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Objective: To develop and test the reliability of three race/
ethnicity-specific forms of the pilot Tucker-Culturally Sensi-
tive Health Care Inventory (T-CUSHCI) for use by patients
at community-based primary care centers to evaluate the
level of patient-centered cultural sensitivity perceived in the
health care that they experience.

Methods: This research involved two studies using independent
samples of primary care patients. In study 1, mostly low-income
African-American, Hispanic and non-Hispanic white American
patients (N=221) rated the importance of specific provider
and office staff behaviors and attitudes, and center policies
and physical environment characteristics that were earlier
identified in previous focus groups as characteristics of patient-
centered culturally sensitive healthcare. In study 2, three pilot
race/ethnicity-specific T-CUSHCI patient forms were construct-
ed from the items rated as at least important in study 1. Mostly
low-income African-American and non-Hispanic white Ameri-
can patients (N=180) provided data to determine the reliability
of the T-CUSHCI patient form for their racial/ethnic group.

Results: The pilot T-CUSHCI-African-American patient form
and the pilot T-CUSHCI-non-Hispanic white American patient
form were found to have Cronbach'’s alpha coefficients
ranging from 0.71-0.96 and six-month test-retest and split-half
reliabilities ranging from 0.92-0.99.

Conclusion: The pilot T-CUSHCI patient forms (one each
for African Americans, Hispanics and non-Hispanic whites)
should be further tested using a national sample of patients.
In the interim, these inventory forms can be used as clinical
tools to obtain patient feedback for providing “individual-
ized" patient-centered culturally sensitive healthcare.
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BACKGROUND
espite the fact that patients in the United States
Dare increasingly becoming more racially and
ethnically diverse,' the U.S. healthcare system

continues to be largely staffed with non-Hispanic white
American healthcare providers.” Some research suggests
that healthcare providers demonstrate limited levels of
the culture-related knowledge, skills, experience, and
awareness needed to effectively and respectfully com-
municate with ethnically and racially diverse patients.’

Racial/ethnic minority patients have consistently re-
ported experiences of discrimination in the healthcare
they receive,*” and they have reported disrespectful and
otherwise unsatisfactory treatment quality that is not re-
lated to their socioeconomic status, insurance coverage,
disease stage or severity, access to healthcare services
or treatment preferences.® Consequently, these patients
are less likely to return for additional medical appoint-
ments or to adhere to their treatment regimen.” These
consequences contribute to poor health outscomes.'*"

In recent years, there has been a growing consensus
that quality of care is a major factor in health dispari-
ties. Key strategies for improving healthcare quality in-
clude: a) promoting cultural and linguistic competence
in physical and mental healthcare delivery," and b) pro-
moting culturally sensitive healthcare through improv-
ing the patient—provider relationship.” These strategies
are being impeded by the lack of patient-centered as-
sessments to measure cultural competence and cultural
sensitivity in healthcare provision."

CULTURALLY COMPETENT AND
CULTURALLY SENSITIVE HEALTHCARE

Culturally competent healthcare has been defined as
care in which a healthcare system, agency, program or
individual provider can function effectively and appro-
priately in healthcare delivery to culturally diverse indi-
viduals. Furthermore, it involves having an understand-
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ing, appreciation, and respect for cultural differences
and similarities within, among and between culturally
diverse patient groups."

There is now wide acceptance of the conceptualiza-
tion of cultural competence set forth by Cross and Baz-
ron, which involves the integration of principles and val-
ues of cultural competence into the policies, structures,
attitudes, behaviors and practices within healthcare or-
ganizations and systems."” Because cultural competence
often differs within and across those domains over time,
it is increasingly conceptualized as being on a continu-
um’and as involving a developmental process over time
rather than as being a finite outcome.'

Cultural competence at the practice level includes an
emphasis on healthcare provision being respectful, sen-
sitive, responsive to patients and reflective of cultural
awareness.”” This practice-level description of cultural
competence is consistent with common descriptions of
cultural sensitivity in healthcare provision. For exam-
ple, cultural sensitivity in healthcare has been described
as “the ability to be appropriately responsive to the at-
titudes, feelings or circumstances of groups of people
that share a common and distinctive racial, national, re-
ligious, linguistic or cultural heritage.”'® It is noteworthy
that the American College of Physicians has identified
culturally insensitive healthcare systems as a major con-
tributor to the health disparities problem."

PATIENT-CENTERED CULTURALLY
SENSITIVE HEALTHCARE

It is reasonable to view culturally diverse patients
as the experts on the indicators of culturally sensitive/
insensitive healthcare. This view provides conceptual
support for promoting patient-centered culturally sen-
sitive healthcare, which has been described as cultural
competence plus® and has the following specific char-
acteristics: a) it emphasizes displaying patient-desired
modifiable provider and staff behaviors and attitudes,
implementing healthcare center policies, and displaying
physical healthcare center environment characteristics
that culturally diverse patients identify as indicators of
respect for their culture and that enable these patients to
feel comfortable with, trusting of and respected by their
healthcare providers and office staff; b) it conceptualiz-
es the patient—provider relationship as a partnership that
emerges from patient centeredness; and c) it is patient
empowerment oriented.” The following sections contain
brief explanations of these characteristics.

Display of Patient-ldentified Indicators

Because healthcare providers and office staff of-
ten participate in expert-centered culturally competent
healthcare training and yet do not display this compe-
tence at posttraining in ways that are recognized by cul-
turally diverse patients,” it seems important that such
training be primarily based on what culturally diverse

Table 1. Participant demographics for study 1 and study 2
Non-Hispanic

African Americans Hispanics White Americans
Study 1
N 82 45 94
Males 17 (20.7%) 15 (33.3%) 26 (27.7%)
Females 65 (79.3%) 30 (66.7%) 68 70.3%)
Age range 18-83 years 19-75 years 20-70 years
Mean age 57 56 54
Family income of <$20,000 65% 87% 66%
No high-school diploma 12% 20% 10%
High-school diploma only 29% 42% 30%
Technical training or some college education  59% 38% 60%
Study 2
N 88 - 21
Males 20-34
Females 68 - 57
Age range 28-85 years = 25-89 years
Mean age 52.8-57.7
Family income of <$20,000 82.8% - 47.8%
Family income of $20,000-$30,000 12.7% - 14.4%
Family income of >$30,000 5.1% - 34.8%
No high-school diploma 20% - 9%
High-school diploma only 37% - 26%
Technical training or some college education 24% - 65%
The Hispanic sample in study 2 was too small for use in statistical analyses, thus the data from this small sample was excluded from
consideration in study 2.
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patients view as indicators of cultural sensitivity. Ob-
taining this information requires: a) providing opportu-
nities for culturally diverse patients to identify the indi-
cators of culturally sensitive healthcare and evaluate the
level of occurrence of these indicators; and b) using this
patient evaluation feedback to develop, modify and eval-
uate training and other interventions to improve health-
care quality as perceived by culturally diverse patients.
This assessment, feedback-based intervention and eval-
uation process must be ongoing over time given that: a)
the composition of providers, office staff and patients at
any healthcare center changes periodically and b) indi-
vidual healthcare professionals and organizations vary
in their opportunities for and commitment to becom-
ing more culturally sensitive, thus requiring this cultural
sensitivity to be a developmental process.

Patient-Centered Patient-Provider
Partnerships

Central to these partnerships are providers who dem-
onstrate empathy, compassion, and responsiveness in re-
lation to the assessed needs, values, and preferences of
their patients, and patients who are actively involved in
identifying these needs, values and preferences.”' These
partnerships have been associated with increased treat-
ment adherence by patients,” improvements in the health
statuses of patients,” and reductions in misdiagnosis of
patients’ health problems due to poor patient—provider
communication.” Furthermore, patients want to be ac-
tive partners in their healthcare.**”

Patient-Empowerment Oriented

There is agreement among researchers who have
studied empowerment of blacks® and Hispanics® that
empowerment of minorities must include enabling them
to experience a psychological sense of personal and in-
terpersonal control; and attending to social, political and
legal factors that influence this perceived control. Thus,
promotion of this perceived control among minority pa-
tients likely requires the supportive involvement of these
patients and their healthcare center providers and office
staff as well as individuals (e.g., administrators) at their
healthcare centers who control the resources and poli-
cies of these centers.

CALLS FOR INSTRUMENTS TO ASSESS
PATIENT-CENTERED CULTURAL
SENSITIVE HEALTHCARE

There are increasing calls for: a) assessments that
serve as vehicles for patients to evaluate the degree to
which they experience patient-centered culturally sen-
sitive healthcare, and b) self-assessments for providers
and other healthcare staff to evaluate their provision of
this care.” Yet, no such culturally sensitive healthcare
assessments have been published.

There is support for developing race/ethnicity-specif-
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ic forms of such assessments. Specifically, the Difference
Model research approach advocates separately studying
groups that are racially, ethnically and otherwise cultur-
ally different and viewing cultural differences among
groups as differences (versus deficits) for which statis-
tical controls are inadequate in group comparisons.”*
Additionally, many researchers have noted that without
culture-specific measures and hypotheses, cultural differ-
ences are unlikely to emerge and, thus, research will be
biased toward confirming a universalist perspective.**

DEVELOPMENT OF THE TUCKER-
CULTURALLY SENSITIVE HEALTHCARE
INVENTORY

In a previously published study, the present research-
ers employed the Difference Model research approach to
conduct focus groups for the purpose of determining the
indicators of patient-centered culturally sensitive health-
care as perceived among 135 mostly low-income, racial-
ly and ethnically diverse patients who utilize commu-
nity-based primary care centers.” Specifically, using 20
ethnicity and gender concordant focus groups involving
52 African-American patients (31 men and 21 women),
45 Hispanic patients (18 men and 27 women) and 38 non-
Hispanic white American patients (15 men and 23 wom-
en), we identified race/ethnicity-specific and race/eth-
nicity-unrelated indicators of patient-centered culturally
sensitive healthcare. Specifically, we identified behaviors
and attitudes of providers and office staff as well as health-
care center policies and physical environment characteris-
tics that made these patient groups feel comfortable with,
trusting of and respected by their providers/staff and/or
feel a sense of belonging at their healthcare center.

STUDY 1

In study 1, ethnically/racially diverse patients sim-
ilar to but independent of the patients who participat-
ed in the above-mentioned focus group research® rated
the importance of the indicators of patient-centered cul-
turally sensitive healthcare that emerged from the above
mentioned focus group research. In accordance with the
Difference Model research approach,” the participating
patients were asked to rate only the indicators generated
by focus groups of their own race/ethnicity.

METHOD

Participants

A total of 221 mostly low-income patients who utilize
community-based primary care centers participated in
study 1. Eighty-two of these participants self-identified as
African American, 45 as Hispanic and 94 as non-Hispan-
ic white American. The Hispanics were of various nation-
alities, with the two largest groups identifying as Puerto
Rican or Cuban. The obtained demographic data on the
participants in study 1 are summarized in Table 1.
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Measures

An Assessment Battery (AB) for study 1 included: a)
a Health Care Importance Rating Survey (HIRS), b) the
Marlowe-Crowne Social Desirability Scale-Short Form
(MCSDS-SF), and c¢) a Demographic Data Question-
naire (DDQ).

The Health Care Importance Rating Survey. Three
race/ethnicity-specific versions of the HIRS were con-
structed by the present researchers. Each HIRS consists
of race/ethnicity-specific indicators of patient-centered
culturally sensitive healthcare that were identified in our
previously mentioned focus group research.”® Specifi-
cally, an African-American HIRS, Hispanic HIRS and
non-Hispanic white American HIRS were constructed.
Each HIRS has five components: 1) Provider Trust Be-
haviors and Attitudes, 2) Provider Comfort Behaviors
and Attitudes, 3) Provider Respect Behaviors and Atti-
tudes, 4) Center Office Staff Behaviors and Attitudes,
and 5) center policies and physical characteristics. The
first three of these components were derived from the
original focus group research questions, while the latter
two components are new constructs that emerged from
the focus group data. The total number of items on the
African-American HIRS, the Hispanic HIRS and the
non-Hispanic white American HIRS are 176, 125 and
203, respectively. It is noteworthy that these items may
not include some patient-perceived indicators of cultur-
ally sensitive healthcare simply because they were not
prompted by the original focus group research ques-
tions. Examples of such items are operating hours of the
center, access to healthcare administrators and commu-
nity outreach services.

Among the directions to patients on each HIRS is to
rate the importance of the listed healthcare provider and
office staff behaviors and attitudes in terms of promot-
ing a specified variable (i.e., the patient’s trust of her/his
provider, comfort with her/his provider, and perceived
provider respect for the patient and the patient’s culture).
Additionally, patients are instructed to rate how impor-
tant the listed healthcare center policies and character-

istics are for enabling patients like themselves to feel
comfortable and a sense of belonging at their healthcare
center. All the items on each HIRS are rated using a Lik-
ert rating scale where 1 =not at all important, 2 = some-
what important, 3 = important, 4 = very important and 5
= extremely important.

The Marlowe Crowne Social Desirability Scale-
Short Form. The MCSDS-SF was used to measure the
tendency of patients to rate HIRS items in a socially desir-
able rather than truthful manner. The MCSDS-SF is a 20-
item true-false scale that has been shown to be reliable.”

Demographic Data Questionnaire. The DDQ was
constructed by the researchers to elicit demographic in-
formation (e.g., patients’ gender, age, race/ethnicity, cul-
tural subgroup, primary language, income level and ed-
ucation level).

Procedure

Participants in study 1 were recruited from seven
community-based primary healthcare centers located
in or near primarily minority communities in northern
central Florida. The following two patient participant
recruitment methods were used: 1) a center staff mail-
ing method and 2) a center-based recruitment poster dis-
play method. In the first method, two center office staff
members were paid $200 each to identify potential pa-
tient participants in their patient database using the fol-
lowing patient inclusion criteria: a) being >18 years; (b)
self-identifying as African American, Hispanic or non-
Hispanic white American; and c) having attended their
primary care center =1 year. Identified potential patient
participants were mailed a patient research packet con-
sisting of an assessment battery (AB), two copies of the
informed consent form, two preaddressed stamped en-
velopes and a participation invitation letter. This letter
included a summary of the study and a request that pa-
tient participants: a) self-administer the AB and then re-
turn it within seven days in one of the provided enve-
lopes and b) sign and return one informed consent form
in the other provided envelope. A Spanish version of this

of the five HIRS components by racial/ethnicity

HIRS Component M

Provider trust 4.27
Provider comfort 4.13
Provider respect 3.93
Office staff 3.74

Center policies and physical environment 3.70

Table 2. Means and standard deviations for patients’ importance ratings for the items constituting each

African Americans

Non-Hispanic

Hispanics White Americans
SD M SD M SD
0.49 426 0.51 411  0.66
0.50 3.86 0.69 3.76 0.65
0.68 405 0.66 3.56 0.71
0.64 3.87 0.75 3.67 0.80
0.94 3.59 0.71 3.02 0.68

HIRS: Health Care Importance Rating Survey. Likert-scale rating options ranged from 1 = not at all important to 5 = extremely important.
Ratings made represent patients’ views regarding the level of importance of healthcare provider behaviors and attitudes for
promoting patient trust, comfort or respect; center office staff behaviors and attitudes for promoting patients trust, comfort or respect
combined; or center policies and physical environment characteristics for promoting patient comfort or sense of belonging.
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packet was mailed to Hispanic patients.

In the center-based recruitment poster display meth-
od of recruiting research participants, English and Span-
ish versions of a recruitment poster with attached patient
contact slips were placed in the lobby of each of the par-
ticipating primary care centers. The poster included a
statement that any patient interested in being research
participants should complete a patient contact slip and
drop it in a secure lockbox beneath the poster. The pa-
tient contact slips included a request for information to
determine whether a patient met research participation
inclusion criteria. A patient research packet was mailed
to each patient who completed one of these slips and
also met the study inclusion criteria. Trained research
assistants later called these patients to see if they had
any questions about the study.

Each AB was precoded and did not collect personal
information. Names matching the codes were kept in a
locked file separate from the precoded data. Research
participants were mailed $20 for completing the AB,
which took approximately 45 minutes.

RESULTS

For each race/ethnicity-specific HIRS, the mean im-
portance rating for each item and the main importance
rating for each component were computed. The HIRS
items rated 1 (not at all important) or 2 (somewhat im-
portant) were eliminated prior to the calculation of any
mean importance ratings. Pearson correlation analyses
revealed that the mean component ratings were not sig-
nificantly correlated with the scores on the measure of
social desirability, thus suggesting that patients gave
truthful rather than socially desirable responses on the
measures in the present study.

With the exception of the Center Policies and Physi-
cal Environment Characteristics component, the percent
of items in each component of each race/ethnicity-spe-
cific HIRS that was rated as 3 (important), 4 (very impor-
tant) or 5 (extremely important) ranged from 87-100%.
The percents of items with these importance ratings in the
Center Policies and Physical Environment Characteris-
tics component were 59%, 55% and 80% on the African-
American, non-Hispanic white, and Hispanic versions of
the HIRS, respectively. The mean importance ratings and
the associated standard deviations for the HIRS compo-
nents by race/ethnicity are presented in Table 2.

Table 2 shows that the mean ratings for all of the
HIRS components were higher for the African-Ameri-
can patients and the Hispanic patients as compared to
the non-Hispanic white patients. Additionally, for all
three racial/ethnic groups, the mean ratings for the pro-
vider trust, comfort and respect HIRS components were
higher than the mean ratings for the other HIRS com-
ponents. Furthermore, for all three racial/ethnic groups,
the mean rating for the provider trust HIRS component
was higher than the mean ratings for all of the other
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HIRS components.

Examples of HIRS items rated as important, very im-
portant or extremely important by the African-American
patients only, Hispanic patients only and non-Hispanic
white American patients only are presented in Table 3.
It is noteworthy, however, that approximately 80% of the
items rated as important, very important or extremely
important were common across race/ethnicity.

CONCLUSIONS

The finding that a high percentage of items in most
components of each race/ethnicity-specific HIRS were
rated as at least important (i.e., rated 23), and the find-
ing that all components of each race/ethnicity-specific
HIRS were rated as at least important (Table 2) support
using these HIRS components and the items constituting
them in race/ethnicity-specific forms of a pilot inventory
to assess patient-centered culturally sensitive healthcare.
Such inventory forms may be particularly informative in
healthcare provision to African-American and Hispanic
patients similar to those in study 1, given that the inves-
tigated indicators of patient-centered culturally sensitive
healthcare received higher importance ratings from the
African-American and Hispanic patients than from the
non-Hispanic white American patients.

These conclusions, however, must be viewed with cau-
tion given the small samples of participants in Study 1 and
given the nonrepresentativeness of these samples. Indeed,
the participating healthcare centers were all in northern
central Florida, the patient participant sample included
only a small percent of males (20.7%), and this sample
was low-income skewed—facts that limit the generaliz-
ability of findings in study 1. Yet, the percent of males in
study 1 is consistent with the percent of males at the par-
ticipating healthcare centers. Furthermore, low-income
skewed samples in study 1 are consistent with the intent
of study 1 to involve low-income primary care patients in
this research as it is such patients who have been under-
represented in healthcare quality research.

STUDY 2

Study 2 was conducted to : a) construct the race/eth-
nicity-specific forms of a pilot inventory to assess pa-
tient-centered culturally sensitive healthcare (i.e., the T-
CUSHCI) that were implicated by the findings in study
1, and b) determine the psychometric properties of the
forms of this pilot inventory using independent but simi-
lar groups of primary care patients to those used in study
1. Specifically, a pilot F=CUSHCI African American Pa-
tient Form and a pilot T-CUSHCI non-Hispanic white
American patient form were constructed, and the test-
retest reliability, split-half reliability and alpha coeffi-
cient for each form were determined. Additionally, a pi-
lot T-=CUSHCI Hispanic patient form was constructed;
however, because only a few Hispanic patients were re-
cruited for study 2, this form could not be evaluated for
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its psychometric properties.

There are no known published assessment invento-
ries for measuring cultural sensitivity in physical health-
care provision to which to compare the pilot F=CUSHCI
patient forms. However, there are major differences be-
tween the T-CUSHCI patient forms and both published
measures of cultural competence in healthcare, (e.g., the
Cultural Competence Self Assessment Questionnaire™
and the Cultural Competence Scale*®) and published
measures of patient healthcare quality satisfaction (e.g.,
the Patient Satisfaction Questionnaire’’). The published
cultural competence measures: a) are self-assessments
for use by providers, b) emphasize assessing knowl-
edge of and contact with culturally diverse patients and
groups, c¢) assess use of culture specific evaluation and
treatment methods, and d) consist of items generated by
professional experts. In contrast, the pilot T-CUSHCI
patient forms: a) are for use by patients, b) assess specif-
ic provider and office staff behaviors and attitudes and
healthcare center policies and physical characteristics, ¢)
emphasize assessment of culture-specific interpersonal
behaviors, and d) consist of items generated by low-in-
come racial/ethnic minority and majority patients.

The T-CUSHCI patient forms typically differ from
published patient satisfaction questionnaires as well as
published cultural competence measures in that only the
T-CUSHCI patient forms: a) assess behaviors and atti-

tudes of healthcare center office staff; and b) emphasize
assessment of nonverbal behaviors and perceived rac-
ist and discrimination behaviors and policy violations of
which center providers, office staff and administration
are often unaware.

METHOD

Participants

Study 2 participants were 179 adult patients who uti-
lize one of two community-based primary care clinics
that are located in/near the same low-income commu-
nity. Eighty-eight of these participants self-identified as
African American and 91 self-identified as non-Hispan-
ic white American. The obtained demographic data on
these participants are summarized in Table 1. All data
for six Hispanics were excluded from study 2 because
these data were inadequate for statistical analyses.

Measures

An AB for this study included: a) the pilot F=CUSHCI
African-American patient form or the T-CUSHCI non-
Hispanic white American patient form, b) the Marlowe
Crowne Social Desirability Scale-Short Form (MCS-
DS-SF), and ¢) a DDQ. The MCSDS-SF and DDQ were
earlier described in study 1; thus, only the two pilot T-
CUSHCI patient forms are described here.

Patient Group
African Americans

HIRS Component
Provider Trust

Provider Comfort

Provider Respect
Office Staff

Physical Environment

Table 3. Examples of race/ethnicity specific HIRS items by component rated by patients as at least
important, and their mean item importance ratings and standard deviations

Example ltem M SD

Explains things so that you can 4.79 0.49
understand them

Correctly diagnoses and treats your illness 482 0.45
Knows what he or she is doing 4.65 0.64
Does not discriminate against you because 4.59 0.72
of your race

Center Policies and Is odorless 419 0.74
Physical Environment

Hispanic Americans  Provider Trust Prescribes treatments and medicines 473 0.54

that work

Provider Comfort Seems interested in your problem 445 0.73
Provider Respect Is honest and direct with you 470 0.64
Office Staff Treats all patients equally 432 0.86
Center Policies and Charges lower fees to patients 442 0.72

without insurance

NHWAs Provider Trust Is more knowledgeable about medicine 470 0.77
than you
Provider Comfort Speaks English well 4.55 0.74
Provider Respect Does not talk down to you 441 1.01
Office Staff Does not act prejudiced 434 1.18
Center Policies and Has management that lefs doctors 446 0.92
Physical Environment  do their jobs

HIRS: Health Care Importance Rating Survey. Likert-scale rating options ranged from 1 = not at all important to 5 = extremely important.
Mean ratings represent patients’ views regarding the level of importance of the culturally sensitive health care characteristics on the
HIRS by component and race; NHWA: non-Hispanic white Americans
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The pilot T-CUSHCI African-American patient form
(125 items) and the pilot T-CUSHCI non-Hispanic white
American patient form (134 items) were constructed us-
ing the items listed on the African-American HIRS and
the non-Hispanic white American HIRS, respectively,
that were rated as the least important in study 1. These
two pilot T-CUSHCI patient forms contained the fol-
lowing three components: Provider Behaviors and Atti-
tudes, Office Staff Behaviors and Attitudes, and Center
Policies and Physical Environment Characteristics. Be-
cause of the overlap among most of the provider behav-
iors and attitudes that patients identified as promoting
patient comfort with, respect for or trust of providers,
these behaviors/attitudes were combined.

The directions for each of the pilot T-CUSHCI pa-
tient forms instructed patient respondents to rate how
much they agreed that: a) their healthcare provider dis-
plays each of the listed provider behaviors and attitudes;
b) the office staff at their center display each of the listed
behaviors and attitudes; and c) their center implements
the listed policies and has the listed physical environ-
ment characteristics. The rating options were on a Likert
rating scale where 4 = strongly agree, 3 = agree, 2 = dis-
agree, and 1 = strongly disagree. Higher scores indicate
higher levels of perceived patient-centered cultural sen-
sitivity in healthcare experienced.

Procedure

Participants were recruited as part of an intervention
project to promote patient-centered culturally sensitive
healthcare. The participation inclusion criteria for this
project and thus the larger project were as follows: a)
age >18 years; b) having received a diagnosis of hyper-
tension with or without diabetes, high cholesterol, and/
or coronary artery disease; ¢) having visited one of the
two participating healthcare centers >3 times in the past
year; and d) identifies as African American, Hispanic or
non-Hispanic white American. The specified health ail-
ments were among the inclusion criteria because of the
high prevalence of these ailments among both the ma-
jority group (non-Hispanic white American) and the two
largest racial/ethnic minority groups (African Ameri-
cans and Hispanics) in the United States and because
these ailments are disproportionately more prevalent
among the specified minority groups as compared to the
majority group. Thus, the health ailment criterion adds
to the potential of the present study for advancing future
research to reduce health disparities.

A staff member at each participating center was paid
$200 to identify patients at her center who met the par-
ticipant inclusion criteria and to mail each of these pa-
tients an invitation letter similar to that used in study 1,
two copies of an informed consent form, and a postage-
paid preaddressed envelope for returning a signed in-
formed consent form to the researchers. Upon receipt of
the latter, the patient who signed the form was mailed a
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copy of the AB and a cover letter in which patients were
asked to self-administer and then return the AB within
seven days to the researchers in the provided envelope.
Each AB was precoded and did not collect personal
identification information. Names matching the codes
were kept in a locked file separate from the precoded
data. All patients who completed the first set of ques-
tionnaires were mailed the retest AB six months later.
Each patient was mailed $20 each time she/he complet-
ed the AB, which required approximately 45 minutes.

A total of 268 patients met the inclusion criteria for
and gave their consent to participate in study 2. Of these
patients, 185 (69%) completed and returned the first
AB. Given that only six of these 185 patients were His-
panics, the data from these six participants were exclud-
ed from research consideration. Of the remaining 179
participants, all of whom were either African American
or non-Hispanic white American, 119 (66.5%) complet-
ed and returned the retest AB six months after returning
the first AB.

RESULTS

Means and standard deviations were calculated for
patients’ cultural sensitivity ratings for the items consti-
tuting each component of the pilot T-CUSHCI African-
American patient form and each component of the pilot
T-CUSCHI white American patient form. These ratings
represent patients’ level of agreement that the cultural
sensitivity indicators in each of the three components
of these forms (i.e., the Provider Behaviors and Atti-
tudes component, Office Staff Behaviors and Attitudes
component, and Center Policies and Physical Environ-
ment Characteristics component) are characteristic of
the primary provider, office staff, or specified policies
and physical environment characteristics at the patients’
healthcare center.

The obtained cultural sensitivity ratings data are pre-
sented in Table 4, which reveals some noteworthy trends.
Specifically, for both the African-American patients and
the non-Hispanic white American patients, the mean cul-
tural sensitivity ratings for the Provider Behaviors and
Attitudes component were slightly higher than the mean
cultural sensitivity ratings for the Office Staff Behav-
iors and Attitudes and for the Center Policies and Physi-
cal Environment Characteristics. Additionally, the mean
cultural sensitivity rating for the Provider Behaviors and
Attitudes was slightly lower for the African-American
patients as compared to the non-Hispanic white Ameri-
can patients. In contrast, the mean cultural sensitivity
ratings for the Office Staff Behaviors and Attitudes com-
ponent and for the Center Policies and Physical Environ-
ment Characteristics component were slightly higher for
the African-American patients as compared to the non-
Hispanic white American patients.

The six-month test-retest reliabilities, split-half re-
liabilities and alpha coefficients for the pilot T-CUSH-

VOL. 99, NO. 6, JUNE 2007 615



MEASURING CULTURAL SENSITIVITY

CI patient forms were also determined, as obtaining this
data was the primary focus of study 2. For the pilot T
CUSCHI African-American patient form, the six-month
test-retest reliabilities for its Provider Behaviors and At-
titudes, Office Staff Behaviors and Attitudes, and Center
Policies and Physical Environment Characteristics com-
ponents were 0.99, 0.98 and 0.97, respectively; the split-
half reliabilities were 0.90, 0.87 and 0.95, respective-
ly; and the alpha coefficients were 0.98, 0.95 and 0.97,
respectively.

For the pilot T-CUSCHI-non-Hispanic white Ameri-
can patient form, the six-month test-retest reliabilities
for the Provider Behaviors and Attitudes, Office Staff
Behaviors and Attitudes, and Center Policies and Physi-
cal Environment Characteristics components were 0.97,
0.98 and 0.99, respectively; the split-half reliabilities
were 0.97, 0.92 and 0.89, respectively; and the alpha co-
efficients were 0.99, 0.98 and 0.92, respectively.

CONCLUSIONS

The pilot T-CUSHCI African-American patient form
and the pilot T-CUSHCI non-Hispanic white American
patient form constructed in study 2 each appear to have
adequate to very good test-retest reliability, split-half re-
liability and internal consistency. Thus, strong support
is provided for future research to examine the reliabil-
ity and validity of the pilot T-CUSHCI patient forms,
including the pilot T-CUSHCI Hispanic patient form,
using a large national sample of primary care patients.
Given that Hispanic patient populations often include
individuals who represent different nationalities, it is
important that this future national sample include large
numbers of participants who represent each of specified
nationalities.

The finding in study 2 that the mean cultural sensitiv-
ity ratings by patients on the investigated T-CUSHCI pa-
tient form components ranged from 2.94-3.39 on a four-
point scale, where 4 reflects the highest perceived cultural
sensitivity, is also noteworthy as this finding suggests that
there is room for improvement in the perceived levels of
patient-centered cultural sensitivity in the healthcare ex-
perienced by mostly low-income African American and
non-Hispanic white American primary care patients sim-
ilar to those in study 2. The finding that for both of the
investigated T"CUSHCI patient forms, the mean cultur-
al sensitivity ratings for the Provider Behaviors and At-
titudes component were slightly higher than the mean
cultural sensitivity ratings for the Office Staff Behaviors
component and the Center Policies and Physical Environ-
ment Characteristics component is also noteworthy. This
finding suggests that future healthcare quality measures
should ideally include a focus on the verbal and nonver-
bal behaviors of healthcare office staff—a focus that is
presently unique to the pilot T-CUSHCI patient forms.
The finding of some racial/ethnic trend differences in
the mean cultural sensitivity ratings among the compo-
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nents of the T-CUSHCI patient forms provides tentative
support for race/ethnicity-specific assessment of the per-
ceived patient-centered cultural sensitivity in the health-
care experienced by culturally diverse patients who use
community-based primary care centers.

At present, the findings in study 2 and the stated im-
plications of these findings must be viewed with caution
given the small samples of African-American and non-
Hispanic white American participants in this study. It is
also the case that there were fewer males (22.7%) than
females (77.3%) in study 2, yet the gender composition
in this study is typical of that in the participating commu-
nity-based primary care centers. Furthermore, the partici-
pants in study 2 were from one small city and were mostly
from low-income families, which limit the generalizabil-
ity of its findings. However, as was the case in study 1, a
strength of study 2 is that it intentionally targeted recruit-
ment sites that mostly serve low-income patients.

It is noteworthy that the resulting inadequate sample
of Hispanic patients for study 2 was due to the following
participant deterrents: a) the federal requirement that re-
search participants each sign a W-2 form, which requires
one’s social security number in order to be paid for their
research participation—a requirement imposed subse-
quent to implementation of study 1; b) the absence of His-
panic community member research consultants to address
research-related questions from potential Hispanic patient
participants; and c¢) the migrant worker status of a large
percent of the potential Hispanic patient participants.

Future efforts to involve low-income Hispanic pa-
tients in research similar to the present study will likely
benefit from using nonmonetary participation incentives
(e.g., food, entertainment), and providing potential His-
panic research participants opportunities to receive an-
swers to their questions about the planned research from
community members trained to answer these questions.

GENERAL CONCLUSIONS

Currently, there are national calls for patient-centered
culturally sensitive healthcare as a way to improve health-
care quality, access, and utilization among racial/ethnic
minorities toward the ultimate goal of reducing health dis-
parities. Provision of such healthcare is being impeded by
the paucity of research to identify patients’ views regard-
ing specific behaviors and attitudes of providers and of-
fice staff, and specific center policies and physical envi-
ronment characteristics that constitute culturally sensitive
healthcare; and the lack of assessment instruments for pa-
tients to evaluate the level of perceived patient-centered
cultural sensitivity that they experience in the healthcare
they receive. Such assessments instruments are needed to
help determine the need for, content of, and impact of pro-
vider and office staff trainings and other interventions to
promote patient-centered culturally sensitive health and
to ultimately improve health outcomes of patients, espe-
cially those who are racial/ethnic minorities.
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Thus, in study 1 of the present research, mostly low-
income African-American, Hispanic and non-Hispanic
white American patients rated the importance of spe-
cific provider and office staff behaviors and attitudes,
and center policies and physical environment charac-
teristics that were identified in previous patient focus
groups as indicators of patient-centered culturally sen-
sitive healthcare. In study 2, three pilot race/ethnicity
specific T-CUSHCI patient forms (i.e., the T-=CUSHCI
African American patient form, the T-CUSHCI Hispanic
patient form, and the T"=CUSHCI white American patient
form) were constructed from the items rated as at least
important in study 1. Mostly low-income African-Amer-
ican and non-Hispanic white American patients in study
2 provided data for determining the reliability of the T-
CUSHCI patient form for their racial/ethnic group. The
number of Hispanic patients in study 2 was too small for
obtaining needed data to establish the reliability of the T-
CUSHCIT Hispanic patient form and, thus, these patients
were excluded from study 2.

Major findings from study 1 include that 87-100%
percent of the race/ethnicity-specific provider behav-
iors and attitudes and office staff behaviors and attitudes
investigated as indicators of patient-centered cultural-
ly sensitive healthcare were rated as at least important
by the respective racial/ethnic patient participant group
(i.e., African-American patients, non-Hispanic white
American patients and Hispanic patients). This finding
suggests that there is high agreement among the mostly
low-income patients in this study regarding these indi-
cators. The percents of the center policies and physical
environment characteristics rated as at least important
by the African-American, non-Hispanic white Amer-
ican and Hispanic patients were 59%, 55% and 80%,
respectively. Together, these data provided support for
constructing pilot race/ethnicity-specific forms of a pi-
lot inventory for patients to evaluate the level of patient-
centered cultural sensitivity that they experience in the
healthcare they receive.

Other important findings in study 1 include that the
African-American patients and the Hispanic patients as
compared to the non-Hispanic white American patients
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gave higher importance ratings to the provider comfort,
trust and respect behaviors and attitudes, the office staff
behaviors and attitudes, and the center policies and physi-
cal environment characteristics. Additionally, all three ra-
cial/ethnic groups nearly always gave the highest impor-
tance ratings to the provider variables than to the office
staff and center variables. These findings provide support
for empowering patients to be participants in defining pa-
tient-centered cultural sensitivity in the healthcare they
experience and doing so in a way that allows recognition
of the culture-specific characteristics of this care. Fur-
thermore, these findings suggest that this care may be es-
pecially important among racial/ethnic minority patients.
In study 2, major findings included that the construct-
ed and investigated pilot T-CUSHCI African-American
patient form and pilot T-CUSHCI non-Hispanic Ameri-
can patient form were found to be highly reliable based
on their six-month test-retest reliabilities, split-half re-
liabilities and alpha coefficients. It was also found that
when African-American and non-Hispanic white Amer-
ican primary care patients rated their perceived cultur-
al sensitivity in the healthcare they experienced using
a race/ethnicity specific T-CUSHCI patient form, their
mean cultural sensitivity ratings on the components of
these forms ranged from 2.94-3.39 on a four-point scale
where 4 reflects the highest perceived cultural sensitiv-
ity. This finding suggests that there is room for improve-
ment in the provision of patient-centered culturally sen-
sitive healthcare to African-American and non-Hispanic
white American patients similar to those in study 2. The
finding of some racial/ethnic differences in the mean
cultural sensitivity ratings for the components of the T-
CUSHCI patient forms provide support for race/ethnic-
ity specific assessment of the perceived patient-centered
cultural sensitivity in the healthcare experienced by cul-
turally diverse community-based primary care patients.
Together the findings in study 1 and study 2 have
several implications. One implication is that low-income
primary care patients, especially those who are racial/
ethnic minority patients, should be included in deter-
mining indicators of patient-centered culturally sensi-
tive healthcare and in evaluating and developing assess-

Hispanic white American patient form

Table 4. Means and standard deviations for patients’ cultural sensitivity ratings for the items constituting
each component of the pilot T-CUSHCI African-American patient form and the pilot T-CUSHCI-non-

African Americans

Mean SD Mean SD
Provider Behaviors/Attitudes 3.26 0.54 8.3 0.50
Office Staff Behaviors/Attitudes 3.18 0.55 2.98 0.45
Center Policies and Physical Environment Characteristics  3.11 0.52 2.94 0.37

Likert-scale ratings of the items constituting each of the listed three components of the pilot patient T-CUSHCI patient forms were
provided using rafing options from 4 = strongly agree to 1 = strongly disagree that each item by patients was characteristic of the
primary provider, office staff, or specified policies and physical environment characteristics at their health care center.

Non-Hispanic
White Americans
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ments to evaluate the levels of cultural sensitivity in the
healthcare they experience.

A second implication of the combined findings from
study 1 and study 2 is that it is likely important to train
healthcare center office staff and administrators as well
as healthcare providers and medical students to engage in
and promote patient-centered culturally sensitive health-
care. Making healthcare center policy and physical en-
vironment changes appears to be an important aspect of
this care. These views are consistent with the widely ac-
cepted views that promotion of cultural competence and
cultural sensitivity require changes at the provider, orga-
nizational and system levels.

A third implication of the findings from studies 1
and 2 is that future research is warranted to further de-
velop the T-CUSHCI patient forms. The planned next-
step research will involve a national sample of patients
and will focus on determining the factor structure, reli-
ability and validity of a combined version of the pilot
T-CUSHCI-Patient Forms, including the pilot -CUSH-
CI-Hispanic Patient Form; and determining any factor
structure differences by race/ethnicity, gender, age and
socioeconomic status. The ultimate goal of this future
research is to have one T-CUSHCI patient form with
scoring adjustments for identified factors and/or items
that are specific to race/ethnicity, gender, age or socio-
economic status.

Until this planned future research occurs, the pilot
race/ethnicity-specific T-=CUSHCI patient forms can
be used as innovative clinical tools for guiding provid-
er interactions with patients. Specifically, patients can
be instructed to check those listed provider and staff
behaviors and attitudes and center policies and physi-
cal environment characteristics on the race/ethnicity-
specific T"=CUSHCI patient form that are important to
them, and later after a few healthcare visits, rate their
level of agreement that they experienced the checked
behaviors, attitudes and characteristics. Patients can also
add items to the T-CUSHCI that are personally impor-
tant. Each patient’s completed T-CUSHCI patient form
can be placed in her/his medical chart for review by the
attending healthcare provider as standard procedure.
Healthcare providers and organizations will likely em-
brace these clinical tools as part of national healthcare
quality improvement efforts.

The above described standard clinical tool proce-
dure and the planned combined T-CUSHCI have much
potential for promoting time efficient, culturally sensi-
tive healthcare that accommodates the subcultural and
individual differences within cultural groups. Such in-
novative “individualized” patient-centered cultural-
ly sensitive healthcare will foster the patient—provider
collaborations and patient healthcare evaluations being
called for nationally to help reduce the healthcare dis-
parities that have a disproportionally negative impact on
racial ethnic minorities and the poor in our nation.
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Plastic Surgeon

International Plastic Surgery Associates of
Bermuda is recruiting a Board-certified or
Royal College of Surgeons-certified plastic
surgeon for a full-time or locum tenens
position in our established practice. We are
seeking an individual broadly trained in the
specialty and capable of managing a
spectrum of clinical problems. We offer a
competitive salary and comprehensive
benefits package. Direct inquires, cover
letter, CV, and 3 references to:

Christopher L. Johnson, M.D., M.Sc.

P.O. Box HM 3323

Hamilton HM PX

Bermuda

Facsimile: (441) 292-2004

Email: info@internationalplasticsurgery.org

International Plastic Surgery Associates is
committed to affirmative action and s
especially inferested in identifying female,
minority, and infernational candidates.
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