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to diversify the workforce: to improve service quality, gain 
a competitive edge in the marketplace, respond to demo-
graphic changes in the U.S., eliminate health disparities, 
meet legal mandates, and decrease malpractice claims.3 By 
meeting six of these standards, the NCCC believes, the health-
care system will be improved overall, and higher standards of 
care will be met.3

TO IMPROVE QUALITY

Quality improvement is often measured by the perceived 
level of care experienced by patients and their families, 

as well as patients’ health outcomes. These patients, post-
treatment, often adhere better to treatments and display 
reduced rates of hospital readmission.1 Reduction in readmis-
sion rates can save a hospital approximately $175,000.1 These 
savings may outweigh the costs of implementing a culturally-
sensitive training program, initiating incentive for hospitals 
to enact such changes.

Additionally, trust in one’s healthcare providers and 
their recommendations may lead to a better health outcome 

and experience for the patient.  
A study at Johns Hopkins 
University assessed African 
American adults and the per-
ceptions of their healthcare pro-
viders. There were four major 
behaviors seen in providers that 
lead to mistrust from patients, 
including stereotyping, inad-
equate time spent listening to 
patients, disregarding patient 

preference, and insufficiently explaining treatment options.6 
Conversely, patients reported that valuing their individual 
histories, person-centered listening, individualized treat-
ments, and a complete explanation of treatment plans led to 
a better patient experience and greater patient satisfaction.6 

TO GAIN A COMPETITIVE EDGE 

Patient trust and satisfaction can also have a direct impact 
on income for a hospital. A large proportion of unsatis-

fied patients may go elsewhere after receiving inadequate care, 
which can result in major income losses for a given hospital.4 
However, quality care creates a reputable environment for the 
hospital, which means that it will bring in more patients. Fur-
thermore, with a diverse workforce, the hospital allows more 
cultures and populations to feel accepted and trust their phy-
sicians. Diversity has proven beneficial in businesses that are 
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CULTURAL COMPETENCY CAN BE DEFINED AS 
an understanding of the historical, social, and politi-
cal events affecting the physical and mental health 

of culturally diverse groups. The U.S. Health Resources 
and Services Administration (HRSA) presents the idea of a 
“concordance hypothesis,” which holds that by increasing the 
number of racial and ethnic minority healthcare providers and 
strengthening the quality of communication, trust, com-
fort level, partnership, and decision-making in healthcare, 
patient-provider relationships will improve.15 This paper will 
provide support for increasing diversity to allow an oppor-
tunity for minorities to see a provider of their own ethnic 
identification, as well as someone who speaks their primary 
language in order to communicate more effectively. 
Ultimately, these measures may efficiently increase the use of 
appropriate healthcare services and programs. 

AN INEQUALITY PROBLEM

Thirty-six studies regarding concordance were recently 
reviewed in order for the HRSA to present three major 

findings.8 The first finding was 
that, overall, health profession-
als tended to inadequately serve 
minority populations, which 
may be due to their lack of access 
to quality healthcare.8 The sec-
ond finding was that minority 
patients were found to receive 
better interpersonal care from 
providers of their own ethnicity 
and race.8 This factor may be due 
to humans’ tendency to associate with someone of a similar 
background or appearance. The third generated finding was 
that patients were more likely to experience more interper-
sonal care, medical comprehension, and an increase in fol-
low-up appointments when paired with a provider speaking 
their own preferred language.8 

Furthermore, recent analyses have estimated that 30% of 
direct medical costs for Blacks, Hispanics, and Asian Ameri-
cans represent excess costs due to health inequities, and  the 
U.S. economy loses an estimated $309 billion per year due to 
the direct and indirect costs of disparities.”9 Health dispari-
ties present a moral and economical dilemma that culturally 
competent care can aim to decrease. It is possible that provid-
ing culturally competent care will lead to better overall qual-
ity of care, help to limit healthcare disparities, improve access 
across a variety of settings, and mitigate the financial chal-
lenges currently facing the industry.

The National Center for Cultural Competency (NCCC) 
at Georgetown University summarized six major reasons 

Author contact: Madison Sullivan is a senior at Brandeis University. 
Address correspondence to Msully10@brandeis.edu.

“... The U.S. economy loses 
an estimated $309 billion per 

year due to the direct and     
indirect costs of disparities.”9



 Spring 2016 • Volume 15, Issue II⏐  TuftScope 39 

able to reach multiple cultures through cultural competency 
and stay linguistically attuned. The Harvard Business Review 
examined companies with diverse leadership and reported 
that these companies were 45% more likely to report a mar-
ket growth in the previous year, and 70% more likely to report 
expansion to a new client demographic.7 Healthcare may 
benefit from this same business model when implementing 
leadership diversity. 

DEMOGRAPHIC CHANGES

U.S. census data has indicated tripled rates of immigra-
tion into the country in recent years, signifying a need 

for adapted care provided within a cross-cultural context.21 
Relatedly, the U.S. Census Bureau has predicted a 90% popu-
lation growth of minority groups in the next half century.21 

Specifically, the Bureau has predicted that, by 2060, the 
population will be 11.7% Asian, and 17.9% African Ameri-
can.21 However, even today minorities are underrepresented 
within our healthcare system. It is thus crucial to decrease 
disparity rates in healthcare quality for minorities and 
improve minority representation in the healthcare profes-
sion, since at this rate the inequalities will only worsen as the                                       
minority  population grows.

Due to the changing U.S. population, our healthcare sys-
tem must maintain its responsibility of care for those who 
are eligible. It is expected that physicians will provide qual-
ity care equally to each subpopulation and community, but 
there is a lack of access to care in underserved populations, 
typically in rural areas with significant Black and Hispanic 
populations.11 An estimated 65 million Americans are liv-
ing in communities with a lack of primary care physicians 
(PCPs).11 However, community health centers are providing 
health services in place of PCPs to approximately 17 million 
Americans.11 Crucially, by representing a diverse population 

of patients through a diverse workforce, awareness of the 
healthcare options at such service locations can be improved. 

TO ELIMINATE DISPARITIES 

Recent disparities have been particularly focused on the 
difference between African American outcomes in com-

parison to White, Asian, and Hispanic populations. For exam-
ple, African American women are 67% more likely to die from 
breast cancer than white women.17 African American infant 
mortality rates are also 2.5 times greater than those of white 
infants.5 Overall, at least 175 studies have documented racial 
disparities in diagnosis and treatments of various conditions, 
despite controlling for age, socioeconomic status, stage of 
disease and other confounders.15 There is enough supporting 
data to declare healthcare disparities a major issue in the U.S. 
healthcare system. Cultural competency may provide one 
step in the direction of eliminating these disparities. 

TO MEET LEGAL MANDATES 

As research on cultural competency emerges, regulatory 
and accreditation standards will form, requiring hospi-

tals to meet a certain standard of minority representation. 
Most areas of the economy, including schools and businesses, 
have already begun enacting standards, such as a required 
percentage of minority representatives, and it is likely that the 
healthcare system will follow this pattern. Currently, Wash-
ington, Oregon, California, and New Mexico are the only 
states that have legislation requiring cultural competency; 
but even in these states, the mandates are merely guidelines to 
follow rather than strongly-enforced laws.13 Federal policies 
to mandate cultural competency training for healthcare pro-
viders should be implemented to ensure quality in healthcare 
across the country.14

Figure 1. Healthcare administered in a community health clinic.
Image Source: Tanya Habjouga, USAID
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TO MITIGATE MALPRACTICE 

If the availability of second language resources can be 
increased, whether it be through translators, communica-

tion methods, or doctor fluency, we can improve commu-
nication between patients and doctors. By eliminating the 
language barrier, we can begin to reduce medical errors due 
to miscommunications and improve adherence to medical 
instruction. The NCCC reported that patients with limited 
English proficiency may have 
been subject to malpractice.4 
These include a medical profes-
sional’s provision of inaccurate 
or incomplete information, ques-
tionable advice, questionable 
tracking and follow-up, incor-
rect diagnosis, and questionable 
intervention. Whether or not 
cultural competency will directly 
impact overall malpractice rates, 
an increase in language compatibility and cultural compe-
tency will offer potential benefits that lead in the direction of 
more sufficient care.

HOW TO IMPROVE

COMMUNICATION

Diversity can be increased among healthcare providers, 
but also within other domains of the healthcare set-

ting. Multicultural communication aids, such as multilingual 
posters containing images, can be provided within hospi-
tals to give patients various 
methods of interpretation. 
If a non-English speaker can 
understand a picture of a 
mother taking a child’s tem-
perature or giving the correct 
dosage of cough syrup, this 
may be more effective than 
attempted translation.14

Alternatively, phrase 
sheets could be given to both 
patients and providers. Such sheets may clarify important ter-
minology frequently used in the patient-doctor interaction, 
such as the translation for “treatment” or “pain.” This would 
serve as a quick and efficient way to eliminate miscommuni-
cations between the provider and patient.14

Translation, both verbally and written, should be offered 
at no cost to patients. This would give patients the freedom to 
choose the type of translation they need, and would increase 
the chances of patients using this service. Language ser-
vices for physicians should also have specific mandates and 
regulatory training to ensure that skills and competency are 
achieved to a certain standard of quality.

MINORITY EDUCATION

Minority students who have been admitted to medi-
cal school are just as likely to graduate from medical 

school as non-minority students, and both share the same 

rates of license board passing and entering practice.10 This 
disproves any notion that minority professionals may not be 
as prepared or competent as non-minority professionals due 
to admittance through affirmative action programs.12 

The state of California presented a case that may be rep-
resentative of the greater population’s opinion. In September 
of 2007, 60% of California voters wanted more funding and 
scholarships toward health professional schools for minor-

ity students.12 The Association 
of American Medical Colleges 
(AAMC) has worked along the 
demands of California’s majority, 
as medical schools are increas-
ing partnerships with various 
minority pathway programs.18 By 
expanding such methods, diver-
sity can be implemented when 
minorities are reached in the 
beginning of the medical educa-

tion track rather than later. 
Despite preliminary progress in this domain, there 

remains a lack in educational opportunities for many minor-
ity students living in low-income communities. The problem 
of diversity in higher educational programs arises, as students 
in these programs are not given the appropriate resources 
to pursue health profession careers. Community-based 
programs that provide support both financially and cultur-
ally can help create opportunities for a wider population of 
minority students. Pipelines can be created to lead students 
from primary to professional school to increase the number 

of minority applicants seek-
ing careers in healthcare. 
This may require a stronger 
federal role to ensure that 
educational needs are met.1 
Teaching and mentoring 
need to be present as top-
down approaches, and the 
responsibility falls on cur-
rent nurses and physicians to 
participate within these pro-

grams and promote entry into the healthcare field. 

HEALTHCARE PROFESSIONAL EDUCATION

Requirements regarding recertification for both nurses 
and physicians could be implemented to ensure the 

most accurate and recent cultural competency and language 
skills. The Advisory Committee on Minority Health (ACMH) 
workforce report suggests that employees should meet the 
minimal standards for culturally and linguistically appropri-
ate services in order to continue in their professions.19 The 
report also suggests diversifying the governance roles of hos-
pitals to ensure diversity in leadership roles.19 Comparative 
effective research (CER) models present experiential options. 
One model is a period of six-week classroom time on cul-
tural competency, followed by a four-week period of clinical 
experience providing care for patients of various cultures.4 
This training provides instructions on proper care along with 

“The shift toward culturally 
competent care is becoming 
increasingly necessary as the 

demographics of the 
U.S. population change.”

“Despite preliminary progress in 
this domain, there remains a lack 
in educational opportunities for 
many minority students living in 

low-income communities.”
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a month of experiential learning within these situations.4 It 
is also important for hospitals to value physician buy-in to 
cultural competency, as this may be a barrier to proper imple-
mentation. The Virginia Mason Medical Center created a 
physician compact that lists the responsibilities required by 
a physician to provide culturally competent care.20 It also 
provides instructions on how to follow through for each 
of these requirements that help guide a physician when in                         
need of assistance.20

COMMUNITY INVOLVEMENT 

A hospital will provide the highest-quality service when it 
can effectively engage the communities around it. This 

requires connecting with commu-
nity leaders and reaching specific 
populations to invest in resources 
where care is most needed. Com-
munity assessments should be 
performed to specify the hos-
pital’s patient demographic in 
terms of age, ethnicity, language, 
and socioeconomic status.2 Com-
munity representatives can then 
help to validate these findings and 
recommend the resources that 
will be most effective in creating a 
diverse workforce. It is important 
to establish and maintain a rela-
tionship with community leaders 
and communities as a whole to 
keep competent care up-to-date and to obtain the best pos-
sible advice on providing care for patients with unfamiliar 
cultural needs. 

IMPLEMENTATION AND BARRIERS

The physician compact, a set of established expectations 
of doctors’ commitments and responsibilities, is one way 

to improve physician buy-in by describing exactly what is 
expected of them. Implementation can then be driven par-
ticularly from the policy level and reinforced in a top-down 
manner.10 If medical education tracks are altered, then CER  
models can be enforced within a hospital, as medical stu-
dents would expect this once entering the field. Buy-in for 
older physicians who are not adapted to this form of cultural 
training may prove to be a barrier for implementation. How-
ever, if the hospital or state mandates such training through a 
compact, then these physicians would have no option but to 
further their cultural education.

   At the community level,  meetings between hospitals and 
their surrounding communities could be required by states 
to ensure that community needs are met. A challenge in this 
would be enforcing and tracking progress between commu-
nities and hospitals. To overcome this barrier, the leadership 
positions in each group would need to collaborate closely and 
establish a contract of sorts to clarify expectations.

 It is also possible that confusion of motives in cultural 
training could represent another barrier to implementation 
of cultural competency training. Such training may have an 

opposite effect then is intended, such as reinforcing ethnic 
biases or stereotypes. It is possible that such training could 
be misused without proper policy planning or sufficiently 
strict guidelines regarding education. Integrating community 
health workers within the hospital setting may help address 
and alleviate many unconscious biases.12 

 Support from medical school deans and commitment 
from course directors will also help gain buy-in from medi-
cal students. Currently, 20 to 25% of medical school students 
feel culturally unprepared when required to provide cross-
cultural care.10 To overcome this barrier, there needs to be a 
shift of cultural competency training toward evidence-based 
practice. If more studies are performed and demonstrate the 

advantages of cultural com-
petency in medicine, then 
this may have a direct impact 
on physicians’ attitudes and 
behaviors. There is not cur-
rently sufficient data on cul-
tural competency’s effects 
regarding patient health to 
inspire sufficient physician 
buy-in.10 Thus, organizations 
such as the Kaiser Family 
Foundation, the NCCC, and 
the AAMC ought to collect 
more data on patient out-
comes in relation to cultural 
competency training.

CONCLUSION

Overall, there are several potential benefits of cultur-
ally competent healthcare, including improvements in 

healthcare quality and patient satisfaction, a competitive edge 
for hospitals, and mitigation of disparities currently exist-
ing in the U.S. healthcare system. The shift toward culturally 
competent care is becoming increasingly necessary as the 
demographics of the U.S. population change. It is important 
to note, however, that these are only potential benefits; More 
research is needed in order to solidify the links between cul-
tural competency and training efforts leading to successful 
patient health outcomes.

 Ultimately, a doctor’s ability to speak a foreign language 
does not necessarily translate to a direct cure of his patient’s 
disease. However, a patient that feels more comfortable and 
cared for may follow treatment plans more accurately and 
experience a lower overall stress level. There are certain mea-
sures that medical schools and hospitals can take to improve 
doctors’ cultural competencies along with communica-
tion between providers and patients. With each step toward 
improving the patient-provider relationship, we are progress-
ing toward a better overall system that can meet the needs of 
the diverse American population that it is serving. 

“With each step toward im-
proving the patient-provider 
relationship, we are progress-

ing toward a better overall 
system that can meet the needs 
of the diverse American popu-

lation that it is serving.”


