pay-stubs would be the most effective way to

ensure that all staff were notified. The handout, which included contact information fot

questions and input, was designed with the assistance of the Site Advisory Committee,

and Program Management Team facilitated arrangements to have it dishibuted

(Appendix G).

Collection of Materials

\ühen the draft instrument had been completed, I reviewed the list of materials identified

in the instrument with the Site Advisory Committee, and subsequently with a

representative of Program Management Team, to determine the best process for locating

the materials. The administrative secretary for the Program Management Team was

assigned to assist with this task.
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Some documents were readily accessible - they were available through the organizational

website, located in policy and procedure manuals or were available in public areas ofthe

facility. The Table of Contents of each Policy and Procedures manual was reviewed in

order to identif, policies listed in the assessment tool, and any other policies that - while

not identified in the assessment tool - may also be relevant to cultural responsiveness.

This second step was taken to ensure that elements of identified policies were not

"hidden" in other policies not specifically identified as relating to culturaUdiversity

issues. The general objectives ofthe manuals were written quite broadly, so it could

reasonably be expected that ifpolicies did exist they should be evident in the manuals

(e.g., the Introduction to the corporate Policy and Procedu¡e manuals gave as the purpose

of the manuals: l) to ensure consistency ofaction;2) to serve as a record ofspecific

board and administrative decisions; 3) to assist in the orientation ofnew employees; and

4) to help meet accreditation standards).

A list ofdocuments for which the location was not apparent (and where it was unclear if

any relevant policies or documents did exist) was then reviewed with the Site Advisory

Committee to determine which staff might be the most knowledgeable in the particular

area. A member ofthe Program Management Team gave additional advice regarding

materials that were not readily located, and identified key contact people in specific

areas. The administrative secretary then sent, on behalfofthe Program Management

Team, an email request for specific mate¡ials to these identified individuals.
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As "regionalization" ofservices is still ongoing at the test site, the areas or domains

investigated through the document review fell under three different levels ofgovernance:

that ofthe facility itself(e.g., the patient education resou¡ce committee); the larger health

complex of which the facility was a part (e.g., Human Resources); and the local health

authorify (e.g., Aboriginal services). The search for documents began at the institutional

level (i.e. the paediatric care facility). If the documents were not available at this level,

availability at the next level (the health complex) was determined. Finally, if requested

documents were not available at either ofthese levels (or if the relevant program was

operated at a regional level), a search was undertaken at the health authority level. In

some cases, relevant documents were included from all three levels (e.g., mission, values,

strategic plans).

Additional documents were added to the assessment instrument as they were identified

tkough review of the Table of Contents ofpolicy and procedural manuals, analysis of

individual policy/documents, and - in later stages ofthe project - key informant

interviews. The list of materials reviewed can be found in Appendix H.

Through the process ofcollecting and analyzing documents, changes were made to one of

the domain areas. Domain 6 (Organizational framework and integration) was further

broken down into two sub-domains. The first (organizational framework) addressed the

structure and resources provided to support diversity initiatives. The second (integration)

focused on the degree to which the concept ofcultural responsiveness appeared to be

integrated throughout organizational activities. It became apparent, through the document
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review process that, these were two different areas for assessment, and that an

organization could make progress in one area and not the other.

Document Analysis

Analysis of organizational materials was undertaken based on indicators developed

within the eight categories ofbest practice (the "domains"), and along the seven

dimensions ofphilosophical approach described in the previous chapter.

Analysis was undertaken according to the guidelines outlined in the draft instrument. As

each document was analysed, it was compared with documents that had been analyzed

earlier in order to identifu similarities and differences between documents within the

same domain, between different domains and at different organizational levels.

Further analysis was undertaken when all documents had been collected. In addition to

the analysis ofspecific documents, an overall analysis addressed the following questions:

1. What policies, procedures, planning and decision-making processes and practice

are in place at various levels within the organization to promote and support

cultural responsiveness?

2. How is official policy reflected in materials, communication, organizational

structure, etc.?

3. How do policy and stated practice compare with best practices identified through

the literature?



4. What philosophical approaches to cultural diversity are indicated through

organizational policy, priorities, structure, and process?

Key Informant Interviews

Obiectives of Kev Informant Interviews

The key informant interviews were intended to "check" the validity ofconclusions

reached through review of organizational materials. Specific objectives were to:

o confirm that all relevant organizational documents had been identified

. explote the knowledge, attitudes, and approaches to cultural responsiveness of

key stakeholder groups

o explore perspectives on the level of responsiveness achieved by the organization

o assist in planning for the final phase ofthe project (focus groups).

Selection of Informants

Following collection and analysis of materials, I sought to identify individuats with

responsibility and/or knowledge in each ofthe eight domain areas (profile ofcultural

responsiveness within the organization; Human resource management; Education and

haining; Language assistance services; Information for clients and communities;

Organizational framework; Data collection, evaluation and research; and pafnership with

the community). A number of different strategies were used to generate potential names

for the interviews:
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preliminary discussions with the Site Advisory Committee, focusing on the

organization of facility programs and functions, and identification ofkey

individuals within each ofthe eight domain areas

suggestions from members of the Program Management Team of individuals or

positions relevant to this research

investigator review of organizational structure

suggestions made by other informants during interviews.

Several dozen prospective participants were identified through this process; many more

than could be interviewed for the project. A purposive sample was then selected through

creation of a matrix that included the eight domain areas. Key selection criteria related to

the role ofthe individual within the organization, and his/her expected knowledge related

to the domain areas. The sample was selected to ensure representation from a variety of

stakeholder groups (including a variety of "cultural groups"), and functional disciplines

within the facility. As individuals were selected, their contribution to each of the domain

areas was noted. Position and area of work within the facility were also noted, as there

was an attempt to ensure responses from individuals with a variety ofdisciplinary

backgrounds and from various units and positions within the facility.

When, in the opinion of the researcher, interviews were not revealing new information

related to a particular domain area - i.e., the point ofredundancy had been reached

(Lincoln & Guba, 1985) - selection focused on individuals in other domain areas. The



interviews were therefore conducted in "waves" to allow this type ofselection to take

place. The list of those selected for interviews was confìdential.

Most informants were facility, health complex, or regional staff. However, as services

fo¡ some cultural groups were only provided by services outside the facility/health

authority itself (e.g., provision of interpreter services for some populations),

representatives of specific community organizations were also included in the interviews.

It is important to note that selection of informants was focused on addressing the goal of

the research project (assessment of the document review instrument). This resulted in

different individuals being selected than may have been expected had the project other

research objectives or methodology (e.g., organizational ethnography or organizational

assessment).

Contactins Selected Informants

A personalized form letter was sent to each potential informant at his or her work address

(a copy of the letter can be found in Appendix I). Both the Site Advisory Committee and

Program Management Team reviewed the letter before it was finalized. I located

informant addresses through the site employee directory. Letters were placed in

envelopes with the university retum address, marked confidential, and mailed from the

university. The letters, which outlined the purpose ofthe project and the objectives of the

interview, included my phone number and email address, and a copy ofthe Information
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and Consent form (Appendix J). Potential informants were asked to respond before a

certain date, after which time I indicated that I would follow up by telephone.

The facility gave authorization for interviews to take place on work time. However,

because of a concem identified by the site ethics committee regarding shift coverage for

some staff(e.g., those involved in direct patient care), I provided two alternatives in

scheduling interviews for these particular staff. They could either arrange to meet outside

of work time, or altematively, they could notift their supervisor (or have the researcher

notiry the supervisor on their behalf) to request release during work time. Related ethical

considerations are discussed in section 4.9.1.

A total o124 individuals were sent letters: the vast majority took the initiative to contact

me directly. In the few cases where contact was not made within the specified time

frame, I made a follow-up phone call. If there was no response to the follow-up phone

call, no further contact was made. I then reviewed the matrix of suggested informants and

chose a replacement individual if I felt there was still a need for information in this area.

In one specific activity area, two separate key individuals failed to respond; no further

attempts were made.

At the time phone contact was made I offered to answer any questions about the project

and invited respondents to schedule an interview at a time and in a place that was the

most convenient for them.
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Development of the Interview Guide

Interviews consisted of open-ended questions, in a semi-structured format. An interview

guide format was used - while topics and issues were set in advance, the actual wording

and sequence ofquestions was determined during the interview (Patton, 2002). Two

types of questions were included. Core questions asked of most informants focused on

conceptualizations of culture diversity and personal ratings oforgani zational

responsiveness (e,g,,I|hen people use the expression "culture", or " cuÍtural grolp" they

ofien have particular practical definitions in mind. In your position as _how would

you defìne these terms? In your opinion, how are these terms understood by staff of the

organization? Given the number of challenges focing health care providers today, how

ímportant do youfeel " cultural responsiveness" is?). Other questions explored

participants' understanding of strengths and weaknesses of the orgânization and why

programs had evolved the way they had.

In addition, specific questions related to the informants' area of expertise/responsibility,

which were designed based on review ofthe relevant materials. (For example,llhat

implications do youfeel that improved responsiveness to culturally diverse groups would

have for (name of department or service area)? In other words, what do you see as

needing to be done in (name of department or service area)? Informants were also asked

whether specific documents in their area of expertise/responsibility were in existence, and

encouraged to suggest other documents that may be appropriate, to ensure that all

relevant documents were included in the review.
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New questions were added to and some deleted from the interview guide in subsequent

interviews, as a result ofissues raised during previous interviews. For example, some of

the later respondents were not asked the question'. "7o your knowledge, has this

organization undertaken any activities to assess the cultural responsiveness of the

facility?" after several informants indicated that no previous activities had been

undertaken. A sample interview format can be found in Appendix K.

Conductine the Interviews

There was good response to the request for intewiews, with most participants indicating

an interest in the project, although a few expressed doubts that they had much to

contribute, Many stated that they thought this was an important area for research. Several

suggested other individuals who they thought should be interviewed. Of the 24

individuals who were contacted, 20 completed interviews. One person contacted declined

via secretary because oflack of time. Two others did respond after a follow-up phone call

was made but then failed to get back in touch as promised, even after a second follow-up

call was made. Some months later, I was contacted by one of these individuals who had

been away on extended leave. One person did not respond to either the letter or the

follow-up call.

Those interviewed represented all three organizational levels (paediatric care facility,

health complex, and regional health authority), from many different patient and

administrative areas, with a variety ofjob responsibilities and backgrounds. A small
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number represented community or other organizations. Most facility, health complex, and

regional staff interviewed were in management or supervisory/coordinator positions.

All organizational staffchose to meet in their office or elsewhere in the facility.

Interviews with cornmunity informants took place in their offrces. Interviews were

anticipated to take from 45 minutes to one hour, the time indicated in the letter of

invitation. However, several ofthe initial interviews were closer to one and a halfhours.

Interviews were not audio-taped; notes ofthe conversation were taken during the

interview and later transcribed. As a result, the transcripts did not include long verbatim

nanatives, although some quotes were captured directly.

Analvsis of Interviews

Notes of interviews were transcribed immediately after the interview was conducted, and

field notes were recorded. Analysis was undertaken continually with data collection.

changes to subsequent interviews were made based on the initial analysis - the focus of

the interview and the specific questions asked changed as the interviews progressed.

Questions that began as core questions, for which adequate confirmatory data were

obtained, were dropped from future interviews in order to allow for new questions

resulting from earlier interviews.

When all interviews had been completed, the interviews were re-analyzed in two

different ways. As the major purpose of the interviews was to determine whether the

findings from the document review reflected organizational experience (including
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whether all documents had been located), analysis first focused on direct responses to

specific questions that been asked in order to determine the ¡ange ofperspectives and to

what extent there was consensus in key areas. Cross-case analysis (organized around

specific questions) was used at this level ofanalysis. Data from this source were then

compared with data in the relevant domain(s), obtained from the document review.

Transcripts were then re-analyzed in order to identifu themes emerging from the data -
many ofthese cut across the topic areas that were the initial focus ofanalysis. Some

themes were defined by responses to a particular interview question (e.g. awareness of

national standards); others emerged through analysis of transcripts. Using an open coding

approach, the interview data were reviewed for previously unidentified or unexpected

themes (strauss & corbin, 1990). Key words or phrases identified through the interview

analysis were used as codes (e.g., "above and beyond'). Some codes were combined to

make larger categories (e.g., codes such as"not on the radar screen',,,oblivious',,

"unaware" and "invisible" were combined into the theme of ,,invisibility"). particular

attention was given to similarities and differences in response based on roles within the

institution, scope of responsibility, and community or family vs. staff perspectives. These

themes were then compared with the dimensions identified through the document review.

Focus Group

Initial Plan for Focus Groups

In the original research proposal, a number of different focus groups were proposed. The

objectives ofthese groups were to:
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obtain feedback on initial findings from a variety of levels/units within the facility

assess the extent to which results ofa document review would be accepted within

the organization

assess similarities and differences in perspective between stakeholder groups

assess the impact of the assessmenlfeedback on the organization.

It was anticipated that several groups would be scheduled to ensure input from a variety

ofdisciplines and patient care areas, and to enable staff with advocacy or access roles and

community representatives to participate.

From Focus Groups to Feedback Sessions

Following the completion of the key informant interviews, findings from the interviews

were analyzed for planning the focus groups. At that time I concluded that focus groups

as originally designed would likely duplicate much of the material already identified

through the key informant process, albeit with a broader group of individuals. Based on a

concern that limited new information would be obtained (and aware of the cost in

time/resources to the facility ofconducting these), this plan was reconsidered after

consultation with the Site Advisory Committee.

Instead, a series offeedback sessions were proposed. These feedback sessions had the

objectives ofproviding further opportunities for clarification, and determining whether

(a) a document review approach would be accepted by institutions, and (b) whether the

specific findings/ conclusions would be accepted by this organization. The focus ofthese
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sessions was to be on findings of the document review related to the particular site. It

was anticipated that the sessions would address particular interests ofthe sponsoring site,

and would enable more people to participate. The Site Advisory Committee was

supportive of this approach.

Parent Focus Grouo

Only one focus group was conducted. Consisting ofparents belonging to the facility,s

parent group, the main purpose of this focus group was to ensure that there was input

from a consumer perspective. A focus group has the advantages over individual

interviews in being time and cost effective. Other advantages are enhanced data quality

provided though participants providing checks and balances on each other, and facilitated

assessment of the extent to which views ofparticipants are similar or divergent. Focus

groups are suited to situations where the research emphasis is on identifing major

themes, and where analysis ofsubtle differences is not required (Krueger, l98B; patton,

2002), as was the intent in this setting.

A list of members of all members of the parent group was obtained. A decision was

made to combine the focus group with a regular meeting so as to maximize attendance,

and invite only parents to that component ofthe meeting. In addition, I phoned the parent

co-chair of the group to invite questions, and solicit ideas on how best to proceed. I then

either mailed or emailed a letter of invitation and a copy of the Information and Consent

form (Appendix L).
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A total ofsix individuals attended the focus group, which tookjust over an hour.

Participants were parents of birth, adoptive, a¡rd foster children, most ofwhom had

longstanding, major medical problems, and were therefore not representative ofall

families served by the facility. However, as regular users ofservices it was anticipated

that they would have greater opportunities for interaction and observation, making them

valuable informants. one parent was a member of a visible minority group; some other

parents stated that they were parenting Aboriginal children.

After a review ofthe objectives ofthe project and provision ofan opportunity for

participants to ask questions about the project and the focus group, the consent form was

reviewed, signed and collected. The consent included permission to audio-tape the

session. Although the group was known to each other, the types of questions asked were

not anticipated to inhibit frank response, as no staff were present and the researcher was

independent from the facility. Questions focused on quality ofcare at the facility,

whether participants felt that care differed by ethn ic/,,racial', group, and the kinds of

problems they had observed or experienced in this area (Appendix M).

The focus group discussion was transcribed and analysed in a fashion similar to the

interviews. while the transcripts identified the voices of particular speakers (e.g., female

voice 1), analysis offocus group transcripts was not by individual participant, but rather

around identified themes. As this was the only parent input gathered through the project,

particular emphasis was placed on identifying similarities and differences between parent

and staff respondents.
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Observatjonal Methods

The project required the researcher to be on site at the test location over a period of

several months, attend meetings, travel to different parts ofthe complex, and have phone

contact with various individuals, during the process ofgathering materials and

conducting interviews. This provided the opportunity for both participant observation

(e.g., attending meetings) and unobtrusive observation (e.g. sitting in a waiting area or

walking through facility conidors) @atton, 2002).ln the latter case, the status ofthe

researcher was unknown and, therefore, would not be expected have an effect on those

observed.

In addition, knowledge of the project and my presence at the site led to some direct

requests for informal consultation on cultural issues. In the course ofcollecting

materials, some informal conversations also took place where opinions and perspectives

were volunteered. Consent was not obtained for these informal interactions, and no

comments made during these discussions were used in feedback sessions or this report.

However, these requests and informal conversations provided additionat insight on

awareness of organizational documents as well as on individual perspectives and

organizational challenges.

Process Documentation

AlI meetings and informal contacts were documented, and copies of correspondence

related to the project were filed. In addition, I kept a log ofactivities and interactions that

included: the process of initial consultation; meetings with the steering committees;
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development and implementation ofthe assessment instrument; and the process of

coordinating and facilitating interviews and focus groups. This log also made note of

related activities that occurred during the time of the project and that provided

perspective on the issue of cultural responsiveness within the test area, even though they

were un¡elated to the project (e.g., experiences of medical students and settlement staff

with whom I was working).

The intent of this documentation was to assist in evaluating the implementation process

and developing guidelines and recommendations for similar activities in other settings

(e'g'' by identifying potential obstacles to project implementation, providing estimates of

time required, and the numbers ofindividuals necessary for consultation, interviews, and

focus groups). This process documentation also noted unanticipated issues and impacts

that arose, and desc¡ibed the response ofstakeholders to various components ofthe

assessment process.

Develooing Report on Site-Specific Findines

Following completion ofthe interviews and focus groups, the findings from the

document review were compared with those from the interviews, the focus group and

observational data. Additional materials gathered through the interviews were reviewed

to determine whether items should be added to the assessment instrument. The results

from all methods were compared, and themes specific to the site identified. This was

summarized in a confidential 50-page analysis (intended for my use only and not part of

this dissertation) of site-specific findings resulting from the document review,
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observational and interviedfocus group data. strengths and weaknesses related to each

ofthe domain areas were identified. Evidence of specific philosophical approaches (e.g.

definition of culture and cultural group, voluntary or required, individual or

organizational focus) was also determined, along with a general assessment of

organizational issues ¡elated to cultural responsiveness as indicated through the

assessment process. The report also included analysis ofanecdotes and specific .,trouble"

cases (Kaufert, Koolage, Kaufert & o'Neil, l9B4) - cases that elicited problematic areas

or structural factors that were used as part of the intemal organizational discourse -
identified during the interview process.

Feedback Session

From the time the project was first initiated it was planned that feedback would be

provided to the sponsoring site. when I had completed the initial analysis of documents,

interviews, and focus group, I proposed a feedback session to facility management.

Initially, it was suggested by a member of Program Management Team that the joint

executive ofthe facility/health comple></regional health authority be the first group for

presentation of the study findings. The site Advisory committee agreed with this

suggestion. However, due to time constraints this was not approved.

The subsequent plan was to invite these senior management representatives to two

presentations plarured as part of existing committee meetings. one hour was requested

for these sessions; however, again due to time constraints, the time made available was

limited to one halfhour. Due to concerns regarding how feedback on such a complex and
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potentially sensitive topic could be conveyed, I then suggested that I field{est the

planned presentation with the Steering Committee.

The interview process had provided a good overview of the level of awareness ofbest

practices within the organization. For example one ofthe questions asked ofkey

informants in individual interviews was whether they were familiar with any national or

intemational standards related to cultural responsiveness. with few exceptions, none of

the informants were aware of such initiatives - and of those who were aware of issues

related to cultural responsiveness in general, some were aware only through exposure in

other positions in the non-health sector. As many of the key informants were senior or

midJevel managers, who were selected because they were in a position with anticipated

expertise or responsibility, the indication was that it may be necessary to provide

significant background (e.g., what best practices had been identified, standards in other

jurisdictions) before specific results were shared.

One hour was set aside for this "trial run" with the Site Advisory Committee. Following

this presentation and the resulting discussion, the committee made a recommendation to

Program Management Team that the scheduled sessions be postponed until adequate time

could be made available. It was agreed that, in order for the feedback to achieve its

objectives adequate, time would be needed in order to: a) outline best practices; b)

describe how assessment ofthese practices was undertaken through analysis of

documents; c) review findings specific to the test site; and d) allow time for questions and

discussion around these findings.
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The steering committee also recognized that there was the potential fo¡ sensitive findings,

and that it would not be wise to proceed with a presentation of complex findings if
adequate time was not made available to provide necessary background and allow fo¡

debriefìng.

Another feedback issue related to the fact that responsibility for policy, programs and

services was located at tkee different levels. Feedback at only one level could result in

either disinterest or resentment, ifthat level did not have the authority to address the

specific issues raised.

The¡e was concem that unless the feedback was provided appropriately, findings related

to best practice may not be perceived as supportive by the ,.champions,'of cultural

responsiveness within the organization who had provided leadership for initiatives

developed to date. It was also believed that it would be inappropriate to provide general

feedback sessions before management had the opportunity to respond to the feedback it

had received and could be involved in planning for additional sessions. Therefore, the

sessions were postponed, with the anticipation that appropriate time could be scheduled

in early autumn 2003.

Clarifring Objectives of Feedback Sessions

Feedback from the pilot session with the Site Advisory Committee helped focus

objectives for thís final stage of the project. while there is growing consensus in the

literature on best practices related to cultural responsiveness and access for underserved
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and culturally diverse communities (Office of Minority Health,2001a), there has been

limited progress in having these conclusions brought into practice, or in disseminating the

results of related research through the health care system. Within health care, even

awareness of cultural responsiveness as an organizational issue is in its infancy.

As a result, the feedback phase was "separated out" from the rest of the proj ect. Where

before it was seen as one ofthe phases in development of the instrument, it was now

defined and developed as a component with research questions specific to knowledge

translation (or knowledge transfer) within health institutions. This was considered of

significant importance, as any other centres that might consider using the revised

instrument would also benefit from an assessment ofbaniers and effective strategies.

The focus of the feedback sessions therefore evolved to encompass two major objectives:

l. To provìde øn inítíal assessment oÍthe Ðctent to whíchfindings of the document

rcview brottld be received by rlecision makers and stakehokler groups

a. To assess the acceptability/credibility ofa document review process for

assessment of cultural responsiveness

b. To assess the openness ofthe facility to findings related to its own

institution.

2, To provide thefacilÍty tuilh the oppo unity to clørìfy and respond to assessment

Jindings

a, To provide an overview of site findings compared to identified best

practice
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b. To facilitate future action on project findings

To provide the opportunity for the site to clarifi or correct conclusions

reached through the assessment process (feedback stage ofresearch).

This phase was anticipated to assist in development of recommendations for further use

ofthe document review process and to facilitate transfer ofreview fìndings.

Conductine the Feedback Session

There were a number ofdelays in setting up the feedback session, which was not

scheduled until December 2003. The session was organized by the facility euality

council, and in addition to council members, special invitations were sent to the facility

management team, representatives of the executives ofboth the health complex and the

health region, and the Site Advisory Committee. A tofal of 22 people attended this

session, which included seven special guests who otherwise would not have attended.

Three others ofthose specially invited were council members. Two ofthose attending

were parent representatives. Several Quality Council members did not attend.

one hour was allocated to this session. A PowerPoint presentation covered three areas:

best practices related to cultural responsiveness ofhealth care organizations; research

objectives and methods; and findings related to the test site. Time was also allocated for

discussion, in order to assess the response ofparticipants to the f,rndings. This session

focused on site-specific findings that were anticipated to be ofinterest to the sponsoring

organizations, and was based on the confidential report described in the previous section.
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The details ofthe review at the sponsoring site are not included in this dissertation, which

is focused more broadly on the assessment ofa document review process and general

issues emerging from review of documents from all eight locations.

Follow-up Survey

Following the feedback session, the chair of the site Advisory committee distributed a

simple informal survey of seven questions to Advisory Committee members, program

Management Team, and the administrative support staff assigned to the project. The

questions focused on estimates of time required to support the project, evidence the

project's impact, and assessment ofhow useful the process had been. Four ofa possible

seven individuals responded to this survey, an additional respondent gave verbal

estimates in regard to questions about time spent on the project (Appendix N).

Ässessment of Document Revierv Strategy

Application of Instrument

The process ofthe document review itself was also assessed. The first step was to assess

the application ofthe instrument. Evaluation ofthe instrument included the following

categories:

1. Selection of domains of inquiry: Through content analysis of organizational

materials, the following questions were explored: Were relevant documents

available for all ofthe best practice domains selected tkough the literature

review? Did all domains give useful information on the organization? Was there

overlap or repetition?
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Ease of implementation.. Process documentation, and key informant interviews

were used to explore the questions: How easy or diffrcult was it for the

organization to identi$ and locate requested materials? How much time was

required to gather the documents? What kind of information was required by

contact people within the organization in order to facilitate the task? Who needed

to be involved? What obstacles to implementation were experienced?

Selection of documents: Using the methods of content analysis, key informant

interviews and focus groups, the research addressed the questions: Did the

documents requested provide the information sought? Were there particular

documents whose presence, absence, or approach are particularly useful for

assessment?

Philosophical approaches: Content analysis was employed to determine

whether the indicators selected for assessment ofvarious philosophical

approaches (as described in section 2.5 and3.7.1) were found in the documents

selected for review.

Indicator selection: Content analysis, key informant interviews, and focus groups

were the methods employed to evaluate the indicators selected for inclusion in the

instrument. This was to address the questions: Were the indicators identified in

the assessment instrument found in the documents requested? Did a review of the

documents suggest other factors?

4.
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Coneruence Between Instrument Findings and Other Data Sourcqs

The extent to which the conclusions reached through the document review reflected the

perspectives and achievements ofthe facility related to cultural responsiveness was

evaluated by comparing the findings obtained through the document review with data

from other methods (such as key informant interviews, the focus group, and observational

methods). Analysis focused on similarities and differences in data obtained through these

different methods (methods triangulation) and through different data sources

(triangulation of sources) (Patton, 2002). The feedback session to senior organizational

representatives provided an additional opportunity to "check', conclusions, by providing a

direct opportunity for organizational response.

The findings of this project (document review combined with interviews, focus group and

observational methods) were also compared with results from two self-assessment

activities undertaken at the same site. These activities are described in section 5,4.

Impact of the Assessment on the Sponsoring Organization

A secondary focus ofexploration was that ofthe impact ofthe document review activity.

This had two aspects: the time and resources required from the organization; and the

impact of the document review and interviedfocus group activities on the organization.

Several data sources were used in this analysis:

o observations made in the course ofundertaking the project (e.g. feedback from the

Site Advisory Committee, difficulties experienced in locating material, time for

document retrieval)
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interview analysis, particularly direct comments or other indication that the

project (or the specific question) was having an effect

review ofverbal and written communication regarding the project, including

unsolicited comments and observations, and events and activities that may have

resulted from the research

contacts with the researche¡ initiated by staff as a result ofthe project

a brief survey of the Site Advisory Committee, Program Management Team

members and other key individuals most closely associated with the project.

These activities, along with the feedback session, were also reviewed for evidence that

the document review process would have any effect on future organizational planning

and activities. chapter 5 outlines the conclusions reached regarding the usefulness ofthe

document review process.

Ethical Considerations

This project focused on policy review and development, and did not involve access to

patient information or access to any confidential employee or organizational material.

Nor, with the exception of the parent focus group, did it involve contact with facility

clients. However, the design ofthe project did address several other critical ethical issues.
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Access to the Site

Before the proposal was developed, approval in principle was obtained from the

management ofthe sponsoring paediatric care facility. Ethics approval was received from

both the university of Manitoba (Faculty of Medicine Health Research Ethics Board) and

Íìom the relevant review committee of the test site. This committee focused on the

potential impact ofthe project on the resources ofthe facility (specifically what stafftime

would be required to assist with the project and participate in interviews, and whether

there would be any other financial costs to the institution).

Consent and Confidentialitv

The design ofthe project required that the issues ofconsent and confidentiality be

addressed at two levels : that of the individual participants and of the organization that

agreed to be the test site.

Consent

At the organizational level, the health complex, the regional health authority, and

specifically the paediatric care facility which served as the test site, gave approval to the

project and gave the investigator permission to contact board, management, and staff.

They also gave permission for staffto participate in project activities (e.g., interviews) on

work time. Because "cultural diversity" was defined in this project in broad, general

terms, and the focus was not on the community context or validation from a community

perspective, consent was not sought from particular ethnocultural community

representatives.
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Individual consent was obtained Íìom all participants in individual interviews and the

focus group. Participants were contacted directly by letter as describe d in 4.g.3.2.

Included with the letter was a copy of the information and consent form (Appendices J

and L), which also provided a link to the facility web site that provided additional

information (Appendix F). Participants were informed that participation in these

activities was entirely voluntary; that they could choose not to answer any questions; and

could terminate their participation at any time.

The consent form for the focus group also included permission for audio-taping.

Interviews were not audio-taped, as it was felt that the formal atmosphere created by

taping the conversation might create a less relaxed atmosphere and inhibit frank sharing

of informant perceptions.

Confidentialitv

Confidentiality at the level ofthe individual

There was little difficulty in protecting the confidentiality of individual respondents.

Participants were given information on how the sample had been selected and informed

that the list ofthose chosen for interviews was confidential, as would be their decision

about whether or not they chose to participate.

It was recognized, however, that it might be necessary for some interview participants

(e.g., those scheduled to specinìc shifts ofdirect patient care) to notify their supervisor of

their participation if they wished to participate on work time. In the letter of invitation to



185

individuals in these roles, potential participants were provided with two options should

they agree to paficipate in individual interviews. one option was to meet outside of

work time (in which case confidentiality of participation could be provided). However, if
they wished to be released during a scheduled shift, they were required to notifi7 their

supervisor. In such case, information on participant participation would not be

confidential. Although I offered to contact the supervisor on the respondent,s behalf, no

interview participants requested this.

only parent members ofthe facility parent group were invited to participate in the focus

group, in order to facilitate frank sharing of information that may have been inhibited if
staff were present. Focus group participants were informed, however, that while the

investigator would maintain confidentiality of comments made in the session,

confidentiality could not be guaranteed because of the nature of group discussion.

Notes on interviews were identified with a code only, and stored in a locked cabinet in

my private office (which is independent from both the university and the test facility).

Audiotapes were similarly safeguarded and erased following the completion of the

project. Interviews and focus groups were held in a private location, at a site chose by

participants, and where there was no risk ofother staff over-hearing the conversations.

Information that might potentially identify an informant (e.g., position or unit of the

facility or health complex) was removed from any quotes or examples used in this

dissertation or in the feedback session only summary/composite information was used
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in repofs. However, participants were informed that, because ofthe nature ofpurposive

sampling and the small number ofparticipants, absolute confidentiality could not be

assured in spite ofthese precautions.

One issue that arose was the sharing ofanecdotes related to patient care, some of which

were reported by more than one informant. In no case were names of patients shared

with the researcher. However, ifthey were to be described in a public report, the

individuals affected þatients, and in some case staff) could potentially be identifiable.

None ofthese cases have been included in this report, or in public feedback sessions,

although they have been shared with the Site Advisory Committee.

Confidentiality at the level of the organization

This project also includes safeguards regarding the confidentiality ofparticipating

organizations. Greater challenges were experienced in addressing confidentiality at the

organizational level. Although the test site is not named, there are identifiing

characteristics that could make it identifiable.

While the focus of the assessment was on the instrument, and not on evaluation ofthe

cultural responsiveness ofthe institution, it became clear that concrete examples would

be needed to illustrate key findings related to use of the assessment instrument. In orde¡

to provide confidentiality to the sponsoring site, findings from other activities have been

included in the examples given in the discussion sections. Assessment activities related to

the preliminary instrument, undertaken in early 2002, utilized information from seven
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paediatric health care centres. In addition, current members of the Nationat Network for

cultural competency were asked to providing anonymous case studies that could be used

in the report. This allowed the report to be written with anecdotes from additional sites,

facilitating anonymized discussion of the issues identifìed.

Need for Sensitivitv in Sharing of Findinqs

As the assessment focused on issues around which there are often intense and conflicting

perspectives and responses (e.g., rights ofcultural minorities, employment equity

initiatives, racism and discrimination within health ca¡e systems), it was anticipated that

the project could potentially identify trends, issues or incidents of concem. The literature

review identified fundamental differences in assumptions and approaches to ,,cultural

diversity": this suggested that exploring these dimensions within an organization could

potentially uncover important differences in philosophy, priorities, and values. It was

also recognized that the process ofasking questions about organizational responsiveness

and diversity had the potential ofbringing to the surface underlying conflict or

dissatisfaction.

The project was designed to recognize this potential. Materials for the communication

plan were reviewed with the Site Advisory Committee, to ensure that wording was

neutral and did not appear to suggest that this project was a forum for specific

complaints. Interview questions were designed to use neutral, nonJeading language

wherever possible. In all cases, the privacy and confidentiality of the source of any

information was protected. where contentious issues are identified, the report does not
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identiff parties with particular positions. It was made clear that the primary source of

data was analysis of the documents; the interview data was used to confirm,/challenge

those findings.

While the interview process did identifu some discomfort and lack ofconsensus

regarding how cultural issues and needs were cunently being handled within the

organization, there was no indication that the process ofasking questions on this topic

was itself creating dissention or diffrculty. However, at the time that the draft

presentation on site-specific conclusions of the assessment was prepared, a number of

concems related to sharing of findings were identified. The key ethical issue identified

was the need to ensure that all steps were taken to share findings with the organization,

while at the same time avoiding - to the gÌeatest extent possible - any damaging effects

of sharing this information. The decision to delay feedback sessions until adequate time

could be found fo¡ senio¡ management to participate was one response to these concems

Oreanizational Participation and Feedback

A commitment was made to ensure that diverse stakeholder groups from within the

organization had the opportunity for input. All staff of the participating facility were

provided with information on the project (see section 4.8.0), and questions and concerns

about the process were welcomed before the project was launched. The Site Advisory

Committee worked closely with the investigator over the life of the project, and regular

reports were made to the Program Management Team regarding project progress. As

investigator, I offered to provide feedback sessions within the organization that would
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focus on the site-specific findings, and at the time of writing, one feedback session has

been presented.

Availability of Assessment Findines to the Sponsorine Organization

While the intent ofthe project was to evaluate an assessment tool and process, not the

sponsoring organization, the assessment did provide specific information ofdirect

interest to the sponsoring organization. The intent ofthe feedback session was both to

provide the opportunity for paficipants to ask clarifuing questions and provide additional

information that may have been overlooked in the review; and to provide the organization

with the opportunity to benefit from the assessment and use the results in future planning.

A b¡ief summary announcing the completion of the project is to be posted on the facitity

web site, with information on where a copy of this dissertation can be found. A copy of

this dissertation will be provided to the sponsoring facility and the executive summary

will be sent to all interview and focus group participants.

Benefits and Risks to the Orsanization

The major potential benefit to the test site ofparticipation in this pilot was the

opportunity to obtain a baseline of information related to organizational policy and

practice compared to identified "best practice," and attitudes and knowledge of

organizational stakeholders regarding current policy and di¡ection related to cultural

responsiveness. It also provided the opportunity to clariff the approach(es) demonstrated

through policy and programming to date, and to further explore the implications ofthese
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approaches. Greater awareness ofthese issues positions the organization to better develop

strategies for improved responsiveness to culturally diverse groups, and to compete for

funding for special projects in this area. In addition, by participating in a project

supported by the National Nefwork for Cultural Competency, there are increased

opportunities for national networking and information sharing.

Potential risks or disadvantages to the organization included the time required of staffto

paficipate in the project, and the unknown impact of the process ofraising questions

about cultural responsiveness issues (at the individual level), and ofsharing ofresearch

findings (at the organizational level). Given the design ofthe project, and the "document

review" approach, resource commitment was expected to be minimal. It was limited to

stafftime (a) for consultation with the researcher in defining stakeholder groups and

assisting with the sampling framework, (b) in assisting with gathering materials for the

document assessment, and (c) participating in interviews. A time commitment was also

required from the organization in order to receive feedback on research findings,

However, any decision on the feedback sessions was at the discretion ofthe organization.

Evidence ofresource demands and other impacts ofthe project on the organization is

discussed in Section 5.5.
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Summary and Conclusion

This chapter summarizes the research design and methodology employed to evaluate the

pilot of a document review instrument at one specific site - a canadian paediatric care

facility. Methods included policy review and content analysis of identified organizational

documents, and a variety of methods (key informant interviews, unobtrusive and

participant observation, focus group and feedback session) that provided data with which

the conclusions ofthe document review were compared. process documentation, a brief

survey and a feedback session to organizational decision makers, were used to assess the

organizational resource implications of undefaking a document review, and to gather

initial data regarding the impact ofthe project on the organization.

Strategies to address the ethical issues associated with the research included a formal

information and consent process for interview and focus group participants, masking

strategies used in writing the dissertation and making public presentations, and strategies

for ensuring appropriate organizational feedback.
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CHAPTER 5: RESULTS: PILOT OF ASSESSMENT INSTRUMENT

Overview

This chapter addresses the question ofwhether the results from the test site indicate that

document review is a useful strategy for assessing the cultural responsiveness ofhealth

organizations. An extensive literah.¡re review failed to identiff cultural responsiveness

assessment tools that utilized a document review approach, Nor have assessment

strategies identified to date attempted to assess organizational approaches to addressing

culftual diversity, although many attempt to address the extent to which best practice has

been adopted. Results ofthis pilot, therefore, may give direction as to whether further

development ofthis approach is warranted.

The first area ofevaluation relates to the instrument itself. were relevant documents

found within each of the domains? Did they address the identified elements within each

domain? were all domains equally valuable in providing relevant data? As the instrument

also included indicators ofthe underlying approach to cultural responsiveness (the

"dimensions"), it is also important to determine whether the document review process

was able to provide insights regarding organizational approach on these dimensions.

Ifrelevant documents were located and appeared to address (either by their content or by

its absence)l key elements included in the assessment instrument, the next question - and

one ofcritical importance to this research - is whether the conclusions reached through

I Absence ofdocument evidence in a domain a¡ea rvas interpreted to mean that best p¡actices had not been
formally incorporated into the structu¡e and process ofthe organizâtion.
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perspectives of the organization.

A third question relates to the impact ofthe review and feedback process on the test site,

in terms ofa) resource demands, b) acceptance offindings by organizational decision

makers, and c) interest and activity generated through the review and feedback process.

This section also discusses the results ofa comparison between the findings ofthe

document review and self-assessment activities conducted at the same site. It concludes

with discussion ofthe potential for future use of a document review instrument and

recommendations for further utilization of this strategy.

Appropriateness of Selected ..Domainstt of Cultural Responsiveness

Analysis was focused at two levels. The first step was to determine whether or not

specified documents were in existence at any level at the test site. If documents were

located, they were then assessed for a) evidence ofbest practice, and b) indication of

philosophical approach along the identified dimensions. This section summarizes

lindings related to the specific "domains" ofbest practice at the test site, with reference to

the simpler document review undertaken with the seven participating hospitals in 2002

(described in section 3.6).

Relevant documents were found in all domains at the test site. Domain l: profile (which

attempts to capture evidence of organizational commitment to cultural responsiveness at
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the most public and "visible" level) includes materials, displays and other information

that would be apparent to patients, visitors or new staff. statements of organizational

mission, vision and values, as well as the organizational web site were located and

evaluated, as were annual reports, and a variety ofpublicly accessible miscellaneous

documents (e.g. official organizational brochures, program descriptions, patient

handbooks, or reports to the community). "First impressions', of the physical

environment (signage, visuals) determined th¡ough a walk-through of the public areas of

the facility, combined with unobtrusive observation, were also included in this category.

These activities focused on questions such as: What messages were conveyed in the

public areas of the facilities through signage, décor, etc? What languages were visible?

was information on services and rights readily located, and in which languages? For this

domain, materials were reviewed from all th¡ee levels of the organization, with a focus on

the paediatric care facility.

All materials included in the review instrument were found at the level of the individual

facility. Materials were reviewed for evidence of a clear commitment to providing

culturally responsive care.

The literature suggests caution in interpreting data within this domain. concerns have

been raised that many organizations provide "lip service" in their mission and other broad

value statements, but fail to "walk the talk" in practice (Gandz, 2001). This review found,

however, that the messages conveyed at this level were consistent with findings in other

domains. This may be because the analysis also included evidence related to underlying
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philosophy of cultural diversity, not simply the presence or absence ofparticular

statements. one document that did not appear to reflect practice was the olganizational

code ofconduct, although it was easily identified and visibly displayed in some locations.

some key informants spontaneously referred to this code as not being consistent with

organizational practice. This reinforces the need, in any organizational review, to

compare broad statements ofprinciple with specific indicators in other domains.

Examples of the resources requested for review in Domain 2: Human Resources

included human resource policy and procedures, along with additional materials (e.g.,

workforce audilemployment review, job postings, stafflvolunteer orientation materials).

This was supplemented by time I spent waiting in the general employment office, and

unobtrusive observation ofsignage, postings, andjob applicants in the office. As the

paediatric facility did not have a separate HR department, human resource materials were

reviewed at the health complex level (with a brief overview of regional documents).

Fewer of the materials identified in the assessment instrument were located in this

domain at the test site (e.g., no workforce audit or employment equity policy, monitoring

systems, guidelines for performance evaluation related to cultural responsiveness; nor

policy requiring attendance at Cultural Awareness training were located). The

preliminary review indicates that some, but perhaps not all ofthese documents are

available in other institutions. Additional relevant documents (in this case, specific

initiatives for one cultural group, not specificatly identified in the instrument) were easily

located.
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The review indicated that relevant documents did give a good indication ofthe approach

laken. However, at the test site there were differences noted between the health complex

and the region. In addition, different requirements and initiatives were in place related to

HR policy directed at specific identified ,.cultural groups,,' compared to overall

employment equity policy. For example, a "preference clause" for those with knowledge

and experience in working with one cultural g,oup was included in postings for most

positions; and information on only this employment equity category was collected by the

HR department. These specific groups were those highlighted in materials identified in

Domain l.

Documents reviewed for Domain 3: Education and rraining, included website and

print materials that outlined in-house training for management and staff, the list ofall

training courses and workshops offered through the health complex and the region, along

with a detailed outline ofthe cultural training offered. These materials were analyzed for

evidence that training included identified key elements (as described in section 3.2.2).

Information on training attendance figures was requested and the process for monitoring

attendance clarified.

Materials indicated that the site relied largely on an ethno-specific approach to training;

that many of the key elements of recommended training (see sec tion 3.2.2) were not

included; and that attendance at cultural awareness training, although encouraged, was

voluntary. There was not evidence that issues of culture had been integrated into other

training or orientation programs.
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Documents reviewed for Domain 4: Language Access Services focused on specific

policy and program materials ¡elated to provision of interpreter and other language access

services (e.g., designated bilingual positions would fall in this category). Materials from

all three organizational levels were reviewed and compared to performance guidelines

defining best practice (Appendix A). Materials included policy related to provision of

language services, program descriptions, information provided to patients, interpreterjob

descriptions, and available program statistics. In addition, a broad anay of general

documents was reviewed to assess the extent to which language needs had been

considered within general facility activities (e.g., consent forms, consent policy,

complaint process, patient satisfaction instruments, or volunteer services policy and

programs).

At the test site, many of the documents identified in the assessment instrument were not

in existence. The preliminary scan indicated significant variability among other facilities

in this regard, with many settings having some of the documents listed. In addition, it was

discovered that there were some language services (used regularly by facility staff or

patients), about which no w¡itten information was located. These programs (specifically,

community-based interpreter programs) did not "belong" to the facility, indicating that it

was necessary to add a specific item related to community language services to the

assessment instrument. Assessment of this area required development of a matrix for

analysis, as different language constituencies (Aboriginal, Inuit, French, other) fell under

different responsibility areas (and some had no designated responsibility centre). There

were significant differences in services and information available for each group.
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Domain 5: Information for Clients and Communities included an overview of the

range ofpatient education materials available, and information for patients and the

community on rights and services. It also included a request for any policy or guidelines

related to translation and development ofresources, signage, or consultation with the

community. Lists of materials available for patient education and through the resource

centre were reviewed, as were patient information directories. Existence of basic

minimum information identified through the best practice review (consent, right to

interpreters, complaints) was determined and the languages in which materials were

available (including a general assessment ofthe language levet of English language

materials) were assessed. Few of the identified materials in this domain were located.

Application of the instrument at the test site resulted in review of Domain 6:

Organizational Framework and Integration from two different perspectives:

a) one ís tlrc extent lo which the organix,ation provided the slructure øntl resources

lo support cultural responsiveness ¡nitiøtives. This included determination of

whether there was a diversity plan in place, the support structure and resources

allocated for identified diversity initiatives, and a review of accountability

mechanisms for designated programs and positions (including the reporting

structure).

b) The other is tlre extent to which culturøl responsiveness issues høtl been

ìntegrated ìnto organí¿ational slructure and proc¿sses. This aspect looked at

questions such as whether, and to what extent, cultural responsiveness had been

incorporated into the strategic and business planning process, or integrated into

the work ofrelevant committees and relevant policy, program or service delivery
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areas. It required review of a wide range of documents (e.g., committee terms of

reference, board, executive and committee agendas, strategic and operational

plans, research activities). In addition to all materials collected for the other seven

domains, it included a review ofrecent initiatives to determine whether issues of

cultural responsiveness were incorporated where it was appropriate to do so.

Consultation with the Site Advisory Committee and program Management Team was

required to identifu relevant documents in this area - e,g., it was initially unclear what

should be provided as a "strategic plan," what committees were of greatest relevance, and

what initiatives were of current interest. This process resulted in clarification of some

items included in the review instrument and addition of others (e.g., some quality council

materials were not originally listed).

The review found that it was necessary to analyze materials on organizational structure

and resources by specific "cultural group," as at this site there was no overall diversity

umb¡ella or initiative that applied to all groups. It was also necessary to assess the extent

of integration separately for each cultural group. This pilot use of the instrument

confìrmed the appropriateness ofthe decision to divide this domain into the two

categories described above, as they appear to be two different processes: progress on

establishing a diversity plan and accountability for a specific diversity initiative did not

appear to be reflected in the extent to which cultural issues were integrated into strategic

planning, the overall committee framework, policy or service delivery areas, or initiatives

such as quality scorecards.



200

For Domain 7: Data collection, Evaluation and Research, patient data templates were

reviewed to determine current "ethnic" codes used in data collection, and any policies or

other documents related to participation ofdiverse groups in research and evaluation

were requested. The materials accessed incorporated few ethnic identifiers, and there was

evidence ofvariation in data collected between programs, a situation also observed at

other sites. Recent intemal and extemal research reports, patient satisfaction instruments,

lists ofinternally supported,/funded research projects, and descriptions and reports of

research programs were also reviewed. These were relatively easy to locate, but often did

not contain evidence of "best practice,'.

The final domain, Partnership with the Community, focused on evidence of

partnership with the community, in particular, representation throughout the organization

of diverse ethnic and cultural groups. Formal policy related to community partnership,

committee terms of reference, and requirements for consulting with the community were

requested. These materials, along with facility publications and other documents, were

reviewed for evidence ofa) established relationships with community groups, and b)

participation by a diversity of communities in committee membership, development of

publications and other activities. Little evidence ofsuch participation was found in the

documents, although there were some differences between the facility and the region in

this regard. For example, the region was in the process ofinstituting community advisory

committees for each health district; no similar initiatives were found at the facilitv or

health complex level.
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Issues Related to Assessment of Domain Areas

While in some domains @omains 2, 4, and,7, for example) seve¡al of the documents

listed in the instrument were not located; this does not necessarily indicate that the

instrument is inappropriate, as absence of certain policies or other materials may give a

useful indication of organizational level development in this area (one informant

described this situation as"absence speala loudly,'). In fact, relevant documents were

found in all domains, and those located were sufficient to draw preliminary conclusions

related to the extent to which the facility appeared to be adopting best practice.

It was necessary in many cases to search beyond the parameters of the individual facility

to ¡ocate relevant documents. Relevant policy and other documents \ryere found at all

three levels - the paediatric care facility, the health complex and the regional health

authority. observations made at one organizational level were not necessarily applicable

to other levels. In Domain 1, for example, significant differences between the facility and

region in wording used to describe commitment to specific cultural groups suggested

underlying differences in approach. Documents unavailable at the facility level were most

often found at the health complex level, but many important documents were found only

at the regional level and some materials appeared to be unavailable at any level. This

issue is revisited in Section 5.7.1.

care was taken to collect all relevant documents. The site Advisory committee and

Program Management Team were consulted to identis any existing organizational

documents included in the assessment instrument. In addition, key informants (who were
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selected on their presumed knowledge and responsibility for certain domain areas) were

asked directly whether any other materials - not identified in the instrument - should be

included. In spite ofthese precautions, it is possible that there may have been documents

or initiatives that were not identified, paficularly at the regional level. However, it

would be unlikely that any existing unidentified materials would substantively affect the

conclusions as, if (a) materials were not readily apparent, and (b) key individuals were

not aware of their existence (or did not think to mention them), one might reasonably

assume that for all practical purposes these documents were not "living documents,' in

the daily life of the organization.

Some "detective work," with the assistance of the Site Advisory Committee, was

occasionally necessary to identiff the most appropriate materials (e.g., what documents

best fit the criteria of "strategic plan") and to locate them. some of the additional

materials identified through meetings with key informants were relevant to the analysis.

It is unclear to what extent revisions to the document review instrument could prevent

"overlooking" key documents when they fall under very different management levels,

especially in settings where there is no overall coordination ofservices for different

cultural groups.

Not all domains proved to be equally "rich" in terms of data collected. Little information

was found in Domains 5 (Information for clients and community) and g (partnership

with the community), suggesting that these two could be combined. on the other hand,

Domain 6 was separated into "Organizational Framework to Support Diversity,' and



203

"Integration of Diversity Initiatives", as it appeared that these may be two different,

though often overlapping processes. The revised instrument (Appendix o) incorporates

these changes.

Identification of underlying organizational Approach to Addressing cultural
Diversify

content analysis was used to identifr the underlying organizational approach(es) to

responding to cultural diversity. These dimensions (definition of culture and cultural

groups, multicultural or anti-racist orientation, approaches to cultural training and

workforce management, individual or organizational focus, voluntary or required action,

provider competence or organizational access) are described in section 2.5. For example,

did the materials use the language ofcultural ,,awareness',, ,,sensitivity', or

"competence"? Were issues identified as ,,multicultural,, or ,,diversity',? Did documents

refer to "respect for" or "a commitment to addressing needs of,, or ,,ensuring

participation of " diverse communities? what cultural groups were acknowledged in the

documents? Was there specific acknowledgement ofthe presence ofracism and

discrimination?

As suggested by the graphic on p age 204, materials from specific domains provided

varied amounts and richness ofdata in assessing specific approaches, but indication of

philosophy on at least one dimension was found in each domain. Note that the two

dimensions "approach to workforce management" and "approach to cultural training', are

not included in the table. The most useful information on these dimensions was provided,
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as might be predicted, through review of Domains 2 (Human Resources) and 3 (Cultural

Training). Content analysis identif,red the approach taken to workforce management

(monocultural, ethnic matching, workforce representation, diversity), although important

differences in approach were found between organizational levels. similarly, in Domain

3, review of curriculum materials indicated that a culture-specific approach was dominant

(and gave useful information on the operational definition of culture within the facility).

Table 9: Sources of Data for Änalysis of Organizaúional Approaches, by Domain

observations across domains were useful in determining the strength of conclusions

related to specihc approaches - ifconsistent evidence was found in all domains, greater

confidence could be expressed in the conclusions. I found that the domains most useful

in analysis ofthe dimensions .'¡,¡ere consistent with, but not identical to, those initially

proposed in Appendix D (Matrix of Domains and Dimensions). I also found that a more

"global" overview of all documents was usefi¡l in assessing the dimensions, rather than
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the guidelines relating to particular documents. General questions to guide assessment of

organizational approach along the identified dimensions have been summarized in

Appendix P.

During the pilot I found evidence ofdifferent strategies and standards for different

"cultural groups." It is therefore recommended that any assessment include analysis of

the definition of"cultural group," and determine which populations are included in each

policy or initiative. Key factors for assessment are designation of responsibility and

authority, and evidence of funding allocation - program initiatives or population groups

perceived as more important by the organization can be expected to have more direct

reporting lines to the CEO, and are more likely to have dedicated funding.

Document analysis also found preliminary evidence that a different approach may be

emerging at the regional level than had existed in the past at the facility or health

complex level. The mission, vision and related documents at the three levels used

diffe¡ent terminology to describe their commitment to cultural diversity (e.g.,,,we declare

our commitment to the x community in implementíng actions that address health care

needs through employment initiatives, active participotion in the health system and

improved service delivery options," compared to "It will be culturally sensitive', or that

patients will be "respectedþr their beliefs, religious practices and customs',). As the

process of regionalization is recent, and program and policy development is ongoing,

regional level documents may give a better indication of future direction than documents

at the facility level.
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Preliminary conclusions: congruence Between Document Review and eualitative

Methods

suffrcient data on both the "domains" and the "dimensions" identified in the instrument

were obtained to enable development of preliminary conclusions related to the test site.

This section explores the question ofwhether these conclusions were supported by

evidence gathered through other methods and from additional sources. It is important to

note that I found as much evidence related to the "dimensions" (or approaches to cultural

diversity taken by the organization) as for the specific ,,domain', 
areas.

Even though application of the instrument indicated that relevant materials were in

existence and contained information appropriate to this analysis, the crucial question is

whether the findings ofthe document review reflect actual organizational perspectives

and practice. There was no attempt through this project to measure the ,.cultural

responsiveness" ofpatient care provided, but rather the focus was on the infrastructure to

support such care. Key informant interviews were designed to gather data regarding the

perspectives ofstakeholders on progress towards best practice and approach to cultural

diversity. while the interview sample was of limited size, and the comparison was made

at only one site, these activities are an important step in determining whether further

development o-f 4 dpqurirÈittteview strategy would be advised. Feedback from the parent

focus group, observational methods, and the feedback session on preliminary conclusions

were also used to assess the extent to which the document review reflected "what was

actually happening" at the facility.



207

It should also be noted that in some ofthe sub-domain areas there was suffrcient data

available on organizational practice from the document review and observational process

alone. If, for example, organizational policy directed staff to call overhead paging for an

interpreter, and this paging was overheard, one might reasonably assume that this was

current practice. what the document review could not determine, however, were the

perspectives on this practice within various sectors ofthe facility (or whether difÍiculties

were experienced).

A high degree ofconsistency was found between data obtained tbrough the document

review and other methods (interviews, focus group, observational methods).2 Key

informant interviews confìrmed - and in many cases strengthened - the conclusions of

the document review. while there were individual differences in perspective among

informants at the test site, there did not appear to be important differences by sector (e.g.,

the perspectives of parents and community members were not substantively different -
although comments may have differed in tone - from those of staff informants).

However, given the small number ofindividuals interviewed, and the fact that previous

evaluations within the same health authority had found differences between intemal and

extemal informants, these observations should be interpreted with caution.

The feedback session to decision makers and euality council representatives (and the

report on which it was based), explored the site-specific findings from both the

2 In order to maintain the commitmentof confidentiality to the test site, detailed discussion and examples of
comparison behveen the document review and other methods is not included in this dissertation, b;t;.;
part ofa confidential report on which these conclusions were based.
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"domains" (evidence ofadoption ofidentified best practice) and the "dimensions,'

(approaches to addressing issues of cultural diversity). comments from the site Advisory

committee and the feedback session suggested that conclusions reached regarding the

"dimensions" was perhaps as convincing as those related to organizational progress in the

eight domain areas.

The feedback session did not result in additional evidence that would have led to revision

ofthe conclusions - the¡e was not suffrcient time allocated for in-depth discussion.

Response from this session indicated, in the words ofone participan t, that the,,the

Jìndings could not be challenged." However, as discussed later in this chapter, it is

unclear whether findings were persuasive enough to promote change.

Comparison of Document Review and Self-Assessment Äpproaches

Most cultural responsiveness assessment tools rely on self-assessment activities - many

of which are fairly open-ended and subjective in nature. As discussed in section 3.5, the

literature suggests caution in use of self-assessment and self-report instruments. self-

assessment ratings may reflect awareness ofexpectations and standards more than

compliance (Adams et al., 1999). There is also some evidence that cultural

responsiveness (or "competence" or "access") may present additional problems for

accurate assessment. Ifgeneral awareness ofbest practices in cultural responsiveness

throughout healthcare institutions is low, those who have less cultural awareness may be



209

more likely to evaluate themselves as competent (Austin et al.,1999; Alpers & Zoucha,

1996).

The application ofthe instrument at the test site provided the opportunity to compare

results of two different processes, the "best practice" measures used in this instrument,

and two self-assessment activities recently undertaken by the organization: a) the self-

assessment component of the most recent CCHSA Accreditation; and b) a family-centred

care assessment tool developed in another location that had been implemented at the site

several months before the project began.

Potential of CCHSA Standards for Assessine "Cuftural Responsiveness,,

The comparison of findings obtained through the test instrument with the CCHSA self-

assessment component at the test site was of particular interest. One of the preliminary

activities undertaken before the project began was a review of the ccHSA standards for

acute care at the request of the National Network for cultural competency in paediatric

Health care. one of the initiatives of the National Network was to explore the potential

ofusing structures and processes already in place to advance the agenda of standards

development for cultural competence. During the year the project was conducted, the

National Network Steering Committee was engaged in developing guidelines to support

established accreditation standards. Because the accreditation process is an important

focus ofquality development for a range ofhealth care services, integrating cultural

competence initiatives with such standards would have a number ofbenefits (Kagawa-

Singer & Kassim-Lakha, 2003).
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My review of ccHSA Acute care Standards, undertaken in 2002, found that in many

instances, the standards directly acknowledge issues related to cultural competence, either

by addressing a specific issue related to language or culture, or by articulating general

standards that are essential to culturally responsive care. Many examples of the former

are found in sections ¡elated to client care. For example:

o standards state that the intake, admission, screening process is to be adjusted for

clients and families with special needs, including language and culture (Acute

care standard 6.4). Assessment should include "consideration of the clients level

of education, language and culture.,' Assessment is to be completed in the

preferred language of the client where possible (standard 7.1), and is to include

"cultural preferences" (Standard 7.2).

¡ standard 13.6 states that the team respects the client's cultural and religious

beliefs, and enables them to cany out their cultural or religious practices as

appropriate.

o Education for clients is to consider the ,, client's and family,s beliefs, values,

literacy, language andfunctionar abilities" and the team is to "ensure thdt clients

andfamilies understand the information',(Standard 15). In some cases, the

standard appears equivalent to best practices identified through the literature

review (Bowen,2002). See for example standard 9.0 on information available to

clients and families, which states that information is available in the languages of
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the population served, and that providers are to veriry that the information is

understood.

Several other standards, while they do not directly address cultural responsiveness,

appear to provide the framework for elaboration ofcriteria related to cultural

competence. Examples of CCHSA general standards consistent with specific standards of

cultural competence assessment include those related to Leadership and Partnerships

(e.g., the "organization anticipates and responds to communiþt changing needs and

health status"; and "the composition of the governing body reflects the diversity of the

community it serves"). General standa¡ds related to human resource planning, and the use

ofresearch to guide practice, are other examples of standards that indirectly support

culturally responsive approaches.

In addition, the standards make several clear statements about equality and non-

discrimination. The guideline for Acute Care Standard 6.1 , for example, states that all

clients are to have an equal opportunity to use services, free from any type of

discrimination. standard 9.1 (Human Resources) also states that the environment is to be

"free from discrimination and harassment."

In spite ofthese strengths, the standards appear to present a number of limitations as the

only response for development in the area of cultural responsiveness, compared to

standards identified through the literature review. A closer analysis of the standards

reveals an underlying perspective that is "monocultural" in nature.



212

For example, guidelines (6.2,6.4) related to intake, admissions and screening

state that the process needs to be "adjusted" for clients and families with special

needs (which include language and culture). This implies that the service as

designed is appropriate for all, and that structural change is not needed.

o Even the emphasis on non-discrimination reflects a cornmitment to equality

(everyone is treated the same), rather than equity (whete everyone has the same

opportunity) - the focus is on protection against discrimination rather than on

ensuring culturally responsive care. In Standard 6.1 cited above, for example, the

focus is on equal use ofservices as they are currently structured, rather than

promoting culturally responsive services.

Many criteria for cultural competence identified tkough the literature review, and

included in the U.S. standards (Offrce of Minority Health, 2001a) arc not specifically

addressed. As "many organizations remain largely unaware of structural and

behavioural factors that credte barriers to providing service for diverse populations"

(Office of Minority Health,200la: 88), it is not surprising that these factors are not

included.

In addition, many standards related to access and diversity are directed at the level of

individual provider-client interaction - not the level of policy. Language in some places

is weak in terms of requirements (e.g., often providers are to "consider,, certain aspects,

o¡ undertake actions "ifpossible," rather than ensure that certain practices are followed).



2t3

There is also some indication in the language used that "diversity" appears to be viewed

as a problem, rather than a potential strength (e.g., patients who don't speak an ofñcial

language have "special needs").

In other areas, the standards do not appear to support approaches and actions that have

been identified through the literature as indicators of best practice. For example, the

standards do not promote a representative workforce. While they make a strong

statement against discrimination in hiring, they do not take the next step - encouraging

review ofcriteria for selection to ensure that qualifications and hiring practices

themselves, do not systemically lead to bias against cultural minorities. There is a

standard that states that policies must be free from discrimination and applied to all in the

same way, but it does not address policies that are not intended to discriminate, but may

have a disproportionate effect on "racial,'and ethnic groups (Watson, 1994).

Another example can be found in the standards related to information management - an

area highlighted as essential for cultural competence (office of Minority Health, 2001a).

The standards state that the organization's information management processes should

"meet current andfuture information needs and enhance its performance"; consider

"changes within and outside the system";and support the ,,collection, 
analysis and

reporting of data and information about clients ond communities, including the results of

service." However, they do not address the very real barriers to assessing possible

differences in "the results ofservices" across population groups, that may result from
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failure to include ethnic identifiers in health data, or provide guidance on how this issue

should be addressed.

It may be, however, that the most important limitations are not due to the wording of the

standards themselves. Even where standards provide an adequate base for further

development, use of the standards alone - without interpretation - are insufficient. This

is because, without additional interpretation and guidelines, it is unlikely that key issues

of cultural responsiveness will be identified as falling under the existing standards. Both

review of organizational documents from the eight sites, and feedback from participants

at the second National Forum of the National Network, suggested that many health care

organizations do not at this point have sufficient knowledge, experience or skill in the

area of cultural "responsiveness." Nor do they necessarily recognize its importance (as

they would reco gnize the importance of monitoring medication, or of building safety). I{

for example, an organization has a clear process for,,informing clients about research

activilies that relate to their service needs" (Acufe care standard 2.5), can it be assumed

that this process addresses communication with clients who do not speak an offrcial

language? will a team involved in research activities necessarily be familiar with issues

related to research with underserved populations? (Standard 2.4),

I concluded from this review that the standards appear to make a stronger statement on

protection from discrimination and unequal treatment than on ensuring cultural

responsiveness (Bowen, 2002). Although the standa¡ds do in many ways provide a

structure for support ofcultural responsiveness standards, they require more detailed
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inte4pretation. It is useful to note that in the United States, a separate process was used to

establish standards for culturally and linguistically appropriate care (Office of Minority

Health, 2001a). There appeared, however, to be good potential for using the existing

CCHSA standards as a framework to which additional criteria, guidelines, and

interpretation could be added. Such guidelines could assist in education of health

services, and serve as an important strategy for increasing awareness among providers.

Comparison of Self-Assessment with Document Review Findinss

At the test site, I reviewed the CCHSA self-assessment ratings for the child health

program. These results were broader than the facility itself but many references were to

facility programs. As may have been predicted, the document review strategy provided

very different results than the self-assessment. In general, self-assessment results were

more positive than the ratings found through the document review process. The clearest

examples related to language access services.

overall, the facility rated itself well on provision of cultural/language services to clients

(in general the rating was good or above). While specific areas were identified for

improvement, a typical response would assert as an organizational strength that

"interpreters are used when needed." (The interview process also found that some

informants identified as a positive example of organizational responsiveness ad hoc

anangements of maintenance and cleaning staffbeing used as interpreters). The

document review, in contrast, revealed weaknesses such as absence ofpolicy and

standards, and lack ofavailability oftrained interpreters for most languages. Key
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informant interviews also identified concerns regarding the impact oflanguage barriers

on informed consent and patient safety, and noted several instances where it was later

discovered that interpreters were not used when needed.

Another self-assessment, a survey of patient-centred care undertaken in May 2002, was

also reviewed. This review found, for example, thaf 41%o ofrespondents selected ,,very

well" in response to the question "Are translators and interpreters available þr patients

andfamilies who do not speak English or who use sign language?,' Similarly, 73% felt

that families were involved in advisory roles through written surveys, ,,very well." This is

contrast with the lower rating the document review would attribute to this use of family

in advisory roles.

There were, however, some areas where self-assessment and document review

approaches showed greater similarity. Adequacy of signage, for example, was one area

where there was much greater similarity in results between document review and self-

assessment methods. This congn¡ence may indicate that self-assessment is more useful in

assessing concrete, verifiable indicators, or for use in situations where all respondents

have the personal or professional experience to appropriately evaluate organizational

performance.

Reliance on self-assessment may also contribute to an acceptance ofsubjective "gut

feelings" as appropriate measures ofprogress towards cultural responsiveness.

conversations with some diversity advocates over the course of the project identified that
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reliance on, and confidence in, self-assessment findings may be a potential barrier to

acceptance ofdocument review findings - ifthese findings were not consistent with self-

assessment results. some referred to the response "Il'ell, Ifeel we're doing a pretty good

job," as a common reaction to messages that the organization may not be cunently

achieving best practice standards.

In general, findings ofthese two self-assessments, compared with the document review

process, reinforce previously identified cautions related to self-assessment strategies in

the area ofcultural responsiveness. An important difference between self-assessment and

this document review is that the document review process focused on objective indicators

- an interpreter policy was either in place or not, and it either contained identified best

practice elements, or it did not. In contrast, self-assessment ofthe same domain relies

very much on whether respondents "feel" they are doing well in this area. If there is

limited knowledge ofthe risks ofusing untrained interpreters, any action taken to find a

helper who speaks the client's language may be viewed as an organizational strength.

This may lead to acceptance of methods such as using unknown individuals identified

thLrough overhead paging, or use ofchildren and other family members, in spite ofthe

evidence ofthe risks ofdoing so. Acceptance ofsubjective measures may also lead to

assessment ofindividual or organizational intent ("we try to be culturally sensitive,'),

rather than actual performance.

This comparison suggests that there may be two distinct factors limiting the usefulness of

self-assessment strategies. One relates to the social desirability response bias
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(respondents are aware ofstandards or acceptable responses, and ftame their responses

accordingly). This bias can be expected if, for example, accreditation rests on meeting

certain identified standards. The second factor relates to lack of knowledge of best

practice in a specific area, or ofthe risks associated with certain practices. In this

situation, respondents are unaware of"best practice", and may believe that their practice

is appropriate. They may even (as in the example given above) provide an example of

questionable practice as evidence that they are providing quality care.

Effects of Project on the Test Site

one of the secondary research objectives of this project was to assess the impact ofthe

assessment on the test site. This can be addressed from two perspectives:

¡ the resources required from the organization in order to undertake the assessment; and

¡ the impact of the process of conducting the assessment on the organization, This

would include any evidence of increased awareness or commitment to action, as well

as any negative effects.

Time and Resource Demands - Sponsorine Site

one ofthe objectives ofthe project was to track the time and resource demands of the

assessment activities on the sponsoring site. This preliminary information, however,

must be considered within the context ofthe project. As the organization did not request

the assessment, but rather responded to the request to provide a site for testing the draft

instrument, it cannot be assumed that resource demands would be equivalent in another
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setting. The information collected does, however, provide a useful baseline for

calculating time required for the document assessment component.

survey results (supplemented by estimates of time spent by those who did not respond to

the survey) indicate that approximately 100-l l0 hours were dedicated by facility staff to

liaising with, advising, and assisting the project over the period of 14 months. This

included the time of the three-person advisory committee, program Management Team,

and administrative support. It does not include any time that may have been spent by

senior management at the regional level during the time I was exploring regional support

for the project. Approximatery 10% of the total time was spent in assisting with

collection of materials, with the remainder dedicated to guiding the project, or receiving

updates on it. I was unable to determine how much time was spent in collecting materials

by individuals in specific domain areas. Given the number ofdocuments provided by

these informants it is unlikely to total more than a few additional hours.

some centres have a "diversity" coordinato¡ responsible for a range ofservices to various

cultural groups; however the test site did not have a centralized accountability centre.

This had two important implications:

a) Gathering materials was more time-consuming as there was no central point

of contaclexpertise. As there was no designated "responsibility centre,' the

task was delegated to an administrative support person who did not have

specific knowledge ofthe topic area (although most ofthis "tracking', of the
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materials fell to me as the researcher). Time needed to gather materials

would, therefore, be expected to be quite different in another organization.

b) The responsibility for project contact and guidance was delegated to a staff

person responsible for patient liaison at the coordinator level, not to a member

of senior management. This had additional time implications, as it was

necessary to take requests up another level for action to be taken. This

sometimes resulted in delays.

Another important commitment of time allocated to the project was stafftime for key

informant interviews. Twenty interviews were conducted, with an average time ofjust

over an hour. Allowing 1.5 hours per interview, approximately 30 hours were dedicated

to this activity. An additional two to three hours was spent in phone conversations with

specific individuals. Time involved in staff-initiated consultation was not included in this

total.

Approximately one and one quarter hours were spent at the feedback session. Allowing

additional travel time for the seven special guests who would not otherwise have

attended, the total staffhours dedicated to project feedback was estimated at 32 hours.

Total time commitment of the organization therefore was approximately 175 hours, over

a period of l5 months, including time spent receiving feedback. Even if the collection of

materials had been undertaken completely by facility staff, it is reasonable to conclude

that the total time required for these activities would not have exceeded 200 hours in total

(including the time for one organizational feedback session).
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Impact ofResearch on the Organization

At the time of writing, there is only limited information available on the impacts of the

project on the organization, as the first organ izational feedback session was completed in

December 2003, and information on diffusion ofresults and any resultant action is as yet

unavailable.

Effects on lndividual Staffofthe Organization

A number of þarticipants in the key informant interviews commented that the interview

questions had made them think about things in a different way. one realized, through the

intewiew process, that "culture" had been deleted from the most recent revisions of

documents related to herÆris area. others expressed concem about the wording of the

generic organizational pamphlet once it had been brought to their attention. several

made comments to the effect that they had not thought about some ofthe questions posed

by the researcher before the interview took place. Feedback from some ofthe site

Advisory committee members suggests that they found the process extremely beneficial.

However, given the limited number of people with this direct involvement, the total

impact ofthese activities on the organization may be relatively minor.

Requests for Consultation

on three occasions I was asked to consult on relevant issues related to culturally

appropriate assessment ofpatient satisfaction, review ofan assessment instrument being

considered for adoption, and plans for interpretation services. All ofthese requests were

the result of direct communication with a member of the site Advisory committee. This
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placed me in a somewhat awkward situation, as I was asked for professional input on

specific issues before assessment activities at the site had been completed. Following

discussion with my dissertation advisor, it was decided that I should make myself

available, with the understanding that these activities could provide additional insight into

cunent organizational practice and staff perspectives.

It is unclear whether extemal consultation would have been sought in all these cases ifl
had not been available; and as no updates on these activities have been received, it is also

unclear whether the consultation had any impact on organizational decision-making.

Other Impacts

With the exception ofthe activities described above, it appears that the project has had

little impact on the organization to date. ln spite of a comprehensive communication plan

(section 4.8.0), there were no unsolicited requests, to either the chair of the committee or

the researcher, for additional information. with the exception ofthe three requests for

consultation desc¡ibed above, the Site Advisory Committee reports no awareness of

planning or other activities as a result ofthe project, and have had no questions directed

to them about the project and its implications. The best indication of whether the

assessment findings are accepted by the organization may be the action taken following

the feedback session - information that is not currently available.
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Potential and Limitations of a Document Review Strateqv for Assessment of .,Cultural

Responsiveness"

These preliminary findings indicate that a document review strategy shows promise in

providing an assessment ofcultural responsiveness at the organizational level. In this

pilot, the document review process provided information that was more "accurate,' (based

on comparison with data obtained through other methods) than self-assessment

approaches, tþ dominant approach used to date. The results suggest that both a) progress

in identified "domains" of cultural responsiveness, and b) the underlying approaches to

addressing issues ofdiversity, can be identified through such a review. The pilot also

indicated that it is possible to undertake such a review with minimal disruption and

resource demands on the organization.

The value of this "accuracy" may be of limited benefit, however, ifeither: a) the results

ofthe document review a¡e not accepted by the organization; or b) the process ofthe

review does not generate sufficient interest to motivate further attention to cultural

responsiveness issues. However, the conditions under which the instrument was piloted

do not allow appropriate evaluation of these questions. comrnitment to providing time

for feedback was not negotiated at the time the project was approved, with the result that

the feedback session was delayed several months (and adequate time was not made

available to provide decision-makers with the background necessary to evaluate the

implication of findings). At the time of witing it is unk¡own whether the site will

incorporate findings into future plan_ning activities.
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At the feedback session, questions related to the methodology - there was not sufficient

time to undertake full coverage of this - and to "vatidity" offindings were raised, even

though the findings were not disputed. Concems about validity may be another

indication of limited awareness of appropriate assessment strategies and development of

indicators related to cultural responsiveness (as noted earlier, there are no "validated"

instruments in this area). Some participants appeared to be looking for a "scale" or rating

of facility performance, which this strategy was not designed to provide. A key issue for

further research, therefore, is to apply the instrument in a situation where there is a clear

commitment from senior management to analyze and act on the results of the

organizational assessment, and where adequate time is allocated to provide the necessary

background and context before the project begins.

Another limitation of this particular instrument is that it was designed to be used by a

person with knowledge of"best practices" in cultural responsiveness and related issues of

access and diversity. It was not designed for organizational self-assessment and the

comparison between the results of self-assessment activities (and application ofthis

instrument at the test site suggest caution in the use of self-assessment approaches on a

topic where there is relatively low awareness of accepted best practices). An instrument

designed for use by facility participants themselves would require significant adaptation,

along with development of accompanying materials.

Because ofinclusion of a number ofobjective indicators in the assessment instrument, it

may be possible for organizational staffto effectively apply the "domains" criteria ofthe
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instrument. It may, however, be unrealistic to conclude that those without extensive

exposure to the cultural competence and access literature could effectively identifi

evidence ofphilosophical approach (the "dimensions"). The instrument is not designed to

give a numerical "score," but to guide the organization through an assessment of

organizational strengths and weaknesses related to identified best practice. This requires

allocation of time, not only to undertake the review, but also to become familiar with the

literature on which the instrument is based.

Issues Affectins Further Development of Document Review App¡oach

Importance of Multi-method Approach to Assessment

Valuable information, not obtained though the document review process, was gathered

through observational methods, key informant interviews and focus groups. These

methods provide perspectives on larger community issues, the level of

consensus/dissonance between various stakeholders, and the historical and political

context in which organizational interventions have been developed to date. They also

give insight into diffrculties experienced by staffin providing culturally responsive care,

their interpretation ofthese difficulties, and perspectives on organizational progress made

to date.

For example, informants at the test site shared concrete examples of quality ofcare and

patient safety issues arising from failure to address language baniers; as well as examples

ofindividual racism directed towards patients. "Invisibility" of some populations in

planning and programs was also a concem to several informants. At the same time, there
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appeared to be less awareness ofthe importance ofthe impact of systemic

¡acism,/discrimination. It has been observed that na¡ratives ofkey informants related to

organizational ethnography are often general, rather than policy oriented; this was also

my finding. The information obtained through these additional methods - not accessible

tluough a document review process alone - is essential for planning. A document review

should, therefore, ideally be combined with other methods.

Appropriate Orsanizational Level for Assessment

The experience at the test site suggests that there are limitations in focusing cultural

responsiveness assessment at the level ofan individual facility in provinces where

services have been regionalized. In a regionalized system, authority and responsibility for

policy and govemance rests with the region, as may program responsibility for some of

the domain areas in the assessment instrument. Results from the pilot suggested that the

region may have a different approach to responding to issues of cultural diversity than

some individual facilities. It may, therefore, be more effective to focus interventions at

the highest (i.e., the regional) level, followed by specific training and planning activities

at the organizational level.

Optimal Lensth of Instrumenf

Some members of the Steering Committee of the National Network for Cultural

competency in Paediatric Health care had originally suggested that the instrument could

be shorter in length, as they anticipated that many canadian organizations would not have

many of the materials suggested, and that a shorter instrument might be more ,,use¡-
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friendly." It has also been suggested that assessments should focus on the stage of

awareness and development related to cultural responsiveness (Dreachlin, l ggg; Minors,

1998).

One ofthe risks ofa shorter instrument, however, would be the temptation for

organizations to adopt the minimum requirements, and then ,,lose steam,, before

addressing the long-term issues, such as integrating initiatives throughout the

organization. A simpler instrument may also risk oversimpli$ing important issues, with

the result that continued development could be hindered. one ofthe major advantages of

a longer instrument is that it can serve the purpose of educating organizational decision-

makers about the broad issues and varied approaches to addressing diversity in health

care, as well as current "best practice," providing a solid base for future activities. while

initially be more time-consuming, engaging organizational stakeholders in these higher

level discussions may save time in the long run by promoting an integrated and strategic,

rather than ad hoc response.

Instrument or Process?

The experience ofusing the instrument led to consideration ofwhether the emphasis

should be on the instrument itself, or whether the actual instrument is a heuristic device

that guides the assessment process. The experience ofapplying the instrument led me to

conclude that it was the process ofthe document review that should be emphasized (and

the elements which are to investigated), as much as the specifics ofthe instrument itself.

This is particularly true for assessment of the philosophical ,,dimensions,,, 
as a more
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global (rather than document-specific) analysis proved most useful. This is not, however,

to say that the actual instrument is unimpofant; the draft instrument guided review of

specific domains and dimensions, and the results of a review using the instrument appear

to be consistent with data from other sources (much more consistent than were self-

assessment approaches). However, in this project, the researcher was also the

"instrument," and both my knowledge of the literature and my experience working with a

diversity of communities informed my interpretation of assessment findings.

Acceptance of Document Review Aoproach b)¡ Health Orsanizations

For many reasons (including accessibility, cost and privacy), health organizations may be

most interested in an instrument that they can apply themselves (self-assessment), and

there are a number ofthese available. Feedback at the site also suggested that interest

may primarily be in use of a tool that has been "validated,,, and preferably to which some

score can be assigned. The literature indicates the risks of this approach, and stresses that

to date, no instruments have been validated (Office of Minority Health,200la). My

finding that the observational methods, key informant interviews, and a parent focus

group confirm the initial conclusions reached through application of the instrument does

not "validate" the instrument, and further piloting is required. The indication of low

awareness of standards related to cultural responsiveness among health care planners and

decision-makers in Canada, suggests that significant attention must be directed to

educating them about the potential and limitations of various assessment approaches.
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Results from the test-site suggest that there is a real question whether - in the current

climate of competing demands and high workload - many health organizations would

prioritize cultural responsiveness activities in the absence ofa major "incident" (such a

malpractice suit or human rights complaint) that focused attention on cultural issues. The

diffrculty experienced in finding time for the feedback session, and the decision to

designate responsibility for the project to a staff member who was not a member of senior

management are two indications that the activity was not seen as a priority by the

organization. Although this can be assumed to result in large part from the fact that the

facility viewed its involvement as supporting a student project rather than initiating one

of its own priorities, feedback from diversity advocates across the country suggest that

cultural responsiveness is generally not viewed as a priority; that it rarely makes it onto

the list of things that "must be done."

Recommendations for Use of Document Revierv Instrument

While revisions to the instrument have been made (Appendices O and P) based on the

findings ofthe pilot, a number ofcautions should be highlighted.

One of the major advantages ofa self-assessment approach is that it has the potential to

engage many people in the organization in assessment activities. This advantage was not

present during the pilot of the document review instrument. White this strategy had the

advantage ofplacing few resource demands on the organization, these advantages may be

of little practical benefit unless there are also strategies for ensuring: a) senior level
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involvement in and responsibility for the activity; b) allocation of adequate time for staff

education at the beginning of the project; c) opportunities for staff involvement and

feedback throughout the project; d) commitment of adequate time for analysis of

findings; and e) incorporatiori offindings into ongoing strategic planning activities.

The draft instrument was piloted at the test site under somewhat artificial conditions. The

interest in testing the instrument came from the researcher, and the site graciously made

their facility and staff available to assist in meeting these objectives. In a situation where

an organization was itself requesting an assessment, there are a number of

recommendations that can be made to facilitate organizational involvement and transfer

of assessment findings into organizational planning and decision-making:

1. Responsibility for the initiative should be assigned to a member ofsenior

management, and should be identified as an organizational priority with Board

involvement and support. Ideally it should be the responsibility ofa high

profile leader, who has credibility and support within the organization.

2. A commitment should be made by senior management to any necessary

intemal orientation/education regarding cunent best practices, implications of

various approaches to addressing diversity, strengths and limitations of

assessment strategies, and initiatives undertaken in other jurisdictions.

3. Strategies for organizational involvement should be designed and

implemented to encourage interest and engagement in the assessment from all

areas ofthe facility. The decision made in this project to have communication
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come from the office the Program Management team was essential in gaining

assistance from various departments within the facility.

4. A plan should be put in place for regular feedback, and for addressing any

identified issues once the review has been completed,

5. Materials should be gathered by staffofthe organization. It would be

expected that if the responsibility for collection rested with the organization,

useful leaming regarding what information was available - and what

important components might be missing - would lead to greater involvement

in the process. It may also identiS needs for coordination and global oversight

of diversity initiatives.

6. The document assessment should be combined with other methods (e.g.,

observational methods, focus groups, orkey informant interviews). Feedback

sessions based on the initial findings could be used to increase awareness

within the organization of best practice standards, refine conclusions, and

facilitate future planning.

7. Se¡ious consideration should be given to involving outside expertise, even if

cultural diversity knowledge and skills are well developed within the

organization. This witl help facilitate objective assessment and avoid many of

the limitations of the self-assessment approach.

Summary

A document review process shows promise as an effective strategy, not only for assessing

organizational progress in adopting current best practice, but also for determining
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organizational approaches to addressing issues of cultural diversity. This is an important

finding as the theoretical literature indicates that the underlying philosophy regarding the

meaning of "culture," and best ways to address culture in health care, may have

significant impact both on the interventions selected, and the effectiveness ofoverall

interventions.

It would be necessary, however, to also incorporate other research methods into the

assessment process ifthere was an intent to actually "do something" with the results of

the assessment, as the meanings ofthe findings can only be understood within the

historical and cultural context ofthe organization. Staff, client and community

perceptions of cur¡ent service and problems experienced are also essential in developing

strategies for improvement.

A crucial concem is whether a document review process would be perceived as credible

and important to organizational plaming - not simply whether the instrument provides an

"accurate" picture of organizational response. The assessment process at the test site has

had limited impact on the organization to date; however, a cornmitment to finding time

for evaluation and utilization ofresults was not negotiated prior to undertaking the

assessment. Further research is necessary to determine the impact and acceptance ofa

document review strategy under conditions where organizational commitment to a

comprehensive assessment has been secured. Recommendations for future application of

the instrument focus on ensuring ownership by and commitment of senior management;

developing strategies for staff involvement; and ensuring that adequate time is allocated
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for orientation/haining, review and analysis ofassessment results, and incorporation of

findings into ongoing strategic planning activities.

These preliminary results also reinforce concems regarding the limitations of self-

assessment strategies in the area ofcultural responsiveness, and suggest caution in use of

the document review instrument as a self-assessment tool.
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CHÄPTER 6: CULTURA,L RESPONSIVENESS OF CANÄDIAN HEALTH

ORGANIZATIONS

The preliminary activities (initial scan ofseven hospitals and meetings with the National

Network for Cultural Competency), combined with the experience of this in-depth

application of the document review instrument at one site, highlighted a number of issues

relevant to promoting culturally responsive health services in Canada. Unlike the

previous chapter, which focused on the findings from application ofthe expanded

instrument at one site, this chapter includes the results of the initial scan ofseven

participating health centres (Section 3.6) along with those from the test site. Only issues

that appeared from these activities to be relatively common are highlighted here. Most of

the topics discussed in this section relate to positions on the "dimensions" of approach to

cultural diversity discussed in previous chapters. While many ofthe issues have been

identified in the research literature, others may be specific to the Canadian health care

context. Some case studies and quotes are from the test site; others were collected

through other activities and in other locations.

Awareness of Best Practice

Benchmarking against best practices is considered an important requirement in any

organization that intends to improve cultural responsiveness (Gandz, 2001). However this

research suggests that in many centres in Canada there is limited awareness ofstandards

development activities related to cultural responsiveness, and of the best practice

literature on which these standards are based. The absence of legislation or clearly
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articulated national standards may well be a contributing factor. Unlike the United States,

Canada has not undertaken broadly-based national initiatives to develop consensus in this

areq although informal networks like the National Network for Cultural Competency in

Paediatric Health Care have initiated action in specific areas.

Major research funding bodies, such as the Canadian Institutes for Health Research and

the Canadian Health Services Research Foundation (Canadian Health Services Research

Foundation, 2001) have in recent years directed some strategic funding towards

supporting research related to marginalized groups. There was, however, concem

expressed by some researchers at the November 2003 consultation "Strengthening the

Foundations" (Canadian Institutes of Health Research (CIHR), 2003b) that this funding

was not sufficient. Another issue that appears to contribute to lower awareness of

"racial'Tethnic health disparities is the absence ofeth¡ic identifiers in health data (an

additional concem raised at the same meeting). At the highest policy and research levels,

it appears that health disparities are not "on the agenda" to the extent that they may be in

the United States. The traditional focus on the effect of economic disparities on health,

and a beliefthat Canada (which identifies itselfas a "multicultural country," and takes

pride in its universal system of medical insurance) does not have the same problems

related to discrimination and disparity ofservice provision as do some other countries,

may also contribute to neglect ofthis area.

As there is little awareness ofrelated research and proposed "best practices," it should

not be surprising if many centres have not made significant progress towards adopting
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them. Absence of national standards may also lead to a situation where interventions are

not directed by "evidence," but by individual commitment, resulting in variability not

only between regions and between centres, but also in interventions taken within specific

instih¡tions. Assessment results from the test site, for example, indicate that the

organization has made exceptional progress in some key areas, with little or no progress

in others.

This lack of awareness has important considerations for plaruring future assessments.

While the document review instrument itself was designed to include indicators of "best

practice" that are as equally relevant for Canada as for the United States, additional

strategies are required to orient Canadian health care institutions to the research evidence

and standards development activities undertaken in other jurisdictions. Without such

initiatives, it is unlikely that assessment findings will be persuasive in promoting action.

Forces Driving Cultural Responsiveness in Canada

"Politics and Personalities"

The key informant interviews attempted to explore the "approach" taken to cultural

responsiveness at the test site, and in some cases this led to discussion ofhow cunent

responses had evolved the way that they had. Overwhelmingly, the explanations given

related to what some informants described as "politics" and "personalities," rather than

reflecting a beliefthat the approach was the result of a formal planning process or based

on research evidence. Consultation with diversity managers in many areas suggests that
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this reliance on individual leaders, rather than a formalized strategic planning process, is

common.

o lt's individuals and personalities.

. I think it's political direction as well as who the players are in the decisíon
making process.

. Reasons for the emphasis on (name of one specific cultural group) - purely
political...1hate politics, but I understand where it is comingfrom. There is a
high concentration of (name of group) people, it is 'defacto'part of everyday life.
But it is myopic in terms of its focus.

TÌuee major sub-themes were associated with this perception. The first related to the

Canadíøn politicøl/legal/caltural context. Where specific cultural programs were in

place, program initiatives were generally attributed to events in the larger political/social

arena. For example:

ll'hen we received a bílingual mandate, - ít was clear what we hdd to do, and didn't
meet resistdnce. ... The major catalyst for starting events here (19..... closure of the
(name offacility) paediatrÍc ward, so (our program)) was given bílingual status.).....
It was a political response - exactly.

Q,lame of progtam) was triggered by the (name of speciJìc) Inquiry.

I don't think it was a conscious choice, the program was inherited, it didn't originally
belong to the hospitals. From (government department) to (name of organization),
then it came to (name of another organization). Il'hen it was no tonger funded,
hospitals picked it up.

In addition to legislative and structural factors, informants also referred to a more

generalized climate of what was politically valued, or politic ally conect (e.g.,,,The

aîtitude is that you do anything you have to do to 'pacify' (nane ofgroup)". ,'There is

also fear of political correctness ". Or: " It's all political, government looks good ifyou

do a push for (name of group) . "
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The second sub-theme stressed fhe impact of ittstÍtutional chømpíons, Culture-specific

responses (rather than a broader diversity strategy) were common in some centres. This

was perceived by some to be the result ofnot simply numbers and need, but of the

agendas of particular well-placed champions, who may have a particular commitment to

addressing the needs of a specific population $oup.

"The HR initiqtive is a high proJìle initiative, one or two individuals decided that
organization had to do something with (name of group) and the focus was only on
these. "

" Qrlame of senior staffperson) has personally worked with kids from that
community. There is a real sense of an ímportant thrust at the highest levels of the
organization. Broader, I don't kttow if it is clearly defined."

At the test site, a number of different non-facility services, delivered by community

agencies, were identified as providing interpretation services for clients. However, only

one ofthese appeared to have well-established linkages with the organization. These

linkages appeared to enable the program to work effectively in spite of being ,.invisible"

in facility documents. This was attributed by informants to the history of the facility with

the original sponsoring group (based on personal relationships and cross appointments),

and the priority given to services to this population - even though the total numbers were

not larger than those of some other population groups. These ongoing personal

relationships appeared to provide continuity ofservice even after the program was

relocated.

The third theme was the lack of an overall cultural diversitlt strategìcplart. This failure

to address issues in a systematic fashion appears to contribute both to separate, isolated

responses for different cultural groups, and initiatives that are driven by the interests of
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various champions. One ofthe risks ofcultural diversity initiatives being attributed to a

"political" agenda, or the individual interests of well-placed champions (rather than on

evidence ofneed or as the result ofstrategic plaruring process in which all sectors have

participated), is that any resulting intervention may fail to generate the necessary support

from staff It may also lead to a situation of "competing oppressions" (Bishop, 1994), and

divisions and tensions with the organization.

Believine is Seqine?

There is also some suggestion from this project that some of the solutions chosen by

organizations were the result of a particular "world vief' rather than based on

"evidence." The document review revealed a number of instances where responses did

not seem to be supported by the evidence gathered. For example, the needs assessment

that led to the cultural awareness program at one site identified different priorities for

training than those actually adopted, even though the identified priorities were more

closely aligned with current "best practice." In one setting, the only "audit" ofHuman

Resources located indicated that 38%o of applicants were visible minorities. However the

responses selected focused only on the record of recruitment and hiring in another

employment equity category, rathe¡ than that of visible minorities.

Another area ofconcern identified at the test site was the "invisibility" of some cultural

groups in organizational documents - even though they were "visible" to a casual

observer walking though the facility. This suggests that the absence of an overall
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framework for understanding "culture," and an evidence-based plan to address inequities

may result in ad hoc solutions driven by personalities or current political events.

De{inition of "Culturett and "Cultural Groups"

The more recent literature related to culture and health, as well as the generic diversity

literature, identifies a number of limitations (and risks) associated with a nanow

definition of culture. However, it appears that many organizations continue to define

culture in terms of"race" or ethnicity (even though a few appear to be adopting the more

inclusive language ofdiversity). Project activities suggest that many ofthe limitations of

nanow definitions ofculture identified in the literature may, in fact, be evident within

health ca¡e settings.

Role of Narrow Definitions of "Culture" in Promotins Stereotyping

One of the major disadvantages of a nanow definition ofculture based on

"race"/ethnicity is that the diversity within ethnic or national groups is often not

recognized, and stereotypes may be reinforced (Fuller, 2002). One example found

through this research was the difficulty, demonstrated by some informants who had taken

culture-specific training, in differentiating between issues related to poverty and low

education and those related to "Aboriginal culture," confirming the observations of

Ramsden, commenting on the need for cultural safety, that"many were confusing the

cultures of the indigenous people with the culture ofpoverty into which the indigenous

people have been driven" (1993:8). Informants also voiced concern that there was often

not recognition ofthe diversity within b¡oad ethnic categories, with the result that all
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members of a specific ethnic group (e.g. Aboriginal, or West Indian) would often be

viewed as similar.

Failure to Recoenize Other Cultural Identities

Another limitation ofa nanow definition ofculture is that the importance ofother (non-

ethnic) cultural identities may be ignored, and the expectation of cultural "sensitivity" on

the part of staff in responding to these other "groups" de-emphasized. It may result in a

situation where there is a high level ofsensitivity regarding possible discrimination

against "racial" minorities, while at the same time tolerating prejudice against other

groups (Deafparents or those of alternate sexual orientation for example). In one setting,

there was recognition that less well-educated or non-assertive parents were often not

provided with the same information, or given the same explanations, as better educated

parents. A narrow definition ofculture could result in low education or poverly not being

viewed as a "cultural" issue. In the same vein, another informant commented: "Zåey

don't see Deaf as a culture but as a handicap - this is really apparent in their dttitudes to

Deaf patients".

The shift in the diversity literature towards emphasizing more inclusive and complex

definitions ofculture reflects the recognition ofthe potentially negative effects on

organizations ofadopting of nanower approaches. Other characteristics (such as socio-

economic status, education, or gender) may be ignored (Ahmad, 1996; Maggi & Cattacin,

2003). It has also been observed that focussing too nanowly on redressing imbalances

and bridging cultural differences, runs the risk both of institutionalizing stereotypes
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(Glastra et al, 2002), and ofcreating resentment and resistance from both dominant and

other marginalized groups. Such definitions of culture may therefore be detrimental to

group functioning and organizational goals. Diversity experts have concluded that it is

necessary for all members and clients of the organization to feel valued and supported,

and for all "cultures" to have a place within the defrnition ofculture used (Kohnen,

2003).

While activities related to the initial scan and the in-depth assessment at one site revealed

a clearly articulated awareness of discrimination and racism directed towards specifìc

ethnic/"racial" groups, there is often an assumption that only patients have a "culture"

that is of concem. However, patients ffom the dominant culture may also demonstrate

discriminatory attitudes towards "minority" staff- an area ofconcem in an increasing

multiracial society. In addition, negative stereotypes and discriminatory action may be

expressed not only by providers from dominant groups to specific "minority" groups, but

may also affect relationships between marginalized groups themselves. The latter issues

are less often recognized in organizational documents. This apparent organizational

"oversighf is consistent with a narrow focus on inequities : the relationship of providers,

often assumed to be from the dominant society, with clients from "minority"

backgrounds. Similarly, a definition ofculture that is limited to disadvantaged "ethnic"

groups may fail to provide a framework for addressing other cultural issues. For

example, several informants described the dynamics of disrespect (and contrasted this

with the stated "code ofconduct") among members ofspecific health care professions.
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Silos or Umbrellas?

Rather than services specifically designed for particular groups, but falling under a larger

"umbrella" of commitment to equitable standards for diverse populations, it appears that

in many organizations needs of "cultural groups" are responded to in isolation from each

other.

It was observed that initiatives to address cultural diversity within Canadian health

organizations often mirrored the divisions and responsibility areas ofthe larger society.

This approach (refened to as"silos" ofresponse by one informant), responds to issues of

particular "cultural groups" in isolation, even where there may be common concems (e.g,

a need for health interpretation services). Aboriginal health issues are often dealt with in

a different way than immigrant issues, which in tum are often not coordinated with

minority French or English language issues. Different staff may often be involved, with

diffe¡ent accountability centres within the facility - in the same way that services for

these groups are structured in the larger society. Diversity initiatives may be defined in a

way that limits them to certain groups. In one centre for example, Aboriginal issues were

not addressed under the overall diversity plaming, but dealt with as a separate initiative.

In contrast, another centre focused its cultural awareness activities only on Aboriginal

patients, with little attention or recognition given to other groups. Creation of.,silos" may

result in the almost complete "invisibility" of some cultural groups, while others benefit

from high profile initiatives to address \ryhat may be similar needs.
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One story shared with the researcher described one person's experience in participating in

cultural awareness training some yea¡s earlier. This story illustrates some ofthe risks of

initiatives that deal with the issues ofone o¡ more cultural group in isolation:

It was called cross-cultural trdining - ìt wdsn't. In one session I was absolutely
appalled. Sitting next to a man, who had the tdttoo on his ruist - you know, from
the concenftation camp, and someone from (refugee producing country in Aftica).
And the facilitator said that his was the only culture that had any value or
meaning. The others sitting behind me, the man with the tattoo, the ffrican man,
got up and left. "

The suggestion that it may be preferable to coordinate diversity initiatives under one

"umbrella" is not to argue that some groups do not, or should not, have special status and

rights within Canadian society. Nor is it to suggest that specific groups should not have

the opportunity to develop unique responses based on community needs and the broader

historical, social context (or that, for example, self determination by Aboriginal peoples

oftheir own health services should not be supported). A coordinated approach would not

prevent allocation ofresources based on the health needs ofparticular population groups.

In fact, a paradigm shift that freed planning from existing ',silos" could be expected to

promote planning based on evidence ofdisparities. The challenge is to determine how to

recognize and respond to "cultural" differences, evidence ofhealth disparities, and/or

discrimination by the health care system without implying different standards ofcare for

different groups of patients.

Failure to ensure a coordinated approach to the needs ofvarious underserved populations

may cause the organization to miss opportunities to promote cultural responsiveness as an

aspect of organizational vision and culture that merits the full support ofstakeholder



245

gfoups. Maintenance of separate "silos" may also pose a number of risks for the

organization.

One risk is that this approach may indicate acceptance ofdifferent standards ofcare.

While it is appropriate to direct resources to groups with the greatest health needs

(whether defined by numbers or by health status), there should be concerns ifthe

response to such need reinforces different standards ofcare. similarly, while legislation

provides special rights and protections to certain groups, professional standards ofcare

do not allow for different standards of treatment depending on whether a client has

speciaL rights (e.g. to language access) in legislation. As malpractice cases indicate, the

expectation of institutions and professionals are that equivalent standards ofcare are

sho\ryn to all (Champion, 2000; Needham & Woltr, 1990).

"Silos" may also contribute to a situation of "competing oppressions,' (Bishop, 1994),

where there is competition among various underserved groups regarding whose needs are

most important; or to simplistic and stereotypical views of minority groups. For example,

a "silos" approach may inadvertently reinforce the tendency to attribute factors related to

poverty, discrimination or low education to "Aboriginal culture."

Lack ofa coordinated approach may fail to allow the institution to benef,rt ffom joint

solutions to shared problems. If language barriers are an important issue for many

different groups, it may be more efficient to plan and coordinate activities such as

standards development, data collection, and training among all language constituencies.
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Approaches focusing on only certain groups or cefain aspects ofcultural responsiveness

may also mask other issues ofracial and cultural equity. One ofthese issues - expression

ofracism against providers (Selby, 1999) - was identified by some informants during the

project.

While the best practice literature supports responses that are specific to the needs and

preferences of each community (Office of Minority Health, 2001a), it must be

remembered that the intent ofcultural responsiveness initiatives is to address inequities,

not to contribute to them. Therefore, any responses that may or may be perceived to

contribute to or maintain inequitable access or treatment should be viewed with concem.

Ifpolicy and practice suggest that it is essential for the health of Francophones to get

information on their health condition in their own language, but not important for

immigrant language speakers; or that it is a high priority that the culture of Aboriginal

families is shown respect, but a matter of indifference if discriminatory attitudes are

shown towards Deafpersons, then quality and equity is not being supported. Culture-

specific training that focuses on specific cultural groups within the catchment area may

also inadvertently convey the message that behaviour towards some groups is of more

concem than others.

Some groups may even be completely excluded from the planning process and remain

"invisible" in organizational documents. At one site, one ethnic grouping had been

singled out for special initiatives based on the large numbers who made up the hospital

population, with the result that some informants stated that the organization tended to
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define "culture" as limited to that one population ( "operationally think (speciJìc group)

because of the numbers"). At the same site there was also evidence that this may be

contributing to a sense of iqiustice. One informant stated

I think everyone should be treated equally. We do see a lot of (speci!ìc
population) people, but the majorìty ofcare providers come from all different
backgrounds, we need to give the others a bit ofvalue too.

Anecdotes volunteered by informants at the test site regarding problematic situations

involving Deaf, Aboriginal, Francophone, Inuit and immigrant clients were remarkably

similar. Separate responses may, therefore, be masking real and shared needs that would

benefit from a coordinated, comprehensive response.

And finally, a response that is based on simplistic and unambiguous "cultural groupings',

may obscure a number of similarities between groups. For example, it may be that poor

and poorly educated families from all backgrounds may face similar discrimination in the

information that is provided to them. As another example, many cunent Francophone

patients are from Africa; these patients may face cultural baniers and potential racism, as

well as language baniers.

There is some indication that there may be very different assumptions about what

"cultural aspects" are important for different groups. At one site, the most strongly

worded policy related to French Language Services. The policy language was directive,

clear, and referential to client rights. In general, concems related to responsiveness to the

Francophone community, appear to be framed solely as "language" issues (either through

access to French-speaking providers or translated materials) without reference to



248

"culture," In contrast, the rhetoric around Aboriginal issues tends to focus on "culture",

with language often receiving less emphasis. This may well reflect the historicaVlegal

status of the two groups in Canada. French is an official language. Canadian legislation

emphasizes language rights and the Francophone population does not see itselfin the

same category as immigrant or Aboriginal peoples.

Services to Aboriginal peoples, in contrast, appear to be in response to the pressure of

cunent demographics, awareness of lower health status in many Aboriginal communities,

and recognition ofhistorical inequity and overt discrimination faced by Aboriginal

peoples. This suggests that the emphasis on "culture" may be an organizationally

acceptable way to acknowledge the racism and discrimination experienced by Aboriginal

people. In spite ofthe high profile nature of Aboriginal issues, however, policy regarding

Aboriginal services remains relatively underdeveloped in many areas ofthe country.

Services for recent immigrants, a priority in many larger centres, are often based on an

assumption that the key issues relate to language barriers and "cultural differences";

issues that will resolve in time as these new anivals adapt to Canadian society.

Multicultural or Antiracist Approaches?

One ofthe "dimensions" explored through the document review process was the

examination ofquestions such as "What are the underlying assumptions regarding the

role of'culture' and the cause ofinequities?" and "What motivates responses?"
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It appears from this preliminary review that the "multicultural" approach may be

dominant in Canada, with the expectation that once individual staff have gained

knowledge of different cultures, care will improve. As one informant at the test site

observed

The basic assumption v)as that lack of cultural responsiveness is a" løtowledge
concern"; the approach is to do educational events (thís includes attitudes and
emotion). This speal<s to îhe organizational culture - give people ínformation and
they will change their behaviour.

Limitations of the "Cultural Sensitivit-v" Approach

"Cultural sensitivity" is aligned with the "multicultural approach" to diversity, which

identifies lack of awareness and knowledge as key barriers and focuses on attitudinal

change. It is also associated with an emphasis on client beliefs and customs, rather than

on organizational behaviour (Glastra et a1.,2002; Kaufert, 1990).

Many organizations refer in their documents to "respect" for cultural beliefs, religious

practices and customs, and often conceptualize the need for improved care as one of

"cultural sensitivity." The cultural sensitivity approach tends to focus on promoting

attihrdes that are respectful and accepting towards individual patients rather than

addressing the larger structural and process issues that would enable greater participation

ofthese clients, or perhaps require provider behaviour change. At the test site,

exploration ofthe interpretation ofthe meaning ofthe term indicates that "cultural

sensitivity" is largely understood to indicate "awareness" of cultural issues and operuress

to, and respect of differences, rather than an obligation to respond to them - consistent

with how the term is defined in the literature. As one informant observed: "You can be
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sensitíve and not competent - (you) can be sensitive, it doesn't require you to do

anything. " Cultural sensitivity was described, for example, as:

Aware of dffirent needs and ways of looking at things.

That everyone in the institution should be mindful of the role of culture, aware of
cultural differences, that one culture is not right or wtokg, that atl shoutd have equal
levels of respect.

For me, I am av,are that we carefor many families from diverse cultural
backgrounds and I may need to be very aware and respectful ofcultural diversity and
that culture may have some impact on views of health care.

Respecting individual and particular outlooks, beliefs and values and accommodating
them to the extent possible.

Recognítion of the ways in which cultural values can impact on peoples expectations
when receiving health care.

The emphasis given to cultural awareness training as the key intervention in many centers

is another sign ofreliance on a "multicultural approach". Employment initiatives, such as

those promoting a workforce representation approach, are often the priority intervention

by those promoting an "anti-racist" approach or Papadopoulos' (2001) "third way,,,but

do not appear from this preliminary review to be common.

Reliance on Voluntary, Individual Responses

Cultural Training or Organizational Change?

The resea¡ch literature has, over the past several years, shifted significantly from an

emphasis on individual competence to organizational level responses. It appears in many

institutions, however, that there has been a failure to ,,institutionalize', culturally

responsive practice into the strucfure and processes ofcare, or to make the organizational
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level changes necessary to support responsiveness. This limits the effectiveness ofeven

the most "culturally competent" providers (Quandar, 2003). For example, even providers

who showed a high level of awareness of the risks of inadequate interpretation would -
unless adequate policy and resources were in place to support trained health interpreters -
be unable to provide care that met best practice standards.

Both consultation with the National Network Steering Committee and the implementation

ofthe pilot at the test site suggest that, with a few notable exceptions, there are limited

structural or policy initiatives to address issues of cultural responsiveness. This leads to

the conclusion that the major emphasis is on cultural responsiveness at the provider level.

When asked how they would describe the approach ofthe facility to cultural

responsiveness, informants at the test site identified a strong reliance on individual

responses. Some simply stated that there was no approach (e.g.,"Don't thinkwe have an

approach - at the service level no organized approach" ; " Do they have an approach?

It's individuals and personalities"; " II/e don't have an approach. Leaders try to instil

respect" ; " Haphazardly in spite of itself, there is no clear strategic plan").

Others pointed to a reliance on individual initiative:

It's largely dependent on sensitiviÍy and awareness of the care provider'-we don't
hdve any systems in place that need to be in place.

Very inconsistent, based on individual personalities ofcare providers.

It depends so much on the individual, some are wonderful, some have a real attitude.

If things work out well its just the luck of the draw, a nurse who is sensitive, or
finding the right advocqte.
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The approach is very individual. One nurse may go above and beyond, but that
would be an outstdnding nurse or resident.

Other informants identified the absence ofsupportive infrastructu¡e as a banier. This

included "political" decision-making processes; absence ofhighly-placed champions; and

failure to assign responsibility ofdiversity issues (It's noåody's responsibility, it cuts

across all programs ...No one at a high enough level is responsible"). Similarly,

concems about racism were often focused on incidents involving individuals, not on

organizâtional or systemic issues. While much distress was expressed over the

insensitivity shown in some of the case studies shared, incidents were rarely framed as

patient safety or quality ofcare issues, which result from a failure to institute necessary

organizational change.

Voluntary or Required Action

A related issue is the failure to make "cultural responsiveness" a mandatory standard of

care rather than a vague expectation. In many centers, for example, "Cultural Awareness"

training is not mandatory and there rarely appear to be monitoring or compliance

provisions in terms of provision ofculturally appropriate care. In some of the centers

reviewed, providers are not required to use interpreters when language barriers are

present.

However, ifan organization was to move towards making behaviours and standards of

care mandatory, the onus would be on the organization to provide the necessary resources

to meet these standards, whether this be funding for release time for stafftaking Cultural
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Awareness training, or provision oftrained interpretation - a sensitive issue in an era of

fiscal restraint. At the same time, failure to require appropriate action communicates

more strongly than any vision or value statement, the importance placed on cultural

tesponsiveness by the organization.

Provider Competence or Client/Community Access and Participation

Another dimension explored through the review of organizational documents relates to

the focus of cultural responsiveness interventions: are interventions focused on increasing

provider competence, or on addressing baniers to organizational participation?

Indications ofreliance on the "provider competence" approach include the absence of

cultural responsiveness issues in key strategic planning processes; failure to integrate

responses into the fabric ofthe organization; and the absence of mechanisms to

facilitate/ensure community participation in planning, evaluation and research (e.g. the

failure to require, in the terms of reference ofkey committees, representation ofthe

diversity of the community). As these characteristics were commonly observed in the

documents reviewed from all sites (along with a reliance on provider training as the

primary response to societal and patient diversity), the provider competence approach

appears dominant.

Reliance on Outside Agencies

It appears ÍÌom this review that some Canadian organizations may be largely unaware of

the number ofservices provided by community, settlement, and advocacy agencies and
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may in fact have no formal relationships with many of them. This is of concern as staff

may not be provided with information on the services available or how to access them,

and problems experienced by these extemal providers may often not brought to the

attention of the organization.

One incident, shared at a meeting of the steering committee of the National Network of

Cultural Competency in Paediatric Health Care during the course ofthe project,

highlights how service provided by community agencies, often "invisible" to

organizational staff, may prevent the organization from identiffing and responding to

general problems:

An immigrant, who was being treated in the emergency department, was
accompanied by an untrained community ìhterpreter. As this volunteer had other
commitments, s/he was þrced to leave. A program coordinator Ji.om the hospital
(who did not have responsibility to provide interpretatìon services but was

Jluently bilingual), volunteered to interpret. At this time, in addition to the
complaint for which the client was being treated, two additional issues wet e
brought to the attention of the interpreter. Hospital records indicated that the
palíent had an appointment for a pregnancy termination; however, she claimed to
have no btowledge ofwhat procedure she had been scheduledþr. Secondly, the
patieht complained several times to the attending staff that she believed she had
malarÍa, and wanted to be tested for it. After assertive attempts to bring this to
staffqttention, the attending physician finally responded that the test could not be
done at the hospital. The staffperson who was providing the interpretation
þllowed up with a phone call to infectious diseases, and was informed that not
only could the test be done there, but that it should be. The physician was
subsequently contacted to clarify hospítal services and policy.

If, as would normally be the case, a volunteer community member (rather than an

organizational staff member) had been interpreting at that time, it is likely that neither of

these matters (failure to communicate the purpose ofthe scheduled procedure, or the

miscommunication regarding the hospital role in malaria testing) would have been

clarified for hospital staff. This not only presents risks to the individual patient, but
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potentially pose an issue ofhospital liability).

The Impact of Health System Restructuring

Workload and Stress

Feedback at the test site also highlighted the potential impact offiscal restraint and

restructuring on provision of culturally responsive care. The need to compete with other

service areas for funding support was perceived by many as an important barrier to

improved cultural responsiveness, as was the cunent climate and workload within the

health care system. Some of the comments as they relate to cultural responsiveness are

noted below.

There has been no improvement; it is a continual bdttle. It was better 5 years ago

- the workload, people are too busy even to smile.

ll/e have a siege mentality, stafffeeling that pqtients are an annoyance; theirjobs
would be fine if only they didn't have to deal with them.

They are so busy and overwork¿d, meeting someone who can't speak English, any
marginalized group; the system is so heavily overburdened it makes lives more
complicated.

The cutbacks leqd to a situation where people don't go above and beyond - well it
shouldn't be above and beyond but that is how people see it.

Intensity and stress in the organization. Cultural sensitivity requires time for
thought and reflection. People may recognize it but not have time to dedl with it.

People under stress behave badly, and organizations under slress behave badly.

The organization is so slressed that sometimes it brings out the worst side of
people, it can come out as prejudice.
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While caution is advised in interpreting these comments (which may, sometimes, be used

as an "excuse" for inappropriate care), many ofthese observations are suppofed by

leaming theory, which suggests that under shess, providers are more likely to resort to

time-saving techniques such as reliance on stereotypes (van Ryn & Burke, 2000). This

also suggests that "cultural responsiveness" should be promoted and assessed within the

larger context ofquality ofcare; and that cultural responsiveness initiatives should be

linked with existing practice (Kingsley, 2001), rather than treated as a separate add-on

requirement.

Reeionalization

The literature suggests that promoting cultural responsiveness may be more diffrcult in

larger, more complex organizations (Jones et al., 1998). This pilot, at a site where

services had been amalgamated under a large health region, found relevant policy and

programs located at three different organization levels. In some domains there was

evidence of significantly different approaches to cultural diversity between these levels.

The process of document collection also demonstrated that it was sometimes unclear

exactly where some documents would be located, and that some of the domain areas were

in the process of being transferred ftom the facility or health complex to the regional

level. This suggests that the impact of regionalization itself, not only issues related to

system stress and fiscal restraint, may have important implications for diversity

programs. Further investigation is needed to determine whether the potential advantages

of regionalization to culturally responsive care (coordination and continuity ofservice

across location, for example) outweigh some of the immediate challenges (e.g. what was

described by some informants as an environment ofstress and "crisis management"),
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These challenges may result in diversity issues, like other non-urgent but important

issues, being forced "off the agenda."

Summary and Conclusions

While the "best practices" selected for inclusion in the document review instrument were

designed to be appropriate for all health settings, awareness ofthese practices appears to

be low in many Canadian institutions. This presents additional challenges for undertaking

culturally responsive organizational assessment in Canada as - without appropriate

orientation to the research and standards development activities in other jurisdictions -
there may be limited engagement in cultural responsiveness assessment activities.

Rather than development of coordinated, comprehensive and evidence-based diversity

plans, it appears that cultural responsiveness initiatives in many centres are driven by

"politics" and "personalities," and the needs ofspecific "cultural groups" are often

addressed in isolation from each other. These "silos" often reflect the historical and

political divisions of the larger society. Failure to adopt an integrated approach based on

evidence ofdisparities may prevent organizations from gaining the intemal support

necessary to implement effective change, and may even contribute to ongoing disparities.

There is evidence from this preliminary research that Canadian health care facilities tend

to use a narrower definition ofculture based on "race" and ethnicity, and that many ofthe

disadvantages of using these narrower definitions, which have been identified in the

literature (e.g. encouraging simplistic or stereotypical understanding of specific
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population groups), are also found in practice. There appears to be a tendency to rely on

"multicultural," voluntary, and individual (rather than mandated and organizational level)

interventions. Cultural awareness training is often the primary intervention to address

needs for culturally responsive care. Few organizations appear to have adopted

signihcant workforce diversity initiatives.
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CHAPTER 7: SUMMARY AND CONCLUSION

Summary

This research piloted, at one Canadian paediatric care facility, a document review

instrument designed to assess the cultural responsiveness ofhealth care organizations to

culturally diverse g¡oups, The pilot instrument was based on an extensive literature

review to identi$ "best practice" in the area ofcultural responsiveness, and on the

findings from application ofa simpler guide used in an initial scan ofseven Canadian

health centres.

comparison ofthe findings from the document ¡eview with data obtained through other

methods (key informant interviews, a parent focus group, organizational feedback

session, and observational methods) indicated that the document review process provided

useful information that accurately reflected organizational progress in adopting identified

best practice. Results from the document review were not, however, consistent with the

results of self-assessment findings at the same site. These hndings reinforce concems,

identif,red in the literature, regarding the limitations of self-assessment instruments,

particularly in relation to issues ofcultural responsiveness.

Results from the test site also indicate that a document review process is able to identifi

the underlying the organizational approach to addressing cultural diversity along a

number of "dimensions" defined in the instrument. These include: working definitions of

"culture" and "cultural group"; the underlying philosophy ("multicultural" or "antiracist"



approaches); and whether the focus was on voluntary or required, individual or

organizational, action. It also revealed philosophical approaches in regard to cultural

training and workforce management, and identified differences in these approaches

between various "levels" in a regionalized health system.

Contributions to Research on Cultural Responsiveness

A review of the literature indicates that this research is the first attempt to use a

comprehensive document review process for assessment of organizational cultural

responsiveness. Unlike many assessment instruments, it identifies specific indicators of

best practice rather than looking at general statements ofprinciple, and can therefore be

expected to facilitate a more objective assessment than many assessment tools currently

in use.

It is also, to my knowledge, the only assessment tool that includes the identification of

underlying approaches to addressing cultural diversity in health. As the literature suggests

that the underlying philosophy on which interventions are based may affect both the

strategies adopted, and the effectiveness ofthese strategies, the finding that these

dimensions can be identified through a document review process suggests that additionat

development of this assessment approach may be not only feasible but beneficial.

While the comprehensive instrument was only tested at one site, results are consistent

with an initial scan using a simpler tool, and feedback obtained as a result ofthat scan.

This suggests that further development and testing of a document review process is
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indeed worthwhile. The findings are ofparticular relevance to delivery ofCanadian

health services. While a number ofassessment tools have been developed, most have

been developed in other j urisdictions and often for use within only one health area. Most

rely on self-assessment approaches. The potential ofusing this instrument to inform self-

assessment activities (such as the CCHSA self-assessment component for accreditation)

should be considered.

The resource demands on the organization ofundertaking the review were minimal, and

feedback from organizational participants suggests that the time and resources allocated

would not discourage advising other organizations to engage in this approach. This is of

particular interest in a climate ofintense and competing demands fo¡ health care

resouïces.

Although the pilot was undertaken in a paediatric setting, the instrument was not intended

to be limited to use in this area. While some modifications may be required for specific

settings (and there may be some variation in the documents selected within domains), the

instrument uses generic descriptions ofmaterials that should be available and relevant in

other health settings.

Limitations of Research

The assessment instmment was piloted at only one site. Although there was good

consistency between results of the document review and qualitative methods employed at

the same site, it cannot be assumed that the same results would be found in other settings,
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as other factors may affect findings. It is possible, for example, that there would be less

consistency found within organizations that were at different points ofdevelopment in

adoption ofbest practice in "cultural responsiveness." As greater progress is made

towards adoption of organizational "best practice," it is possible that there would be less

congruence between the results ofthe document review and data obtained tfuough

observational methods and key informant interviews.

The research did not attempt to measure the quality of provider-patient interaction or care

provided (the objective of improved cultural responsiveness); nor, with the exception of

one focus group, did it include the perspectives and experiences ofclients. While the

theoretical literature suggests that appropriate organizational supports are necessary in

o¡der for front line staff to provide quality care for a diverse society, an essential

component of an expanded assessment \ryould be comparison of document review results

with patient and community experience and perceptions.

Although the intent ofthe research was to test a specific assessment instrument (and, as

outlined in Appendices O and P, the draft instrument has been revised based on the

results ofthe pilot), the conclusion that the strength of this approach may lie in the

process of applying the instrument, not simply the specifics of the instrument itsell

suggests other limitations. While the instrument includes a number of specific, objective

indicators, this research does not provide information as to whether the same results

would have been achieved had the instrument been used intemally by staffofthe
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organization. The usefulness of such an instrument, if applied and interpreted by those

with little background in the area, is unknown.

The low demands on staff time required to undertake a document review were associated

with other limitations, as the low resource demands appear to be mirrored in a relatively

low level of interest in, or ownership of, project findings. This initiat pilot did not include

a commitment from the sponsoring orgânization to develop strategies for staff and

management participation, or to allocate time and other resources for follow-up on

project fìndings. The next step is to pilot the instrument in an environment where

commitment has been made by the most senior levels of the organization to ensure

organizational engagement and follow-up.

Another limitation may be the inte¡est ofhealth care organizations in using a document

review approach. The instrument is not designed to "evaluate" and give a summary score

to an organization by which it can compare itselfto othe¡s. The literature raises cautions

about this kind ofevaluation, as there are no validated instruments developed to date

(Office of Minority Health,200la). Experts in the field agree that cultural responsiveness

assessments should be used to develop and monitor internal progress. This instrument is

intended to assist organizations in developing greater awareness of the implications - to

all areas ofthe organization - ofadopting best practice in specific domain areas, and to

identiff what steps would need to be taken to address identified gaps. In this way, the

strength of the instrument is as much as an educational (and potentially monitoring)

device, as an evaluation tool.
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However, as many health organizations are primarily interested in an assessment they can

undertake themselves (and are often looking for some kind of "rating scale" to

accompany it), it is unclear what the interest in this instrument would be. There is a need

to develop greater awareness of the limitations of self-assessment strategies and the

current lack of"validated" instruments in this area.

Are AII Domains of Equal Importance?

A limitation of the pilot instrument is that it does not attempt to weight the domain areas

(or elements within domains), even though there is varying research evidence related to

the domain areas, and evidence that progress in some domains will result in greater

impact on access and quality ofcare. It does not, therefore, provide guidance as to which

interventions may have the greatest impact.

The most compelling evidence of impact on health outcomes ofidentified best practice is

found the area oflanguage access services, and there is international consensus on both

the risks oflanguage barriers and the standards that should be in place. It should also be

noted that addressing language access is a requirement for making progress in many other

domain areas (e.g., unless interpretation or translation is available, many service users

will not be able to participate in program evaluation activities). Provision of language

access services also has implications for other domains (e.g., ifproviding trained

interpreters is prioritized, there are implications for human resources), and will impact

other activities (e.g., focus ofcultural training programs). This suggests that directing

resources to addressing this domain area should be an organizational priority.
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In other domain areas (e,g., cultural training or human resource management), there is

less or conflicting evidence of impact. This is because in some domains it may be the

approach taken (i.e., factors related to the instrument dimensions) that may be of greatest

importance. For example, it has been noted that some approaches to cultural training may

result in reinforcing stereotypes. In many cases, the effectiveness ofactions in all

domains will be affected by the extent to which the organization is able to institutionalize

responses and provide the necessary infrastructure to support translating theory into

practice.

How Important is Written Policy?

This project was not limited to review of organizational policy and procedures, but

included many other relevant materials (e.g. strategic plans, program descriptions,

information to patients). While it found that information gathered through review of

policy was consistent both with that revealed through other documentation, and with

conclusions reached through other methods, one question that emerged in this research

relates to the importance of written policy and procedures in promoting and monitoring

cultural responsiveness. Do established policies drive best practice, do they reflect

actions undertaken that are the result ofother factors (e.g. organizational leadership), or is

there no relationship between the two? Some authors, for example, suggest that lack of

attention to interpersonal mechanisms or mediators of institutionalized discrimination

may undermine the strongest policy (van Ryn & Fu, 2003; Buchanan, 1998), or even that

leadership is more important than cultural responsiveness policy (Kingsley, 2001). Some

informants at the test site also felt that policy was less important. As one said
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My own belief is that you cannot legislate behaviours ... ..it must come from within.
By and large, the way it works, an organization develops a culture, verbally
transmittedlrom person to petson....ít's what's going on at the front line that is
important, not policies and guidelines.

It can be argued, however, that clear policy to address elements of organizational best

practice is a necessary, ifnot sufficient, component in ensuring culturally responsive

practice. First, one role of policy and procedures is to orient new members and direct

praclice ("strong policy gives people a guideline"). This can be expected to have some

immediate results. If policy prohibits use of untrained volunteers identified through

overhead paging, and ifprocedures provide staff with contact information for qualified

interpreters, one might reasonably expect some behaviour change in this area.

This example, however, also highlights other important issues. How policy is written -
how directive the policy is, and how specific the related procedures are - will determine

the effectiveness ofpolicy in promoting best practice. A general policy, which simply

identifies the importance ofusing an interpreter and urges staffto call for one when

needed, may result in little change in practice. In addition, in many cases appropriate

policy reflecting best practice cannot be established until the required programs and

resources are in place.

Second, the presence ofclear policy provides a framework for development and

application of monitoring systems, and a means ofrecourse should best practices not be

followed ("it gives more ability to promote change, you can refer to policy"). Evaluation
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of whether action is appropriate becomes less a matter ofan "opinion," and is more likely

to be based on objective indicators.

Third, the presence ofpolicy raises the commitment to cultural responsiveness to the

same perceived level of organizational importance as many other quality issues. This can

perhaps be best illustrated by comparing how an organizational response to addressing

medication errors might be handled - if the same approach was taken in response to this

issue as is often the case with issues ofcultural responsiveness:l

No, we don't have any policies in place to ensure that medication is delivered
correctly, but our stafare professionals and they cover this in their training. No,
we don't know how many errors there are. Set up a systemþr tracking them?
No, we haven't rhoughl oÍthdt, and I'm not sure how we would do it. Is anyone
else doing this?

llhat do you mean by integrating standards for medication manqgement into
organizational qudlity initiatives? Our mission stresses quality, and making sure
that the patient gets the right dfug is an aspect of quality. It's included
automatically in what we do. Systems? It's the staff dt the front line who give the
medications, that's where it matters. I don't think you can legislate îhese things.
Ways of monitoring and addressing the perþrmance of staffwho makz a lot of
mistakes? llell, no, though I suppose that rhe supervisor might raise this in the
regular pe rþr mance evaluatio n.

Oh, and anyway we do offer workshops No, all staff aren't required to attend -
we don't want to provoke resistance, and besides, there are staff replacement
costs. No, there are no consequences if staff don't want to go. lVell, actually, the
workshops dren't about ensuring safety in managing medications in general, we
justfocus on the speciJìc characteristics of the drugs most commonly used in this
hospital. It's analgesics that are used the most so that's what we þcus on.
General principles that could be applied in all cases? No, that's never been
discussed. l'[/e don't want to bite off more thanwe can chew. lle can't do
everythingfor everyone - people who need those medications should go to
another hospital.

I This is a constructed nanative based on examples of comments gathered from a number ofsources:
narratives from the test site, data gathered ÍÌom the broader review of organizational documents, and cases
shared with the author from other settings and other locations.
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Evidence that failure to have systems in place to prevent medication error can
Iead to " clinical inefficiency, decreased provider and patient satisfaction,
malpractice injury and death"Z.Really? I haven't heard that. Look, as an
organization we are committed to being aware of the importance of giving
patients the right medication. O.K., we admit that there are afew bad apples who
really don't care dyou get the right drug or no| but there are also a tot of staff
who go above and beyond. I,I/e're doing a pretty good job on the whole.
Remember, there are a lot of demands on the system right nou, and a lot more
people are aware of the importance of giving the correct medication than there
used to be.

This construction of a theoretical response to preventing, monitoring and addressing

medication errors highlights a number ofchallenges faced by proponents of improved

organizational responsiveness. It is unlikely that any issue ofrecognized relevance to

patient safety would be responded to in this fashion. Health care organizations generally

recognize that there must be systems in place to train stafl set standards, develop policy

and monitor administration of medication. They understand that although different

medications are used for diflerent conditions, and have different effects, there are some

general principles that can be applied in all cases. They do not rely only on the good

intentions of individuals. Resources are directed to accessing and evaluating cunent

research in the area, and to establishing appropriate procedures (including information

management systems if appropriate). The fact that statements, such as those included in

the narrative above, remain common across the country in discussions related to cultural

responsiveness indicates that cultural responsiveness is not accepted as critical to quality

ofcare.

Amalgamation of services into large health regions poses additional challenges. While

strong leadership may be effective in ensuring appropriate interventions in a single
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institution, it is less likely that consistency ofapproach and equivalent standards can be

maintained in large integrated systems, without clear policy and procedures. As one

informant commented, "I do thinkwe needformal policies and guidelines in place. Ile

have so many staf that we will never be able to achieve a consistent approach without

something wrítten. " Large systems have greater need for written policy to assist in

training staff, monitoring performance, and in providing "recou¡se" ifstandards are not

met,

Directions for Future Research

This preliminary research, undertaken in an area that to date has been under-researched in

Canada, suggests two major directions for further exploration.

Generalizability of Research

A larger pilot project, which applied the revised instrument (Appendices O and p) in a

number of other settings, would be the next step in determining the overall usefulness of

the approach. This larger pilot should not be limited to paediatric health organizations,

but include a range ofhealth organizations in order to determine to what extent the same

process, using the same guide, is useful in other settings. The pilot should include

organizations at different points ofdevelopment in adopting culturally responsive best

practice. It would also be useful to compare the results obtained by different researchers

at the same site, in order to determine the impact of the individual assessor. This larger

pilot should be structured to incorporate the recommendations for implementation

outlined at the end ofChapter 5, in order to assess the impact ofapplication ofthe
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instrument under conditions where the necessary environment to facilitate organizational

education, engagement and ownership have been established.

As, in provinces where health services have been regionalized, much responsibility for

govemance and policy rests with the region rather than the individual program or facility,

it will be necessary to pilot the instrument at the corporate level of one or more health

regions.

In addition, as the ultimate goal of organizational cultural responsiveness is improved

access, quality ofcare and health outcomes, it is essential that results ofthe pilots be

compared with in-depth assessment of patienUcommunity experience in order to

determine to what extent ensuring appropriate structure and processes is reflected in the

quality of care provided.

Knowledee Translation (KT)

Another important area for future research relates to the issue oftransferring (or

"translating') research findings into the health care setting. While there is cunently

significant interest in "evidence-based practice" and research utilization, the specific

challenges associated with knowledge translation (KT) in the area of cultural

responsiveness have not been adequately explored. Many organizations remain ',blind,' to

their role in maintaining disparities (Thrall & Freidman,2003). The literature suggests

that there are greater baniers to utilization of some research, and that social science

research faces greater barriers than natural science research (Hanney, Gonzalez-Block,
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Buxton & Kogan, 2003). Lavis et al. (2002) also suggest that there are differences in KT

at different stages - some research is used to get issues "on the agenda," while other is

used to direct policy. The relatively low level of organizational awareness indicated by

this initial study suggests that an impofant area ofresearch in Canada is that ofgetting

"cultural responsiveness" on the agenda ofhealth care organizations.

There is also evidence that research that is a part ofa larger policy trajectory, and linked

with broad organizational agendas (such as "quality"), is more likely to be used (Lavis et

a1.,2002; Rosenheck, 2001). This highlights the importance ofensuring thar cultural

responsiveness assessment and related interventions are aligned with cunent plaruring

priorities and quality initiatives.

There is strong evidence from the knowledge translation (KT) literature that a key

element in adoption ofresearch into the practice setting relates to the personal

relationships between researchers, knowledge brokers and decision-makers. However, in

Canada to date, expertise in cultural responsiveness is often "marginalized" in health care

planning, and research on marginalized groups is itself marginalized (CIHR,2003b). One

important stfategy to address this gap is to strengthen relationships between

organizational planners/decision-makers and communities they serve - particularly

populations whose members suffer disparities in health status, access, or quality ofcare.

The "evidence" oftheir experience with the health system should be incorporated into the

assessment process.
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One of the characteristics of effective research utilization is that the topic, questions, and

framework for research are negotiated before the research takes place (Davis & Howden-

Chapman, 1996). Therefore, collaboration in development ofobjectives for the

assessment process, ensuring strategies for staff and community input and participation

(including interpretation of assessment results) can be expected to both increase

ownership ofresults by staff and clients, and to facilitate needed action.

In the pilot, personal relationships and the personal interest ofkey individuals within the

organization were associated with specific areas of intervention. Therefore, there is a

need to identiry effective strategies for gaining support (at the highest levels ofthe

organization) for a comprehensive approach to diversity planning, and to moving cultural

tesponsiveness onto the strategic planning agenda.

In addition to further research to evaluate the document review process, there is also a

need for research on the specific knowledge translation challenges in the area of cultural

responsiveness. Resources should be directed to exploring generic strategies for

incorporating results of existing diversity research (e.g. the growing body of evidence

related to health impacts oflanguage barriers) into health planning and decision-making.

Recommendations for Further Testing of a Document Review Strâtegy

A number of recommendations for further application of the document review instrument

were made in Section 5.8. These recommendations focused on: formal commitment by

senior management to the initiative; allocation oftime for orientation and training before



273

the project begins; development of strategies to ensure participation from all areas of the

orgarizatioîi provision of adequate time for decision-makers to review and interpret the

assessment results; and a commitment to incorporating the results into strategic planning.

Several other recommendations, based on key knowledge translation principles, can be

made to help promote interest in the assessment and encourage ownership ofassessment

results:

o Develop and implement strategies for gaining support for the initiative from credible,

high-profile leaders in the organization

. Include the initiative as a standing agenda item on all board, senior management and

related committee meetings

¡ Identit and work with formal and informal knowledge brokers within the

organization to develop strategies for research results related to the impact ofcultural

responsiveness to quality of care, patient safety and organizational liability

. Develop collaborative strategies for including all units and disciplines of the

organization in planning for the assessment, clarifuing objectives and expectations,

participating in collection of materials, and interpreting assessment results

o ldenti& community resource people who are both knowledgeable on health issues

addressed by the organization, and have credibility with service users in their

community. Incorporate their knowledge and expertise in planning consultation and

feedback strategies to ensure that consumet perspectives are part ofthe both

assessment activities, and the interpretation ofresults
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Establish mechanisms for regular information sharing between the various

stakeholder groups. Provide opportunities for informal networking to build trust and

collaboration

Align the assessment activity with ongoing processes and structures, as well as

current high profile initiatives

Ensure that there is a concrete plan for incorporating assessment fìndings into

ongoing strategic and operational planning

Ensure that adequate time is allocated for in-depth discussion by organizational

decision-makers ofthe implications ofspecific approaches to addressing cultural

diversity, and to undertake consensus-building around the approaches to be adopted

by the organization. Develop a strategy for communicating these approaches and

promoting consistency in organizational activities

Work with supervisors to ensure that processes are in place to reward, rather than

penalize, time spent in contributing to plaruring for improved cultural responsiveness.

The multiple demands and stress reported by many working within health care

suggest that special effort may be needed to ensure that the initiative does not,,get

losf' among competing demands.

Conclusion

This preliminary research suggests that a document review strategy shows promise for

assessing not only the progress made by organizations in adopting ,,best practices,' related

to cultural responsiveness; but perhaps more importantly, providing insight into the

underlying organizational approach to addressing cultural diversity on a number of



275

dimensions. It can be expected that accepted 
('best practice" will change over time as

empirical research provides evidence of the outcomes of specific interventions. For this

reason, it is important to view use ofthe instrument as a support and guide for the process

of review. While the specific elements included in a document review instrument can

(and should) be adapted or replaced as new evidence becomes available, the overall

strategy and specif,rc domains into which the best practices are organized can be

maintained.

A limitation of this initial pilot is that it focused only on evaluation ofthe assessment

instrument; it was not able to assess the acceptability ofa document review process to

health care organizations, or the potential ofthis strategy to promote awareness or action

in improving cultural responsiveness at the organizational level. The next step is to

undertake a larger pilot that would test the instrument in a variety ofsettings, using

different researchers. It is also important to undertake the assessment in settings where

appropriate organizational commitment and planning has been ensured. Additional

research is needed to identi$, and develop recommendations for addressing, the specific

challenges related to knowledge translation in the field ofcultural diversity research.
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APPENDIXA

List of Language Äccess Best Practices

There is a clear policy, and associated standards on language access for the
organization
a. Interpreter services are provided free ofcharge to the patient
b. Interpreter services are provided at all key points of contact
c. Interpreter services are available at all hours ofoperation
d. Training is required for interpreters used
Providers are required to obtain interpreter in cases where there is evidence of
language barriers.
a. Clear instructions for determining need are provided, along with

procedures for contacting approved interpretation services
Providers are given training in working with interpreters
There are written guidelines for communicating via an interpreter
Only trained interpreters are used
a. Family members or friends are used only at request of patient
b. Use of overhead paging is forbidden or strongly discouraged.
c. Bilingual stafl members (other than interpreters employed by the

institution) are used only
i. If they have received training in interpretation
ii. In clearly identified situations, or emergencies

Training for interpreters includes
a. Orientation to facility and programs
b. Ethics
c. Medical terminology and concepts
d. Interpreting skill
Training for interpreters is a minimum of 40 hours
Patients are provided with information on their rights to intelpretation
assistance
a. There is signage in languages ofthe community
b. Information on rights and services is available in languages of the

community
Language access services report directly to senior management
There are coordinated records kept on

Language ofpatients
# of interactions where an interpreter is needed
# of interactions where an interpreter is used
Type of interpreter used (e.g. hospital employed, family member,
community worker)

e. Name of interpreter
f. Cases where problems occurred due to language baniers
g. Cases where interpreter not available
Position descriptions for interpreters are in place
a. Position description recognizes complexity of interpreters role
Evaluation process for interpreters is in place.

)

3.
4.

7.

8.

9.
10.

a,

b.
c,
d.

11.

12.



Item
organzatlonal mlsslon statement

Curent strategic plan

APPENDTXB

MATERIALS REQUESTED FORII\ITIAL SCAN OF PAEDIATRIC ORGANIZATIONS

Specific policies related to diversity or cultural competence

Cultural assessmenvaudit tools used within organization
Copy oftools
Report on last use

Organizational orientation package (new stâff, volu¡tee¡s)

Latest annual report

r ( polrcres related to:

' Employment equþ and Non-discrimination. Other policies related to goal ofdiverse or representative workfo¡ce. Employeeperformanceevaluationguidelines/form

Competence/Dlve¡sity Committee
Terms of reference
Diversity/cultural competence plan
Position, position description ofperson responsible for plan

Consumer satisfaction
. Copy ofinstument. List oflanguages in which instrument is available. Report on latest survey

Avâilâble lYlNì I Comments

Demographic profil€ of catchment area

I of3



Policy (right to interpreter, requirement to call interpreter, palment)
Procedures
Position description/ qualifi cation of interpreters
Client information on interpreter services
P¡ocedures for monitoring/evaluation of interpreter service
Service statistics llâÎest veârì

. Client information on complaint process

Competence / Diversity T
Diversity taining policy
Outlines of required courses
# of stafftrained last yea¡
Total stafftrained
Training evaluation

' Forms identi$ring language, etbnicity

APPENDIX B

Development
Descriptions ofa) ethno-specific progams, b) outreach or other
programs to address access of culturally diverse groups
Guidelines for community consultation and input

resources available and in what languages)

2 of3

OÀ



¡ Developed by your
organization

APPENDIXB

MULTICULTURAI A¡ID CULTURAL COMPETENCE RESOURCES

Name ofResource

. Used by your organization

Type of
resolfrce

Availability

3 of3
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CULTURAL RESPONSIVENESS ASSESSMENT TOOL DOCUMENT POLICY REVIEW GUIDELINES

DRAFT ONLY November 2002

Source
Mission Statement,
Values, Vision

Most recent strategic
plan, agendas of
strategic plan planning
meetings.

Key elements
l Diversity of community is recognized

in vision, mission and materials
There is a stated commitment to
cultural responsiveness (CR) in
mission, vision, etc.

2

1. Issues of cultu¡al responsiveness are
included in strategic plan
Issues of cultural responsiveness are
integrated into appropriate
components of plan
Strategic plan developed with input
from community groups

Most recent operational
plan

Guidelines
Review these documents
1. Determine if culture included in Mission, values, vision
2. Determine prominence in Mission, values, vision (not

included, mentioned in general terms, given emphasis)
3. Review for evidence ofposition on 7 dimensions
4. Review for evidence of workforce response (Table 4)

I Operational pla¡ includes stÉtegies
and resources to achieve strategic
objectives related to cultural
responsiveness.

1of14

Review strategic plan and agendas of plaruring meetings.
1. Note references to any approach to cultural

2.
responsiveness.
Compare with mission, values, vision to see if ¡eflected
in strategic plan
Note if separate component or inte$ated thoughout plan
(domain 6)
Note # of domains addressed in strategic plan
Review for evidence ofposition on 7 dimensions
Determine if plan makes reference to obtaining and using
input from relevant cultural groups.

J.

4.
5.

6.

t. Determine whether operational plan addresses "cultu¡al"
components of strategic plan
Compare operational plan to süategic plaa (appropriate
operationalization of cultural responsiveness objectives)

2.

o\
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Staff orientation
materials

Voluntee¡ orientation
materials

Materials state commitment to
diversity
Materials includes section on diversity
Materials address CR issues in the
identified domains

Boa¡d orientation
materials

1.

)
3.

Mate¡ials state commitment to
diversity
Materiais include section on diversity
Materials add¡ess CR issues in the
identified domains

Latest annual report

1.

2.
3.

Materials state commitnent to
diversity
Materials includes section on diveßity
Materials address CR issues in the
identified domains

Identify areas in orientation materials that include
mention of cultu¡e in any way.
Note if a) separate section or b) integrated tlroughout
Note if statements of value/intent a¡e linked to policy,
activþ or expectations
Note the domains included
Review for evidence of organizational approach on 7
dimensions

2.
J.

tl

5.

I Cultural diversity issues are prominent
/ highlighted.
Coverage of issues reflects community
demographics

2.

2of14

As above

As above.

1.

2.

3.

Note whether issues of culture not mentioned,
"motherhood statements", separate section, integrated in
Note the domains included
Review for evidence of position on 7 dimensions

{
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Reports to the public
and distribution plan,
past year.
(include notices aad ads)

Organizational website

Information provided to community
reflects community demographics
Distribution of information ensures
coverage of culturally diverse groups
Diversity issues included in content
Format and language accessible to
those with low literacy
Information or links available in other
language.

3.
4.

Cultural diversity is
prominent/hi ghli ghted
Topics reflect diversity of community
Graphics reflect diversity of
communþ
Web pages include information of
interest to diverse cultural groups
There is information in other
languages OR
The¡e a¡e links to information in other
languages
Website reflects mission, sûategic
plan in coverage of CR issues

2.

3.

1.

2.
3.

4.

5.

6.

5.

Note coverage of cultural issues (# and type)
Apply reading level assessment
Note availabilþ in other languages.
Note cultural groups identified
Review for stereotypes
Note identiûcation / refer¡al of language/cultural
resources

3 of14

1.

2.

3.

4.

5.

6.

7.

Note ¡ole of website - intemal, patient/public ed or
professional
Note inclusion of diversity issues
Note approach (7 dimensions), on cultural diversity
issues identified
Note graphics (including photos), ethnic makeup etc.
Note topics, program information of interest to specific
cultural groups
Note inclusion or links to information in other languages.
Review for consistency with statements in mission,
strategic plan

00
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uescnpüons 01 uhlld
health programs

Human resource
deparunent vision, goals

Program descriptions acknowledge
a¡d add¡ess cultu¡al issues
There are programs that address health
needs of specific groups
There is evidence of input ûom
community groups in program
development

Employment equity
policy

I There is stated commitment to cultu¡ai
diversity of wo¡kforce
Human resou¡ce approach consistent
with organizational mission, goals,
strategic plan

Job postings (most
recent month), including
position descriptions

2.

l.
2.

Policy in place
Policy includes hiring of new
employees and adva¡cement strategies
for existing employees

Note acknowledgement of Cultural diversþ in program
descriptions
Review for evidence of consultation with community
Review for evidence ofposition on 7 dimensions
Note initiatives for

a. specific groups; b. specific problems

2.
J.

4.

Postiags include employment equity
statement
Postings disseminated to ethnic /
Aboriginal media and agencies
Position descrþtions inciude diversity
awareness / skills in qualifications
Altemate qualifications are considered

2.

4of14

1

2.

3.

Review for statement of commitrnent to cultwal diversity
Review based on Table 2 for definition of cultural
groups
Review based on Table 4 fo¡ human resource approach

l. Review policy

l. Review postilgs for
a. Employment equity statement
b. Acknowledgement of diversity skills needed

(relevant positions only)
c. Dishibution list

Review position descriptions for
a. cultural experience/skills listed in qualifications;
b. recognition of altemate oualifications
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HR strategic plans

Perlormance Evaluation
guidelines

Volunteer program
policy and procedures

l. CR included, highlighted in strategic
plans

1. Guidelines include section on cultural
competence

Specific anti-
discrimination policy

Policy includes components that
promote diversity
Recruitment strategies refl ect
community demographics
Cultuml awareness / skill included in
position descriptions
Volunteer records record language,
ethnicity of volunteer

Specific diversity
policies

HR cultural training
policy

I

1. Review based on Table 4 for human resource approach

Policy in place on multiculturalism,
racism, harassment
Policy applies to clients as well as
staff

2

Review guidelines

1.

2.
3.

There are policies in place that have as
goals eliminating barriers to service
There is specific diversity policy

Review relevant policies to identifu
1. Stated commiünent to diversity objectives
2. Recruitmentstrategies
3. Cultural skills included in posirion descriptions
4. Tracking by language, ethnicity
5. Note approach on 5 dimensions

5 of14

CR training required at all levels

1.

2.
Identifii relevant policies
Review for consistency with provincial legislation

l Review any "diversity" policies for evidence of position
on 7 dimensions

Determine from written policy who is required to attend

Õ



APPENDIX C
CULTT]RAL RESPONSIVENESS ASSESSMENT TOOL DOCUMENT POLICY REVIE\ry GUIDELINES

DRAFT ONLY November 2002

Workforce audit

"Ethicity data"
included in HR
information svsfems

Board Terms of
Reference

1.

2.
Workforce audit in place or is planned
Strategic plan add¡esses issues
identified through audit

Boa¡d committee
structu¡e, terms of
refe¡ence

HR systems include Aboriginal
ethnicity, langlage

Board selection policy / process requires
consideration of diversity

Select staff committee
terms of reference *

Committee structule and Terms of
Reference have clear accountability
for CR initiatives
Terms of Reference require

a. membership representative of
community

b. CR skills among membership

1.

2.
t-

status,

Note presence/ absence of workfo¡ce audit
a. Note by level

Assess appropriateness of shategic plan
Review for evidence ofposition on 7 dimensions

Review HR templates

I Committee membership states
commitrnent to inclusion of
individuals with CR skills
Mandate of committee recognizes
issues ofCD

6 of14

1.

2.

-).

2.

Note if selection process addresses diversity of
community
Note if addressing inequalities included in T of R.
Review for approach on dimension i, indication of
approach re other dimensions

Review committee Terms of Reference for presence of these
elements

Review Terms of Reference fo¡
1. membership c¡ite¡ia which requires cultural diversity
2- CR is specifred in committee mandate
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Select community
advisory
council/committee
Terms of Reference *

Organizational training
plan

Training cunicula on
diversþ, culture topics

As above

Evaluation of
diversity/cultural
training

A plan that includes diversity and cultural
competence training has been developed

Sample of other in-
house training
prog¡ams't

Cultural training includes components
identified through best practice review

Guidelines for training /
in-service

I There is a process il place to evaluate
and adapt Cultural training program
Evaluation process includes input
from participants

2

Cultural training records

As above

Cultural issues are integrated into
inservice / professional developmenf
activities

Guidelines are in place that require
conside¡ation of cultural issues on topics
as appropriate

I
2

Identify ifplan in existence
Review plan

7 of14

1.

2.

l. Records are kept on individuals trained
2. Follow up procedures are in place

Review cunicula for identified components
Review cu¡¡icula ¡e 7 dimensions

1.

2.
3.

Review evaluation policy
Review evaluation forms
Review collated evaluations for response
participa¡t response

1. Review materials for evidence that CD included as
consideration

Review guidelines to determine if this is required

1.

2.
Determine if ¡ecords in place
Calculate %o ofthose required who attend
Calculate % bv positior/level

rates,
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Board cultural training
requirements and
curricula

Language access policy

Language access
p¡ogram descriptions

1.

2.
Board provided with cultural training
Training includes identified
components of best practice training

Procedures for
interpreter use

l.
2.

Records on language
access services

Language access policy in place
Policy includes Best P¡actice elements
(Appendix A)

Language Access Services ¡eflect
identified best practice (Appendix A)

1. P¡ocedures in place demonstrate best
practice (Appendix A)

Job descnptlons fbr
interpreteß

1.

1.

2.
3.

Records for interpreting service in
place
Reco¡ds record information identified
in Appendix A
Records ¡eflect need suggested by
demographics

2.

Determine if policy in place
Determine if attendance mandatory
Review cunicula ia light of 8 domains , b. 7 dimensions

3.

1.

2.

J.

I

Determine presence of policy
Assess policy for elements identified in Appendix A
Determine language constituencies to whom policy
applies

Position descrþion fo¡ intelprete$
are in place
Position descriptions recognize
complexity of interpreter role.
(Appendix A)

2.

8 of14

Review program description in light ofAppendix A

1.

2.
J.

Determine which elements in place
Review procedures on dimensions l-7
Review based on Appendix A

2.
t

Determine what records kept
Review based on Appendix A
Compare records based on Stats Can data; (local
settlement data?)

1.

2.

J.

Determine if position descrþtions in place
Determine to which language constituencies and types of
interpreters these apply
Review position descriptions based on items in Appendix
A
Review for evidence of app¡oach 17 dimensions)4
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Training and evaluation
requirements for
interpreteß

Client information
sheets (both official
languages, other
l¡no¡r¡oesl
Client consent forms
(both official, other
ianguages)

Trainíng standards for interpreters in
place
Training meets minimum standa¡ds
Process in place for interpreter
evaluation

2.
3.

Complaints policy

I Information on rights to interpreter
interpreter services available in
languages of community+

Budget for language
access seryices

I

List of laagr¡ages in
which rights, service
information avaiiable

Consent fomrs are available in
languages of community

1. lnformation on complaints is available
in laaguages of community

l. Review based on identified best practice (Appendix A)

1. There is a dedicated budget for
language assess services

t. Ciient information (services, rights),
available in languages of community.

1.

2.
Determine presence of materials, identify languages.
If available, review English traaslation for consistency
with policy (above)

9of14

1 Determine presence of othe¡ language forms and in what
languages.

2. Review policy for strategies to ensure policy available to
diverse groups

1 . Budget reflects need/demographics of community

1.

2.

Compare list of languages with a. Stats Can or other
profiles
Compare with needs as identified through
interviews/focus groups (to be conducted following
review)
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Lrsts ot resources
available in other
languages

Signage Policy
Signage in other
laaguages

1. Patient information is available in
languages of community

List of culture specific
materials

Policy/guidelines for
translation/ development
or use of tra¡slated
mate¡ials

I There is policy around signage rn
other ianguages
Signage provided in ianguages of
community

2.

1. Educational materials refl ect
issues/needs and beliefs ofkey
communities.

1.

2.

3.

4.

Obtain list ofpatient related materials
Note availability ofmaterials in other languages
Note if this hformation is obtainable tbrough central
listing of patient related materials
Compare other language materials a) with list of all
patient materials, b) with community demographics

Guidelines for
t¡anslation/development in place

I

10 of 14

Determine existence of policy
a. Review policy

Note signage and languages available in main entrance,
emergency, ouþatients clinics

2.

Identify materials available that were developed (not
ftanslated) to respond to needs of specific cultural
communities

Determine if guidelines in place (at what level, how
many requests to find)
Review guidelines for presence ofkey elements

a. Which languages included
b. Voluntary/requiredlanguage
c. Awareness of current hanslation guidelines (e.g.

field testing, back-translation)
d. Commrurity involvement in topic selection,

development, materials review
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Plan and support
structure for cultural
responsiveness

Diversity Committee,
Terms of Reference and
reporting structrue

1. Diversity plan in place

Organizational chart

Copies of cultu¡al
responsiveness
evaluation tools used in
past, resulting action
plans aad progress
reports.

1.

2.
Diversþ committee in place
T of R give decision-making mandate

Cultural diversity initiatives report
directly to senior manager

Patlent inf-ormation
forms, management
system

1. Organization has undertaken CR
assessment
Action plan to address issues
emerging from CR assessment
developed
Progress report completed in last year

Review diversity plan for
l. mandate
2. approach (7 dimensions)
3. accountabilþ
4. ¡esources

2

3

Patient information forms routinely
collect data on etlnicity, Aboriginal or
immigration status; language, religion

1.

2.

3.

Determine if Diversity committee in place
Determine which groups included in mandate
Review T of R for role and mandate

l1 of 14

Review org chaf and identifu reporting structüe.

t.
2.

3.
4.

Determine whether previous CR assessment undertaken
Review results
Determine if action plan developed
Note date a¡d results oflast progress report.

1.

2.
t-

Review patient information forms.
Note ethnic codes inciuded and for which programs
Note whether optional or required

o\
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Strategic plan for MIS

Patient satisfaction
forms

Select program
evaiuation activities*
(back in time for 1 year
or five reviews
whicheve¡ comes first)

l. Plans for patient data include
measures of ethnicity/ culture
/immi sration status/ lansuaEe

Patient satisfaction forms
l. are in plain English,/French
2. a¡e avulable in other languages
3. address, or encourage feedback on,

issues of culture/diversity

Demographic profiles
available in house

i Diverse cultu¡al groups arc included in
evaluation activities
Evaluation includes assessment of
diversity issues
Program evaluators acknowiedge
challenges/limitations of inclusion

2

Local research reports*
þast year or past five
reports whichever comes
first)

)-

1. Identify if this included in strategic plan, and if so what
measures proposed

t. Provincial and local demographic
profiles available in house
Organization has mote detaiied
breakdown re etbnicity/language
Planaing activities ¡efer to these
materials

2.

i.
2.

3.

3.

Review latest patient satisfaction forms for literacy
Identifu languages in which forms available
Determine if forms allodencourage comments re
cultural appropriateness of ca¡e

Organization has included issues of
ethnicity/culture/language in past research
activities

12 of 14

1- Review fo¡ evidence of that language barriers addressed
through translation, provision of interpreters, or low
literacy materials
Review for specific strategies to include identified
g¡oups
Review for acknowledgement of limitations

2.

3.

1

2.
Make list ofprofiles available through research office
Identif, whether these have been elaborated for local
planning a. Review any locally produced materials, for
level of detaii re ethnicity/ianguage.
Review strategic plan for use of material3

1.

2.

J.

level

Review research for comparison by ethnicity/language/
cultu¡e
Review resea¡ch for mechanisms to include identified
gloups
Review fo¡ acknowledgement of research exclusion

\¡
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Research,/evaluation
guidelines

Information on formal
community linkages,
mechanisms*

1. Specific guidelines are in place to
facilitate inclusion of minorities in
research
Guidelines request aaalysis by
ethnicity/ culture/language where
appropriate

2.

Planning policies

Organization has formal linkages with
appropriate community groups
There is policy that directs
consultation with community groups
in program development and
evaluation
There is a community consultation;
strategy in place

a. Süategy recognizes linguistic
diversity of the community

3.

1.

2.
Determine if policy in place
Review policy on 7 dimensions

Policies will include requirement to
consider cultu¡al diversity of
community and clientele
Policies will require communþ
consultation which includes dive¡se
cultural groups

2.

13 of 14

Identi$ formal linkages
Identify formal policy and review
Review commurity consultation strategy

Review Table of Contents to identiff a) topics related to
culture, b) topics where cultural / diversity issues would
be expected to be relevant
Review these policies for inclusion of conside¡ation of
cultual issues
Where included, review for a) deñnition of cultural
group, b) requirement to consult



APPENDIX C
CULTURAL RESPONSIVE}TESS ASSESSMENT TOOL DOCUMENT POLICY REVIEW GTIIDELINES

DRAFT ONLY November 2002

List of inservices over
past year, including
outlines and objectives

OTHER Proposed by
Netional Network

I

Code of ethics
Family Advisory
Committee
Terms of
Reference
Agendas of
Board,
management,
committee
meetings

List will include specific cultural
topics
Outlines of other topics will
incorporate issues of culture where
appropriate

2.

*Specifics to be determined in consultation with sponsoring organization
+ identiff source of demographic data (Stats Canad4 unless more advanced profiles produced locally).
# base on organizational chaf

1.
")

3.
4.

Review list
IdentiS definition of "cultural group" used
Identif, topics areas where cultu¡e relevant
Review this list for inclusion of objectives, topics related
to culûIfe

14 of 14



of CR and its
importance within
the organization.

APPENDIX D: MATRIC OF DOMAINS AND DIMENsIoNs

responsiveness to the organization?
- How is recognition of divetsity
described?
- \X/hat approaches are demonsÉated by
various stakeholders within the
otganlr,zr.on?

- What approach(es) to staff cultural

Key Data Souces
(Documentation onþ)

diversity âre tz.ken (monocultual,
matching, represenratiorì, divetsity)?
- !Øhat poLicies ate io place to "tecruig
retain and promote" a culturally diverse
staff/governing body at all levels of the
otgzL¡,iraÎ:'oî?
- .A,re there consequences fo¡ lack of
cultural "competerìce", discriminatory
attitr:des?

- Mission st2remeng sttategic pian,
annual repott, staff /boztd/
vohrotee¡ o¡ientation materials,
public communication, program
descriptions, etc.

*Dimensions: 1' Defi¡ition of cultu¡e/cultu aJ grorp; 2. provider competence vs. client/org access; 3. multicultrual vs. antiracist vs.equity;4' individual or organizatronal intewention, 5. voiuntary ot teqrured, 6. apptoach to o:Itu¡al trainin g,7. 
^ppro^rhto ho-". r..o*."mânâgemefrt.

Is there an anti-discrimin¿tion poücy?
How are complaints handled?

Human resource policies

I of4

Pfâcûces
- U7orkfotce audit
- Volunteer program and policy
- Board, committee Terms of
Reference,
- Recruitment strategies, hiting
guìdelines
- CHSA. acc¡editation ¡esults
(leadership)
- staff, board, voh:nteer odentation

- Recogrrition of
diversitv of
commuoity in
vision, mission
and materials
- Commitrnent to
tesponsiveness in
mission, vision,
etc.
- Inclusion in
o¡ientation

sküls included in
job descriptions
- !Øorkforce audit
rn place
- Speci6c policies
related to
employmert
equity, afÊ:rnative
action, etc-



3. Education and
Ttaining

- IX/hat are tle cultr:ral training
requûements and to whom do they
apply?

- Vhat is the philosophy and content of
training?
- What is the response to üâiniûg?
- \Mhat is community involvement in
training?

4. Langazge
Âccess services

APPENDIX D: MATRIC OF DOMAINS AND DIMENSIONS

- Does the organizatron require use of a
qualified inte¡preter?
- What strategies âfe in plâce to meet
language needs of clients?
- Søhat lesources are provided to support
languaç access?
- What protection is given to patient
rþhts to informed consent and
confidentiality?
- How are responses to lânguâge access
perceived at various levels within the
otgan¿ation?
- \X/hat strategies ate in place for quality
control?
- Does policy and practice recognize the
complexrtv of lansuâee interDretadon?

- Human resoutce trzining policy.
- Cur¡icula fot culnual/diversity
uaining
- Evaluation process and results
- Training recotds
- Volunteer progtâm and boâid
training

*Dimensions: 1. Definition of cultue/cuttural gtoup; 2. provider competence vs. client/org access; 3. multicultr-ual vs. antiracist vs.
equity; 4. i¡dividual ox otganiz*tonal intervention, 5. voluntary or required, 6. approach to cultural ttaining, 7. approach to human resoruce
mânâgement.

- Policy and procedu¡es on
interpretet use (Iist of key elements)
- Language access proglam
descriptions
- Records on services provided
- Job descriptions for interpretets
- Stategic plan
- Languages in which client
information available
- Training and evaluation
tequirements for interpretets
- Budget

- !Øhat training is
tequited and by
whom.
- Key elemens of
training (checHist)
included

2of4

7,3,4,5,6,7

l(ey elements:
- Payment by
institution
- P¡oviders
tequired to use

- Information on
rights to
trterptetet in
languages of
community
- .A.ssessment and
evaluation process
in place
- ?oliry te family,
volunteefs, stâff

7,2,3,4,5,

b.)



5. lnlormaÍon fof
clients ând
community

- To what extent does the organization
prowide materials in the languages of the
community?
- Does information add¡ess the specific
demogtaphic, cul¡rtal issues of the
community?
- What safeguards are in place re:
accuracy and appropriateness ?

- How is the communiw involved?
6. (hg^ntz
framework,
integration

APPENDIX D: MATRIC OF.DOMAINS AND DIMENSIONS

- To what extent is cultual
tesponsiveness integtated tlroughout the
otganization?
- ,tre staff at the ptogram level awate of
and supportive of orgrizztional policy? -
- Hov¡ is organizational policy
opentronalized?
- IüØhat accounability structures are in
place?

- Lists of patient related materials
- Lists ofresource available in othe¡
language
- Signage in other languages
- Íist of cultrue speci6c matedals
- Guidelines for tmnslation/
development o¡ use of ftansl¿ted
materials
- Süatesic olan

*Dimensions: 1' Definition of culture/culturai group; 2. provider competence vs. client/org access; 3. multicultu¡al vs. antiracist vs.equity; 4' individual or otganizational intervention, 5.ìol'ntary or required, 6. approach to -îo,,a *i"i"g, 7. approach a h,.'-rr, ,.ro*..manâgement.

- Plan and support structure for
cultural responsiveness
- Inclusion of responsiveness in
strategic plan
- Organizational chzrt
- Diversity Committee aad
rePofting structufe
- CCHS,{ tesults
- Boatd, seniot management and
key committee agendas

_ ,r., o¡ 
^rr"ìtablepatient resources

- # o1 fesowces Ít
othet languages
- Community
specific materials

3 of4

1. 2 L

-Diversity
committee in place
-Decision making
power of
committee
-Identiãable
person responsibie
ât senior ievel
-CR included i¡
key aspects of
strateøic olan

5

t,2, 4,5,6,7

N)
l.J



7. Data Collection,
evaluation and
tesea¡ch

a) Collection of
data on individual
clients

b) Collection of
data on
communities

c.) Research and
evaluation

- Has the organization undertaken âny
assessment in ttre past? If so what have
been the results?
- To $'hât extent ate cr:ltual minorities
included i¡ research and evaluation
activities?
- Sühât data on ethnic va¡iables are
maintai¡ed?
- ¡ùØhat a¡e ttre attitudes of policy makers
and providers to collection of such datâ?
- ï?hat information on the community
sewed is available within the organization
To what extent is it used in plannng?
- How a¡e com¡nunities involved in
needs assessmen! research and
evaluation?

APPENDIX D: MATRIC OF DOMAINS.A,ND DIMENSIONS

8. Partrcipation of
Community

- Copres of tools used in pasg
resulting action plans and progress
lePOlts.
- CCHSÁ, results
- Sttategic plan
- Patient satisfactioû fofms
- Results of other evaluation
activities
- Patient information forms
- Management ilformation systems
and planning
- Demographic proûles
- Strategic plan
- Local research ¡eports; program
evaluations.
- Research/evaluation quidelin es

- ìØhat strategies are in place for
community paticipation?
- S7hat ate perspectives of intemal
stakeholders on such participation?
- U7hat ate perspectives of
advocates/reptesefltatives to such
patticipation?

*Dimensions: 1. Definition of cultrue/cr:Itural gtoup; 2. providet competence vs. client/otg access; 3. multicuitural vs. antûacist vs.
equity; 4. individual or otganizational intewention, 5. voluntary or required, 6. approach to ciltuat training 7. apptoach to human resoluce
m2nâgement.

- Client evaluation
fotnrs diffe¡ent
languaçs
- Research policy
that addresses

participation of
speciñc cultrual/
languaç groups
- Presence of
ethnic identifiers
- .A.nalysis of data
by cultural group

4of4

- Formal linkages, evidence of
rnformal participation at va¡ious
levels.

- Terms of ¡efetence, boatd and
key committees

7,2,4,5

- # and range of
groups involved; -
- tole of
community reps
(govemance,
program dev.,
evaluation,
consultation,
receipt of
information\

1,5

N)
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APPENDIX E

DRAFT 3: Role of "Cultural Responsiveness,' Steering Committee

The "Cultural Responsiveness" Steering Committee is an ad hoc committee appointed by
the Program Management Team to liaise with the research study: "Assessing the
Responsiveness of Health Care Organizations to Culturally Diverse Groups". The
committee will remain in existence until the project is completed (target date for
completion: summer 2003).

The functions of the committee are to:
. Act as liaison between "Cultural Responsiveness" study and program

Management Team
r Assist the investigator to obtain access within (NAME OF FACILITY)' o Act as liaison behveen project and staff

o Provide practical assistance to project implementation as required.
¡ Provide consultation to investigator on project communication plan, sampling

strategy, identification of resources and implementation of the project
o Provide guidance on issues affecting project implementation as required
o Identit to the investigator potential organizational issues that may affect project

implementation and effectiveness
o Develop a plan/recommendations regarding communication of results within the

organization
o Evaluate the process of collaboration on student research projects, and make

recommendations for future activities.

Frequency of meetings: Every two months or at the call of the chair,

Reporting: The "Cultural Responsiveness" Committee reports to the (NAME OF
FACILITY/PROGRAM) Program Management Team.
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APPENDIX F: F,A,CILITY \ryEB SITE POSTING

Assessing the Responsiveness of Health care organ¡zations to curturally Diverse
Groups

Many working In the health care system recognize that services must be responsive to the
needs of culturally diverse patients and their famil¡es. several tools have beên developed to
help organizat¡ons assess the culturar responsiveness of their programs and services.
However, few of these toofs have been developed in canada, and it is not clear whether the
results obta¡ned from these assessments are valid or accurate.

To address this need, sarah Bowen, a phD candidate with the Department of community
Health Sciences, University of Manitoba, is conduct¡ng a research project ,,Assessing thi
Respons¡ve¡ess of Health care organizâtions to culturally Diversé Groups" that wiliaddress
the follow¡ng questions:

. How can ¡ndicators of "best practice" in responsiveness to the needs and priorities of
culturally diverse and marginalized groups be incorporated into a policy/dòcument
assessment tool?

. Are the results of a document review consistent w¡th f¡ndings obtained through other
methods (such as ¡nterv¡ew¡ng staff)?

. What effects does undertaking such an assessment have with¡n organizations?

IIE ProgFm Management Team of (NAME OF FAC|LtTy) and the (NAME OF HEALTH
9914.P!FI) Research lmpact comm¡ttee have approved the project, and agreed that (NAME oF
FAclLlrY) wi¡f be the test site for the draft assessment instrumeñt. The proþosal has âlso
rece¡ved eth¡cal approval from the Health Research Ethics Board, univeisity of Manitoba.

The ¡nvestigator has designed a policy / document assessment tool, based on best practices
identified in the literature. This tool is intended to assess the responsiveness of orgánizations to
culturally diverse groups. The steer¡ng committee of the Nationâl Network for culiural
competency in Paediatric Health care is providing expert review of the draft ¡nstrument. (The
executive summary of a background paper prepared by sarah Bowen, which contr¡buted lc the
National lnitiative for cultural competence in paediatric Health care, along with background on
this initiative, are available at http://www.caphc. orglpartnersh ips_cuitu ral, htmi ).

The instrument is now being applied in one sett¡ng -(NAME oF FAclLlry)- w¡th additional input
being obtained from other paed¡atr¡c hosp¡tals through the part¡cipation ofihe Steering Committee
of the Nat¡onal Network.

Organ¡zational policies and other documents identified in the assessment instrument are curren¡y
being collecÌed. Afterreviewing and analyzing the documents, the invest¡gator w¡ll invite some
members of the (NAME oF HEALTH REGION) board, management and iospital staff (as well as
family.and community representatives) to part¡cipate in individual interviews or focus gräups.
This phase ofthe research (scheduled to take place between March and June 2003)is iniended
to obtain additional input and feedback on the results of the document review proceés, and will
assjst in determining whether the results of this review give an accurate picture of the approaches
and activ¡ties of the hospital. This informat¡on w¡ll be used to develop recommendations ón
whether.a documenl review process is a useful strategy in assessing organizational
respons¡veness to diverse cultural groups, and should also be used ln oiher hospitals.
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Upon completion of the project, the final report of the study will be provided to (NAME OF
FAqlLlrY,) Pro.gram Management ream. The investigator will also schedule a þresentation on
study f¡nd¡ngs if there is ¡nterest within the hospital. lt is hoped that information learned from this
study w¡ll help the (NAME oF PRoGRAM) program better understand and respond to indiv¡duals
from diverse backgrounds.

T!g_(N{ME OF PROGRAM) eroO_rgry J91m has appointed a steer¡ng committee, consisting of
(Llsr oF NAMES oF coMMtrrEE MEMBERS) Regufar reports on t-he pro¡ect äre provideä to
the (NAME OF PROGRAM) Program Team.

lfyou have any quest¡ons about the project, orwould like to make a suggestion, please contact:
sarah Bowen (Project investigator) (ema¡l address and phone numberjór (NAME), chairof site
Advisory Committeè) (email and phone number).
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ÈTiiF.å ë¡:¡lËÌ,?

Illlhatmakes a (facility) rcsponsiveb patienb
and families fronr diverse backgrounds?
How canthß responsiveness be measured?

To help answer these questions, a research study is now underway. The project
researcher is looking at policies and other documents from (Name of Facility) to see
what these wr¡tten materials can say about how well the hospital is meeting the needs of
patients, families and staff from diverse cultures. lt is hoped that information learned
from this study will help the (Name of Program) Program better understand and respond
to the needs of individuals from diverse backgrounds.

Between March and June 2003, the researcher will also be interviewing some
staff individually, and holding focus groups with staff and community
representatives. Staff will be contacted directly if they are chosen to
participate in these activ¡t¡es. The purpose of the interviews and discussions
is to compare the results of the document review with the experience of staff
and families. Do the two approaches (reviewing documents and talking
directly to families and staf0 paint the same picture?

The (Name of Facility) Program Management Team and the (Name of Health
Complex) Research lmpact Committee have approved this project.
Additional information is available on the on the (Name of Facility) website at
(web site address).

lf you have any questions about the project (or would like to make a
suggestion) please contact the project researcher, Sarah Bowen at (phone
number), or by email at (website address).

Sarah Bowen, the project researcher, is a PhD candidate, Department of Community
Health Sciences, University of Manitoba.
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APPENDIXH

LIST OF MATERIALS REVIEWED AT TEST SITE

POLICY AND PROCEDURES MANUALS

1. Corporate policies and procedures
a. Table of Contents
b. Introduction
c. Culture related policies

i. Inuit people, service to
ii. Native people, service to
iii. Admission of uninsured patients

2. Human Resource Policy and procedures (Health complex)
*See also Aboriginal Seruices
*See also Employment Systems Review
*See also Education and Training

a. Table of Contents
b. Introduction
c. Mission statement
d. Aboriginal Knowledge Preference Clause (found on intranet, not in

manuals)
e. Employeeorientation
f. General Holidays
g. Recruitment-non-discrimination
h. EducationalVerification
i. Education /professional development leave (draft Nov. 2002)
j. Reimbursement for Courses (all non-union employees) (draft)
k. Guidelines, Management Performance Review Process
l. PerformanceManagement
m. Employee ComplainVGrievance Procedures
n. French language policies

i. Recruitment to designated French language positions
ii. French language proficiency testing
iii. Educational leave, French language training
iv. Course reimbursement - French language training

o. Aboriginal Voluntary SelfDeclaration Form
p. Aboriginal Human resource Initiative

i. Materials from regional website

3. Nursing Policy and procedures
a. Table of Contents
b. Preface
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4. Patient Care policies and procedures
a. Table of Contents
b. Critical elements applied to all patient care policies and procedures
c. Consent policy (in separate file)
d. Interpretation policy (in Language Policy file)
e. Alternative Care: Provision of

OTHERRESOURCES

5. Aboriginal Services (see also Stafftraining and development - culture)
a. Fact Sheet: Aboriginal Health Services
b. Patient I¡take Referrals
c. Aboriginal Health Services Patient/Refenal/Consult form
d. Chart of Aboriginal health services department
e. Regional job descriptions

1. Program Manager
2. Regional Aboriginal Patient Advocate
3. Aboriginal Liaison worker
4. Aboriginal regional spiritual/cultural care Coordinator
5. Patient site coor.dinator
6. Regional discharge coordinator

f. Pamphlets
i. Aboriginal Health Services
ii. Aboriginal Health Services - Advocacy
iii. Aboriginal Health Services - Language and Translation Services
iv. Aboriginal Health Services - Spiritual and Cultural care
v. See also Language Services

g. Continuum of Care Strategy - Aboriginal health services - Binder
i. See also regional terms of reference

h. Repof of the Aboriginal Services Review committee
i. Health Complex Aboriginal Affairs Committee Terms of Reference 2001

6. Annual Reports
a. (Name of Facility) Foundation
b. Health Complex
c. Health Region (see health region files)
d. 2002 Annual Report to the Community, (Name of facility) Foundation

7. Code of conduct
a. From cultural transformation binder

8. Committee terms of Reference (Staff)
a. List removed to mask site

9. Committee Terms of Reference (Community)
a. List removed to mask site
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10. Complaints/ConflictResolution
a. Description from organization website
b. Complaint Data Collection Form
c. Regional Policy and Procedure: Client Complaints Management System
d. Occurrence Report
e. Patient Representative Office (Health complex) Record of patient Contact

11. Consent
a. Informed Consent Policy (from Patient Care Policy and procedure

manual)
b. Admission Agreement
c. Foreign Resident Agreement

12. Employment Systems Review
a. Selected documents

13. Information for professionals
a. Names removed to mask site

14. Informationforpublic/clients
a. General website

i. Departments and Services
b. Family Advisory Committee (pamphler)
c. Name of Facility þamphlet)
d. Leaming through play (Child Life Departmenr) þamphlet)
e. Music Therapy program (pamphlet)
f. Family Information Handbook
g. (Name of Province) Child Injury Prevention News, Winter 2002
h. (Name of facility) Clinic Newsletrer, Fall2002
i. Report to the Community, (Region, Spring/Summer, 2002)
j. Research from bench to bedside
k. (Health complex) Patient Services and Information Directory
l. (Health complex) Foundation: The practice of good medicine, March 2003
m. Additional resources: Names removed to mask site

15. InformationSystems
a. Application for Employment (demographic info collected on staff)
b. Nursing Dat¿ Base
c. Clinic Registration Form
d. Emergency Documentation form
e. Provincial Health Day Care abstract

16. Language Policy and Services
a. French Language Policy - (Name of Facility) Corporate policy and

Procedures manual)
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b. (Name of Facility) Multidisciplinary Patient Education Committee Policy:
French language translation

c. Information sheet: French language services
d. Info sheet French language services - Interpreter services þrocedures for

requesting)
e. Info sheet - French Language Services - Interpreter's Guide
f. A¡nouncement: Associate to CEO French Language Services
g. Interpreter Network September 2002 (list of designated staff available for

interpretation)
h. Job description: Aboriginal Interpreter/Resource Worker
i. See Also:

i. Interpretation Service Policy (HSC Patient Care P and P manual)
ii. French language policies (HR Policy and procedures manual)

j. Regional Policy and procedures: Communications in Official languages

17 . Mission, Vision, Values
a. Facility Mission (website), Vision, Family Centred Care position

statement
b. Health complex Mission
c. Regional Mission, Vision, Values and Principles
d. Family Centred Care info sheet
e. See also

i, (Health Complex) Arnual report
ii. Facility website
iii. Draft Mission, Vision in Programs and Services

f. Child Health Mission and Visioning Process Staff Feedback Fall 2002.

18. OrganizationalCharts
a. Region 2001
b. Slide presentation (Facility)

19. Patient Education
a. Facility Patient Education Manual

i. Introduction
ii. Index
iii. Family Information Library - Pamphlet Clearing House Pamphlets

by subject, 2002
iv. Patient Education Standards for Written Materials Used for

Teaching Adults and Children
b. Circle of Smiles Campaign

20. Program/ServiceEvaluation
a. (Name removed to mask site) Child Health Program Final Report May

2001
b. Child Health Operating room report
c. Wait times
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d. Analysis of Orthopedic Reduction data
e. Assessment of Family-centred care at (Name of Facility)
f. Assessment of Family-centred care at (Name of Facility) PICU
g. Analysis of the Family Centred Care In Hospitals Self-Assessment

Inventory, Executive Summary
h. Review of Aboriginal Services at the (name of two health complexes)

21. Programs and Service DescriptionsÆR
a. PowerPoint presentation, November 2002
b. (Name of facility) information package
c. Child Development Clinic, General Information for Referring

Professionals
d. Diagnostic Services for Alcohol and Drug Exposed Chitdren

22. Quality
a, See also committee terms of reference
b. See also progrâm evaluation
c. Facility Quality team: Balanced Scorecard
d. AIM quality dimensions

23. ResearchPolicy/Guidelines
a. Terms of Reference, (Health Complex) Nursing Research Committee

24. Research Studies
a. (Health complex) Nursing Research Activities and eI projects (intranet)
b. Final Report, Review of Aboriginal Services April 2001
c. Second draft ofthe Evaluation ofCross Cultural Awareness Training,

May 13, 1998

25. Spiritual Care
a. (Health Complex) program description, website
b. Baptism of Infants and Children 1998

26. Staff Orientation
a. Welcome toQ\lame of Facility): Staff Orientation Handbook
b. (Health Complex)-Wide Nursing Educarion Program Update: July 17,

2002
c. Foundations of Child and Women's Health Nursing Practice Course

Content, draft 5

d. Foundations of Child Health Nursing Practice Course Content Objectives,
draft 6, Novemb er 2002.

27. Stafftraining and Development - Cultural Training
a, Surnmary list of educational programs and services (website)
b. Aboriginal Cultural Awareness Education (website & printed)
c. Aboriginal Culture Awareness Training: Participant Manual , 1998
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d. Statistics on HSC Staff participation in Aboriginal Culture Awa¡eness
program

e. Aboriginal Culture Awa¡eness Workshop - HSC participation 1996-2001
f. Aboriginal Culture Awareness Workshop - Attendance 200l-2002
g. Aboriginal cultural Awareness: Training Program Needs Assessment
h. Aboriginal Cultural Awareness Workshop Content and Agenda
i, See also Research reports

28. StaffTraining and Development - general
a. (Health Complex) Education Services Staff Development and Education

Courses, Fall-Winter 2002
b. Education Services - Program Report, Sep 2002-Mar2003
c. Proposal (Health Complex) - Orientation project

29. Strategic, Business and Operational Plans
a. Regional Program 3 year business plan to 2005/2006, Child Health

Program
b. Regional Priorities and Initiatives, 2001/2002 (Website)
c. Regional Goals, Measures and Strategies
d. Famity Centred Care Implementation plan
e. Health Complex Goals and Obj ecfives,2002-2005
f. Strategic Plan for Child Health 2003-2005: Working document:

responding to Health Complex Goals and Objectives

30. Volunteer program
a. Volunteer Services Goals and objectives, 2000-2001
b. Volunteer Policies
c. Volunteer Handbook

Health Region Documents

31. Regional Board Agendas and Minutes
a. Board resource binder Table of Contents
b. Cunent fiscal year

32. Regional Committee Terms of Reference
a. Ethics Committee
b. Population Health Committee
c. Programs/Services Committee
d. Continuum of Care strategy Planning Working Group; Health status

working group, Accessibility Working Group.
e. See also specific population groups

33. Regional Policy
a. See also Language
b. See also Complaints/Conflict
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Regional public materials
a. Access (name omitted)
b. Arurual report, 2001/2002
c. Child and Adolescent Mental Health Program
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APPENDIX I: LETTER TO POTENTIAL INFORMANTS

Dear

I am writing to invite you participate in an individual interview as part ofthe research
project "lssessing the Responsiveness of Health Care organizations to Culturally
Diverse Groups ". As you may be aware, the objective of this project, which is based at
(Name offacility), is to determine whether a review of organizational policies and other
documents is a useful strategy for assessing such responsiveness. More information is
available through the (lrlame of facility) website (¡49þþ address).

The Program Management Team of (Name of Facility) and the (Name of Health
Complex) Research Impact Committee have approved the project, and agreed that (Name
ofFacility) will be the test site for the draft assessment instrument. The proposal has also
received ethical approval from the Health Research Ethics Board, University of
Manitoba. The National Network for Cultural Competency in Paediatric Health Care is
acting as the expert panel for review of the assessment instrument.

The first two phases ofthe project (development ofa draft assessment instrument, and
analysis ofmaterials collected from Name ofFacility) have now been completed. The
next phase ofthe project involves interviews with key informants with expertise and
responsibility in key areas identified in the assessment instrument. The purpose ofthe
interviews is help determine to what extent the findings of the document review are
reflective ofactual approach and practice in the area ofcultural responsiveness.

Most of the individuals selected for interviews will be from (Name of Facility), but some
staff, management and board members of the (the region and health complex) will also be
invited to participate. Suggestions for individuals to be interviewed have come from a
number of souces: my review of organizational responsibility areas; the Program
Management Team and the project steering comnittee; and other interviewees. The list
ofthose I have chosen to invite to an interview from among this list is, however,
confidential.

The objectives ofthe interview are to:
¡ confirm that all relevant organizational documents have been identified
. explore knowledge, attitudes, and approaches to cultural responsiveness ofkey

stakeholder groups
. explore perspectives on the level of responsiveness achieved by the organization
. assist in planning for the frnal phase ofthe project (focus groups).
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Participation in the project is completely voluntary, and your decision to participate wilt
not be shared by me with any other person. you are also authorized to participãte in this
project on work time. However, it is recognized that it will be necessary for some
interview participants (e.g. those scheduled to specific shifts ofdirect patient care) to
noti$' their supervisor of their participation ifthey wish to participate òn work time.
should these individuals agree to participate, they have two options. one option is to
meet outside of work time (in which case confidentiality of participation can be
provided). The other is for staff to notify their supervisor, in order to be released during
work time. If it is necessary for staffto obtain such permission, I will be happy, at theii
request, to make arrangements with their supervisor. Interviews are anticipat¿d to take
from 45 minutes to one hour.

Please let me know if you would be willing to participate in an interview for this project.
I can be reached by phone at (phone number), or by email at (email address). Foi your
information, I have included a copy of the Information and Consent form for the
interview. This provides more info¡mation on the project, and outlines the safeguards
taken to protect confidentiality of participants.

If you have any further questions about the project, please do not hesitate to contact me.
IfI do not hear from you by (insert date), I will contact you at (recipients phone number)
to determine your interest.

Thank you for your support of this project.

Sincerely,

Sarah Bowen, 8.A., M.Sc.
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Department of
Community Health Sciences
750 Bannatyne Ayenue
Winnipeg, Manitoba
Canada R3E 0W3
Fax (204) 789-3905YìjT:L'lll I ru.urtyof MedicineOF IVIANITOBÀ I

RESEARCH PARTICIPANT INF'ORMATION AND CONSENT FORM

INTERVIEW

Title of Study:
Assessing the Responsiveness of Health Care Organizations to Culturally Diverse Groups.

Principal Investigator: Sarah Bowen, M.Sc.

Co-Investigator:

Departrnent of Community Health Sciences,
University of Manitoba
750 Bannatyne Avenue, Winnipeg, MB R3E 0W9
Phone: Q04)774-6121.

Dr. Joseph M. Kaufert
Departrnent of Community Health Sciences
University of Manitoba
750 Bannatyne Avenue, Winnipeg, MB R3E 0W9
Phone: (204) 789-3798.

You are being asked to participate in a research project. Please take your time to review this
consent form and discuss any questions you may have with the investigator(s). You may discuss
your decision about participating in this study with your colleagues or supervisor before you
make your decision. Please ask one of the investigators listed above to explain any information
that you do not clearly unde¡stand.

Purpose of Studv

This research study is being conducted to develop and trial the use ofa policy/document analysis
tool designed to assess the responsiveness ofhealth care organizations to culturally diverse
populations. The impact ofsuch assessment on the organization, and potential for the
assessment process to promote development ofcultural diversity initiatives will also be explored.
The results of the study will be used to develop recommendations for strategies for assessment of
ofganizational responsiveness to diverse cultural groups. This is an independent study conducted
by Sarah Bowen, a Ph.D. candidate in the Department of Community Health Sciences, under the
supervision of Dr. J. Kaufert.

ASSESSING THE RESPONSIVENESS OF HEALTH CARE ORGA.NIZATIONS TO CULTURÄLLY
DIVERSE GROUPS
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The (N¿¡¡4B OF ORGANIZATION) has agreed to provide the site for a trial of this instrument,
and has given permission for staff to participate. This trial is focused on one program area, the
Child Health Program. The National Network for Cultural Competency in Þaeãiatric Healrh is
also collaborating in this activity, and has provided expert review ofthe draft instrument.

The study consists of two major components. The first component involved developing the
research tool based on best practices identified through a critical review ofthe ¡eseaich literature.
This instrument was used to review (NAME OF REGION, HEALTH COMPLEX AND
FACILITY) documents in order to assess organizational responsiveness in eight categories: a)
human resource management; b) diversity training; c) language assistance services; d)
information for clients and communities; e) an organizational framework to support cultural
diversity initiatives; f) data collection, evaluation and research; g) community pãrticipation; and
h) the general profile of issues of culture and diversity within the organization). Thii phase of
the project has been completed and preliminary analysis ofthe documents undertaken.

The second phase ofthe study, in which you are being invited to participate, is exploring the
validity ofthese initial findings tluough consultation with various stakeholder groups
(ORGANZIATION Board, management, and staff, union representatives, and ieprésentatives of
community organizations and client advocacy groups). The NAME oF ORGANIZATION has
given approval to these activities, including permission for staffto paÍicipate on work time.
Individual semi-structured interviews and focus groups will be conducted in order to explore the
perspectives and practice of st¿keholder groups regarding organizational responsiveness to
culturally diverse groups; knowledge of, and support for, organizational policy; acceptance of
assessment findings; and recommendations for future activities.

A total of30-50 participants will participate in this study, either in individual interviews or focus
gÌoups.

Studv procedures

You are being invited to participate in an open-ended, semi-structured interview conducted by
sarah Bowen, the principal investigator. Participation in this activity is voluntary, and you may
decline to participate. This interview wilt take 45 minutes to I hour. The interview wiil be
scheduled at a time and in a place convenient for you. Interviews will explore the perspectives
ofvarious stakeholders on organizational responsiveness to diverse culturat groups; gaiher
information on cunent practice; and explore other sources that should be included in the
assessment,

You may, over the course ofproject be contacted for follow-up questions. you may decline to
participate in these follow-up activities. Following completion of the project, you will not be
required to participate in any follow-up activities.

ASSF^SSING THE RESPONSIVENESS OF HEALTH CARE ORGANIZATIONS TO CULTURÄLLY
DIVERSE GROUPS
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Ifyou agree to participate in this study, you may withdraw your participation at any time, or
decline to answer any question.

The final report of the study will be provided ro rhe (rlAME OF ORGANIZATION). An abstract
of the report will be sent to all interview and focus group participants with information on where
the full report may be obtained. A presentation on study findings will be scheduled ifthere is
interest from participants.

Risks and Discomforts
No research study is without risks. Because of the small number of individuats participating in
interviews, there is always some risk that some ofthe opinions, discussions or events reported
may be recognized or linked to you in some way. Ifyou request to participate in the project on
work time, your manager \¡/ill know that you participated in the project. you may feel some
discomfort or anxiety in being asked to respond to questions on this topic. However, you may
decline to respond to any question.

Benefits
There may or may not be direct benefit to you from participating in this study. We hope the
information leamed from this study will help the child Health program of the (REGION), the
(REGION) in general, and other health organizations in Canada by providing a tool for assessing
their responsiveness to culturally diverse populations.

Costs
None

Payment for narticipation
You will receive no payment or reimbursement for taking part in this study. Staff of the WRHA
are, however, authorized to participate in the study on work time.

Confi dentiality - Individual interviervs
No personal information will be gathered in this study. All information gathered will be kept
confidential. Participants are authorized to participate in the interviews on work time.
Depending on your position, you may be required to request time away from your shift from
yow supervisor: this would require that your supervisor be aware ofyour participation.
Alternately, ifyou wish your participation to be completely confidential, you may arrange for the
interview to take place outside of work hours. The investigator will not share your decision to
participate, or decline to participate with any other person and only the investigator will have
access to interview notes. Notes on interviews will be identifred by a code only, and stor.ed in a
locked cabinet in the investigators private office.

Information gathered in this research study may be published or presented in public forums,
however your name and other identifying information wíll not be used or revealed. Despite

ASSFSSING THE RF-SPONSIVENESS OF HEALTH CARE ORGANIZATIONS TO CULTURALLY
DIVERSE GROUPS
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efforts to keep your personal information confidential, absolute confidentiality cannot be
guaranteed. The University of Manitoba Health Research Ethics Board may review records
relatèd to the study for quality assurance purposes.

Voluntary Particirration/Withdrawal from the Studv
Your decision to take part in this study is voluntary. You may refuse to participate, decline to
answer any question, or withdraw from the study at any time. Your participation or lack of
participation will not influence your employment with the (ORGANIZATION) in any way.

Ouestions
You are free to ask any questions that you may have about your rights as a research participant.
If you have any questions now or after the study, contact the investigator Sarah Bowen at (204)
774-6121, or her supervisor, Dr. Joseph Kaufert, at789-3798.

For questions about your rights as a research participant, you may contact The University of
Manitoba, Baruratyne Campus Research Ethics Board Office at (204) 789-3389.

Do not sign this consent form unless you have had a chance to ask questions and have received
satisfactory answers to all ofyour questions.

Statement of Consent
I have read this consent form. I have had the opportunity to discuss this research study with
Sarah Bowen or Dr. Joseph Kaufert. I have had my questions answered by them in language I
understand. The risks and benefits have been explained to me. I understand that I will be given a
copy of this consent form after signing it. I understand that my participation in this study is
voluntary and that I may choose to withdraw at any time. I freely agree to participate in this
research study.

I understand that information regarding my personal identity will be kept confidential, but that
confidentiality is not guaranteed. I authorize the inspection ofany of my records that relate to
this study by The University of Manitoba Research Ethics Board, for quality assurance purposes.

By signing this consent form, I have not waived any ofthe legal rights that I have as a participant
in a research study.

I agree to participate in an individual interview for the project I ssessing the Responsiveness of
Health Care Organizations to Culturally Diverse Groups.

Participant signature. Date

Participant printed name:

ASSESSING THE RESPONSIVENESS OF HEALTH CARE ORGANIZATIONS TO CULTURALLY
DIVERSE GROUPS
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APPENDIXK

SAMPLE INTERVIEW GUIDE

Review objectives of key informant interviews

o confirm that all relevant organizational documents have been identified
' explore knowledge, attitudes, and approaches to cultural responsiveness ofkey

stakeholder groups
¡ explore perspectives on the level of responsiveness achieved by the organizationo assist in planning for the frnal phase ofthe project (focus groups).

Revierv consent and information form
o Review objectives ofproject, address any questions. stress that the assessment is

not ofthe facility, but of the assessment instrument.
r Review consent, stressing voluntariness and strategies to ensure confidentiality

General Questions:
1 . The vision statement of (facility) and many other documents refers to a

commitment to " cultural sensitivif ". How do you interpret this?

2. Given the number of challenges facing health care providers today, how important
do you feel "cultural responsiveness" is? Why do you feel this?

3. To your knowledge, has this organization undefaken any activities to assess the
cultural responsiveness of (facility)?

4. When people use the expression culture, or cultut al group they often have
particular practical definitions in mind.

o In your position as _ how would you define these terms?
o In your opinion, how are these terms understood by staff of the

organization? (Probe, disability, poverty, religion, sexual orientation)
o In your opinion, which..cultural groups" should be included in CR

initiatives?

5. How would you describe the approach and position of (facility/region) in
addressing issues of cultural responsiveness?

6. Are you aware of specific national or intemational standards and best practice
related to cultural responsiveness of health organizations?

7. How successful do you feel (the organization) has been meeting best practice
standards in cultural responsiveness. probe

o Do you think there has been improvement over time?
o What do you think needs to be done in this area?
o What are the organizational supports, barriers to such actions?
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o What are areas of strength?

8. what implications do you feel that improved responsiveness to culturally diverse
groups would have for (specific area) In other words, what do you see as needing
to be done in _ to increase cultural responsiveness?

9. As you know the purpose of this sh-rdy is to determine whether a document review
is a useful strategy to assess cultural responsiveness. I have gathered a number of
materials from (facility, health complex, region) identified in the assessment
document. For example in your area I have identified (insert tist)

o Are there any other policies, guidelines, program / service descriptions,
research or reports that deal with cultural diversity etc.

o A¡e there any initiatives in this area, or unofficial policy or practice that
you think I should know about?

o Do you think that the policies, documentation @ive speciJìc examples
related to area) Ihave located accurately reflect the policy of the
organization? What might be missing? probe.

o Do you think that the policies, documentation accurately reflect the
practice of the organization?

Specific Questions l¡ased on analysis of documents, and role of informant:

Examples:

10. What formal linkages does the (parent committee) have with community-based
groups?

11. Are you satisfied with how the (specific initiatives) have been able to include
families from diverse cultural backgrounds?

Closing questions
12. Is there another individual or position within the organization who should be

included in these interviews?
13. Is there anything else you think I should know?
14. Any other questions you think I should be asking?
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Department of
Community Health Sciences
750 Bannat''ne Ayenue
Winnipeg, Manitoba
Canada R3E 0W3
Fax (204) 789-3905Ur.uvBnsrrY I '-;î;;;i;" I Facultyof Medicine

RXSEARCH PARTICIPANT INFORMATION AND CONSENT FORM

FOCUSGROUP

Title of Study:
Assessing the Responsiveness of Health care organizations to culturally Diverse Groups.

Principal Invesfigator: Sa¡ah Bowen, M.Sc.

Co-Investigator:

Deparûnent of Community Health Sciences,
University of Manitoba
750 Baruratyne Avenue, Winnipeg, MB R3E 0'W9
Phone: Q04)774-6121.

Dr. Joseph M. Kaufert
Departunent of Community Health Sciences
University of Manitoba
750 Bannatyne Avenue, Winnipeg, MB R3E 0V/9
Phone: (204) 789-3798.

You are being asked to paficipate in a research project. please take your time to review this
consent form and discuss any questions you may have with the investigator. you may discuss
your decision about participating in this study with your colleagues or supervisor before you
make your decision. Please ask one of the investigators listed above to eiplain any information
that you do not clearly understand.

Purnose of Study

This research study is being conducted to develop and trial the use ofa policy/document analysis
tool designed to assess the responsiveness ofhealth care organizations to culturally diverse
populations. The impact of such assessment on the organization, and potential foi the
assessment process to promote development ofcultural diversity initiatives win also be explored.
The results ofthe study will be used to develop recommendations for strategies for assessment of
organizational responsiveness to diverse cultural groups. This is an independent study conducted
by sarah Bowen, a Ph.D. candidate in the Department of community Health sciences, under the
supervision of Dr. J. Kaufert.

ASSESSING THE RESPONSIVENESS OF HEALTH CARE ORGANIZATIONS TO CULTURALLY
DIVERSE GROUPS
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The (NAME OF ORGANIZATION) has agreed to provide the site for a trial of this instrument
and has given permission for staff to participate. This triat is focused on one program area, the
Child Health Program. The National Network for Cultural Competency in Paediatric Health is
also collaborating in this activity, and has provided expert review ofthe draft instrument.

The study consists oftwo major components. The first component involved developing the
research tool based on best practices identified through a critical review ofthe research literature.
This instrument was used to review (REGIONAL, HEALTH COMPLEX AND FACILITÐ
documents in o¡der to assess organizational responsiveness in eight categories: a) human
resource management; b) diversity training; c) language assistance services; d) information for
clients and communities; e) an organizational framework to support cultural diversity initiatives;
f) data collection, evaluation and research; g) community participation; and h) the general profile
ofissues of culture and diversity within the organization). This phase ofthe projeòt has bãen
completed and preliminary analysis ofthe documents undertaken.

The second phase ofthe study, in which you are being invited to participate, is exploring the
validity of these initiat findings through consultation with various stakeholder groups (WRHA
Board, management, and staff, union representatives, and representatives of community
organizations and client advocacy groups). The (NAME OF ORGANIZATION) has given
approval to these activities, including permission for staff to participate on work time. Individual
semi-structured interviews and focus groups will be conducted in order to explore the
perspectives and practice ofstakeholder groups regarding organizational responsiveness to
culturally diverse groups; knowledge of, and support for, organizational policy; acceptance of
assessment findings; and recommendations for future activities.

A total of30-50 participants will parlicipate in this study, either in individual interviews or focus
groups.

Studv procedures

You are being invited to participate in a focus group conducted by sarah Bowen, the principal
investigator. Participation in this activity is voluntary, and you may decline to participate.
The focus group will take approximately I hour. It will consist ofapproximately 5-10 persons.
Questions to be discussed in this meeting will focus on the initial findings from the document
review; and perspectives on organizational baniers and facilitating factors which affect
tesponsiveness to diverse groups.

You will not be required to participate in any follow up activities. Ifyou agree to participate in
this study, you may withdraw your participation at any time, or decline to answer any question.

ASSF.SSING THE RFSPONSIVENESS oF HEALTH CARE oRcaNIzarIoNS To CULTURALLY
DIVERSE GROUPS
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The final report of the study will be provided to the (ORGANIZATION). An abstract of the
report will be sent to all interview and focus group participants with information on where the
full report may be obtained. A presentation on study findings will be scheduled ifthere is interest
from participants.

Risks and Discomforts
No research study is without risk. You may feel some discomfort or anxiety in being asked to
diwlge information on these topics in front of other paficipants in the focus group. However,
you may decline to respond to any question.

Benefits
There may or may not be direct benefit to you from participating in this study. We hope the
information learned from this srudy will help the child Health program of the lntctoN¡ the
REGION in general, and other health organizations in Canada by providing a tool for assessing
their responsiveness to culturally diverse populations.

Pavment for narticipation
You will receive no payment or reimbursement for taking part in this study. staff of the
(ORGANIZATION) are, however, authorized to participate in the study on work time.

Conlidentiality - Focus Groups
No personal information will be gathered in this study. All information gathered will be kept
confidential by the investigator. Only the investigator will have access to audiotapes and notes of
the session, and audiotapes will be erased following completion ofthe study. Allnotes and tapes
will be stored in a locked cabinet in the investigator's private off,rce.

However, despite efforts to keep your personal information confidential, conf,rdentiality cannot
be guaranteed. Although focus group participants will be reminded ofthe importance of
maintaining confidentiality of comments made within the group, the investigator cannot ensure
the confidentiality of comments made in this forum.

Participants are authorized to participate in the interviews on work time. Depending on your
position, you may be required to request time away from your shift from your supervisor: this
would require that your supervisor be aware of your participation.

Information gathered in this research study may be published or presented in public forums,
however comments made will not be linked to individual participants. The university of
Manitoba Health Research Ethics Board may review records related to the study for quality
assurance purposes.

ASSF^SSING THE RESPONSIVENF,SS OF HEALTH CARE ORGANIZATIONS TO CULTURALLY
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Voluntarv Participation/Withdrawal from the Study
Your decision to take part in this study is voluntary. You may refi.rse to participate, decline to
answer any question, or withdraw from the study at any time.

Ouestions
You are free to ask any questions that you may have about your rights as a research participant.
Ifyou have any questions now or after the study, contact the investigator sarah Bowen at (204)
774-6121, or her supervisor, Dr. Joseph Kaufert, at (204) 799-3798.

For questions about your rights as a research participant, you may contact The university of
Manitoba, Bannatyne Campus Research Ethics Board Office at (204) 799-3389

Do not sign this consent form unless you have had a chance to ask questions and have received
satisfactory answers to all ofyour questions.

Statement of Consent
I have read this consent form. I have had the opportunity to discuss this research study with
sarah Bowen or Dr. Joseph Kaufert. I have had my questions answered by them in language I
understand. The risks and benefits have been explained to me. I understand that I will be given a
copy ofthis consent form after signing it. I understand that my participation in this study is
voluntary and that I may choose to withdraw at any time. I freely agree to participate in this
research study.

I understand that information regarding my personal identity will be kept confidential, but that
conf,rdentiality is not guaranteed. I authorize the inspection ofany of my records that relate to
this study by The University of Manitoba Research Ethics Board, for quality assurance purposes.

By signing this consent form, I have not waived any ofthe legal rights that I have as a participant
in a research study.

I agree to participate in the focus group activity for the project lssessln g the Responsiveness of
Health Care Organizations to Culturally Diverse Groups, to take place on_lv!AL20-2003_AlL7:00
p.nn.

I agree that this focus group may be audio-taped. Audiotapes will be erased once the study is
completed.

Participant signature Date

Participant printed name:

ASSESSING THE RESPONSIVENESS OF HEALTH CARE ORGANIZATIONS TO CTJLTUR.ALLY
DIVERSE GROTJPS
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ÄPPENDIX M: FOCUS GROUP DISCUSSION GUIDE

Introduction
1. Ask for introductions
2. Review Project, any questions
3. Review Info and consent form, obtain consent

a. Check consent for taping, turn on machine

Questions

1. The vision of the hospital refers to a commitment to..cultural sensitivity',. What
does this mean to you?

2. ¡ hen people use the word "culture" or cultural group they often have very
practical ideas in their head. When the staff of the hospital use the words, what
do you think this means?

3. From what you have seen in your interaction with the hospital, how would you
rate the level of Cultural Responsiveness of (facility) to different cultural groups?

a. Probe: What is done well? What still needs to be done?

4, In your experience with the hospital, not just your own experience but from what
you observe, do you think families from different cultural backgrounds are treated
the same?

a. Probe specific examples.
b. A number of people have suggested to me that the whether the care

received by families at the facility is "culturally sensitive,' depends mostly
on the individual provider, not on policy or approach ofthe organization.
What is your opinion on this?

c. How important do you think having policy in this area is?

5. One important area in provision of culturally responsive services is the provision
of interpreters for those who cannot communicate in (English). I am wondering
what you have observed about how language barriers are handled on a day-to-day
basis?

6. It seems from my review so far, that there are there are different approaches, and
different services for various groups - (give examples). Does this fit with what
you observe or not?

7. Given all of the issues facing health care today, how important do you think
cultural responsiveness to diverse groups is?

8. Is there anything else you think it might be useful for me to know?
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APPENDIX N: FOLLOW UP SURVEY

ASSESSING THE CTJLTURÁ.L RESPONSIVENESS OF HEÄLTH CARE
ORGANIZATIONS TO CUTURALLY DIVERSE GROUPS

IMPACT/ASSESSMENT SURVEY
December 4, 2003

This survey is designed to assess the impact ofthe research project Assessing the
responsiveness of healthcare organizdtions to culturally díverse groups on (name of
facility). It is being distributed to (name of facility) staffmembers most involved with
this project. Information gathered will be used help the steering committee plan any
follow up needed and identifr any issues that should be considered in sponsoring similar
project. Results will also assist in developing recommendations for use of a document
assessment instrument in other settings. Your time spent in completing this brief survey
will be much appreciated.

Your responses are confidential. A collation ofresponses will be provided to the
researcher-

Piloting of Instrument

1. Approximately how many hours do you estimate having spent since October
2002 related to this project? (Do not include time you may have spent
participating in an interview with the researcher).

2. Are there any other staff members to whom you have delegated tasks who
should also be assessed?

Have you found the time spent a worthwhile investment for the inlormation
you have gained from it?

_ Yes

_No
_ Don't know

Was there anything you learned through your involvement?

No
Yer

J.

4.



5. Given what you know now, would you have supported the decision of
Children's Hospital to sponsor the project?

_Yes
_No
_Don't know
Comments:

6. If another health centre were to ask you about the resource implications of
undertaking a document review, what would you advise?

7. To your knowledge has sponsoring this project had any effect on the activities
of hospital þlanning, awareness etc).

_No
_Don't know
_Yes. @lease speci$).

Response to site-specific Iindings:

8. Did the findings reported back at the feedback session fit with the
understanding you had of the approach and achievements of the hospital/HSC
regarding Cultural Responsiveness before rhe project began?

_Yes
_No
Comments:

9. Do the findings, as you understand them, accurately reflect youÍ current
understanding ofthe approach and achievements ofthe hospital/HSC
regarding Cultural Responsiveness?

_Yes
_No
Comments:

10. What follow up do you think is needed?
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APPENDD( P

ASSESSMENT OF ORGANIZATIONAL APPROACH TO CIJLTTJRAL
DIVERSITY (TIIE DIMENSIONS)

With the exception of the two domains Approach to Cultural Training (which can be
assessed through review of materials in Domain 3) and Approach to Human Resource
Management (which can be assessed through review of Domain 2), organizational
assessment according to the identified dimensions requires review ofall materials
gathered. Domains of particular importance for review ofspecific dimensions are
noted in column three ofthe draft instrument (Appendix O).

Dimension 1: Definition of culture and cultural group

Assessment questions:
l. What culn¡ral groups are recognized in any way in organizational

materials?
a, Only racial/ethnic groups (specify)
b. Onty by language groupings/ability
c. aandb
d. Definition includes other cultural characteristics (specifu)

2. Do documents recognize the complexity ofcultural identities?
a. Diversity within racial, ethnic, national and language groupings?
b. Shared cultural identities other than ethnicity, race and language that

may affect access and quality ofcare (poverty, disability, immigration
status, etc)?

3. Is emphasis on specified cultural groups consistent with demographic data
and research into health status, barriers to access and quality ofcare in
catchement area? What groups may be missing? Can this be justified in
terms ofhealth status / equality ofaccess?

4. Is there consistency between groups identified in profile documents and
other organizational documents?

5. Do cultural and language service standards apply to all cultural groups?

Dimension 2: Provider Competence or Individual/community Access

Assessment questions:
1, Is there a requirement to include community members in planning and

evaluation activities?
2. Are there requirements for reflection ofthe diversity ofthe community on

Board and relevant committees?
3. Is there analysis of organizational performance and user satisfaction by

defined cultural group?
4. Are there formal channels established between community groups and

board/senior management?
5. Is provider training the only cultural responsiveness intervention?
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Dimensions 3: Antiracist or Multicultural

Assessment questions:
l. What strategies for addressing cultural/language differences are identified

in organizational documents or indicated through program responses?
a. Provider awareness ofcultural differences
b. Provider skill in working with those from various cultural backgrounds
c. Provider awareness, skill, combined with organizational policy and

proc€dures to monitor practice
d. Workforce interventions to promote a workforce that reflects the

community served
e. Organizational strategies to increase community participation in

organizational planning and decision-making.
2. Are cultural differences identified as a "problem"?
3. Do documents reflect awareness ofthe strengths of"minority" cultures?

Dimension 4: Individual or Orgânizational Focus

This dimension is best assessed through review ofdocuments gathered in all domains,
Organizations that rely on individual approaches will tend to have little organizational
policy/procedure in place.

Assessment Questions:
l. Do each ofthe Domain areas include policy, guidelines or other

documents that address best practices?
2. Are interventions other than provider awareness training emphasized?

Dimension 5: Voluntary vs. Required.

While many organizations make a general statement ofsupport regarding the
importance ofcultural responsiveness, many do not implement the processes and
infrastructure necessary to require specific action. Documents in all domains should
be reviewed, with particular attention to key documents related to use of interpreters;
community consultation, materials development, and cultural training.

Assessment questions:
l. Is provider assessment ofclient language ability and scheduling ofa qualified

interpreter:
a. not addressed in policy
b. need is recogn¡zed, but response left optional
c, encouraged, or facilitated
d. required in all cases

e, required with consequences for non compliance.
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2, Is consultation with specified priority communities in program development
and evaluation:

a, not addressed in policy
b. need is recognized, but response left optional
c. encouraged, or facilitated
d. required in all cases
e. required with consequences for non compliance.

3. Is participation ofthe community in developing patient education and
information materials :

a. not addressed in policy
b. need is recognized, but response left optional
c. encouraged, or facilitated
d, required in all cases
e. required with consequences for non compliance.

4. Is attendance at cultural training:
a. not addressed in policy
b, need is recognized, but response left optional
c. encouraged, or facilitated
d. required in all cases

e. required with consequences for non complíance.
5. Is representation of the community on key committees:

a. not addressed in policy
b. need is recognized, but response left optional
c. encouraged, or facilitated
d. required in all cases
e. required with consequences for non compliance.

Dimension 6: Approach to Cultural Training

Assessment questions:
l. Do materials demonstrate a culture-general or culture-specific approach?
Culture-general:

. general principles for working in culturally diverse environment
r awareness/critique of dominant culture
¡ awareness/critique ofcultureofwestem medicine
¡ recognition ofcultures within the organization
¡ similarities between cultural groups recognized
r diversity within ethnic/'racial" groups recognized
¡ incorporates aspects ofcultural identity other than language, race, ethnicity.

Culture-specific
. emphasizes facts related to one or more specific cultural/ethnic group.

2. Does training emphasize only awareness and knowledge, or focus on skill
development?

3. Are providers required to undertake training in how to work with an interpreter?
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Dimension 7: Approach to Humân Resource Management

Assessment questions:
l Is there commitment to addressing employment issues? (recruitment,

retention, promotion)
a. no evidence in documents
b. commitment in principle (e.g. vision statements)
c. formal policy (specify)
d. evidence ofaction and monitoring

2. What evidence can be found ofthe following approaches?
a. Not addressed
b. Monocultural - organizational commitment to protecting individuals

from discrimination and to treating all the same
o. Ethnic matching - organizational commitment to matching olients with

providers of similar ethnic/language background.
i. hiring initiatives
ii. internal restructuring
iii, case-by- case arrangements

d. Workforce representation - organizational commitment to strategies
that result in a workforce that reflects at all levels the ethnocultural
makeup of the community served:

i. preferential hiring, particularly at senior levels
ii. promotion policy
iii. traininginitiatives
iv. recruitmentstrategies

e. Workforce diversity - organizational commitment to celebrating
advantages (to service quality and to organizational effectiveness) of
workforce "diversity" in broadest sense

i. stated commitment to valuing diversity
ii. recognition ofbenefìts ofdiversity to organization, notjust to

clients
iii. definition ofculture that includes gender, sexual orientation,

disability, other factors
iv. skills in working in intercultural environment given preference

in hiring and promotion
v. non-essential barriers to employment removed
vi. participation with community in addressing larger licensing,

accreditation, training access issues

vii. creation of non-traditional employment.


