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SECTION A.
OVERVIEW & PURPOSE OF MODULE SERIES
Responding to the Vision

The vision of the Health Resources and Services Admin-
istration’s Maternal and Child Health Bureau (MCHB) is 
for a future America in which “… there is equal access 
for all to quality health care in a supportive, culturally 
competent environment, which is family-centered and 
community-based; and health disparities by racial, 
ethnic, geographic area and economic status have 
been eliminated.” The MCHB revised its mission statement and carefully crafted a 5-year strategic plan in pursuit of 
its vision. The plan includes goals, key strategies, performance measures, and annual priorities. 

Key Strategy

Develop and promote health services and systems 
of care designed to eliminate

disparities and barriers across the MCH
population.

Performance Measure

The degree to which MCHB-supported programs have 
incorporated cultural competence elements into their 

policies, guidelines, contracts, and training.

Key Strategy

Train an MCH workforce that is culturally 
competent and refl ects an increasingly diverse 

population.

Performance Measure

The degree to which MCHB long-term training 
grantees include cultural competency in their curricula 

and training. 
(http://www.mchb.hrsa.gov/about/stratplan03-07.htm)

The Division of Research, Training and Education (DRTE) plays a central role in supporting both the vision and 
mission of MCHB through its funded programs. These programs promote interdisciplinary leadership training and 
new knowledge development to ensure capacity within this nation’s current and future MCH workforce. The DRTE 
has strategic goals and objectives that focus on enhancing cultural competence in student and faculty recruit-
ment and retention, in professional development and continuing education, in evidence-based knowledge and 
practice, and in cultivation of leadership within the fi eld of public health, particularly in maternal and child health. 

Supported through a grant from the DRTE, the National Center for Cultural Competence (NCCC) is assisting the 
MCHB in realizing its vision and achieving stated goals, with a particular focus on the essential role of cultural and 
linguistic competency in health care. The NCCC created resources to respond to Goal 3 of the MCHB Strategic Plan 
that addresses the elimination of health barriers and disparities.  

MCHB Mission Statement

To provide national leadership, in partnership with key 
stakeholders, to improve the physical and mental health, 
safety and well-being of the maternal and child health (MCH) 
population which includes all of the nation’s women, infants, 
children, adolescents, and their families, including fathers 
and children with special health care needs. (MCHB, 2003)

MCHB Strategic Plan for 2003-2007
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Enhancing Capacity in MCH Training Programs
The NCCC conducted interviews with DRTE grantees to discover interests and needs related to cultural and 
linguistic competence. Grantees expressed a critical need for instructional materials, curricula, model programs, 
and multimedia products to augment current training methodologies. In response, the NCCC developed a curri-
cula enhancement module series to increase the capacity of DRTE-funded programs to incorporate principles and 
practices of cultural and linguistic competence into all aspects of their leadership training. This series includes 
preservice, inservice, continuing education, and other training activities. In consultation with the DRTE, the NCCC 
assembled an interdisciplinary work group to identify and reach consensus on core content areas for the module 
series. The work group membership represented academicians, selected DRTE grantees, health providers, leaders 
in health care policy and practice, and experts in cultural and linguistic competence. 

The module series centers on four core content areas selected by the work group and deemed vital to culturally 
and linguistically competent health care policy and practice:  

Cultural Awareness
Cultural Self-Assessment
The Process of Inquiry -- Communicating in a Multicultural Environment
Public Health in a Multicultural Environment

This curricula enhancement module series is designed to: 
• Assist faculty in incorporating fi ve key content areas into existing curricula that are important to cultural and 
   linguistic competence in public health;
• Provide a set of defi ned areas of knowledge, skills, and awareness related to each core content area;
• Offer relevant materials, articles, publications, and other multimedia resources for each core content area; and 
• Provide faculty with instructional and self-discovery strategies. 

The NCCC acknowledges the work group for its expertise and wise counsel in supporting this project. 

Work Group Members

 Susan Chauncey-Horky. L.C.S.W.     Michael Lu, M.D., M.S., M.P.H.   
 Chair, Cultural Competence Committee        Department of Obstetrics and Gynecology
 Pediatric Pulmonary Centers      Department of Community Health Sciences
         UCLA Schools of Medicine and Public Health  

 Nilda Chong, M.D., D.R.P.H., M.P.H.     Yolanda Partida, M.S.W., D.P.A.
 Director, Institute for Culturally Competent Care            National Program Director 
 Kaiser Foundation Health Plan, Inc.                                The Robert Wood Johnson Foundation’s
         Hablamos Juntos: Improving Patient-Provider
                                                         Communication for Latinos Programs

 Dr. Wayne Harris, Ph.D.      Carolyn Richardson, Ph.D.
 Dean, College of Pharmacy         University of New Mexico Health Sciences Center
 Xavier University       University Center for Excellence in Developmental   
         Disabilities

 Michael Kanellis, D.D.S., M.S.         JoAnna Rori, C.N.V., M.S.N., M.P.H.
 University of Iowa       Assistant Professor of Maternal and Child Health
         Boston University School of Public Health
        

Division of Research, Training and Education (DRTE) Liaisons

 Ann Drum, D.D.S., M.P.H.              Laura Kavanagh, M.P.P.  Denise Sofka, M.P.H., R.D.
 Director, DRTE               Chief, Training Branch   Program Offi cer
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SECTION B.  
CULTURAL & LINGUISTIC COMPETENCE: RATIONALE, 
CONCEPTUAL FRAMEWORKS, AND VALUES
1. Purpose
This section of the module is to provide faculty with a basic foundation in the philosophy, values, and conceptual 
frameworks of cultural and linguistic competence.

2. Rationale for cultural and linguistic competence in health care
The NCCC identifi ed several compelling reasons why health care systems should focus on cultural and linguistic 
competence, adapted as follows from its Policy Brief series for this curricula enhancement module series:

• To understand and respond effectively to diverse belief systems related to health and well-
being; 

• To respond to current and projected demographic changes in the United States;
• To eliminate long-standing disparities in the health and mental health status of diverse racial, 

ethnic, and cultural groups; and
• To improve the quality and accessibility of health care services. 

Creating and sustaining cultural and linguistic competence will require leadership in every aspect of health care 
including, but not limited to, health care training and education, public health policy, state public health agencies, 
research, health care fi nancing, practice and service delivery, workforce development, community engagement, 
and advocacy. The DRTE is committed to developing such leadership within its training programs. 

(See Policy Brief series on NCCC’s Web site at http://www.georgetown.edu/research/gucdc/nccc/products.html)

3. Rationale for infusing content related to cultural and linguistic competence into health care training 
and programs
There are numerous reasons to infuse content related to cultural and linguistic competence into health care training 
and programs. Though not intended to be all-inclusive, the following list refl ects contextual realities and provides 
reasons that are substantiated in the research literature in this area:  

• To address historical issues in health care, such as those issues relating to racism, discrimina-
tion, access to care, and signifi cant disparities in health outcomes;

• To address the fact that the formal education of many faculty and staff has not prepared them 
to incorporate cultural and linguistic competence into teaching and research methodologies; 

• To ensure that students develop prerequisite areas of awareness, knowledge, and skills in 
cultural and linguistic competence;

• To facilitate workforce diversity, both for its refl ection of the population served and for its 
inherent strengths; 

• To prepare the future workforce to lead, teach, develop, and administer public health policy 
and to practice in a multicultural environment; 

• To respond to legislative, regulatory, and accreditation mandates; and
• To serve the institution’s and professional’s best interests by providing a competitive edge in 

(1) recruiting and retaining faculty and students and (2) obtaining grant funding for teaching, 
service, research, and other initiatives.

4. Suggested strategies for incorporating cultural and linguistic competence into MCH training 
programs
To incorporate successfully cultural and linguistic competence into all aspects of MCH training programs, the 
following strategies are suggested: 
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• Create a structure. Convene a work group with the sole purpose of determining how core 
concepts relating to cultural and linguistic competency can be integrated into all aspects 
of the MCH training program. This group will serve as the primary body for conceptual-
izing, planning, and framing the way in which this integration takes place. The work group 
membership should be diverse and should include such key stakeholders as faculty, staff, 
students, and community partners.

• Clarify values and philosophy. Each MCH training program will need to establish its own 
philosophy and values of cultural and linguistic competence. This approach is essential for 
creating a shared vision among faculty and staff to guide all efforts in this area.

• Develop a logic model for cultural and linguistic competence. There are numerous 
concepts and defi nitions for cultural and linguistic competence. (See Conceptual 
Frameworks/Models, Guiding Values and Principles developed by the NCCC at http://
gucchd.georgetown.edu/nccc/framework.html).  Reach consensus on a defi nition or frame-
work for cultural competence and linguistic competence within the context of the MCH 
training program and/or department. The term logic model refers to a visual schematic that 
summarizes the relationship between the resources, activities, and outcomes of a cultur-
ally and linguistically competent system of care (Santiago, 2003). For more information, 
see the Kellogg Foundation Logic Model Development Guide, available directly from http:
//www.wkkf.org/Pubs/Tools/Evaluation/Pub3669.pdf.  See also a PowerPoint presentation 
providing an introduction to the use of logic models (Dr. Rachele Espiritu’s “Developing a 
Logic Model”).  

• Adapt or create curricula. The logic model and framework should be used to guide the 
adaptation or creation of curricula that infuse content on principles, values, and practices of 
cultural and linguistic competence that have been determined by the work group.  

• Determine faculty and staff development needs and interests.  Conduct an initial 
assessment of faculty and staff to determine what they perceive as their training or profes-
sional development needs and interests related to cultural and linguistic competence. The 
assessment should query faculty and staff on the preferred methods, approaches, and 
formats for increasing awareness and acquiring new skills and areas of knowledge. Such an 
assessment should be repeated periodically as the group acquires knowledge and skills.  
Ensure that resources are budgeted to support this effort. 

• Conduct faculty and staff development. Knowledge of cultural and linguistic compe-
tence will vary among faculty and staff. Assessment results should be used to inform 
strategies for faculty and staff development. Plan and conduct ongoing faculty and staff 
development activities based on individual needs and preferences. Careful consideration 
should be given to the fact that faculty and staff will have different levels of comfort with 
this content area. Appropriate supports should be provided and may include: (1) provide 
opportunities for faculty and staff to meet informally to share opinions and engage in discus-
sions; (2) create a book club that is dedicated to exploring themes and issues of culture, 
race, and ethnicity that are often diffi cult or controversial to discuss solely on an interper-
sonal level; (3) convene facilitated sessions to address major issues or concerns; and (4) 
offer mediation and confl ict resolution as warranted by specifi c circumstances. 

• Create a refuge for sharing and learning. It is critical to provide a safe, non-judgmental 
forum to explore honestly cultural considerations—their own and those of the constituency 
groups they serve. Creating such a structure provides a much-needed venue to support 
faculty, staff, and students in their journey toward cultural and linguistic competence. 
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• Conduct an evaluation. Develop an evaluation strategy that measures at a minimum:(1) the 
extent to which faculty and staff have increased the incorporation of cultural and linguistic 
competence into all aspects of the MCH training program; (2) the extent to which students 
have increased awareness, knowledge, and skills in cultural and linguistic competence; (3) 
student perspectives on the effectiveness of the faculty and training program in incorpo-
rating principles and practices of cultural and linguistic competence; and (4) the extent to 
which key consumers benefi t from the culturally and linguistically competent approaches 
employed by the MCH training program.   

5. Conceptual frameworks, defi nitions, and guiding values and principles  
There is no one defi nition of either cultural competence or linguistic competence. Defi nitions of cultural and 
linguistic competence vary considerably. Such defi nitions have evolved from diverse perspectives, interests, and 
needs and are incorporated into state legislation, federal statutes and programs, non-governmental organiza-
tions, and academic settings.  See the “Resource Section” of this module for additional defi nitions of cultural and 
linguistic competence as well as other terms.   

Defi nition and conceptual framework of cultural competence

The NCCC embraces a conceptual framework and model for achieving cultural competence based on the work 
of Cross, Bazron, Dennis, and Isaacs (1989). The NCCC uses this framework and model as a foundation for all of its 
activities. Cultural competence requires that organizations:

• have defi ned values and principles, and demonstrate a congruent set of behaviors, attitudes, 
policies, and structures that enable them to work effectively cross-culturally; 

• have the capacity to (1) value diversity; (2) conduct self-assessment; (3) manage the 
dynamics of difference; (4) acquire and institutionalize cultural knowledge; and (5) adapt to 
diversity and the cultural contexts of the communities they serve; and

• incorporate the above in all aspects of policy making, administration, practice, and service 
delivery and involve systematically consumers, key stakeholders, and communities.

Cultural competence is a developmental process that evolves over an extended period. Both individuals and 
organizations are at various levels of awareness, knowledge, and skills along the cultural competence continuum 
(adapted from Cross et al., 1989).  
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For information on characteristics of organizations along the entire continuum, please see Selected Characteristics 
along the Cultural Competence Continuum (adapted by Tawara Goode, 2004). 

Defi nition of linguistic competence

Defi nitions of linguistic competence vary considerably. Such defi nitions have evolved from diverse perspectives, 
interests, and needs and are incorporated into state legislation, federal statutes and programs, private-sector 
organizations, and academic settings. The following defi nition, developed by Goode and Jones (2003), of the 
NCCC, provides a foundation for determining linguistic competence in health care, mental health, and other human 
service delivery systems. It encompasses a broad spectrum of constituency groups that could require language 
assistance from an organization or agency.

Linguistic competence – the capacity of an organization and its personnel to communicate effectively and 
convey information in a manner that is easily understood by diverse audiences including persons of limited English 
profi ciency, those who have low literacy skills or are not literate, and individuals with disabilities. This may include, 
but is not limited to, the use of:

✓ bilingual/bicultural or multilingual/multicultural staff; 
✓ cultural brokers;
✓ foreign language interpretation services including distance technologies; 
✓ sign language interpretation services;
✓ multilingual telecommunication systems; 
✓ TTY;
✓ assistive technology devices;
✓ computer-assisted real-time translation (CART) or viable real-time transcriptions (VRT);
✓ print materials in easy-to-read, low-literacy picture and symbol formats;
✓ materials in alternative formats (e.g., audiotape, Braille, and enlarged print); 
✓ varied approaches to share information with individuals who experience cognitive disabilities;
✓ materials developed and tested for specifi c cultural, ethnic, and linguistic groups;
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✓ translation services including those of:
   -   legally binding documents (e.g., consent forms, confi dentiality and patient  
       rights statements, release of information, and applications) 
   -   signage
   -   health education materials
   -   public awareness materials and campaigns; and
✓ ethnic media in languages other than English (e.g., television, radio, Internet, newspapers, and 

periodicals).

The organization must have policy, structures, practices, procedures, and dedicated resources to support this 
capacity.
 
Cultural and linguistic competence are inextricably linked. There are federal statutes and guidelines governing 
language access for individuals with limited English profi ciency and those with disabilities. For more information, 
see Policy Brief 2 at  http://gucchd.georgetown.edu/nccc/documents/Policy_Brief_2_2003.pdf; National Health 
Law Program Web site at http://www.nhelp.org/race.shtml#ling; the Offi ce of Civil Rights Web site concerning 
persons with limited English profi ciency at http://www.hhs.gov/ocr/lep/; and for information from the Department 
of Justice on the Americans with Disabilities Act, see http://www.usdoj.gov/crt/ada/adahom1.htm.
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Selected characteristics of organizations striving to achieve
cultural competence and cultural profi ciency

 The following list is designed to highlight selected characteristics that organizations may demonstrate along the 
cultural competence continuum. These characteristics have been adapted and expanded from the original work 
of Cross et al. (1989) in several ways: (1) to include principles and practices of linguistic competence, (2) to 
incorporate mental health as an integral and inseparable aspect of health care, (3) to include salient items that 
address organizational policy from the NCCC’s Policy Brief series, and (4) to refl ect evidence-based and promising 
practices that have emerged in the fi eld of cultural and linguistic competence.  

Cultural Competence

• Create a mission statement for your organization 
that articulates principles, rationale, and values for 
cultural and linguistic competence in all aspects of 
the organization.

 
• Implement specifi c policies and procedures that 
integrate cultural and linguistic competence into each 
core function of the organization. 

• Identify, use, and/or adapt evidence-based and 
promising practices that are culturally and linguistically 
competent.

• Develop structures and strategies to ensure con-
sumer and community participation in the planning, 
delivery, and evaluation of the organization’s core 
function.
 
• Implement policies and procedures to recruit, hire, 
and maintain a diverse and culturally and linguistically 
competent workforce.

• Provide fi scal support, professional development, 
and incentives for the improvement of cultural and 
linguistic competence at the board, program, and 
faculty and/or staff levels.
 
• Dedicate resources for both individual and orga-
nizational self-assessment of cultural and linguistic 
competence.

• Develop the capacity to collect and analyze data 
using variables that have meaningful impact on cultur-
ally and linguistically diverse groups.  

• Practice principles of community engagement that 
result in the reciprocal transfer of knowledge and skills 
between all collaborators, partners, and key stake-
holders.

Cultural Profi ciency

• Continue to add to the knowledge base within the fi eld of 
cultural and linguistic competence by conducting research 
and developing new treatments, interventions, and ap-
proaches for health and mental care in policy, education, 
and the delivery of care.

• Develop organizational philosophy and practices that 
integrate health and mental health care.  

• Employ faculty and/or staff, consultants, and 
consumers with expertise in cultural and linguistic 
competence in health and mental health care prac-
tice, education, and research. 
 
• Publish and disseminate promising and evidence-
based health and mental health care practices, 
interventions, training, and education models.

• Support and mentor other organizations as they 
progress along the cultural competence continuum. 

• Develop and disseminate health and mental health 
promotion materials that are adapted to the cultural 
and linguistic contexts of populations served.
 
• Actively pursue resource development to continu-
ally enhance and expand the organization’s capacities 
in cultural and linguistic competence. 
 
• Advocate with, and on behalf of, populations who 
are traditionally unserved and underserved.
 
• Establish and maintain partnerships with diverse 
constituency groups, which span the boundaries of 
the traditional health and mental health care arenas, 
to eliminate racial and ethnic disparities in health and 
mental health.
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Guiding Values and Principles

Careful consideration should be given to discovering and reaching consensus on the values and principles of 
cultural and linguistic competence that are chosen as a foundation for health care training programs. The following 
values and principles are those that guide the NCCC’s philosophy and all aspects of its work.  

Organizational

✦ Systems and organizations must sanction, and in some cases mandate, the incorporation of 
cultural knowledge into policy making, infrastructure, and practice.*

✦ Cultural competence embraces the principles of equal access and non-discriminatory 
practices in service delivery.*

Practice, Services, and Supports

✦ Culturally competent organizations have a service delivery model that recognizes mental 
health as an integral and inseparable aspect of primary care. For more information, see 
the Surgeon General’s report on Mental Health at http://www.surgeongeneral.gov/library/
mentalhealth/home.html and the President’s New Freedom Initiative Final Report at http:
//www.mentalhealthcommission.gov/.

 
✦ Cultural competence is achieved by identifying and understanding the needs and help-

seeking behaviors of individuals and families.*

 ✦ Culturally competent organizations design and implement services that are tailored or 
matched to the unique needs of individuals, children, families, organizations, and communi-
ties served.*

✦ Culturally competent practice in service delivery systems is driven by client-preferred 
choices, not by culturally blind or culturally free interventions.*

Community Engagement

✦ Cultural competence extends the concept of self-determination to the community.*

 ✦ Cultural competence involves working in conjunction with natural, informal support and 
helping networks within culturally diverse communities (e.g., neighborhood, civic, and 
advocacy associations; local/neighborhood merchants and alliance groups; ethnic, social, 
and religious organizations; and spiritual leaders and healers).*

✦ Communities determine their own needs.

✦ Community members are full partners in decision making.

✦ Communities should benefi t economically from collaboration.

✦ Community engagement should result in the reciprocal transfer of knowledge and  skills 
between all collaborators and partners.  (Taylor & Brown, 1997)
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Family and Consumers

✦ Family is defi ned differently by different cultures.

✦ Family as defi ned by each culture is usually the primary system of support and preferred intervention.

✦ Family/consumers are the ultimate decision makers for services and supports for their children or themselves 
(Goode, 2002).    

*Adapted from Cross et al., 1989
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SECTION C.
PUBLIC HEALTH IN A MULTICULTURAL ENVIRONMENT
Purpose

Public health programs will play an increasingly important role in providing current and future public health 
researchers, leaders, and professionals with academic and practical preparation as well as continuing education 
required for multicultural environments. The purpose of this module is to provide a rationale, frameworks, key 
content, and strategies related to multicultural health that can be incorporated into MCH training programs. The 
module is designed to (1) assist an array of interdisciplinary programs to prepare faculty, students, and practitio-
ners for researching and practicing public health in multicultural environments; and (2) delineate the essential role 
of cultural and linguistic competency in meeting the needs and preferences of multicultural populations and in 
reducing racial and ethnic health disparities. 

Defi ning Public Health

The mission of public health is to “fulfi ll society’s interest in assuring conditions in which people can be healthy” 
(The Future of Public Health, Institute of Medicine [IOM], 1988). Public health carries out its mission through 
organized, interdisciplinary efforts that address the physical, mental, and environmental health concerns of 
communities and populations at risk for disease and injury. Its mission is achieved through the application of health 
promotion and disease prevention technologies and interventions designed to improve and enhance the quality of 
life. Health promotion and disease prevention technologies encompass a broad array of functions and expertise, 
including the three core public health functions: 

✧ Assessing and monitoring the health of communities and populations at risk to identify health 
problems and priorities;

✧ Ensuring that all populations have access to appropriate and cost-effective care, including health 
promotion and disease prevention services, and evaluation of the effectiveness of that care; and

✧  Formulating public policies, in collaboration with community and government leaders, designed 
to solve identifi ed local and national health problems and priorities.

This defi nition is particularly relevant for improving the health of multicultural populations as it addresses the key 
factors that infl uence their health. In addition, for purposes of this module, public health is inclusive of health care 
fi nancing and delivery organizations, health coverage, and health and mental health care programs as they also 
contribute to the health and well-being of multicultural populations. In many cases, those organizations provide 
some public health functions. Public health and MCH professionals are leaders and work in these areas in the 
public, private, and faith-based sectors and in a variety of settings such as governmental, community based, and 
university related.

Introduction and Rationale

America’s increasingly multicultural and aging population creates both tremendous public health challenges and 
rich opportunities. The U.S. Census Bureau documents the increasing diversity in the United States, and projects 
that by the year 2030 60% of the U.S. population will self-identify as White, non-Hispanic and 40% will self-
identify as members of other diverse racial, ethnic, and linguistic groups. The diverse Hispanic and Asian groups 
are currently growing at rates much higher than the total population. The growth rate for these groups between 
2000 and 2003 was 13% and 12.5%, respectively, compared to 3.3% growth for the total population (U.S. Census 
Bureau, 2004).  The so-called minorities are in the majority in Hawaii, New Mexico, California and the District of 
Columbia, however, many states are demonstrating rapid increase of diverse groups.  For example, according to 
the U.S. Census Bureau (press release, 2003 at http://www.census.gov/Press-Release/www/2003/cb03-144.html), 
since 2000, there was: 
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a 24% increase in the Black population in Idaho
a 9% increase of American Indians and Alaska Natives in Nevada
a 21% increase of Asians in South Dakota
a 15% increase of Native Hawaiians and other Pacifi c Islanders in Oklahoma; and

 a 19% increase of Hispanics in Georgia.

The proportion of older persons to the rest of the population is expected to increase in the coming decades. 
This increase will be due to declining birth rates and advances in life expectancy in the second half of the 20th 
century. For example, the over 65 group is expected to increase to 71 million (nearly 20%) in 2030, up from 35 
million (12%) in 2000. There is an increased risk for and incidence of disability for this group (Waldrop & Stern, 
2003). According to the Centers for Disease Control and Prevention (CDC), approximately 80% of persons over 65 
have at least one chronic condition and half have more than one such condition (CDC, 2003).  Other factors, such 
as medical advances that have increased survival rates for conditions previously often lethal, have increased the 
total numbers of persons living with disabilities, estimated at 35 million to 53 million people in 1997, depending 
on the defi nition of disability (Fujiura, 2001).  Although public health achievements have led to a signifi cant 
decrease in mortality due to infectious disease and other acute illnesses, the new challenge in this “epidemiologic 
transition” (see p. 2, http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5206a2.htm) is chronic diseases such as 
cardiovascular diseases and cancer.   

Although increased age is associated with these conditions, certain broad racial and ethnic groups have much 
higher rates of incidence and mortality for many chronic conditions, even with a lower life expectancy than non-
Hispanic Whites. In their fact sheet on racial/ethnic disparities in diabetes (see http://www.ahrq.gov/research/
diabdisp.htm#HighDiabetes, 2001), the Agency for Healthcare Research and Quality (AHRQ) identifi ed cultural, 
economic, and social variables that have the potential to block or enhance public health efforts, depending on 
whether or not they are addressed effectively.  A recent article in Health Affairs (Altman, Tompkins, Eilat, & Glavin, 
2003) predicted that because the baby boomer cohort tends to consume health care services at a greater rate than 
older generations, the aging of this population will contribute to an increase in health care spending.  The health-
care cost for those over 65 years of age is three to fi ve times greater than costs for persons under 65, CDC reports 
that “the rapid growth in the number of older persons, coupled with continued advances in medical technology, is 
expected to create upward pressure on health- and long-term--care spending”  ( see http://www.cdc.gov/mmwr/
preview/mmwrhtml/mm5206a2.htm). 
 
To respond to these current and projected demographic changes, public health organizations, leaders, 
practitioners, and researchers must increase their ability to plan, operate, and carry out their missions in 
multicultural environments. Compelling rationales for increasing multicultural capacity through academic and 
practical public health and interdisciplinary training include: (1) improved population health and mental health 
status, (2) a call for strengthening curricula and competencies, (3) the public health work force, (4) research, (5) 
economics (6), social justice, (7) legal and regulatory compliance, (8) emerging body of evidence on impact of 
racism and discrimination on health and mental health and (9) cultural differences in pharmaceutical care and 
research.  

1. Improved population health and mental health status

• Dramatic disparities in health status and outcomes among numerous cultural and ethnic groups have been 
well described showing that some members of these groups suffer disproportionately from cardiovascular 
disease, infant mortality, birth defects, lower immunization rates, asthma, diabetes, cancer, HIV/AIDS, injury, 
violence, and mental illness, among other conditions (see Offi ce of Minority Health,  CDC, DHHS, at http:
//www.cdc.gov/omh/AboutUs/disparities.htm and http://www.cdc.gov/omh/AMH/dbrf.htm).  Although the 
most frequently noted disparities are those among ethnic, racial, and low-income groups, health outcomes are 
also differentiated along other factors including gender, geographic location, sexual orientation, disability, age, 
English profi ciency, and literacy (Health for All, Prevention Institute, 2003). 

• There is a risk that disparities may increase as the population ages and becomes more diverse (Health for All, 
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Prevention Institute, 2003). Not only does this situation affect the health status of culturally and linguistically 
diverse populations, it could also adversely affect the health of our nation as a whole, because “all members 
of a community are affected by the poor health status of its least healthy members” (Unequal Treatment, IOM, 
2002)

• Reduction of health disparities is one of the top priorities for the U.S. Department of Health and Human Servic-
es (Healthy People 2010, 2000) and its Maternal and Child Health Bureau (MCHB Strategic Plan, 2003). Health 
and mental health disparities are also a priority for many public health, health care organizations, foundations, 
and advocacy groups (e.g., The Commonwealth Fund, http://www.cmwf.org/; Annie E. Casey Foundation, 
www.aecf.org/; the California Endowment, www.calendow.org; Kaiser-Permanente’s Institute for Culturally 
Competent Care [see description at http://xnet.kp.org/permanentejournal/sum02/model.html]; the Connecticut 
Health Foundation, http://www.cthealth.org/matriarch/; Aetna [see press release at http://www.aetna.com/
news/2001/pr_20011114.htm]; the National Alliance of Multi-Ethnic Behavioral Health Associations; the 
Federation of Families for Children’s Mental Health, www.ffcmh.org/; the American Public Health Association, 
www.apha.org;  and the Center for Health Policy Change at http://www.hschange.org/). Addressing health dis-
parities requires a multifaceted strategy because the underlying factors are so complex (Health for All, Preven-
tion Institute, 2003). The elimination of health disparities will require public health leaders and professionals 
who are knowledgeable, skilled, and committed and who are culturally and linguistically competent. They will 
need to understand the cultural, social, linguistic, economic, environmental, and other factors that contribute 
to health disparities to improve the health and well-being of the nation’s diverse populations. 

• Racial and ethnic mental health disparities are as prevalent as the previously described health disparities. 
The literature documents the complicated correlation of risk factors, disease incidence, and social, biologi-
cal, and behavioral factors that contribute to these disparities (Surgeon General, 1999, 2001, see http://
www.surgeongeneral.gov/library/mentalhealth/; IOM 2001; & President’s New Freedom Commission on Mental 
Health, 2003). The IOM report (2001) defi nes health broadly, including the positive concept of well-being.  
According to the IOM, almost half the U.S. deaths are linked to behavioral and social factors. This literature 
provides an evidence-base for the world view of many cultural groups whose beliefs systems integrate physi-
cal, emotional, and spiritual well-being, and hold that all three are necessary for their overall health and well-
being (Goode & Dunne, 2003).

2. A Call for Strengthening Curricula and Competencies

• Such organizations as the MCHB, the IOM, the Council on Linkages Between Academia and Practice, and 
the National Association of City and County Health Offi cials have recommended a priority focus be placed 
on changing and strengthening competencies in public health curricula in the areas of cross-cultural edu-
cation, cultural competency, and community dimensions of practice. These curricular changes are seen 
as critical to prepare public health professionals to function effectively in multicultural environments and 
to fulfi ll their roles in the elimination of health disparities (IOM, 2003; Council on Linkages, 2003, see  http:
//www.trainingfi nder.org/competencies/list.htm) 

• The Joint Commission on the Accreditation of Healthcare Organizations, which accredits hospitals and other 
health care institutions; the Liaison Committee on Medical Education, the accrediting organization for medical 
education; and the Association of American Medical Colleges all support standards on cultural competence.   
For more information, see 

• JCAHO’s Web site on its Hospitals, Language and Culture project at http://www.jcaho.org/
about+us/hlc/index.htm;

• Masters, D. Teaching Cultural Competence in the Medical School. Contemporary Issues in Medical 
Education. Association of American Medical Colleges, Division of Medical Education. 1998;Vol.1, 
No.5; 
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• Functions and Structure of a Medical School: Standards for Accreditation of Medical Education 
Programs Leading to the M.D. Degree. Liaison Committee on Medical Education, June 2002; and

• The Compendium of Cultural Competence Initiatives in Health Care, (2003) Kaiser Family Foundation, at 
http://www.kff.org/uninsured/6067-index.cfm. 

• Increasingly, public health organizations, MCH programs, and their respective personnel will be evaluated on 
their ability to demonstrate compliance with required competencies in cultural and linguistic competency. For 
example, MCHB, the National Institutes of Health (NIH), the National Center for Minority Health, the National 
Institute of Mental Health, and others include questions and guidance about demonstrated commitment to 
cultural and linguistic competency in their grant applications, evaluations, and accreditation surveys. In Decem-
ber 2002, the standards on culturally and linguistically appropriate services in healthcare (known as the CLAS 
Standards, available from http://www.omhrc.gov/clas/) were published as Federal guidance to health care 
organizations throughout the country. Some public health organizations are responding to this call by incor-
porating culturally and linguistically competent policy, structures, and procedures such as those used in their 
hiring practices, employee evaluations, and merit increase criteria. 

3. The Public Health Workforce

• In addition to ensuring that the public health workforce meets cultural competency knowledge and skills stan-
dards, public health organizations also must develop the capacity to recruit, retain, and lead a workforce that 
is culturally and linguistically diverse. Developing innovative solutions to public health challenges will require 
greater numbers of leaders and professionals representative of the multicultural populations in the United 
States. Many associations, such as the Association of Schools of Public Health, have made increasing student 
and faculty diversity a top priority. The Council on Education for Public Health (CEPH) uses criteria related to 
diversity of faculty and students as a key accreditation measure and recently published a technical paper, Ef-
forts to Achieve Gender and Ethnic/Racial Diversity, 2002, available from http://www.ceph.org. The purpose 
of this technical paper is to clarify the expectations of CEPH about diversity and to assist evaluators in assess-
ing the efforts of individual schools and programs.  Many current and future students, particularly those of 
color, are concerned about multicultural health issues and are evaluating schools and programs based on their 
related research, curricula, and practice opportunities.  For example, the UC Berkeley School of Public Health 
has found that many current and future students, particularly those of color, are concerned about multicultural 
health issues and are evaluating schools and programs based on their related research, curricula and practice 
opportunities.  In its newly released report, the IOM recommended placing greater emphasis on cross-cultural 
skills and competencies in training and accreditation procedures for health professions (IOM, 2004).

• Signifi cant shortages already exist in many key public health professions and will worsen as the demand for 
health services increase and as the population ages. Given the changing demographics, more of the public 
health workforce will need to come from populations that are culturally and linguistically diverse. Public health 
leaders and managers will need to create work environments, policies, structures, and practices that encour-
age and facilitate effective teamwork, communication, and performance. One of the fi ve elements of cultural 
competence espoused in the Cross et al. model (1989) requires that organizations have the capacity to man-
age the dynamics of difference. This element refers to the dynamics of differences not only between but also 
within groups. Such differences, for example, can impact any interactions between and among multicultural 
communities, patients/consumers and their families, health and mental health care professionals, faculty, staff, 
and students.

• MCH programs and public health organizations must have the commitment and ability to inspire and empower 
people from diverse ethnic backgrounds to pursue public health education and careers. 

4. Research

• There is a strong history of mistrust of research with many communities, particularly communities of color and 
other non-ethnic cultural groups.  It is a well-documented fact that communities of disenfranchised persons 
tend to distrust researchers and other professionals (Sieber, 1992). Such beliefs and perceptions have their 
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roots in historical, and unfortunately current, experiences that members of culturally and linguistically diverse 
groups have encountered in this nation’s public and private health care delivery systems. Many of these in-
dividuals view research through a prism of victimization and fear. This mistrust is reinforced by widely publi-
cized research, such as the Tuskegee study, that continues to have ramifi cations on how medical and health 
care research is viewed among segments of the African American population today as well as other groups 
(Corbie-Smith, Thomas, Williams, & Moody-Ayers, 1999; Roberson, 1994; Wilets, O’Rourke, & Nassisi, 2003). 
For example, Boulware, Cooper, Ratner, LaVeist, and Powe (2003) found that non-Hispanic Black respondents 
“were more likely than non-Hispanic White respondents to be concerned about personal privacy and the po-
tential for harmful experimentation in hospitals” (abstract). Other more recent incidents exacerbate this mistrust 
(Lewin, The New York Times, August 24, 2001; Associated Press, August 29, 2001).   

Universities, organizations, and their personnel who conduct public health research must have the capacity to 
develop and maintain relationships of trust within this nation’s diverse communities. 

Some diverse communities are reluctant to participate in research because they have never seen any 
benefi ts and they have never had the results shared with them (Henderson, 1998). Diverse communities have 
historically been involved as research subjects, but rarely in a decision-making capacity as equal partners as 
researchers.  Research typically depicts some groups and communities negatively, and rarely portrays strengths 
and resiliencies within such groups or communities. Goode and Harrison (2000) cite other reasons why 
diverse racial, ethnic, and cultural groups have not benefi ted from participation in research, including:

- Researchers tend not to solicit involvement from group and community members until after a research 
project has been funded;

- Research methodologies and protocols do not substantively address group differences among 
individuals of diverse racial, ethnic, and cultural populations;

- Research outcomes have been used to foster concepts of racial superiority or defectiveness between 
groups;

- Research outcomes have produced few results to improve health status within the community at large 
or for its members;

- Research outcomes have not been disseminated in a manner that is useful to their community or 
group; and

- Research projects rarely provide economic benefi ts in terms of employment and reciprocity within 
their communities.  

Although all research institutions, including universities and organizations, must abide by Federal guidelines on 
human research set by the DHHS Offi ce of Human Research Protections (OHRP) (http://www.hhs.gov/ohrp/), 
these guidelines do not mandate the incorporation of culturally and linguistically competent and participatory 
action designs beyond the need for informed consent for non-English speakers (see 1995 memorandum, 
http://www.hhs.gov/ohrp/humansubjects/guidance/ic-non-e.htm).  This type of research strengthens the 
effectiveness of universities, organizations, professionals, and service systems by providing them with accurate 
information to improve the effi cacy of their work. This research also empowers diverse communities by 
equipping them with the knowledge and skills to understand health and mental health issues and to intervene 
on their own behalf. Research will likely have greater validity and relevance for the groups studied if the 
studies are culturally based and refl ect the cultural and linguistic competence of the practitioner, researcher, 
or research team (Brant et al., 1999 revised 5/2000). Research will also prove more valuable if groups who are 
studied have an investment and are active participants in all aspects and phases of the research process. 

Principles and practices of cultural and linguistic competence require that research results be translated in 
ways in which they (1) are easily understood by diverse audiences, (2) are disseminated quickly and through 
methods preferred by diverse communities, (3) have relevance and meaning for the contextual realities for 
those communities that are impacted, and (4) are used to support change in public health policy, practice, 
and leadership.
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5. Economics
 
The costs of poor health and inadequate care have signifi cant implications on the overall cost of health care 
(Bowman, Gregg, Williams, Engelgau, & Jack, 2003; Hidden Costs, Value Lost:  Uninsurance in America, 2003; IOM, 
2002). More important, costs to the people impacted by these factors, who are often disproportionately poor and 
from culturally and linguistically diverse populations, are immeasurable. Such costs include lost wages, decreased 
productivity, diagnoses at advanced stages of disease, and an increased risk for chronic illness, disability, undue 
suffering, and death (Kaiser Commission on Medicaid and the Uninsured, Sicker and Poorer: The Consequences 
of Being Uninsured, 2003, see http://www.kff.org/uninsured/20020510-index.cfm). Medical expenses are a major 
contributor to personal bankruptcies, which, in turn, contribute to other risk factors for individuals, families, and 
communities (May & Cunningham, 2004; The Access Project, 2003, The Consequences of Medical Debt: Evidence 
from Three Communities, see www.accessproject.org). Delays in seeking health care and over-reliance on 
emergency room care are associated with higher health care costs.  

The dynamic relationship between economics and health is further demonstrated by a report from the Kaiser 
Commission (2004) on Economic Stress and the Safety Net. The Commission found that:  
Federally funded health centers provided care to 11.3 million patients in 2002, the vast majority of whom were 
either uninsured (39%) or covered by Medicaid (34%). These health centers are far more dependent on Medicaid, 
proportionally, than private physicians are. In 2002, 65 percent of health center patients were Black, Hispanic, 
Asian, or Native American.    

In the recent economic downturn, health centers have been impacted by multiple blows. That is, nearly all states 
cut Medicaid benefi ts; many patients lost coverage and the percentage of uninsured that sought treatment at the 
health centers increased; and rising unemployment led to an increase in new patients, who as a group tended to 
delay care, to suffer serious medical and emotional problems, and to abuse alcohol and/or drugs. The economic 
downturn and decreased access to Medicaid are particularly devastating to communities with large populations of 
immigrants, persons with lower wage levels and limited job skills.    

In economic straits, individuals and families often ration health care, paying for rent and food fi rst.  

The Offi ce of Management and Budget issued a study, Assessment of the Total Benefi ts and Costs of Implementing 
Executive Order #13166: Improving Access to Services for Persons with Limited English Profi ciency [LEP]. This study 
acknowledges that signifi cant resources may be needed for consistent implementation of Executive Order #13166, 
but cites substantial benefi ts in improving the “health and quality of life of many LEP individuals and families. 
Moreover, language-assistance services may increase the effi ciency of distribution of government services to LEP 
individuals and may measurably increase the effectiveness of public health and safety programs” (p. 4). This report 
is available from http://www.whitehouse.gov/omb/inforeg/lepfi nal3-14.pdf. 

Public health must attend to the economic well-being of communities. The viability of any community is 
inextricably linked to the social, emotional, physical, and economic well-being of all its members. Improving the 
health of individuals from racial and ethnic groups often improves the environments in which they live, including 
the economic climate within communities. Warren (1978) defi nes fi ve basic functions of communities, one of 
which is production-distribution-consumption. This function refers to a community’s ability to participate in the 
process for goods and services in a manner that is desirable for all its inhabitants. The concept of reciprocity is 
a principle of culturally competent community engagement whereby communities economically benefi t from 
collaboration with public health or other organizations that are attempting to serve them (Goode, 2001; Mason, 
1996). For more information, see Policy Brief 4, Engaging Communities to Realize the Vision of One Hundred 
Percent Access and Zero Health Disparities: A Culturally Competent Approach at http://gucchd.georgetown.edu/
nccc/documents/ncccpolicy4.pdf.  

Public health organizations will need to attract, retain, and satisfy multicultural populations as both employees and 
consumers to secure and maintain a competitive edge in the marketplace. For example, Blue Cross Blue Shield of 
Massachusetts Foundation awarded a grant to Beth Israel Deaconess Medical Center to address skills of managers 
in selecting, retaining, and promoting a qualifi ed and diverse staff (from May 19, 2004, www.businesswire.com). 
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A recent article (July 7, 2004) in the Atlanta Journal-Constitution reports on an upsurge in business for Atlanta 
hospitals due to the high rate of births to Hispanic mothers. The article stated that Hispanic births in the state of 
Georgia grew by 643% in the last decade, up to 16,819 in 2002. “They are changing the character and culture of 
delivery rooms” (p. 1F). Training was offered at the 5th Annual Multicultural Pharmaceutical Marketing, Media and 
Public Relations meeting in March 2004, in “how pharmaceutical and healthcare brands can learn to build multi-
level relationships with the ethnic consumer and community” (www.prnewswire.com, February 24, 2004). A 
$1.6 million Federal grant was awarded a partnership in Chicago to improve retention of nurses in the health care 
system, “thereby improving patient care with respect to quality (clinical competence), cost-effectiveness and 
cultural competence” (p. 1, July 22, 2004, downloaded from Lexis-Nexis).   

[For more information, download this handout from the NCCC on “The business case for cultural competence”].

Public health organizations and professionals need to be knowledgeable of evidence-based practices that 
have proven effi cacy for specifi c racial, ethnic, and linguistic populations. (See Appendix A for a checklist, The 
Implications of Cultural and Linguistic Competence for Evidence-Based Practice.) This is critical to ensure the wise 
investment of limited resources to yield desired outcomes. For example, research studies that include focus groups 
of community members often report fi ndings about health beliefs and practices that otherwise, unknown and 
unattended, might undermine costly interventions. Several studies have found that many African American men 
and women prefer to receive cancer-screening services from their own physicians instead of screening services at 
clinics and health fairs. Until these African American men and women were asked about their thoughts and beliefs, 
health care organizations knew only that their interventions and public health messages were not as effective in 
reaching this population (Barber et al., 1998; Williams, Abbott, & Taylor, 1997). Public health organizations cannot 
afford to ignore the community’s own strengths, expertise, and creative solutions.  

6. Social Justice

The National Association of County and City Health Offi cials stresses the connection between social justice 
and public health. “Social justice, a foundation of public health, has at least two central features: social and 
economic equality and political equality, which refers to democratic participation in major decisions that affect 
everyday life, e.g., housing, transportation, land use, social services, education, the environment...” (from http://
www.naccho.org/general1054.cfm). The American Public Health Association (2001) developed a policy statement 
advocating for research and intervention strategies targeting racism as a root cause of ethnic disparities in health, 
see http://www.apha.org/legislative/policy/.    

Social justice within public health requires (1) organizational commitment to its centrality;  (2) organizational 
capacity to demonstrate this commitment in policy, structures, and practices; (3) a workforce that understands 
and acts on the root causes that contribute to inequity and disparities and the interaction of these on the health 
and mental health status of multicultural populations; and (4) leadership that mobilizes communities and enables 
them to advocate for and infl uence changes in policy, practice, and more equitable distribution of resources. The 
literature provides a compelling rationale for public health to require not merely population-based programs but 
also a range of social and political interventions to change the underlying inequities.   

Social and economic inequities are the root causes of many public health challenges faced by multicultural 
communities and specifi c racial and ethnic groups (Anderson et al., 2002; Barbeau, Krieger, & Soobader, 2004; 
de la Barra, 1998; Krieger et al., 2003; IOM, 2002). The literature cites as follows: Krieger and Smith (2004) “argue 
that social infl uences become literally embodied into physio-anatomic characteristics that infl uence health and 
become expressed in societal disparities in health” (p. 92). For example, they state that “low birth weight as an 
embodied expression of social inequality refl ects socially patterned exposures (during and prior to the pregnancy) 
to such factors as maternal malnutrition, toxic substances (e.g., lead), smoking, infections, domestic violence, racial 
discrimination, economic adversity in neighborhoods, and inadequate medical and dental care” (p. 95).

Historical and persistent disparity and discrimination in housing, employment, education, and criminal justice 
all affect the health and well-being of the nation’s communities. For example, de la Barra (1998) documents 
the negative impact of social and economic factors on the well-being of poor, urban children. The Task Force 
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on Community Preventive Services, Centers for Disease Control and Prevention (Anderson et al., 2002), states 
“The sociocultural environment exerts a fundamental infl uence on health. Interventions to improve education, 
housing, employment and access to health care contribute to healthy and safe environments and improved 
community health.”  Geographic variances in health and mental health care access impact rural, frontier, 
border, tribal, and certain urban neighborhoods; for example, see the Dartmouth Atlas of Health Care at http:
//www.dartmouthatlas.org/.

Certain populations are disproportionately burdened by such environmental hazards as air, water and noise 
pollution, poor housing, and unsafe work conditions. For example, Krieger et al. (2003) found that low birth weight 
and childhood lead poisoning were linked to economic poverty at the census tract level.  

• Widespread disparity remains in income and earning potential by race, ethnicity, gender, English 
language profi ciency, and literacy (race, ethnicity, and gender from the U.S. Census Bureau, 
Evidence From Census 2000 About Earnings by Detailed Occupation for Men and Women, 
2004; literacy and income data from the 1992 National Adult Literacy Survey [NALS], at http:
//www.nifl .gov/nifl /facts/welfare.html#2; and limited English profi ciency and income from http:
//www.nelp.org/).

• Poor families face other barriers in access to health and mental health care. According to the 
Urban Institute (2004), less than half of working parents with incomes below the poverty level 
have access to any paid leave, compared to 84% of working parents with incomes at 200% 
of the poverty level. The Pulitzer prize-winning author, David Shipler, in his recent book, The 
Working Poor: Invisible in America (2004), points out that health and mental health providers 
often go to great lengths to advocate for clients with such community partners as schools, 
pharmaceutical companies, and others. However, these providers seem not to consider 
advocating with employers for basic work conditions, such as a living wage, health and dental 
benefi ts, and at least a minimum of adequate paid leave.  

• The disparities in mental health among racially and ethnically diverse populations are pervasive 
(Surgeon General’s report, 2001). Certain populations are disproportionately burdened by 
addictions to tobacco, alcohol, and other drugs (Barbeau, Krieger, & Soobader, 2004).  

• Medicare is the largest health insurer in the world, covering nearly 40 million Americans and 
costing nearly $200 billion. (See (http://www.cms.hhs.gov/about/programs.asp.) J. Michael 
McGinnis, an assistant surgeon general through four administrations, stated as follows in a recent 
article in The Washington Post (August 8, 2004): “After 40 years, the essence of the Medicare 
legislation remains unchanged, despite dramatic advances in our understanding of what causes 
diseases, and how to prevent them.”  In general, the U.S. public health system is geared mainly 
toward treatment of disease rather than prevention. Increasing numbers of people work, but 
don’t have health insurance and this affects access to care. According to the Kaiser Family 
Foundation (2003), 43.3 million Americans were uninsured in 2002. Of the uninsured, 81% are in 
working families; 69% are in families with a full-time worker. 

Given these contextual realities, public health organizations and researchers must develop more “upstream” 
interventions that address underlying inequities rather than simply focusing on individual and population disease 
factors. Upstream interventions are also referred to as “primary prevention.” This concept is based on a strategy 
of intervention that is synonymous with a defi nition of upstream—toward the source. For example, the Alameda 
County Public Health Department illustrates an upstream approach within its Alcohol & Drug Prevention Program: 

“Intervention on these levels maintains a strong upstream focus on health problems. It recognizes 
the critical importance of promoting health and preventing illness—rather than merely treating 
individuals who have already fallen victim to disease. This program provides a critical, parallel 
health promotion presence along side traditional, individually oriented medical and behavioral 
approaches to alcohol and drug issues” (from http://www.co.alameda.ca.us/PublicHealth/
organization/programs/alcohol.htm).
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7. Legal and Regulatory Compliance

Federal and state laws and regulations, such as Title VI of the Civil Rights Act, require organizations to ensure 
that the rights of racially, ethnically, and linguistically diverse individuals are met. These regulations also establish 
compliance standards. Examples include: 

• the 2003 Revised Guidance from the Department of Health and Human Services, see http://
www.hhs.gov/ocr/lep/revisedlep.html; 

• both the Joint Commission on the Accreditation of Healthcare Organizations, see http://
www.jcaho.org, and the National Committee for Quality Assurance (which accredits managed 
care organizations and behavioral health managed care organizations), see http://www.ncqa.org, 
support standards that require cultural and linguistic competence; and

• Public Law 106-525, the Minority Health and Health Disparities Research and Education Act of 
2000; read full text online at http://thomas.loc.gov. 

The Federal Department of Health and Human Services, through the Offi ce of Minority Health, has established 
the CLAS Standards to guide and facilitate practices related to culturally competent and linguistically appropriate 
health service. They include standards for culturally competent care, mandated language access services, and 
organizational supports for cultural competence (Offi ce of Minority Health, DHHS, 2001; see the fi nal version of the 
National Standards for Culturally and Linguistically Appropriate Services in Health Care at http://www.omhrc.gov/
clas/).  

Many individual states also have regulations or standards related to culture and language access. For example, 
the State of California requires that all health and mental health care organizations that contract with it to provide 
care for MediCal (Medicaid) and Healthy Families (Children’s) fulfi ll specifi c criteria for culturally and linguistically 
appropriate care to those populations. Additional examples follow. 

Selected State Regulations and Standards for Cultural and Linguistic Competence

According to the 3rd edition of Negotiating the New Health System: A Nationwide Study of Medicaid Managed 
Care Contracts (George Washington University Center for Health Services Research and Policy, 1999), the following 
states have cultural competence requirements for managed care.

California, Colorado, District of Columbia, Florida, Georgia, Hawaii, Indiana, Iowa, Maine, 
Maryland, Michigan, Minnesota, Missouri, Montana, Nebraska, Nevada, New Jersey, New York, 
North Carolina, Oregon, Pennsylvania, Texas, Utah, Washington, and Wisconsin.

Please see Table 3.6 of this report online at http://www.gwu.edu/~chsrp/3rd-Edition/Table3.6/Table3_6.htm, 
which has hotlinks to the actual text of the cultural competence requirements in each of these states.  

The Louis de la Parte Florida Mental Health Institute at the University of South Florida publishes regular updates 
from its Health Care Reform Tracking Project. In the 1999 Impact Analysis, available from http://rtckids.fmhi.usf.edu/
rtcpubs/hctrking/pubs/99pubs/99impanalysis.htm, the institute reports that, although many states typically 
focus reform events narrowly on linguistic access, the following states have established cultural competence 
requirements: 

•  In Massachusetts, the Department of Mental Health established an Offi ce of Multicultural Affairs to 
address cultural issues systemically and effectively.

• In Maryland, the mental health carve-out specifi es that Requests for Proposal must require 
Managed Care Organizations (MCOs) to “conduct an analysis of the needs of culturally diverse 
populations and develop strategies to address these needs” (p. 109).
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• In Pennsylvania, MCOs must ensure that (1) their provider network represents the cultural and 
racial diversity of its members and neighborhoods; (2) an assessment is conducted to ensure 
that the provider network meets the needs of culturally diverse groups; and (3) policies are 
developed to ensure the required provider diversity as in (1). In addition, the state monitoring 
system has cultural competence indicators and tracks requests and complaints related to the 
service system using cultural competence variables.

The National Health Law Program reports that the following states have language access 
requirements — California, Maryland, District of Columbia, Illinois, Indiana, Massachusetts, 
Rhode Island, New York, and Oregon.  For more information, see www.healthlaw.org/
langaccess/stateactivities.html

Washington State has developed a process to certify “ethnic minority mental health specialists.” See WAC 388-865-
0150 at http://www.leg.wa.gov/wac/index.cfm?fuseaction=section&section=388-865-0150.

The Minnesota Department of Human Services developed guidelines for all organizations and agencies that receive 
grant funds from, or contract with, them. Their health plan contracts for Medical Assistance, General Assistance 
Medical Care, and MinnesotaCare services require health plans to develop cultural and linguistic competence 
plans. For more information, see http://www.dhs.state.mn.us/main/groups/agencywide/documents/pub/dhs_id_
016417.hcsp.

The NCCC contracted with Public Research and Evaluation Services to conduct a query of Directors of State Title V 
Children with Special Health Needs Programs.   

The following states or territories reported they were in the planning stages of implementing culturally and 
linguistically competent policy and services in their state/territory:

Guam, Indiana, Montana, and North Carolina

The following states reported being at early or mid-implementation stages:

New Mexico and Virginia (mid); Tennessee and Utah (early)

Bills are being considered in New Jersey and California requiring physician cultural competency, either in the 
form of training as a condition of licensure (New Jersey) or as a voluntary competency program for physicians to 
teach foreign languages to interested physicians and offer classes designed to teach physician participants about 
cultural practices and beliefs that impact health care (California). (For the full text and status of the New Jersey 
bill, see http://www.njleg.state.nj.us and search for Bill S144. For full text and status of the California bill, see http:
//www.leginfo.ca.gov/bilinfo.html and search for Assembly Bill 801). 

[Excerpts from the Cultural and Linguistic Competency Policy, 102, San Francisco Department of Public Health:

• “The San Francisco Department of Health shall assure that health services that are culturally and 
linguistically competent, consumer-guided and community-based.”

• “ All providers of direct services shall provide an annual Cultural and Linguistic Competency Re-
port.”

•  Every person or organization applying for a direct services contract shall demonstrate an ability to 
deliver the services in a culturally and linguistically competent manner.”

•  “The San Francisco Department of Public Health shall conduct periodic monitoring activities 
which ensure that programs are providing culturally and linguistically appropriate services.”
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•  The San Francisco Department of Public Health shall offer periodic training activities on cultural 
and linguistic competency, including population specifi c and skills based training activities.”]

The IOM’s Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care recommended greater 
resources be provided to the Offi ce of Civil Rights to enforce civil rights laws (IOM, 2002).

8. Emerging Body of Evidence on Impact of Racism and Discrimination on Health and Mental Health

An emerging body of evidence links experiences of stressors, particularly those related to racism or discrimination, 
to a range of negative health outcomes. For example, the numbers of premature births reached a record high in 
2002. Premature birth is associated with decreased health functioning later in life and has been identifi ed as a 
public health priority (Healthy People 2010, March of Dimes, see http://www.marchofdimes.com/prematurity/
prematurity.asp). Recent research (Dole et al., 2003; Geronimus, 2001, 2003; Rosenberg, Palmer, Wise, Horton, 
& Corwin, 2002) demonstrates that  maternal experiences of racism/discrimination predicted premature birth. 
Geronimus further argues that the cumulative experience of social and economic discrimination contributes to 
accelerated health deterioration among African American girls and women. McEwen (2001) describes the role 
of perceived stress in contributing to allostatic load, which is the damaging “wear and tear” on the body, with 
negative, cumulative effects over time. Stress affects hormones and alters “the expression of genes in the brain and 
other organs of the body” (p. 42). Behavior both affects and is affected by brain mechanisms. For example, certain 
behavioral responses to stress can be particularly destructive as they are repeated over time. The overexposure to 
stress can affect organ systems in various ways that lead to disease.   

9. Cultural Differences in Pharmaceutical Care & Research 

There is a growing recognition of the critical importance of racial, ethnic, linguistic, socioeconomic, and other 
cultural factors in pharmaceutical care and research. There are signifi cant differences in (1) patients’ beliefs and 
practices related to role of medications in treatment, (2) effi cacy based on such variables as race, ethnicity, 
gender and age, and (3) provider attitudes, knowledge and skills related to cultural and linguistic diversity and 
pharmaceutical care.  Additionally there is a limited body of evidence that explores how these factors are 
interrelated and what solutions can be brought to bear for this nation’s multicultural populations. Research has 
expanded the knowledge of pharmacogenomics – the study of the effects of the entire genome on drug response, 
and pharmacogenetics – the study of genetically determined variations in drug response.  Selected examples from 
the literature are listed below.  

• In Unequal Treatment (2002), IOM states that “Participants were concerned that they may receive 
a lower standard of care because health care providers make assumptions about the type of 
treatment or medication that they can afford because they are racial or ethnic minorities” (p. 568). 

• In a survey of pharmacists in Atlanta, nearly two-thirds reported having recently counseled a 
Spanish-speaking patient, but only one-fourth reported considering the interaction effective 
(Muzyk, Muzyk, & Barnett, 2004).

• Reed & Hargraves (2003) found that 10% of Whites, 17% of Latinos, and 20% of Blacks did not 
purchase all of their prescriptions due to cost – most vulnerable were uninsured adults under 65 
with chronic conditions, half of whom reported cost-related problems with access to medica-
tions.

• A recent focus group of African Americans’ beliefs regarding hypertension treatment found 
distrust of pharmaceutical companies and perceptions of medication as harmful and ineffective 
(Lukoschek, 2003).

• There are population-specifi c patterns to be addressed in the use of herbal and non-prescription 
medications. (Harrison et al, 2004, Mazur et al, 2001, Rivera, Hughes & Stuart, 2004, Mull, Nguyen 
& Mull, 2001) 
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• Donnelly (2004) states that since there are “interindividual, race-specifi c, and age-related re-
sponses to chemotherapeutic agents”, pharmacogenetics holds promise to avoid both overtreat-
ment and undertreatment among diverse populations”. (abstract). 

These are convincing reasons why public health needs to focus on the multicultural aspects throughout 
pharmaceutical care and research.  This focus has a high degree of relevance in achieving the goals of Healthy 
People 2010 and the President’s New Freedom Commission on Mental Health, particularly to eliminate racial and 
ethnic disparities in health and mental health. 

Specifi c Resources for Cultural Differences in Pharmaceutical Care & Research

National Pharmaceutical Council website has resources on cultural diversity at  
http://www.npcnow.org/resources/issuearea/cultural_diversity.asp

American Society of Health-System Pharmacists has a policy statement and resources on cultural competence 
training for pharmacists, see http://www.ashp.org/AboutASHP/PolicyGovernance/HOD/2003/coea.cfm?cfi d=25251
52&CFToken=73506341
National Association of Advisors for the Health Professions, for resources on advising diverse students, see http:
//www.naahp.org/abstractsfl at.htm

Summary Statement of Rationale

In summary, these rationales demonstrate the interconnection between (1) the cultural, social, economic, 
environmental, vocational, physical, and emotional conditions in which many diverse racial, ethnic, and language 
groups spend part or all of their lives; (2) the manner in which the public health system does or does not respond 
effectively to these conditions; and (3) the importance of cultural and linguistic competence to the design, 
delivery, and evaluation of a service system that meets the needs and preferences of multicultural populations. 

Key Content Areas in Multicultural Health:

Defi nitions, Models, and Frameworks Related to the Public Health in a Multicultural Environment 
Benefi ts, Values, and Guiding Principles of Multicultural Health
Scope and Elements of Comprehensive Multicultural Health Interventions

that their ability to provide culturally and linguistically competent care is compromised by obstacles stemming 
from organizational values, policies, structures, and practices. Cultural and linguistic competence must be assessed 
and incorporated at every level of an organization including policy making, administration, practice/service 
delivery, and consumer and community levels (modifi ed from Cross et al., 1989). Although the NCCC has found the 
following steps to be benefi cial components of the self-assessment process for health care organizations, they are 
universally applicable to other organizations, including academic settings.

1. Defi nitions, Models, and Frameworks Related to the Public Health in a Multicultural Environment 

Defi nitions, Models, & Frameworks

Increasing organizational and individual capacities to provide public health in a multicultural environment requires 
knowledge and application of many key terms, models, and frameworks. Some of them have multiple defi nitions 
and applications. The following models and frameworks were selected because they have relevance for public 
health in a multicultural environment. A list of defi nitions appears in Appendix B.  

Social Models & Frameworks in Multicultural Health

For the purposes of this module, a social framework is a paradigm or model that envisions how various concepts, 
policies, institutions, groups, or individuals interact to produce a systematic approach to multicultural health. 
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Leading frameworks to enhance understanding, research, and interventions to improve the health of multicultural 
populations included:

• Ecological Model: The health of populations and individuals is infl uenced by the interaction of biological, 
environmental, and behavioral factors. The IOM recommends use of the ecological model as the basis for 
public health education and interventions (IOM, 2003).  Some Schools of Public Health, such as the University 
of California at Berkeley (UC Berkeley), are using this model as the basis for teaching, research, and community 
interventions to improve health. The model is the cornerstone of Berkeley’s recently developed strategic plan, 
along with a commitment to associated interdisciplinary action and social justice to improve public health. The 
diagram below is from UC Berkeley School of Public Health Strategic Plan 2003-2007. 

• Healthy People 2010: This initiative established a national goal of eliminating health disparities by 2010. It 
recommends that organizations and communities design, implement, and evaluate interventions using the 
following framework. The framework incorporates elements of the ecological model and also includes policy 
and health care factors. See www.healthypeople.gov for complete information on this initiative.
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• Community/Place-Based Factors (Reducing Health Disparities Through a Focus on Communities, Policy Link, 
2002): The effect of the interaction of three categories of risk and protective factors that affect neighborhood 
and individual health: (see http://www.policylink.org/publications.html) 

• Social and Economic Factors: levels of poverty, racial and economic segregation, social networks, 
social organization, and political organization. 

• Physical Environment: both the characteristics of the physical environment, such as air and water 
and quality housing conditions, and the relative connectedness or isolation of a community to 
resources and opportunities.

• Services: the level of access to and quality of health services and other supportive public, pri-
vate, and commercial services that lead to healthy living.

• Life-Course Approach: Neighborhoods’ effect on health change overtime, depending on many factors, 
including age. A life-course approach to research and interventions looks at how neighborhood factors affect 
health and health behavior over a person’s lifetime (Policy Link, 2002).

• Critical Pathways: Analysis of the pathways that infl uence health from root causes through injury and illness. The 
pathways include Root Factors-Behavioral and Environmental Factors-Medical Services-Disparities in Health. 
(Health for All, 2003)

• Spectrum of Prevention: Developed by Larry Cohen and Contra Costa County, the Spectrum of Prevention 
provides a multilevel framework for addressing the social, community, environmental, and individual factors 
related to health and making sustainable change. It is now a key framework promoted by Prevention Institute, 
www.preventioninstitute.org. The framework includes:

• Community-Based Participatory Research: Community-Based Participatory Research (CBPR) in health is a 
collaborative approach to research that equitably involves all partners in the research process and recognizes 
the strengths that each brings. It starts with a research topic of importance to the community with the aim of 
combining knowledge and action for social change to improve community health and to eliminate health 
disparities (Minkler and Wallerstein, 2003).  CBPR “turns on its head” the more traditional applied research 
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paradigm in which the outside researcher determines the question, the tools, the interventions, and the type 
of results and outcomes documented and valued (Gaventa, 1993). The following are some fundamental 
characteristics of CBPR: participatory and cooperative, engaging community members and researchers in a 
joint process. CBPR is also a co-learning process, involves systems development and local community capacity 
building, empowers participants to gain more control over their lives, and achieves a balance between 
research and action (Israel et al., 1998). The IOM, the CDC, and other agencies are recommending that CBPR be 
one of the six areas on which academics and organizations should place a greater emphasis. 

• Socioeconomic Status (SES) and Health: One of the most powerful factors that infl uences health is 
socioeconomic status. “Disadvantaged socioeconomic status shapes experience of an exposure to virtually 
all known behavioral, environmental and psychosocial risk factors” (House and Williams, 2000). Given that 
many racial and ethnic groups are disproportionately represented in disadvantaged SES populations, it is 
critical to understand and work to address the impact of SES. The combination and interaction of race and 
socioeconomic factors should be measured, studied, and  made a focus for intervention and change.

• Asset and Strengths-Based Assessment and Planning: Numerous models for engaging communities in 
developing priorities and plans for improving multicultural health take a strengths-based approach. For 
example, the National Association of City and County Health Offi cials, in collaboration with the CDC, has 
developed an exciting tool called Mobilizing for Action through Planning and Partnerships (MAPP, 2001). 
MAPP is a community-wide strategic planning tool for improving community health. Facilitated by public 
health leadership, this tool helps communities prioritize public health issues and identify resources for 
addressing them.

• Empowering Education: Because of the nature of the social determinants of health and the role of potential 
risk and protective factors, development of education and interventions to improve multicultural health may 
benefi t from using an adaptation of an empowerment education approach developed by Friere (1970) . 
Delineated in this model, the purpose of education is human liberation; that is, learners can be subjects and 
actors in their own lives and society. Friere’s three-stage methodology includes listening to understand the 
felt issues or themes of the community; participatory dialogue about the investigated issues using a problem-
posing methodology; and action on the positive changes that people envision during their dialogue. Many 
public health organizations and communities use these principles and approaches to engaging communities in 
addressing multicultural health issues. CBPR incorporates many of these principles.
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• Role of Information Technology and Informatics: Information technology and system advances will enable 
more effective capture of essential data to analyze, monitor, and evaluate health conditions and interventions. 
Electronic health records, telemedicine, monitoring devices, Internet tools, and information systems can make 
key cultural, linguistic, and medical information available at the point of decision or service; can increase 
access to cost-effective language and medical care; and can improve information dissemination.   The IOM 
Report, Who will keep the public healthy? cites Yasnoff et al, 2000 in defi ning informatics as “the systematic 
application of information, computer science and technology to public health practice and learning” (IOM, 
2003, p. 62) and lists informatics as one of the areas of critical importance for public health education in the 
21st  century.   

• Change Management: Implementation of changes within organizations and communities will require more 
effective change management. Kotter (1995) proposes the following key ingredients to successful change and 
transformation:  shared vision; tension for change; sense of urgency; powerful guiding coalition; quick wins; 
remove obstacles; empower recipients and champions; communication; and institutionalize the change. 
There are many other models of change management for organizations and communities. Managing Complex 
Change, developed by M.B. Lippitt (2002) is a useful framework that describes a set of elements necessary for 
successful change within organizations and/or systems. Public health leaders, professionals, and faculty will 
need to be able to apply these strategies to bring about effective change at the individual, group, system, 
and community levels to address the challenging issues that affect multicultural health.   For a selected list 
of materials related to change management, see Transformative Leadership and Change Management and 
Resources to Inform Change Efforts  in the Resources section. 

• Cultural Brokering:  The concept of cultural brokering has evolved and permeated many aspects of U.S. society, 
including health care. A review of the literature reveals that during the 1960s researchers began to use the 
concept of cultural brokers within the context of health care delivery to diverse communities. Wenger (1995) 
defi ned cultural brokering as “a health care intervention through which the professional increasingly uses 
cultural and health science knowledge and skills to negotiate with the client and the health care system for 
an effective, benefi cial health care plan.” Jezewski (1990) defi ned cultural brokering as the act of bridging, 
linking, or mediating between groups or persons of different cultural backgrounds for the purpose of reducing 
confl ict or producing change.

 
The NCCC documents the uses of this model in effectively addressing the health and mental health needs of 
culturally and linguistically diverse populations. Bridging the Cultural Divide in Health Care Settings: The Essential 
Role of Cultural Broker Programs (2004) (see http://gucchd.georgetown.edu/nccc/documents/Cultural_Broker_
Guide_English.pdf):
- introduces the legitimacy of cultural brokering in health care delivery to underserved populations, who 

are culturally and linguistically diverse;
- promotes cultural brokering as an essential approach to increase access to care and to eliminate racial 

and ethnic health disparities;
- defi nes the values, characteristics, and areas of awareness, knowledge, and skills required of a cultural 

broker; and 
- provides guidance on establishing and sustaining a cultural broker program for health care settings that 

is tailored to the needs and preferences of the communities served. 
Emerging evidence suggests that cultural brokering holds great promise as a model for public health.

Summary of Social Models and Frameworks in Multicultural Health

These models provide insight and strategic approaches to improve public health for this nation’s multicultural 
populations. In summary, the areas of greatest importance espoused by these models are as follows:  
- A complex array of social, cultural, environmental, biological, and economic factors impact health.
- This complex array of factors must be addressed at the source for public health to fulfi ll its mission.
- This complex array of factors also requires broadening the scope of arenas critical to the focus and 

interventions of public health. 
- The active engagement of communities as essential partners is required to improve public health. 
- The recognition and use of strengths rather than only defi cits as a basis for planning and intervention are a 
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public health imperative. 
- Systemic change is required in all aspects of public health to implement these models that benefi t the health 

and well-being of this nation’s diverse populations.  

The principles and practices of cultural and linguistic competence have to be integral to any model adopted by 
public health leadership to be both equitable and effective.

2. Benefi ts, Values, and Guiding Principles of Multicultural Health

Benefi ts

The benefi ts of increasing the capacity of public health professionals to understand and apply these models and 
frameworks to the research and practice of public health in a multicultural environment are numerous and include, 
at a minimum, the following:

• Effective design, delivery, and evaluation of programs, services, and supports tailored to the priority 
needs, beliefs, values, and behaviors of culturally and linguistically diverse populations;  

• Improved ability to identify and address the root causes of public health issues facing multicultural 
communities;

• Better strategic positioning of systems, organizations, and programs to meet the priority needs and 
opportunities of communities and populations;

• Improved impact on the allocation or investment of limited resources; 
• Ability to maintain and grow program volume and fi nancial support;
• Increased satisfaction among multiple internal and external stakeholders and clients;
• Ability to meet public health competency and accreditation requirements;
• Compliance with Federal statutes, state and local laws, and policies;
• Compliance and consistency with IOM and important multicultural health recommendations;
• Increased ability to recruit, retain, and satisfy diverse researchers, leaders, and other members of the 

public health workforce who more closely refl ect the populations served or studied;
• Attract new partnerships and additional sources of funding; 
• Value and embrace the increasing diversity in U.S. society;
• Make a difference in reducing and eliminating health disparities; and
• Improved health for all.

Values and Guiding Principles

APHA defi nes key values, beliefs, and principles in its code of ethics for the practice of public health. See http:
//www.apha.org/codeofethics/ethics.htm. Public health systems and organizations must identify and infuse the 
principles and values of cultural and linguistic competence as they relate to this code. It will serve as a foundation 
for the practice of public health in a multicultural environment. Examples of this infusion include the following.

APHA Principle Revised Principle

Public health policies, programs, and priorities should 
be developed and evaluated through processes 
that ensure an opportunity for input from community 
members. 

Public health policies, programs, and priorities should 
be developed and evaluated through processes that 
ensure meaningful participation from  culturally and 
linguistically diverse community members at all phases.

Public health institutions should ensure the 
professional competence of their employees.

Public health institutions should ensure the professional 
competence of their employees, including cultural and 
linguistic competence.

Public health programs and policies should 
incorporate a variety of approaches that anticipate 
and respect diverse values, beliefs, and cultures in 
the community. 

Public health programs and policies should incorporate 
a variety of approaches that anticipate, respect, and 
effectively address diverse values, beliefs, languages, 
and cultures within communities.
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3. Scope and Elements of Comprehensive Multicultural Health Interventions

MCH programs, public health organizations, and communities should be encouraged to apply the frameworks 
and concepts described above to develop multidisciplinary, multistrategy interventions to improve the health, 
well-being, and environmental conditions of multicultural populations. Key decisions will center on the scope and 
elements of training to be used, depending on the mission of the individual organization or program. Suggested 
components of a comprehensive strategy are outlined below. Curricula and practice opportunities should prepare 
students, faculty, and practitioners to develop, implement, and evaluate these components within the context of 
multicultural communities.

Comprehensive public health interventions require the following elements:

Structural 
 Collect and track data according to race, ethnicity, socioeconomic status, language use, non-ethnic cultural 

groups, etc. 
 Track political and public policy affecting the health of diverse populations.
 Collect and track data of epidemiological patterns of disease and disorders across population groups.
 Conduct community assets and needs assessment.
 Conduct organizational self-assessment of cultural and linguistic competence.
 Develop a business case, rationale, and vision for multicultural health interventions.  
 Address root causes including institutional and individual racism and discrimination. 
 Increase and assure for a culturally and linguistically diverse workforce.
 Manage the dynamics inherent within a multicultural workforce.
 Create structures, policies, and practices, and allocate resources to ensure effective communication among 

multicultural staff and multicultural populations. 

Social and Economic
 Improve social, economic, and environmental community conditions through social action and advocacy to 

effect policy change.
 Engage communities in educational efforts and initiatives as a way to support political empowerment 

(e.g., promotion of health and mental health, impact of racial and ethnic disparities within communities, 
development of community leadership, and community-based participatory research).

 Include communities in planning, priority setting, and interventions.
 Ensure the engagement of communities in evaluating the effi cacy of interventions.
 Advocate for increased research funding to address health and mental health disparities among multicultural 

populations.  

Services and Supports
 Eliminate barriers and ensure access to public health, medical care, and mental health services for multicultural 

populations.
 Provide culturally and linguistically competent services and supports. 
 Create and provide community-specifi c and/or disease-specifi c prevention and interventions for multicultural 

populations.
  Engage communities in the design and implementation of quality assurance for and evaluation of services and 

supports.
 Prepare and support a workforce that has the knowledge and skill sets necessary to provide and/or manage 

services and supports to multicultural populations.  

Research
 Conduct research that employs culturally and linguistically competent and community-based participatory 

action methodologies.
 Research and evaluate disease factors that impact multicultural health.
 Contribute to the body of knowledge of evidence-based practices that are culturally and linguistically 

competent, for multicultural populations. 
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 Add to the research base of effective interventions that help achieve elimination of health and mental health 
disparities.

 Conduct evaluation of interventions through both process and outcome assessment.
 Use evidence-based fi ndings to effect policy change and guide interventions.
 Prepare and support researchers who have the knowledge and skill sets necessary to design and conduct 

research in collaboration with multicultural populations.

Policy Change
 Make recommendations and advocate for health, social, environmental, and political policy change at the 

community, state, and national levels. 
 Use research fi ndings to inform policymakers regarding social inequities and other factors that contribute to 

health and mental health disparities. 
 Prepare and support individuals who have knowledge and skill sets necessary to provide public health 

leadership for policy change within a multicultural environment.  

Transformative Leadership
 Cultivate the capacity of individuals and groups to transform systems and organizations at the community, 

local, state, tribal, and Federal levels.  
 Acknowledge and support leadership, at all levels, within systems, organizations, and communities with 

special emphasis on informal leaders and natural networks of support within culturally and linguistically diverse 
communities.

 Prepare and support individuals who have the knowledge and skill sets necessary to advocate for and 
contribute to the transformation of both the health care and mental health care systems in the United States.  

 Promote systems change in a multicultural environment to eliminate health and mental health disparities.

This multifaceted, interdisciplinary listing of public health interventions may appear daunting; however, systemic 
change is required—in each of these areas, on multiple levels—to improve multicultural health. Students, faculty, 
and practitioners must be knowledgeable about how these elements can contribute individually and collectively 
to improving multicultural health and organizational cultural and linguistic competency. It is essential for public 
health systems and organizations to (1) conduct assessments (community, self, and organizational); (2) develop 
a strategy that defi nes the elements on which to focus in the short and long term; (3) describe appropriate 
roles to engage personnel, faculty, and students; and (4) ensure meaningful collaboration with key stakeholders. 
This approach allows the public health system or organization to focus on one or more elements that are most 
compelling or feasible, given the goals, expertise, community-identifi ed assets and needs, capacity, and resources.

See selected suggested reading and resources for in-depth information that has relevance to this section of the 
module. 
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SECTION D.
TEACHING TOOLS, STRATEGIES, & RESOURCES

This section provides an overview of areas of awareness, knowledge, and skills in multicultural health that students 
in public health or medical training programs need to acquire. It also offers instructional vignettes and strategies for 
building multicultural health into all aspects of your program.

Areas of Awareness, Knowledge, and Skills

The following areas of awareness, knowledge, and skills were selected to highlight in this module. This list is 
not exhaustive. Faculty are encouraged to adapt and enhance the following characteristics based on the needs, 
interests, and areas of focus within their respective disciplines and training programs.

Awareness of
✧ the public health implications in an increasingly multicultural society;
✧ disparities in health and mental health status and their underlying causes among racial, ethnic, and other 

cultural groups; 
✧ the interaction of social, economic, biological, and environmental factors that impact the health and well-

being of communities;
✧ the infl uence of the built environment and other place-based factors on health and mental health status;
✧ legal requirements for providing equitable services and supports to culturally and linguistically diverse 

groups;
✧ the infl uence of immigration status, shifting community demographics, and acculturation on health and 

mental status;
✧ that public health interventions must address individual, group, community, and system levels;
✧ the economic rationale and implications for improving capacity to attract and retain a diverse and 

culturally and linguistically competent workforce, and to serve and satisfy multicultural populations;
✧ the necessity to be aware of one’s own culture and world view;
✧ cultural self-assessment as a tool to explore varying world views;
✧ the importance of cultural humility and the need for lifelong learning;
✧ the unique needs, challenges, and strategies of a diverse workforce;  
✧ the need for collaboration among and across broad sectors of society (e.g. public health, mental health, 

education, business, political, recreation, and community) to address multicultural health effectively;
✧ communities must play a major role in identifying priority health and mental health issues, in designing 

interventions, in advocating for change, and in having ownership of the outcomes;
✧  the importance of developing upstream interventions; 
✧ the importance of early intervention including a focus on informing, engaging, and empowering youth to 

address their own health and well-being and that of their communities; 
✧ culturally related risk, protective, and mediating factors;
✧ the importance and challenges of accurate data collection for measuring and monitoring health and 

mental health status of multicultural populations, for evaluating interventions, and for enabling systems to 
provide culturally and linguistically competent services and supports; and

✧ the critical role of information technology in enabling systems, services, and supports.

Knowledge of
✧ conceptual frameworks for public health interventions;
✧ root causes of health and mental health disparities;
✧ Community-Based Participatory Research;
✧ conceptual frameworks for cultural and linguistic competence;
✧ principles and practices of community engagement;
✧ conceptual frameworks and models for community assessment and asset mapping;
✧ self-assessment of cultural and linguistic competency at both individual and organizational levels;
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✧ social determinants research;
✧ evidence-based and best practices in ethnic- or culture-specifi c and multicultural health; 
✧ approaches, strategies, and interventions being used by local public health organizations that are effective 

for multicultural populations;
✧ strategies for inspiring and supporting people from cultures underrepresented in public health to be 

aware of and successfully pursue research or practice careers;
✧ community organizing, coalition building, and advocacy;
✧ the Spectrum of Prevention framework;
✧ change management theory;
✧ transformative leadership;
✧ processes for developing organizational strategies for operating in a multicultural environment, and 

implementation of these at all levels of the organization; 
✧ effective program and personnel management of a culturally and linguistically competent workforce;
✧ multifaceted disease-specifi c causes and interventions for different racial, ethnic, and cultural groups; and
✧ impact of acculturation and immigrant and/or refugee status and experience on health and mental health 

status.

Skills in
✧ mentoring;
✧ interaction and conduct of research in collaboration with populations and communities different from 

one’s own;
✧ community engagement and collaboration with community-based organizations, natural networks of 

support, and other informal structures within multicultural communities; 
✧ collaboration in the conduct of interdisciplinary research that addresses public health and other related 

factors;
✧ tool development and data analysis for culturally and linguistically diverse populations;
✧ self-assessment of cultural and linguistic competency at both individual and organizational levels;
✧ cultural humility in the delivery of health and mental health services and supports;
✧ incorporation of issues related to multicultural health and mental health and cultural and linguistic 

competency into curricula and teaching; and
✧ quality assurance measures that incorporate principles and practices of cultural and linguistic competence 

for multicultural health.

Suggested Strategies for Incorporation into Curricula and Practice

The following strategies are offered to assist faculty in incorporating multicultural health effectively into all aspects 
of MCH training programs.  The strategies are categorically listed as follows: (1) Coursework/Curricula, (2) Practice-
Based Strategies, (3) Research, (4) Fostering an Environment That Values Multicultural Students, and (5) Supporting 
Student Language Profi ciency; and a list of Key Success Factors for implementation. These strategies should be 
deployed within the framework of the “Suggested strategies for incorporating cultural and linguistic competence 
into MCH training programs” in Section B4 and with the broad focus and scope of the multicultural health elements 
outlined in this module.

MCHB Performance Standards indicate that MCHB-funded training programs should have an institutional 
commitment and a written plan for incorporating cultural competency.  Additionally, multicultural health factors 
should be incorporated into this plan. Each program should develop its own plan through a collaborative 
process with faculty, students, alumni, community partners, and key stakeholders. The process is as important 
as the outcome because authentic, shared “buy-in” and commitment are critical to its successful design and 
implementation.  
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Coursework/Curricula

• Incorporate multicultural health-related lectures, case studies, or community-based projects into 
the breadth and scope of each public health course.

• Create and offer multicultural health specialty areas and coursework. For example, UC Berkeley, 
School of Public Health, has a multicultural health specialty area.

• Offer expert academic or practice guest lecturers on a periodic or an ongoing basis.  
• Offer a speaker series, seminars, symposia, or workshops on multicultural health.
• Assign individual and group projects in such courses as asset and need assessments, program 

planning, and data analysis related to multicultural health and cultural and linguistic competence.
• Identify conferences and support the attendance of students and faculty.
• Develop a resource library with books, articles, tools, reports, multimedia products, and other 

resources.
• Develop a Web site with key materials and links or create an online index.
• Offer forums – “safe refuge” in which students, faculty, and alumni can share experiences.
• Conduct a survey of alumni regarding their recommendations for key areas of knowledge and 

skills for multicultural health.
• Establish community advisory boards or committees to provide input into curricula development 

and modifi cation.
• Involve undergraduates, and encourage them to pursue graduate training or coursework in 

multicultural health. 

Practice-Based Strategies

• Offer internships in multicultural health.
• Plan and conduct fi eld trips to enhance learning opportunities.
• Conduct forums and training sessions, and provide resources on evidence-based and best 

practices on public health interventions for multicultural populations.
• Develop case studies with a cultural and linguistic context, with emphasis on strengths-based 

and cultural protective factors.
• Participate in local partner initiatives within culturally and linguistically diverse communities (e.g., 

immunization drives, health fairs, public media campaigns, fund raising, and others).
• Encourage practitioners to conduct and/or collaborate in applied research using culturally and 

linguistically competent and participatory action designs.
• Provide technical assistance and/or mentoring opportunities to health and mental health 

practitioners.
• Offer training to build community capacity, particularly within communities that are 

disproportionately impacted by racial and ethnic disparities in health and mental health.

Research

• Encourage and support dissertations or theses on multicultural health and cultural and linguistic 
competency.

• Participate in faculty research projects that focus on multicultural health and cultural and linguistic 
competency.

• Evaluate community-based interventions in a culturally and linguistically competent manner. 
• Develop and track appropriate measures and health indicators using variables such as race, 

ethnicity, SES, language, culture, class, and gender.
• Provide professional development for faculty, and offer coursework for students on research 

methods and interactions within multicultural communities.
• Employ community-based participatory research methodologies as an organizational policy.
• Fund and offer postdoctoral fellowships in multicultural health and cultural and linguistic 

competence.
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• Identify values for community engagement, and develop policy and guidelines for implementing 
practices and for conducting research within multicultural communities.

• Fund an Endowed Chair in the school or university for multicultural health. 
• Recruit and retain faculty who are knowledgeable and skilled in conducting research with 

multicultural populations and communities. 
• Establish partnerships between researchers and community practitioners.
• Cultivate and maintain partnerships within culturally and linguistically diverse communities.

Fostering an Environment That Values Multicultural Students

• Conduct an organizational assessment of cultural and linguistic competency.
• Ensure the creation of a mission statement and a written plan that articulate the principles, 

rationale, and values of the school or university for multicultural health and cultural 
• Ensure that the school or university has dedicated staff and resources necessary to provide an 

environment that values multicultural students.
• Design and implement outreach and recruitment strategies to increase the pool of culturally and 

linguistically diverse students who pursue careers in public health.
• Support faculty recruitment and professional development to enhance expertise and 

organizational capacity in multicultural health and cultural and linguistic competence
• Provide students with a range of learning opportunities to participate in community-based 

participatory action research projects and initiatives on multicultural health. 
• Build a cadre of faculty, practitioners, and alumni mentors.
• Create and/or support multicultural student associations and student-faculty committees.
• Celebrate cultural events within the university community and the community at large. 
• Support the participation of students in community events and networks.
• Display artwork and pictures created by students or local residents or that depict local cultures.

Supporting Student Language Profi ciency

• Provide resources to strengthen student language profi ciency and student ability to meet 
schoolwork requirements successfully.

• Offer pre-matriculation English and writing workshops.
• Create and support a network of bilingual and/or multilingual students.

Key Success Factors

The following have been identifi ed by the UC Berkeley School of Public Health as key factors for the successful 
incorporation of cultural and linguistic competence into all aspects of training programs in multicultural health: 

• Solid and authentic institutional commitment
• Shared vision and “buy-in” from students and faculty
• Resource commitment 
• Willingness to change policies and practices 
• Community engagement and meaningful involvement
• Visible grant or community project to focus and reinforce efforts
• Administration and Faculty Champions
• Collaboration among disciplines and departments
• Safe and supportive environment for discussions and change
• Patience, persistence, and realistic expectations



OXENDINE, GOODE & DUNNE; NATIONAL CENTER FOR CULTURAL COMPETENCE

PAGE 34

Vignettes and Faculty Guidance

Vignette 1: Improving the Health of a Multicultural Community

A team of your students has been asked to consult with a local county health department on a project designed 
to improve the health of the East Park Community. East Park is a neighborhood within a major city that is nearby 
your campus. The local health department chose to focus on East Park because it has some of the worst health 
disparities in the county, including high rates of morbidity and mortality related to asthma, diabetes, violence, 
obesity, HIV/AIDS, and breast cancer. Of particular concern are the increasing rates of these problems in children, 
adolescents, and young adults. 

This community was also chosen because of interest expressed by the Mayor’s offi ce in involving law enforcement, 
schools, hospitals, churches, the university, and other organizations in addressing the issues in this neighborhood. 
Local youth and residents also had begun to organize to develop and advocate for solutions to the violence and 
other health problems. Finally, the community was chosen because of its interesting mix of long-term residents, 
with an unusually high rate of home ownership, and infl ux of fi rst generation immigrants. The long-term residents 
are African American, whereas the immigrants are Mexicans, Salvadorans, Koreans, and Vietnamese. 

The data readily available show the following: Mexican immigrants are the most rapidly growing population in 
East Park and make up 30% of the population. The remainder of the population consists of African Americans, 
45%; Koreans and Vietnamese, 15%; Salvadorans, 5%; and Caucasians, 5%. Many residents from all groups live 
in poverty, whereas some of the longer-term residents are working or lower middle class. A high percentage 
of residents are employed, but lack employer-sponsored health insurance and as a result are uninsured or have 
Medicaid. East Park schools are among the worst academically in the city and have high rates of violence. High 
rates of unemployment exist among youth ages 17–24.

Goals: Improve the health of the people living in the East Park community.
 Engage diverse community partners.

The county health department requested consultation on the following:

1. What frameworks and processes should the health department consider to develop and implement a 
multifaceted strategy and interventions that address the major health problems and their root causes? 

2. What would the scope of possible interventions include?

3. How should the county health department engage and empower the community in developing and owning 
priority problems and solutions?

4. How can the county health department effectively partner with key local organizations to develop and 
implement solutions that address health care, mental health care, public health, and community factors?  

5. How will success be measured?    

6. What are the key steps in the process you would recommend? 
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Faculty Guidance for Vignette

The following are suggested considerations and questions to guide faculty in evaluating the approach developed 
by the students.

The strategy and process to analyze problems and develop interventions should include, at a minimum, the 
following:

• an ethnographic need and strength assessment to gather more and better data;
• root cause frameworks and concepts;
• multifaceted approaches that include health, mental health, public health, and community development 

interventions and players;
• the community and specifi c group involvement, empowerment, and capacity building;
• the important role of social capital; and
• community-wide solutions that apply across multiple cultures as well as culture-specifi c interventions.

 Is there a structure in place to guide and oversee the process?

 Is there acknowledgment of the cultural differences between these groups, including but not limited to, 
family and kin structure, formal and informal leadership structure, income, language, religion, vocation, 
gender roles, etc.? Is there recognition that the root causes and problems may differ signifi cantly for each 
of these groups? Is there also an acknowledgment of in-group variation? What kind of an impact do all 
these factors make on the strategic plan and evaluation?   

 Will the process result in a written strategic plan and a related action plan? 

 Are factors related to immigration status, acculturation, and changing economic status adequately 
incorporated into the plan?

 Is there a plan to assess and address limited English profi ciency and literacy in the native language or in 
English?

 Is there a suffi cient plan for evaluation? Will it include both outcome and process measures? 

 Are the tools and process strengths-based? 

 Do the strategy and process include community involvement in setting priorities and developing solutions?

 Are the solutions based on solid data, including data about race, ethnicity, socio-economic status and/
or is there a process for tracking and linking these factors to health and mental health status and service 
utilization over time?

 Are partnerships or coalitions across organizations formed and operated using sound partnership 
principles? (See Campus-Community Partnerships for Health at http://www.ccph.info/ for resources.)   

 Is there a strategy for youth empowerment and capacity building? 

 Is there a plan for leadership development and change management among the organizational partners? Is 
there a plan for these with diverse communities and does it take cultural differences into account?  

 Is there a plan for community empowerment and capacity building for policy advocacy to change 
problematic conditions?
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Vignette 2: Developing an Intervention to Reduce Infant Mortality

The local health department, physician, and hospitals are concerned about the high infant mortality rate in their 
city. For the past 7 years, the overall infant mortality rate has been one of the highest in the state and has worsened 
in the last 3 years. However, an examination of these rates, by racial and ethnic group and neighborhood, has 
uncovered major disparities. The White residents in the more affl uent and middle-class neighborhoods have 
some of the lowest infant mortality rates in the state. African American and Latino populations in the low-
income neighborhoods have some of the highest rates in the country. You have been asked to consult with a 
coalition formed by the city to conduct an in-depth analysis of nature and causes of the problem and to develop 
recommended solutions.

Goals:  Make recommendations based on an analysis of the problem. 
 Reduce infant mortality in the city by 50% in 5 years.

Faculty Guidance
The following are suggested questions and considerations to guide faculty in evaluating the approach developed 
by the students:

 Is there suffi cient, appropriate quality data available? If not, what is the plan for obtaining such data?

 Is the analysis appropriate? Do the data and analysis consider these key factors:
• Cultural, 
• Racial,
• Ethnic,
• Linguistic,
• Epidemiological,
• Health risk behaviors,
• Cultural protective factors,
• Educational and vocational, and
• Socioeconomic.

 Do the analysis and proposed interventions consider the role of such root causes as racism, discrimination, 
segregation, and stereotyping as well as health behaviors?

 Does the process for determining the causes and the solutions involve community members? If so, how?

 Do the interventions consider the potential contributions of and ideas for strengthening social capital 
relative to the problem?

 Is a written strategic and action plan with identifi ed leaders and resources recommended?  

 Are cultural, linguistic, and other factors related to access to quality prenatal and postnatal care, 
immunizations, well-baby visits, and other contributors to infant health incorporated into the plan?

 Are nutrition, home, and neighborhood environmental factors considered?

 Are best and/or evidence-based practices from other areas considered?

 Is there a plan for outcome evaluation based on data that track culture-specifi c epidemiological, access, 
nutrition, risk, and protective factors? 

 Does the plan include policy advocacy to address issues?
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Resources

Healthy Start Initiative, see http://www.healthystartassoc.org/hswpp6.html

Michael Lu, M.D., M.S., M.P.H., researcher in reproductive health, see information and resources at the Center for 
Healthier Children, Families & Communities at 
http://www.healthychild.ucla.edu/DropDownMenu/StaffDirectory/Lu.asp

National Fetal and Infant Mortality Program, see
http://www.acog.org/from_home/departments/dept_web.cfm? recno=10  (This site may require a free 
registration).

Vignette 3: The Ten Essential Public Health Services
Source: Association of Schools of Public Health Web site: http://www.asph.org/document.cfm?page=300

• Monitor health status to identify community health problems 
• Diagnose and investigate health problems and health hazards in the community 
• Inform, educate, and empower people about health issues 
• Mobilize community partnerships to identify and solve health problems 
• Develop policies and plans that support individual and community health efforts 
• Enforce laws and regulations that protect health and ensure safety 
• Link people to needed personal health services and assure the provision of health care when otherwise 

unavailable 
• Assure a competent public health and personal health care workforce 
• Evaluate effectiveness, accessibility, and quality of personal and population-based health services 
• Research for new insights and innovative solutions to health problems 

Goal: Incorporate relevant content from this module and other sources to revise the Ten Essential
 Public Health Services for today’s multicultural environment in the United States.

Faculty Guidance

Exercise 1: Engage students in group discussion and/or assign the following questions for written reports:

• Research for new insights and innovative solutions to health problems 
• How do the values and principles of cultural competence apply to each of the Ten Essential Public Health 

Services?
• How does the defi nition of linguistic competence apply to these?
• Which models and frameworks for multicultural public health hold promise for greatest effi cacy for the ten 

stated services?

Exercise 2: Instruct students to form small groups and to reach consensus on revising the Ten Essential Public 
Health Services to infuse values and principles of cultural and linguistic competence. Discuss the implications for 
leadership in multicultural health. Pose the following questions to the students.

• What were the strengths and challenges of the consensus process?
• Were there cultural factors that made an impact on the consensus-building process?
• Would this be a feasible approach to use with communities? If not, provide reasons why. 
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Vignette 4

The Schools of Public Health and Pharmacy are pairing up to increase the participation of racially, ethnically and 
linguistically diverse groups in research studies and clinical trials conducted by the University and its partners.  The 
University has a national reputation for its research in the areas of hypertension/heart disease, diabetes, and obesity 
and these have been identifi ed as areas of focus.  Unfortunately, the University’s reputation as a research institution 
among the state’s diverse populations has not been positive.  You are a member of the leadership team appointed 
to a special task force take on this charge.    

Goal: To develop a strategic plan to increase the participation of racially, ethnically and linguistically diverse 
populations in hypertension/heart disease, diabetes, and obesity research that is built upon partnerships between 
the University and the state’s diverse communities. 

1. What social models and frameworks will guide your efforts?

2. Review the Scope & Elements of Comprehensive Multicultural Health Interventions to determine their 
implications for this work (i.e. structural, social and economic, services and supports, research, policy 
change and transformative leadership).  

3. How will you integrate the values guiding principles of cultural and linguistic competence in this effort?

Faculty Leadership and Self-Refl ection Vignette:  Strengthening the Multicultural Health Curriculum and 
Experience

The dean of your school has just asked you to present her with recommendations and a written plan for 
strengthening the multicultural health curriculum and practice experience available to your students. This is part of 
a school-wide effort to strengthen the multicultural health training for current and future leaders and professionals. 
It is also part of the dean’s goal of increasing faculty and student diversity. The timing is good as you had just 
completed your annual MCHB progress report including responses to questions about how your training program 
incorporates cultural competency and diversity. You had already decided that you were going to take the lead 
in having your department develop a much-needed strategy and plan. Since this is at the dean’s request, you are 
hopeful that this will assist in you in your efforts. 

Goal: Make recommendations and submit a written plan for strengthening the multicultural health 
curriculum and practice experience available to students.

• What process would you use to develop a plan?

• What would be the scope and elements that you would include in the plan? How would you 
incorporate them into the curriculum and practice experience? What structural elements would 
you put in place?

• Describe the leadership challenges you would face and some strategies for overcoming them. 
What would be your key success factors? How would you evaluate this at the individual and 
organizational levels? 
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Guidance for Faculty Self-Refl ection and Planning

The following are suggested questions and considerations to guide faculty: 

 Is self-assessment an initial step in the process? Are the key principles, tools, and processes included? 
(See Cultural Self-Assessment module in this series at http://www.NCCCcurricula.info.) 

 What currently existing sources would you use to help you develop the plan? Such sources may include:
o medical, nursing, public health, and mental health curricula being used at other schools;
o Liaison Committee on Medical Education (LCME) and Accreditation Council for Graduate 

Medical Education (ACGME)requirements; and
o CLAS standards and other professional standards such as the Principles and Standards for 

Cultural Competence Education of Health Care Professionals, the Western Interstate Commission 
for Higher Education (WICHE) Standards for Cultural Competence in Mental Health, and the 
National Association of Social Work standards for cultural competence. 

 Is there a plan for training faculty and other training providers in skills necessary to integrate multicultural 
health elements into their specialty or practice area? Is there a plan for training them to teach the revised 
curricula and practice?  

 Does the process include key stakeholders such as faculty, students, alumni, and staff?  

 Does the plan include: (1) the meaningful participation of individuals, families, and informal leaders in 
diverse cultural groups? and (2) allocation of resources in recognition of their time and expertise? 

 Are principles of change management applied to increase the capacity to bring about meaningful change 
and to minimize the burden on the organization and the individual? (See Resources to Inform Change 
Efforts and Transformative Leadership and Change Management  in the Resources section of this module.) 

 Are multiple departmental and school-wide curricular, research, and practice options for incorporating 
multicultural health considered? (See Section D, Teaching Tools, Strategies, & Resources.)

 Are root cause and multi-level intervention strategies considered for inclusion in the curricula, practice 
settings, research, and public policy advocacy?

 Are best and evidence-based practices and examples from other programs considered?

 Are there incentives and rewards for faculty and students to pursue teaching, research, practice, and 
public administration in multicultural health? 

 Is there a written strategic and action plan? Is it developmental in approach, at both individual and 
organizational levels?  

 Are there strategies for evaluating students’ understanding and application of key concepts, awareness, 
knowledge, and skills in multicultural health and/or mental health? 

 Does the plan include discipline- and professionally-specifi c as well as cross-discipline strategies that 
include expertise from others, including but not limited to, clinical anthropologists, medical sociologists, 
nurses, nutritionists, and social workers?  

 Does the plan call for the use of a variety of learning modalities, including experiential? 

 Is there an institutional and departmental commitment accompanied by necessary resources? If not, what 
leadership role can you and others assume to secure the commitment and necessary resources?
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Resources

Accreditation Council for Graduate Medical Education at  www.acgme.org/outcome/comp/compMin.asp

Champaneria, M. C., & Axtell, S. (2004, May 5). Cultural competence training in U.S. medical schools. Journal of the 
American Medical Association, 291(17). See http://jama.ama-assn.org/

American Medical Women’s Association.  Cultural competence and women’s health in medical education. Journal 
of the American Medical Women’s Association, 53(3), (Suppl. 1998). 114-139.  See http://jamwa.amwa-
doc.org/index.cfm?objectid=3522F474-D567-0B25-5CEFFD02D5773E18

Ferguson, W., Keller, D., Haley, H.-L., & Quirk, M. (2003). Developing culturally competent community faculty: A 
model program. Academic Medicine, 78, 221–1228.

Multicultural Health Evaluation from the California Endowment, see 
 http://www.calendow.org/evaluation/reports.stm

Principles and Standards for the Cultural Competence Education of Health Care Professionals (2003) from 
http://www.calendow.org/reference/publications/ cultural_competence.stm

Rios, E. V., & Simpson, C. E. (1998). Curriculum enhancement in medical education: Teaching cultural competence 
and women’s health for a changing society. Journal of the American Medical Women’s Association, 53(3). 
See http://jamwa.amwa-doc.org/index.cfm?objectid=4CA97F25-D567-0B25-5888000FDB66903A

Society of Teachers of Family Medicine’s Recommended Core Curriculum Guidelines on Culturally Sensitive and 
Competent Health Care, by Robert C. Like, M.D., M.S.; R. Prasaad Steiner, M.D., M.P.H.; & Arthur J. Rubel, 
Ph.D. Available at http://stfm.org/corep.html
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Resources for the Curricula Enhancement Module Series

Bell, S., & Scholle, S. H. (2002, July). Family ratings of cultural competence in a System of Care. Presentation made 
at the National Technical Assistance Center for Children’s Mental Health’s Training Institutes, Washington, 
DC. 

Culhane-Pera, K. A., et al. (Eds.). (2003). Healing by heart: Clinical and ethical case stories of Hmong families and 
Western providers. Nashville: Vanderbilt University Press.

Dolhun, E. P., Muñoz, C., & Grumbach, K. (2003, June). Cross–cultural education in U.S. medical schools: Develop-
ment of an assessment tool. Academic Medicine, 78(6).

Fadiman, A. (1997). The Spirit catches you and you fall down: A Hmong child, her American doctors, and the colli-
sion of two cultures. New York: Farrar, Straus & Giroux.    

Gilbert, M. J. (Ed.). Principles and recommended standards for cultural competence education of health care 
professionals prepared for the California Endowment. Available from http://www.calendow.org/pub/
frm_pub.htm

Gilbert, M. J. (Ed.). Resources in cultural competence education for health care professionals, prepared for the 
California Endowment. Available from

http://www.calendow.org/pub/frm_pub.htm

Institute of Medicine (2004). In the nation’s compelling interest: Ensuring diversity in the health care workforce. 
Washington, DC: National Academies Press.

Smedley, B. D., Stith, A. Y., & Nelson, A. R. (2002). Unequal treatment: Confronting racial and ethnic disparities in 
health care, Institute of Medicine. Available from http://books.nap.edu/catalog/10260.html

Sue, D. W., & Sue, D. (2003). Counseling the culturally diverse: Theory and practice (4th ed.): Indianapolis, IN: 
Wiley.

Thandeka. (1999). Learning to be white: Money, race, and God in America. New York: Continuum. 

U.S. Surgeon General. (2001). Mental health: Culture, race and ethnicity. A supplement to Mental health: A Report 
of the Surgeon General. Summary available online at 

 http://www.surgeongeneral.gov/library/mentalhealth/cre/default.asp

Resources - Defi nitions
Key defi nitions

Cultural competence defi nitions

Broad defi nition of linguistic competence, see 
http://gucchd.georgetown.edu/nccc/documents/Defi nition_of_Linguistic_Competence.rtf
See additional defi nitions in Compendium of Cultural Competence Initiatives in Health Care (2003). Kaiser Family 
Foundation. Available at http://www.kff.org/uninsured/6067-index.cfm

Building Linguistic and Cultural Competency: A Tool Kit for Managed Care Organizations and Provider 
Networks that Serve the Foreign-Born (1998). Wendy Siegel, Millennia Consulting, with Aida Gaichello, 
University of Illinois. Supported by the Mid-America Institute on Poverty.   Available at http://
www.consultmillennia.com/documents/Building%20Linguistic%20&%20Cultural%20Competency.pdf
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Introducing Behavioral  and Social Sciences into Medical School Curricula, current Project of the Institute of 
Medicine, Board on Neuroscience and Behavioral Health. For more information, see http://www.iom.edu/
project.asp?id=3891

Multimedia Resources

Videos
Blue-Eyed, a video demonstrating the effects of stereotyping others, by California Newsreel, see www.newreel.org

Centers of Excellence in Culturally Competent Care (2003). Kaiser Permanente. To order, contact the Kaiser Perman
ente National Diversity Hotline at (510) 271-6663.

Cultural Issues in the Clinical Setting. Teaching video vignettes with facilitator’s guide, 2003, 2004. Kaiser Permanente 
Multimedia Productions and The California Endowment. To order, contact: Gus Garona, Kaiser Permanente 
National Media Communications, Media Distribution, at (323) 259-4776.

The Culture of Emotions. A Cultural Competency and Diversity Training Program. Mental Health.To order, contact: 
Harriet Koskoff at (415) 864-0927.

Race: The Power of an Illusion, a video by California Newsreel, see www.newsreel.org  Companion Website 
sponsored by PBS at http://www.pbs.org/race/000_General/000_00-Home.htm

Worlds Apart: A Four-Part Series on Cross-Cultural Healthcare (2003), by Maren Grainger-Monsen, M.D., and 
Julia Haslett, Stanford University Center for Biomedical Ethics. Available from Fanlight Productions at 
www.fanlight.com

Web Sites
UCLA Center for Health Policy Research at www.healthpolicy.ucla.edu. In particular, note publications under 

“Population Focus.”

Cross Cultural Health Care Program at http://www.xculture.org/

National Center on Minority Health and Health Disparities, National Institutes of Health, see  http://ncmhd.nih.gov/

Suggested Reading and Resources for the Public Health in a Multicultural Environment 
Module

Note: This section is divided into two parts. The fi rst part contains print materials that may be ordered and/or 
purchased. The second part contains electronic resources and Web links that can be accessed at no cost.

Journals, Journal Articles, and Books, by Category

Community-Based Participatory Research

American Journal of Public Health, August 2003. This issue focuses on public health advocacy and includes an 
article on challenges and strategies to obtain funding for Community-Based Participatory Research.  

American Journal of Public Health, September 2003, 93 (9). This issue focuses on the built environment and health. 
The article “Jemez Pueblo: Built and Social-Cultural Environments and Health Within a Rural American 
Indian Community in the Southwest” describes a study that used participatory research to uncover 
sociocultural and environmental factors that indicate capacity for improving health. 
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Friere, P. (1982). Creating alternative research methods: Learning to do it by doing it. In B. L. Hall Gillette & R. 
Tandon (Eds.), Creating knowledge: A monopoly? Participatory research in development. New Delhi: 
Society for Participatory Research in Asia.

Israel, B. Schulz, A., Parker, E. & Becker, A.  (2001).  Community-based participatory research:  Policy 
recommendations for promoting a partnership approach in health research.  Education for Health, 14(2), 
182-197. 

Minkler, M., & Wallerstein, N. (Eds.). (2003). Community-based participatory research for health. San Francisco: 
Jossey-Bass.

Mohatt, G.V., Hazel, K.L., Allen, J., Stachelrodt, M., Hensel, C. & Fath, R.  (2004).  Unheard Alaska:  Culturally 
anchored participatory action research on sobriety with Alaska Natives.  American Journal of Community 
Psychology, 33 (3-4), 263-273.

Rich, J.L.  (2004).  Positive results:  Community/research partnerships bear fruit.  HIV Impact, July/August.  
Washington, D.C.:  Offi ce of Minority Health.  See http://www.omhrc.gov/OMH/sidebar/omh-
publications.htm

Viswanathan M, Ammerman A, Eng E, Gartlehner G, Lohr KN, Griffi th D,
Rhodes S, Samuel-Hodge C, Maty S, Lux, L, Webb L, Sutton SF, Swinson T,
Jackman A, Whitener L. (2004).  Community-Based Participatory Research: Assessing the Evidence. 
Evidence Report/Technology Assessment No. 99,  see  http://www.ahrq.gov/clinic/evrptpdfs.htm#cbpr

Socioeconomical Factors, Health Disparities, and Social Justice

VIDEO. Race, Class, and Health Town Meeting Video Teleconference (2000). According to the Web site from 
NACCHO, this tape “explores racial and class legacies associated with the social determinants shaping the health of 
the nation. Particular attention is given to case studies from communities examining how racial and class divisions 
create inequities in health status and strategies to eliminate them.” Order from 
http://www.naccho.org/prod125.cfm

Acheson D. (1998). Independent inquiry into health inequalities report. London: The Stationary Offi ce.

Adler, N. E., Boyce, T., Chesney, M., Cohen, S., Folkman, S., Kahn, R., & Syme, S.L. (1994).  Socioeconomic status 
and health: The challenge of the gradient.  American Psychologist, 49(1), 15-24.

Alderete, E., & Vega, W. A., Kolodny, B., & Aguilar-Gaxiola, S. (2000). Lifetime prevalence of and risk factors for 
psychiatric disorders among Mexican migrant farmworkers in California. American Journal of Public Health, 
90(4), 608–614.
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Appendix A.

The Implications of Cultural and Linguistic Competence for Evidence-Based Practice
Developed by Tawara Goode, NCCC, 2004

√ Is there a structure within the program to bridge the gap between current research and implications for 
clinical practice for racially and ethnically diverse groups?

√ Are there program staff who routinely survey research studies and emerging bodies of evidence?

√ Is there a mechanism to examine research fi ndings and their implications for policy and clinical protocols 
within the program?

√ Is there a program emphasis to either contribute to and/or examine current research related to ethnic and 
racial disparities in health and quality improvement?

√ Is there a mechanism to keep abreast of new developments in pharmacology, particularly as they relate to 
racially and ethnically diverse groups? 

√ Does the program have a systematic approach to provide evidence-based or best practice interventions 
that have proven effi cacy for specifi c racial and ethnic populations?

√ Is there a forum to share research fi ndings and interests related to racial and ethnic disparities in health?

√ Are there incentives and grant support to pursue and/or contribute to research on racial and ethnic health 
disparities? 

Appendix B.
This list is a selection of defi nitions. These may be adapted or additional terms used and tailored to the conditions, 
preferences, and needs of specifi c organizations and/or specifi c communities.  

Culture: Numerous defi nitions of culture exist from anthropology, psychology, and other disciplines. A frequently 
cited article by Kroeber and Kluckhohn in 1952 found 164 defi nitions of culture. Although there is not an agreed-on 
defi nition, a useful defi nition for purposes of examining culture and health is “a set of learned and shared beliefs 
and values that are applied to social interactions and to the interpretation of experiences. Individuals will often 
embrace more than one culture at the same time” (Mutha, Allen, & Welch, University of California, San Francisco 
[UCSF], 2002).   

Culture: “Culture consists of patterns, explicit and implicit, of and for, behavior acquired and transmitted by 
symbols, constituting the distinctive achievement of human groups, including their embodiments in artifacts; the 
essential core of culture consists of traditional (i.e., historically derived and selected) ideas and especially their 
attached values; culture systems may, on the other hand, be considered as products of action, on the other as 
conditioning elements of further action.” (p. 181) of Kroeber, A. L., & Kluckhohn, C. (1952). Culture: A critical 
review of concepts and defi nitions. New York: Random House.

Concept of Culture: The understanding that culture plays a controlling role in shaping how people perceive reality, 
acquire a sense of self, think, feel, behave, and understand the behaviors of others. It includes an understanding 
that there is variation in the degree and extent of a shared culture among individuals in a cultural group.
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Ethnocentrism: The assumption that the beliefs, values, norms, and behaviors of one’s own culture are the correct 
ones and that those of other cultures are inferior or misguided.

Cross-cultural: Action or understanding that involves a comparison of or action across more than one culture. 

Acculturation: “Those phenomenon which result when groups of people having different cultures come into 
continuous fi rst hand contact, with subsequent changes in the original pattern of either or both groups” (Redfi eld, 
Linton, & Herskovits, 1936). Given the signifi cant historical and projected infl ux and growth of immigrant 
populations, acculturation is an important factor to consider in delivering services to multicultural populations and 
in leading a diverse workforce. Birman developed a two- factor model that described four types of acculturation 
to the culture of origin and new host culture (Birman, 1994). These included biculturalism, assimilation, 
marginalization, and separation/traditionalism. Health behavior, beliefs, and mediating factors such as social 
capital may be infl uenced by these factors.  Therefore, they should be studied and considered for intervention. 
Acculturation changes over time and varies by the age of the individual or group. Health status may also change 
over time. 

Culture and Health: Culture plays a critical role in an individual’s approach to health and healthy living. Cultures vary 
in perceptions of illness and their causes; beliefs with respect to health, healing, and wellness; adoption of health 
behaviors; and attitudes toward providers and the health care system (Goode & Dunne, 2003).
 
Medical Pluralism: The use of treatments or healing from more than one medical system simultaneously or 
consecutively.

Multicultural: Characterized by two or more cultures.

Multicultural Health: Organizations and individuals interacting, communicating with, and/or delivering health 
services to individuals and populations representing multiple cultures. The focus in multicultural health care is on 
providing public health functions and/or health care services to individuals, groups, and communities representing 
multiple cultures and those representing specifi c individual cultures.

Cultural Competency and Profi ciency: There are many defi nitions. Please refer to the extensive defi nitions in Section 
B, Cultural & Linguistic Competence: Rationale, Conceptual Frameworks, and Values. 

Cultural Humility: A process of lifelong commitment to self-evaluation and self-critique, to readdressing the power 
imbalances in patient-physician and/or organization dynamics and to developing mutually benefi cial and non-
paternalistic clinical and advocacy partnerships with communities. The process involves active engagement in a 
lifelong process that individuals enter into with patients, communities, colleagues, and themselves. The process 
requires humility to develop and maintain mutually respectful and dynamic partnerships (Tervalon & Murray-Garcia, 
1998). 

Organizations and Individuals Responsible for Public Health: Because of the multitude of social, environmental, and 
behavioral factors that infl uence the health of multicultural populations, responsibility for public health includes 
but extends beyond health care and public health organizations and providers. This responsibility includes all 
individuals, systems, and institutions in a community or region.

Health Disparities: Differences in the incidence, prevalence, and burden of disease and other adverse conditions 
that exist among specifi c population groups. Many organizations are now using the term health inequities instead 
of disparities because it more accurately refl ects that the root causes are related to societal, economic, and health 
care inequities.

Social Determinants: The social conditions in which people live daily including interactions with family, friends, 
community members, and institutions that have an infl uence on their health risks and behavior, lifestyle, and access 
to care and treatment.
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Risk and Protective Factors: Factors that exist among communities and/or cultures that either increase or protect 
against health risk. Risk factors include racial and economic segregation, concentrated poverty, lack of social 
support, cultural practices, and lack of organizational and political power, etc. Protective factors include cohesion 
and sense of community, social support from friends and families, cultural practices, access to affordable high-
quality housing, and civic engagement. Different cultural groups within the same physical community may have 
different risk and protective factors. Different cultural groups also have culturally driven behaviors that protect or 
cause risk for individuals within those groups. 

Social Capital: Social capital can be a key protective factor: “Those features of social organization, such as the 
extent of interpersonal trust among citizens, norms of reciprocity, and destiny of civic associations that facilitate 
cooperation for mutual benefi t” (Kawachi, Kennedy, Gupta, & Prothrow-Smith, 1997). An individual, group, or 
community’s level and nature of social capital are mediating factors , along with other risk and protective health 
factors.

Primary Prevention: Addressing the underlying causes of disease before poor health occurs. Taking action before 
a condition arises rather than when problems already exist. It focuses on changing conditions at the community 
level rather than at the individual or group level. It also focuses on system-level change (Eliminating Health 
Disparities: The Role of Primary Prevention, Prevention Institute, 2002). Upstream interventions are viewed as primary 
prevention. 

Syndemics: Two or more affl ictions interacting with each other (CDC, retrieved from Internet August 19, 2004). 
A syndemic orientation is primarily distinguished from other perspectives by its explicit emphasis on examining 
connections between health-related problems. With this concern, it offers a broader framework for understanding 
how multiple health problems interact in particular communities. A syndemic orientation elevates public health 
inquiry beyond its many individual categories to examine directly the conditions that create and sustain overall 
community health. 

o “The syndemic model provides an important intermediate model that frames the investigation 
of community level outcomes in terms of individual behavior, local processes, and higher level 
processes. The syndemic model raises diffi cult questions and challenges public health to address the 
root causes of health disparities. By introducing a multi-level, dynamic epidemiological perspective, 
it points toward the need to develop and evaluate systems- and community-level interventions that 
target linked processes” (MacQueen, in Breslow et al., 2002).

Whereas the usual public health approach begins by defi ning the disease in question, a syndemic orientation fi rst 
defi nes the community in question. With this frame of reference, it goes on to identify links among the entire set of 
issues that create excess burden of disease among the community’s members. In practice, a syndemic orientation 
follows a specifi c line of questioning: Who is sick, and with which diseases? Why those people? Why those 
diseases? What can be done to create (or restore) the conditions for optimal health? Under what circumstances do 
interventions contribute to improvements in health status and health equity? (CDC, 2004 see http://www.cdc.gov/
syndemics/). 

Built Environment: The man-made infrastructure of a community such as street design, public transportation, 
and permitted uses of buildings. Design and use infl uence behavior, including physical activity/nutrition, and 
tobacco and alcohol use. Design and use also affect such priority issues as mental health and trauma.  This 
concept of built environment also includes the health care setting itself. Innovation in built environments is 
exemplifi ed in the work of (1) Ulricht and Zimring of Georgia Tech University and the Center for Health Design 
(http://www.healthdesign.org/), bringing evidence-based design for hospitals, to decrease staff error; to decrease 
patient, family, and staff stress; and to enhance comfort; and (2) The Initiative on Active Living includes programs to 
stimulate and support research that will identify environmental factors and policies that infl uence physical activity 
(www.rwjf.org). These are funded and highlighted by the Robert Wood Johnson Foundation.  

Social Structure: The overall arrangements and relationships, including power and resource differentials, among 
a society’s individuals, groups, and institutions. The ability of public health professionals to enact their roles in 
providing care to the population is heavily impacted by social structural variables. The health status of individuals 
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or groups within a society is likewise dependent on social structural factors. When there are clear disparities in 
the health status of groups within a society, aspects of the social structure must be examined and, if necessary, 
changed through advocacy and action to achieve social justice in the health of the public.
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