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Abstract 
 

The research and dossier presented in this dissertation address the cultural competency 

of health care providers in their interactions with racial, ethnic, and cultural minority patients. 

Sociocultural factors significantly contribute to stigma at multiple levels of the ecological 

system, influencing patient engagement in care and impacting health outcomes. Among the 

most salient and actionable factors fostering health care providers' preparedness to meet the 

needs of diverse patients in culturally responsive ways were the provider's knowledge, attitude, 

and skills. The needs assessment examined these factors in psychiatric residents caring for 

racial, ethnic, and cultural minority patients. The non-experimental, cross-sectional, convergent 

mixed-method study found that residents identified the need for additional knowledge on 

specific content and concepts that included history, structural discrimination, intersectionality, 

and microaggressions. However, despite confidence in their knowledge, they were challenged 

in translating that knowledge into clinical skills. Resident attitudes in caring for diverse patients 

were positive as they expressed openness, empathy, valuing others' perspectives, and were 

intolerant of microaggressions. Nevertheless, potential areas of vulnerability were revealed 

secondary to their limitations in knowledge or comfort initiating interactions addressing 

challenging issues. Residents articulated their needs to be more confident in caring for minority 

patients and shared specific recommendations related to didactic content, preparatory 

activities, clinical activities, and resources. 

 As a result of this needs assessment, dossier applied projects were shaped based upon 

key theoretical and conceptual models: transformational learning, cultural competence, and a 
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model of broaching behaviors, addressing the problem of practice of focus in this dossier. The 

applied project and dissemination artifacts contributed to the residency training literature 

integrating cultural competency within psychiatry residency training programs with the aim of 

increasing awareness of residents' need to engage in challenging conversations with racial, 

ethnic, and minority patients and advance a curriculum. The applied project was a grant 

application submitted to the American Board of Psychiatry and Neurology. The dissemination 

artifacts included an educational case report manuscript submitted to Academic Psychiatry and 

a proposal for a symposium presentation at the 23rd World Congress of Psychotherapy.  
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Chapter 1 

Introduction to the Problem of Practice and Examination of Underlying Factors 
 

Changes in the United States over the past 50 years have precipitated a dramatic shift in 

awareness of lesbian, gay, bisexual, transgender, and queer (LGBTQ) issues (Russell & Fish, 

2016), resulting in part from bias and discrimination within society and more specifically in 

health care (Colpitts & Gahagan, 2016; Dean et al., 2016). The Stonewall Riot in 1969 was a 

pivotal event focusing the nation's attention on concerns of homophobia and persecution of 

members of the LGBTQ community when a police raid on the "Stonewall" gay bar in New York 

City and subsequent protest revealed a pattern of police harassment and arrest of LGBTQ 

community members and heralded a period of activism for Gay Rights (Lekus, 2011), including 

those related to health. In 1981, the human immunodeficiency virus public health crisis, which 

was initially identified as "Gay-Related Immune Deficiency," increased social bias against the 

LGBTQ community (Katoff & Dunne, 1988). During this crisis, health care professionals were 

criticized for not responding to the fears or needs of those impacted by the fatal illness (Katoff 

& Dunne, 1988). Services for those with acquired immunodeficiency syndrome, commonly 

referred to as AIDS, were segregated to AIDS clinics (HIV.gov, n.d.), and HIV/AIDS discrimination 

was commonplace (Lambda Legal, n.d.). Hospital administrators and physicians resisted caring 

for AIDS patients, insisting they be segregated and expressed fears their hospitals would be 

stigmatized (Fox, 2005). It naturally followed that those stigmatized with AIDS receiving care in 

clinics received substandard care since they did not have access to secondary or tertiary levels 

of care afforded patients in hospital settings, as evidenced by Lamda Legal's litigation of 

multiple discrimination cases (Lambda Legal, n.d.).  These cases ranged from physicians' refusal 
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to prescribe medication and perform surgical procedures to health care institutions' refusal to 

transplant organs after candidate approvals or accept placements in long-term care due to HIV 

status (Lambda Legal, n.d.).  

In addition to those historical stigmata, several factors continue to contribute to 

disparities in health care provided to LGBTQ patients. At a broad, societal level, 

heteronormative values influence cultural beliefs and norms related to sexuality, the position 

that heterosexuality is the normal and natural sexual orientation (Biaggio et al., 2003; Kerpen & 

Marston, 2020; Ussher, 2009).  When LGBTQ populations' behaviors deviate from the societal 

norm and the social fabric, they meet stigma, prejudice, and discrimination (Colpitts & 

Gahagan, 2016).  These societal factors and responses to them permeated our systems and are 

exhibited broadly in society, infiltrated into organizational systems and eventually into 

interpersonal relationships. Health care policies and educational organizations in which care 

was provided to LGTQ patient populations showed signs of systemic and structural bias, 

prejudice, and discrimination (Biaggio et al.,2003; Colpitts & Gahagan, 2016; Ussher, 2009). 

Understandably, heteronormative culture, stigma, prejudice, and discrimination impacted 

health care providers' knowledge, attitudes, and therapeutic skills (Colpitts & Gahagan, 2016).  

As a result, their care of LGBTQ patients was often not culturally competent, as they were not 

prepared to adapt their care to the unique health needs of their patients (Margolies & Brown, 

2019).  

With a focus on public health, many American institutions made official statements 

regarding the inadequacy of and resulting disparities in the healthcare provided to the LGBTQ 

population (Department of Health and Human Services, 2012; Institute of Medicine (IOM), 
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2011; The Joint Commission, 2011; Substance Abuse and Mental Health Services Administration 

(SAMHSA), 2012). Some of the health consequences, resulting in part from and reluctance to 

seek care due to health care provider bias, included the mental health sequelae of post-

traumatic stress disorder stemming from violence due to one’s sexuality and intimate partner 

violence, higher prevalence rates of suicidality, and substance abuse (Daniel & Butkus, 2015; 

Roberts & Fantz, 2014; Scheer & Poteat, 2021).  There were also higher rates of certain cancers, 

specifically, breast cancer in lesbian, bisexual women, and those who have transitioned from 

male to female (Butler et al., 2016; Roberts & Fantz, 2014), prostate and testicular and colon 

cancer in gay and bisexual men (McKay, 2011). There were also higher rates of HIV/AIDS among 

gay and bisexual men and transgender individuals (Butler et al., 2016; McKay, 2011). 

Consequently, members of the previously mentioned organizations also called for significant 

reforms within the profession, its systems, and healthcare practices for LGBTQ patients, such as 

evaluations of health care facilities' equity and inclusion policies and practices (Ruben et al., 

2017) and improvements that promoted cultural competency services (IOM, 2011; SAMHSA, 

2012). More specifically, leaders of these organizations stated that health care providers 

needed to identify physical, behavioral, and sexual health issues relevant to distinct sexual and 

gender minority groups. SAMHSA (2012) provided guidance on how to respond accordingly to 

improve the quality of and access to care for LGBTQ patients.  

Despite these calls for action, grave concerns continue to be lodged about the lack of 

progress in the structures, systems, policies, and procedures of healthcare of LGBTQ 

populations as their health care experiences remained woefully inadequate (Bonvicini, 2017; 

Casey et al., 2019; Romanelli & Hudson, 2017). Problematic behaviors include using 
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terminology that overtly discriminate, endorsing heteronormative cisgender norms, viewing the 

LGBTQ community as a monolithic group, and invalidating the experiences of individual and of 

the community (Budge et al., 2017; Kia et al., 2016). As a result, many LGBTQ patients do not 

express their health care issues and needs to health care providers and avoid seeking care 

(Dean et al., 2016; McCann & Brown, 2019). Patients' mistrust of the healthcare system results 

in physical and mental health problems and inequities in care and treatment (Dean et al., 2016; 

McCann & Brown, 2019). On the primary care front, barriers to care translated into the failure 

of patients to pursue preventive care such as pap screens, mammograms, blood pressure 

screening, routine blood screening, colonoscopies, and prostate exams, which may delay or 

prevent treatment for numerous health conditions, including cancers, heart disease, and 

diabetes (Roberts & Fantz, 2014). Concerns related to stigma have also contributed to 

treatment avoidance in the mental health arena (Corrigan et al., 2014). As a result, patients 

experience diminished access to care and subsequently experienced health disparities 

compared to their heteronormative, cisgender or conforming to gender assigned at birth, peers 

(Baptiste-Roberts et al., 2017; Krehely, 2009; Quinn et al., 2015). A succinct statement with a 

summary of corresponding factors that may contribute to this problem of practice follows. 

Problem of Practice 

Although LGBTQ patients often experience the same health issues as heterosexual 

patients, healthcare systems were designed and responsive to the heteronormative cultural 

majority (Colpitts & Gahagan, 2016).  Thus, LGBTQ patients experience significant differences in 

their access to and quality of care (Clement et al., 2015; Daniel & Butkus, 2015; Morris et al., 

2019).  Health care systems diminish access to services by failing to develop specialty services 
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or market existing services to the LGBTQ patient population (Romanelli & Hudson, 2017).  As a 

result, members of the LGBTQ community have higher rates of illness and morbidity than the 

population (McCabe et al., 2013; Ong & Burrow, 2017; Mravcak, 2006). In health care settings, 

LGBTQ individuals describe feeling stigmatized (Roberts & Fantz, 2014), unseen, and 

unacknowledged (Biaggio et al., 2003; Lee & Kanji, 2017; Ussher, 2009). Overt and covert 

biases, behaviors, and microaggressions of health care providers towards LGBTQ patients 

contribute to these outcomes (Dean et al., 2016; Robert & Fantz, 2014, McCabe et al., 2013).  

LGBTQ students at a northeastern university report that healthcare was exclusionary, 

unresponsive, and inadequate in meeting their comprehensive needs (Malcom, 2020), 

following these national trends.   The magnitude and scope of this problem within the 

institution has not yet been evaluated in detail.  

 The purpose of this chapter is to examine the factors underlying health care provider 

challenges in providing responsive care to LGBTQ patient populations.  First, the systems and 

contexts in which factors that may contribute to this are organized, aligned with 

Bronfenbrenner's (1994) ecological systems theory.  This is followed by an in-depth synthesis of 

literature of those underlying factors.  Underlying factors that can influence healthcare 

providers' preparedness to support LGBTQ patients include: (a)  sociocultural and historical 

events (Bronfenbrenner, 1994), and societal factors including stigma, religious values, 

heteronormative cisgender cultural norms, the political environment, and discrimination, (b) 

systems, including the educational systems preparing health care professionals, health care 

systems, and insurance systems, and (c) individual health care provider characteristics such as 

LGBTQ knowledge, attitude, and skills in caring for LGBTQ patients.  Finally, the most salient 
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and actionable factors connected to one professional context and the relationships among and 

between factors are illustrated through a conceptual framework, from which a subsequent 

needs assessment study will be designed and implemented.  

Mesosystem Factors 

 Bronfenbrenner (1984) described the mesosystem as comprising linkages between two 

or more settings that contained the person at the center of the microsystem or a system of 

microsystems.  Mesosystem interactions in the care of LGBTQ patients may be considered the 

interactions among the patients immediate influences, such as their family or significant others, 

and the interactions between them with health care providers.  When a health care provider 

interacted with the patient’s family and significant others, these mesosystem interactions 

indirectly affected the patient.  A qualitative study of 14 individuals who described the 

participant genders as 3 cisgender women, 8 cisgender men, and 3 transgender women and 

sexual orientations as 6 gay, 4 bisexual, 2 heterosexual, 1 queer, and 1 preferred not to say, 

explored the complex patient-provider interactions within a LGBTQ population (Malik et al., 

2019).  The researchers found themes of lacking respect and communication, reporting that 

health care provider encounters had invalidated partners in decision-making or ignored their 

presence (Malik et al., 2019).  As a consequence, negative health care provider interactions 

with the LGBTQ patient’s family or significant other can introduce barriers to care.  To counter 

such negative interactions, underlying factors are addressed in the microsystem.  

Theoretical Framework 

Addressing the challenges of health care for LGBTQ patients requires an understanding 

of culture and the complexity and the dynamic nature of factors that can influence/impact the 
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care environment as well as the behaviors and actions of individuals and groups within various 

contexts of that environment. Discourse on the concept of culture revealed inconsistent 

definitions from the fields of sociology and anthropology (Smith, 2016).  Among the 

conceptualizations from the field of sociology are: 1.) Swindler’s (2002) suggestion that culture 

consist of practices, 2.) Bourdieu’s (2002) claim that culture is a mental schema representing 

one’s vision of a social world, 3.) Morawska and Spohn’s (1995) identification of culture as a 

“realm of symbolic forms (ideation, material, and institutions” that individuals invest with 

meaning (p.45), 4.) Hofstede’s (2001) proposal that culture was the “collective programming of 

the mind” (Smith, 2016, p. 395), and 5.) Spillman’s (2002) view that culture is the process of 

meaning making.  Anthropologist viewed culture pragmatically, considering it the practical 

knowledge individuals possess to function well in society (Hunn, 1989; Schweder, 2000;).  

Patterson (2002) incorporated elements of social and intra-generational transmission. 

This diversity of thought on culture makes it important to recognize that culture is not 

distinct and bound to a level of the ecological system but is fluid and dynamic, permeating all 

levels of the system (Fish et al., 2016; Velez-Agostas et al., 2017). While Bronfenbrenner’s 

ecological theory expanded upon the levels of the system, acknowledging their 

interdependence and nested nature (Bronfenbrenner, 1994), culture plays a role in that 

interdependence and is seen in the historical sphere of the chronosystem and the interactions 

within system levels (Fish et al., 2016; Velez-Agostas et al., 2017).  Therefore, the influence of 

culture, including heteronormative cisgender cultural norms and the resulting stigma of non-

conformity are addressed through multiple levels of the ecological system in this chapter.   
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 Bronfenbrenner's (1994) ecological systems theory is useful in guiding the analysis of 

this environment's complexity to identify factors across contexts that may contribute to the 

problem.  Within this framework, an individual exists within multiple levels/contexts of an 

interactive and dynamic ecological system. Understanding factors that can influence culture, 

systems, policies and health care providers' norms, perceptions, thoughts, and behaviors 

related to sexual and gender minorities is crucial to understanding the dynamics of the 

ecological system and the complexity of outcomes or impacts on LGBTQ patient care. 

 

 

Figure 1. Bronfenbrenner’s Ecological System 
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Bronfenbrenner’s (1994), in his model as shown in Figure 1, identified five levels - the 

chronosystem, macrosystem, exosystem, mesosystem, and microsystem as components of a 

nested ecosystem. The chronosystem reflects the dimensional environment or time in which an 

individual develops and experiences life and its transitions.  The chronosystem encompasses 

changes not only in an individual but also in environmental evolutions across historical time 

(Bronfenbrenner, 1994). The chronosystem in Figure 1 depicts the sociocultural and historic 

events that reflect changes in cultural beliefs related to sexual and gender identification and 

societal heteronormativity.  The macrosystem is an overarching system representing society, 

culture, institutions, and values and beliefs (Bronfenbrenner, 1994). The chronosystem events 

had a profound impact influencing cultural norms.  Figure 1 makes explicit the resulting 

macrosystem factors of stigma, prejudice, discrimination, religious values, and the political 

environment. Next, the exosystem represents two or more systems that indirectly impact the 

individual at the microsystem (Bronfenbrenner, 1994), such as interactions between the 

insurance marketplace and the health care system.  The insurance marketplace does not have 

direct contact with the individual, but insurance directives influences the decisions made within 

the health care system regarding which treatments will be offered. The mesosystem represents 

the interactions between individuals from two microsystems (Neal & Neal, 2013) who have 

direct contact with the individual at the center of the microsystem.  For example, a treatment 

team member might interact with a patient’s significant other, excluding the patient in the 

interaction, about the patient’s need for support with follow-up care. Interactions between 

microsystems in which the patient at the center of the microsystem is excluded occurs in the 

mesosystem (Bronfenbrenner, 1994.  Individual patients are in the microsystem at the center of 
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this nested and interactive system and can exist in multiple microsystems simultaneously.  The 

microsystem includes those who occupy an individual’s immediate environment, such as family, 

friends, co-workers, and care providers.  For example, a LGBTQ patient and their family or 

significant other compose a microsystem.  Concurrently, the LGBTQ patient may be in a 

microsystem composed of their co-workers, which does not include their family/significant 

other.  

Bronfenbrenner’s representation of an ecological system has been extended to a 

networked ecological system that represents social network interactions and enables the 

examination of more complex relationships across the multiple levels of the ecological system 

(Neal & Neal, 2013). For example, stigma is present in the macrosystem, but through the 

interactions of organizations in the exosystem with the macrosystem's social environment, the 

transmission of stigma occurs, resulting in structural stigma (Hatzenbuehler, 2016). Stigma 

originating in the macrosystem and structural stigma of the exosystem can subsequently 

influence health care providers' beliefs that can result in stigma and influence the care of 

LGBTQ patients in the microsystem (Hatzenbuehler, 2016).   

This ecosystem influenced the development of not only individuals, the patient and 

health care providers over time, (Young, 2004) but also had an impact on the interactions 

across all levels of the ecosystem, thereby having a networked ecological system impact (Neal 

& Neal, 2013).  These direct and indirect connections across the levels of the ecological system, 

whether nested or networked, create a rich tapestry that most accurately represents the 

complexity of this issue.   Bronfenbrenner’s (1994) multilevel EST framework enables a systems 

view of the factors that contribute to disparities in care that the LGBTQ patient community 
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experiences, allowing for the identification of actionable and salient factors that impact LGBTQ 

patients and their health issues.  A review of the literature exploring factors identified in the 

ecological system that may contribute to problems experienced by LGBTQ patients follows. 

Review of Literature 
 

Predominant factors within nested ecological systems that can influence health care for 

LGBTQ populations are the focus of this literature review. The networked chronosystem social 

and cultural factors and five macrosystem societal factors will be reviewed initially: (a) stigma, 

(b) religious values, (c) heteronormative cisgender cultural norms, (d) the political environment, 

and (e) discrimination within societal systems.  Next, factors within the exosystem, educational 

systems, healthcare systems, and the insurance marketplace will be addressed. The review of 

mesosystem factors will encompass the interactions between two or more of the individual’s 

microsystems.  Next, the microsystem that includes individual health care providers’ knowledge 

of LGBTQ issues, attitudes and expressions of stigma toward LGBTQ patients, and self-

awareness of bias, discrimination, and microaggressions toward LGBTQ patients will also be 

discussed. Finally, factors that contribute to the caring therapeutic relationship between 

provider and patient will be addressed in this literature review.  

Societal and Cultural Factors of the Chronosystem and Macrosystem 

Social and cultural norms are unofficial standards used to define what is normal and 

appropriate or abnormal and inappropriate within a specific social or cultural group (National 

Academies of Sciences, 2018). Bronfenbrenner and Morris (2006) recognized that sociocultural 

development is not dependent solely upon proximal processes, or enduring interactions that 

occur regularly in the microsystem, but also dynamic forces that exist in more remote 
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environments of one’s ecological system, such as the chronosystem and macrosystem that 

incorporate culture.  Bronfenbrenner and Morris (2006) acknowledged that characteristics of 

people across successive generations were no less important than the characteristics a person 

experiences over their lifetime or within their context. Therefore, exploring societal and cultural 

factors, including stigma in the chronosystem and macrosystem, and religious values, 

heteronormativity, political environments, and discrimination in the macrosystem are crucial to 

understanding the context in which health care providers develop values and beliefs that 

influence their care of others.   

Stigma in the Chronosystem and Macrosystem 
 

Stigma, as historically and currently socially constructed, is a contributing factor to 

disparities LGBTQ populations encounter in healthcare (Heijnders & Van Der Meij, 2006; 

Krehely, 2009).  Stigma is indeed one of the factors present at the highest levels of the 

ecological system, and as indicated by the networked ecological system, stigma permeates the 

other ecological system levels and will be discussed later as well.  One of the first documented 

uses of the word stigma occurred in the 6th century Before the Common Era (BCE) and was used 

to convey a mark placed upon a slave. This word then evolved as people who were marked felt 

shamed and humiliated (Tyler, 2020). French sociologist Émile Durkheim (1953) was among the 

first to explore stigma as a social construct. According to Durkheim, society is positive for its 

members, and as such, constituted a moral authority establishing maxims or rules of conduct. 

He identified society as providing “an objective standard with which to compare our 

evaluations” (Durkheim, 1953, p.61). As a result, when a person deviated from the social norm, 

disapproval and exclusion based upon this characteristic were referred to as “stigma.” Within 
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this context, Goffman’s (1963) studies emerged from ecological views of stigma that recognized 

the complex dynamics between sociologic and psychologic factors, social structures, personal 

beliefs, and interpersonal interactions (Stuart, 2008). It was then that Goffman crafted the 

modern-day conception of stigma as a social construct, meaning that stigma exists as a result of 

interpersonal interaction (Kleinman & Hall-Clifford, 2009). Goffman’s studies labeled 

"prostitutes, drug addicts, delinquents, criminals, jazz musicians…homosexuals, and the urban 

unrepentant poor" populations as deviants (Goffman, 1963, p.143), reflecting the negative 

perceptions of homosexuals at that time. 

The implications of ascribing stigma are far-reaching and expressed throughout the 

macrosystem as conditions, cultural norms, structural stigma, and institutional policies used to 

restrict opportunities and resources to those marginalized (Hatzenbuehler & Link, 2014). The 

evolution of stigma, moving from a physical mark of disgrace to a socially constructed one that 

occurs due to interpersonal interactions, allowed intervention.  By exploring preconceived 

ideas, knowledge, and attitudes derived from social relationships (Goffman, 1963), a health 

care provider may increase self-awareness of stigmatizing attitudes and behaviors and 

respective consequences for the individuals or groups to which they are directed.     

 The society in which one exists informs individual knowledge, attitudes, and behaviors.  

When one’s attitudes are negative and generate exclusion, stigma exists (Santos et al., 2016) 

and is ultimately seen through one’s ignorance, the cognitive expression of stigma, prejudice, 

the affective expression of stigma, and discrimination, the behavioral expression of stigma 

(Thornicroft et al., 2007). It is within the context of sociocultural development that one adopts 

stigmatizing beliefs. Vygotsky (1978) recognized through his themes of sociocultural learning 
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the social origins of thinking and the existence of learning within a sociocultural context (Polly 

et al., 2018). Religious values, the heteronormative, cisgender majority culture, and social, 

historical and political environments all manifest as bias and discrimination against LGBTQ 

individuals (Bonvicini, 2017; Kilicaslan & Petrakis, 2019; Ricca et al., 2018). While people may 

have co-occurring values, a desire not to discriminate, they may lack awareness of the social 

biases learned through social conditioning that informed beliefs and stereotypes (McCabe et 

al., 2013). Therefore, the influence of culture on one's values, beliefs, and practices remained 

particularly relevant to address stigma and called for the critical need to "rethink, reevaluate, 

reappropriate" (Lim & Renshaw, 2001, p.11).  In order to reconceptualize and transform the 

culture to be more diverse and inclusive and combat stigma, institutions, specifically those in 

which structures, policies and procedures that aid in shaping value formation, need to be 

considered. 

Religious Values of the Macrosystem 

 Dimensions of religion and religiosity theorized by Saroglou and colleagues (2020) 

included values such as “believing, bonding, behaving, and belonging” (p.552) that can 

influence the cohesion of society through the expression of moral norms and rules, the 

judgment of others, and the inclusion or exclusion of members. More specifically, Christianity, 

with its sexual prohibitions (De Block & Adriaens, 2013), was the foundation for European codes 

of sexual behavior (Aldrich, 2020) that became cultural norms in the United States (Bowers v. 

Hardwick, 1986). Fundamental religious beliefs about the moral nature of sexuality contributed 

to the stigmatization of homosexuality and the promotion of heteronormativity (Aldrich, 2020). 

Because homosexuality has been commonly stigmatized in Christian religions, heterosexuality 
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was considered the gauge of a good and moral person, while homosexuality was considered the 

opposite (McQueeney, 2006).  

Religious factors present within the macrosystem, through ecological systems-level 

interactions, influence subsequent system levels, which extends to the microsystem. Religious 

factors at the macrosystem can influence the behavior of health care providers and thus impact 

the care received by LGBTQ people (Minton et al., 2017). This behavioral impact is seen when 

health care providers refuse to provide care to LGBTQ patients on moral or religious grounds 

(Thoreson, 2018) or when health care providers commit microinvalidations (Lilienfeld, 2017), 

assuming heterosexuality or failing to acknowledge and recognize LGBTQ relationships. These 

actions suggest that some religious institutions and communities, through the perpetuation of 

intolerance and judgment, have not only inflicted psychological stress on individuals but have 

driven the hetero-cultural norm into the healthcare profession (Holmes, 2019).  

 

Heteronormative/Cisgender Cultural Norms of the Macrosystem 
 

 Heteronormativity, the position that heterosexuality is the normal and natural sexual 

orientation (Biaggio et al., 2003; Kerpen & Marston, 2020; Ussher, 2009) and cis-genderism, 

people who identify with the gender they were assigned at birth (Hunt et al., 2019) have long 

been accepted as social and cultural norms. People are recognized as members of the majority 

population or as a minority as a result of social and cultural norms (Wirth, 1945). When people 

are categorized accordingly, divisions among them introduce bias and contribute to 

discrimination within society, systems, and individuals (Gaertner & Dovidio, 2012). Such 

divisions are seen between heterosexuals and homosexuals. 
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Despite heterosexuality norms being omnipresent within society and organizations 

(Holmes, 2019), heteronormativity was not recognized as a concept until 1991, when Queer 

theorist Michael Warner (1991) formulated the term to illuminate the hegemonic system of 

norms and privileges of heterosexuality within social relationships (Robinson, 2016).  Before 

that time, homosexuality was classified as a deviance based on Krafft-Ebing's Psychopathia 

Sexualis, wherein he proposed the concept of sexual deviance as a medical issue (De Block & 

Adriaens, 2013).  This conceptualization resulted in a process referred to as ‘medicalization.’ 

Medicalization was defined as "a process by which nonmedical problems become defined and 

treated as medical problems… and [it] transforms aspects of everyday life into pathologies, 

narrowing the range of what is considered acceptable" (Conrad, 2007, p.4,7).  An example of 

medicalization affecting LGBTQ patient care was found in the 1940s, when the sociopolitical 

environment and psychological literature converged. Professional mental health organizations 

perpetuated a dichotomous model of the heterosexual norm and homosexual deviance (Herek, 

2010), pathologizing homosexuality as a “phobic response to members of the opposite sex” 

(Herek, 2010, p.694). Because of the recognition of heterosexuality as the medical norm by 

members of health organizations, society became a hostile environment for those who 

identified as LGBTQ as this norm resulted in social stigma attached to those in the LGBTQ 

community (Mink et al., 2014). By labeling and stigmatizing other people as deviant, the 

majority population was empowered to maintain their advantage (Liazos, 1972). For example, 

by labeling homosexuality as deviant, opportunities to LGBTQ individuals were constrained, and 

employment discrimination occurred (Fredriksen-Goldsen et al., 2017). Homosexuality was not 

de-medicalized until 1974 when the diagnosis of ego-dystonic homosexuality was removed 
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from the second edition of the Diagnostic and Statistical Manual of Mental Disorders (Conrad, 

2007). Since de-medicalization, The Pew Research Center reported shifts occurred in societal 

attitudes towards the LGBT community, with most United States adults believing that 

homosexuality should be accepted by society (Brown, 2017).  

Despite the changing trends in societal acceptance of LGBTQ individuals, inequality 

persisted and was reflected in power relationships. Power is predicated upon agents or people 

and structures representing the relationship between variables, with power relationships 

determined by agent, environment interaction that yield social categories that benefit those 

with privilege (Dowding, 2008). The majority population of heterosexual, cisgender individuals 

occupied power positions, while sexual and gender minorities in the population lacked power 

(Pelissier,1991; Wozolek, 2018).  "Capitals of shame" perpetuated stigma by maintaining 

sociocultural ways of shaming (Wozolek, 2018, p. 376).  At an early age, LGBTQ youth have 

been taught that they are different and that difference is shameful and deviant (Saxe, 2017).  

Heteronormativity within the culture perpetuates that shame and discrimination (Saxe, 2017) 

and reinforces privilege for the heteronormative majority.  The strategy of devaluing LGBTQ 

contributions and ways of knowing was used to maintain patriarchal political dominance 

(Wozolek, 2018).  To counter this dominance, the power of visibility was a strategy proposed to 

promote LGBTQ equality and oppose the silence or oppression of sexual and gender minorities 

(Michelson, 2019). This strategy to create inclusivity advocated that LGBTQ people and issues 

be visible to the public and openly presented to increase public awareness (Michelson, 2019). 

However, visibility was also recognized as an act of privilege. For the LGBTQ individual, their 

ability to be open and visible reflected their privilege and dependent upon the environment in 
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which they existed (Michelson, 2019). For the LGBTQ community, power is intertwined within 

the heteronormative culture and the political environment. LGBTQ patients may find it difficult 

to self-advocate within systems that maintain prejudicial beliefs, exhibit discriminatory actions, 

and have not fully integrated LGBTQ representation (Romanelli & Hudson, 2017). 

Political Environment of the Chronosystem and Macrosystem 

The context of the United States political environment is represented within the 

chronosystem and macrosystem has been dominated by a heteronormative, cisgender 

population who influenced legislation and, subsequently, policies and regulations (van der 

Toorn et al., 2020). For example, sexual acts that did not lead to procreation as “crimes against 

society” (U.S. Census Bureau, 1880) and “crimes against nature” (Rose v. Locke, 1975) were 

prohibited through legislation. Given that legislation informs policy and regulatory action 

(Rubin, 1989), these influences have limited how sexual behaviors and gender expression are 

accepted within society and its institutions.  In a political environment where LGBTQ citizens 

are not represented or recognized, access to health care is affected (Daley & MacDonnell, 

2011).  

The political obstacles to LGBTQ individuals’ health and wellness are evident both 

currently and across their life course but also across historical time (Bronfenbrenner, 1994). As 

early as 1880, the language of federal law described sodomy as an offense classified within 

crimes against society (U.S. Census Bureau, 1880). With the Immigration Act of 1917, United 

States law specifically excluded homosexuals from emigrating to the country due to their status 

as "persons of constitutional psychopathic inferiority" (The Immigration Act, 1917).  Negative 

attitudes persisted towards those who did not conform to heterosexual norms, and the 
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implications of negative attitudes were seen from the late nineteenth century to the late 1960s. 

Within the medical landscape, conversion therapy dominated as the standard of care treatment 

of those who were LGBTQ (Graham, 2019).  The policies of conversion therapy consisted of 

ineffective medical interventions aimed at changing sexual orientation (Graham, 2019).  These 

often-painful procedures included castration, testicular implants, silver or nitrate bladder 

washes, lobotomies, and behavioral therapy techniques (Graham, 2019). The era of conversion 

therapy was a political time in which homophobic ideology fueled campaigns and 

discriminatory public policies prevailed (Sullivan, 1990).  Since homosexual behavior was 

criminalized, the population lacked government protections and as a consequence LGBTQ 

individuals’ access to employment and its benefits, such as health insurance were affected 

(Balestrery, 2017). The political environment for LGBTQ individuals began to evolve in the 

1960s as legislation shifted to less aversive policies. The Civil Rights Act of 1964 put into law the 

protection of ethnic and religious minorities.  However, sexual and gender minorities were not 

explicitly identified as a protected class in the act, and it was not until the Equality Act of 1974 

that discrimination based on sex, marital status, and sexual orientation was prohibited (Equality 

Act, 1974).  

Despite the passage of the Equality Act, politically, the 1980s and 1990s were still not 

fully inclusive or accepting of LGBTQ individuals.  For example, in 1986 the Supreme Court 

upheld a Georgia law that criminalized LGBTQ sexual acts (Bowers v. Hardwick). Oppressive 

federal policies toward LGBTQ individuals included the 1993 military policy, Don't Ask, Don't 

Tell, in which public disclosure of an individual’s homosexuality was a dishonorable offense 

(Kavanagh, 2016; Marzullo & Herdt, 2011).  The 1996 Defense of Marriage Act denied federal 



 
 

20 
 

recognition of same-sex marriages and restricted states’ acknowledgment of same-sex marriage 

(Defense of Marriage Act, 1996). However, these court decisions and policies, which promoted 

discretion and failed to validate LGBTQ citizens, did prompt greater public visibility.  This public 

visibility led to large societal shifts in the 21st century, as the government decriminalized 

homosexuality and recognized same-sex marriage (Kavanagh, 2016). Similar shifts in the politics 

of healthcare coincided with these shifts.  

LGBTQ health policy achieved national prominence in 2011 when the Institute of 

Medicine released its landmark report on LGBT health.  The study conducted by the Institute of 

Medicine (IOM) ascertained data at committee meetings, sessions open to the public with 

presentations by stakeholders, advocacy groups, quantitative and qualitative researchers and 

health care providers (IOM, 2011).  Through this report authors pointed out that sexual 

orientation and gender identity had been excluded from survey demographics, and large 

national studies had been absent, making it difficult to adequately address LGBTQ health needs 

(IOM, 2011).  Once attention to the deficit in health knowledge about LGBTQ issues was raised 

by the results of this study, public policy shifts followed.  The recommendations that resulted 

from the IOM (2011) study included:  

1. The National Institute of Health (NIH) should advance knowledge and 

understanding of LGBT health by implementing a research agenda.  

2. Data collected in federally funded surveys should include sexual orientation and 

gender identity.  

3. Electronic health records should include sexual orientation and gender identity.  
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4. NIH should support the development of standardized measures of sexual 

orientation and gender identity.  

5. NIH should support research into methodologies that related to LGBT health.  

6. NIH should develop a comprehensive research training approach to strengthen 

LGBT health research. 

7. NIH should explicitly promote that grant applications address the inclusion or 

exclusion of sexual and gender minorities.  

Despite specific recommendations generated by the IOM the policy environments for 

LGBTQ citizens have been inconsistent.  The Obama administration, in particular, made several 

positive policy shifts for the LGBTQ community.  The administration working with Congress 

addressed LGBTQ hate crimes and violence creating the Hate Crimes Prevention Act honoring 

Matthew Shepard and James Byrd, banned conversion therapy, and provided supports to 

LGBTQ health and reporting (The White House, 2016). However, despite the movement toward 

more progressive and inclusive trends, the Trump administration was criticized for non-

inclusive policies and attempted to reverse previous pro-LGBTQ ones (Thoreson, 2018). An 

example of policy reversal is seen in the 2018 Department of Health and Human Services rule 

that allowed providers to choose treatment options based on their moral and religious beliefs 

(Thoreson, 2018). This rule enabled health care providers to discriminate against the LGBTQ 

community and refuse to schedule appointments or provide care (Thoreson, 2018).  Federal 

agencies also adjusted how data was gathered, which was recognized as having the potential to 

negatively impact future policy and public health projects focused on LGBTQ populations 

(Rosner, 2019). Additionally, the Trump administration instructed the CDC not to use the terms 
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evidence-based or science-based but instead "recommendations on science in consideration 

with community standards and wishes" (Rosner, 2019, p. l7). In effect, this policy restricted CDC 

public content transmission of numerous LGBTQ health issues. The Biden administration quickly 

reversed course on the first day in office when executive orders announced actions to address 

LGBTQ equality and discrimination in health care, education, employment, and housing 

(Medina & Santos, 2021).  Within the first ninety days of the administration, The White House 

Gender Policy Council was established to counter systemic bias, discrimination, and disparities 

and advance gender equity and equality (Medina & Santos, 2021). Policy environments are 

significant to the health care of LGBTQ populations since they influence social determinants of 

health such as economics, education, access to community and health care resources, and the 

social context, including social integration and discrimination (Artiga & Hinton, 2018).  

Discrimination in the Macrosystem 

 

Discrimination is the behavioral manifestation of social stigma (Thornicroft et al., 2007). 

Like stigma, discrimination is one of the factors present at the broadest levels of the ecological 

system and, as indicated by the networked ecological system, permeates the other ecological 

system levels that ultimately directly impacts an individual.  Goffman described those 

stigmatized as receiving a "cool reception in the wider world" (1961, p. 73). In subsequent 

work, he established stigma as a social construct that infiltrated social interactions (Goffman, 

1963).  Because social relationships defined what was normal, customary, and acceptable, 

differences became stigmatized (Goffman, 1963) and resulted in discrimination. Discrimination 

was evident in personal interactions that excluded those who did not conform to heterosexual, 

cisgender norms.  That exclusion and discrimination extended through the ecological system 
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impacting employment and community acceptance.  Again, power imbalances between the 

heteronormative majority and sexual and gender minorities created the context in which 

discrimination existed (Blair, 2016).   

 Demonstrations of society’s power and opposition to the homosexual community have 

persisted for decades and sometimes escalated to violence. Violent public acts were seen in 

1969 at the Stonewall Uprising (Lekus, 2011) and the 1978 assassination of Harvey Milk, a gay 

activist and representative on the San Francisco Board of Supervisors (Ritter, 2009). After the 

2016 massacre at the Pulse Nightclub, the LGBTQ community’s feelings of safety deteriorated, 

demonstrating that these violent incidents resulted in increased stress burden and negative 

health effects for LGBTQ individuals (Stults et al., 2018). Associated with power are domination, 

influence, and “social ascendancy,” and as a result, those in positions of power can exert their 

influence, oppressing opposing people and positions through violence or marginalization, 

thereby sustaining their power (Hamilton & Sharma, 1997).  

Though not as life-threatening as forceful oppression, structural stigma and 

discrimination remained in society on a day-to-day basis.  When businesses used religious 

reasons to refuse to bake a wedding cake for a same-sex couple, people opposed a transgender 

person’s use of the bathroom connected to their gender identification, or counselors claimed 

their religious liberty was being infringed if they had to provide services to LGBTQ individuals, 

the LGBTQ community is impacted by discrimination (Grzanka et al., 2020). Less overt 

discrimination was conveyed through microaggressions, which are "brief, nuanced, and often 

unintentional slights and offenses that underlie verbal and nonverbal communication" (Dean et 

al., 2016, p. 557).  Marginalizing actions that reinforce the values of the powerful majority 
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weaken the opposing alternative position of the subordinate group, which results in a chasm 

that further reinforces the cycle of domination and oppression (Hamilton & Sharma, 1997).  

LGBTQ populations are not a monolithic group facing the same health issues, disparities 

in health care, nor the same social opposition or support levels (Halkitis & Krause, 2019), and as 

a result, their experiences of discrimination differ. Researchers identify the differing health 

challenges faced between groups: breast cancer in lesbian and bisexual women (Butler et al., 

2016; Roberts & Fantz, 2014), prostate, testicular, and colon cancer and HIV/AIDS in gay and 

bisexual men (McKay, 2011), and intimate partner violence and HIV/AIDS among transgender 

individuals (Daniel & Butkus, 2015; Roberts & Fantz, 2014; Scheer & Poteat, 2021). As health 

experiences between these groups differ, so do public expressions of support. 

These differing experiences can be illustrated by comparing the expressions of public 

outrage when Mathew Shepard, a young gay white male, was assaulted and killed (Kenworthy, 

1998; Ott & Aoki, 2002) with the reaction to the shooting death of Duanna Johnson, an African 

American transgender woman (Brown, 2008).  While Shepard’s murder received mass media 

attention, Johnson’s did not receive the same level of investigation or coverage (Mogul et al., 

2011). Furthermore, secondary data analysis of 3854 cases found that white LGBTQ 

respondents were significantly less likely to experience housing and employment discrimination 

than LGBTQ people of color (Whitfield et al., 2014).  

While differing rates of discrimination existed by race and ethnicity, there was also 

variation dependent upon group identification. Nadal and colleagues (2015) explored prejudice 

and discrimination within an intersectional context through a qualitative, secondary analysis of 

six studies using consensual qualitative research where researchers independently coded raw 
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data and then collaboratively defined domains and identified themes.  The 80 study 

participants were 2 female, 19 male, and 9 transgender individuals.  Discrimination themes that 

emerged included bias-based exclusionary practices or being objectified within their 

community and exoticized, gender-based stereotypes (e.g., all lesbians are masculine and all 

gay men are feminine), disapproval of LGBT identity by racial, ethnic, and religious groups, and 

assumptions of inferiority in men and women of color (Nadal et al., 2015; Nadal et al., 2017).   

Not only did LGBTQ people experience discrimination from the cisgender, 

heteronormative population, but they also experienced it from within the LGBTQ community. A 

descriptive study using naturalistic inquiry of twenty bisexuals, 10 males and 10 females, 

explored how they experienced cultural attitudes toward bisexuality, and established their 

sense of community was affected given they are not fully part of either the dominant 

heteronormative group or gay/lesbian subculture, and how these experiences influenced their 

views of themselves (Bradford, 2004). The study revealed antagonism or social ostracism 

between lesbians and bisexual women and bisexual men described as, “Bi’s were too straight 

for the gay community and they’re too queer for the straight community,” concluding that all 

perceived themselves as outsiders (Bradford, 2004, p.15).   

Reducing homophobia and identity-based victimization is a complex problem within a 

heteronormative majority. Ostracism of LGBTQ individuals woven into the culture preserved 

and reinforced stigma and discrimination (Asplund & Ordway, 2018; McCabe et al., 2013). 

While advances in awareness and support have been made related to sexual and gender 

minorities (Russell & Fish, 2016), findings suggested that sexual and gender minority individuals 

residing in differing regions of the country experience differing levels of bias-based 
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victimization, with those in the South and Midwest being at higher risk than those in the 

Northeast (Kosciw et al., 2009). Not only have regional social norms impacted the community, 

but membership in a cultural minority was also a relevant factor.  For example, communities of 

color, regardless of location, often displayed less acceptance and inclusion of sexual and gender 

minorities than white communities (Drabble et al., 2019).  

Discrimination remains a complex factor.  A cross-national analysis of discrimination 

revealed that educational obtainment and socioeconomic status are among the factors that 

informed how communities view LGBTQ issues, with higher levels of educational attainment 

and wealth associated with higher levels of support and lower levels of discrimination (Lee & 

Ostergard, 2017). Despite this finding, stigma among educated health care providers has 

persisted and large-scale national studies of LGBTQ discrimination differences have not been 

conducted (Casey et al., 2019).  Studies are needed to inform phenomenology and potential 

interventions. Recognizing the multiple dimensions of discrimination and support calls for a 

broad approach to improving health care systems’ culturally responsive care. 

System Factors of the Exosystem 

 

In this section systems within the exosystem and mesosystems, including educational 

systems, health care systems, and the insurance marketplace system, which determines the 

care received by individuals are addressed.  The exosystem represents the linkages and 

processes between two or more settings from which the person central to the microsystem is 

excluded (Bronfenbrenner, 1994).  In terms of health care for LGBTQ individuals, the exosystem 

comprises education, health care, and the insurance marketplace settings. Within the 

exosystem, systems are critical as structural stigma that stems from societal conditions and 
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cultural norms results in institutional policies that restrict opportunities and resources 

(Hatzenbuehler & Link, 2014).   This review will present the academic preparation of future 

health care providers and continuing medical education of existing health care providers in 

regards to caring for LGBTQ populations. Specifically, institutional values and culture, the 

expression of structural stigma, and barriers to services will be studied to determine the 

exosystem’s current strengths and weaknesses in caring for LGBTQ individuals.   

Educational Systems  

The academic preparation of health care providers establishes the knowledge base that 

informs clinical practice and a provider’s ability to care for LGBTQ individuals within health care 

systems (National Academy of Sciences, 2003). However, analyses of the state of existing 

academic preparation programs and continuing medical education programs revealed specific 

training deficits related to LGBTQ cultural competency and awareness, health care needs, and 

disparities in care (AAMC, 2014; Daniel & Butkus, 2015; Obedin-Maliver et al., 2011).  In a 

position paper of the American College of Physicians it was reported that the Committee of 

Health and Public Policy Committee reviewed studies, surveys, and reports addressing LGBT 

health and policy.  Among recommendations that addressed physicians’ education was that 

medical schools, residency training programs, and continuing medical education programs 

should incorporate LGBT issues in their curriculums (Daniel & Butkus, 2015).  The Association of 

American Medical Colleges (AAMC) identified more specific areas to be addressed.  Among the 

areas identified were curriculums, institutional climate, LGBTQ competency guidelines that 

incorporate health-related issues related to sexual and gender identity, expression, 

development, and knowledge, attitudes, and skills in caring for the population (Kirch & Nivet, 
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2014).  The American College of Physicians recommends integrating LGBTQ health issues within 

medical schools, residency programs, and continuing medical education, specifically addressing 

the need to develop communication skills that establish trust, foster patient-physician 

relationships, and cultural and clinical competency (Daniel & Butkus, 2015). Results point to the 

need for educational systems to be multifaceted and incorporate content described as 

expressing sensitivity to sexual orientation and gender expression, understanding of social and 

behavioral science principles, promoting responsiveness in meeting patients’ needs, and 

conveying dignity and respect for diversity (Eckstrand et al., 2014). Currently, this ideal is not 

being met in any standardized way, though the conversation on how to prepare healthcare 

workers to provide adequate care is coming to the forefront (AAMC, 2014; Daniel & Butkus, 

2015; Obedin-Maliver et al., 2011). 

Health Care Professional Educational System 

Physicians, nurses, and members of the healthcare team have not received adequate 

training to prepare them upon entry into practice to clinically assess and treat LGBTQ patients 

(Bonvicini, 2017).  Studies have revealed insufficiencies in physicians' educational preparation 

to provide care to LGBTQ populations (Obedin-Maliver, et al., 2011; Eckstrand et al, 2014). 

Obedin-Maliver and colleagues’ (2011) study of 132 medical school deans found the median 

teaching time for LGBT issues was five hours and ranged from 0-32 hours across schools.  Forty-

four percent of reporting schools rated their content as fair on a scale of very poor to very 

good, with fair being the midpoint. This finding aligned with a study of 4262 medical students 

across the United States that found 67.3% of students rated their LGBT-related curriculum as 

fair or worse (White et al., 2015). In a review on the status of medical and nursing education 
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and training specific to LGBT cultural competence, and while acknowledging advances in the 

literature related to LGBTQ healthcare needs and disparities, Bonvicini (2017) addressed the 

dearth of literature focusing on culturally competent education and training. The clinical 

competency gap persisted in the medical and nursing professions (Bonvicini, 2017) 

Leading medical organizations subsequently advocated for changes in professional 

education specific to LGBTQ issues.  The American College of Physicians, as a result of these 

weaknesses in education, issued a position statement calling for educational reform to 

integrate LGBT health issues (Daniel and Butkus, 2015) and the American Association of Medical 

Colleges (AAMC) specifically identified competency domains to improve LGBTQ health care 

(Eckstrand et al., 2014), which are found in Table 1. These domains seek to improve the quality 

of care by informing practitioners about biophysical, societal, and behavioral factors, as well as 

helping them use self-reflection and interpersonal skills to become more responsive to patients’ 

needs.  

Table 1 

AAMC Competency Domains for LGBTQ Healthcare 

  

Competency Domain Competency Description 

Patient Care Effective patient care is based upon emerging biophysical 

scientific principles and sensitive to sexual orientation, 

gender expression and sexual behaviors, and informs 

clinicians’ history, physical examinations, and corresponding 

health needs. 

Knowledge for Practice Knowledge of practice incorporates, in addition to 

biophysical principles, principles from social and behavioral 
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sciences.  It addresses the psychosocial impacts of the 

cultural influences of history, politics, and institutions, and 

the application of this knowledge to care.  

Practice-Based Learning and 

Improvement 

Practice-based learning and improvement addresses one's 

ability to critically reflect, identify strengths and limitations, 

assess dynamics of power. 

Interpersonal Communication 

Skills 

Interpersonal and communication skills require insight into 

implicit and explicit bias and how it is expressed in patient 

encounters and development of strategies to mitigate 

discrimination.  

Professionalism Professionalism is the ability to be sensitive and responsive 

in meeting the needs of the LGBTQ patient population, and 

respecting their autonomy and privacy.  

Systems-Based Practice  This category advocates for quality care and optimal health 

system performance by navigating legal and policy issues. 

Interprofessional 

Collaboration 

Interprofessional collaboration establishes cultures of trust, 

dignity, respect, and diversity.  

Personal and Professional 

Development 

Personal and professional development acknowledges the 

ongoing process of self-awareness, adapting to change and 

altering one’s behavior.   

 

 

Several studies of these healthcare principles have explored how well schools are 

preparing students.   A cross-sectional nonprobability survey with 1231 nursing educators 

identified via the American Association of Colleges of Nursing found participants rated their 

knowledge, experience, and readiness to teach LGBT health issues as very limited (Lim et al., 

2015).  Forty-three percent of nursing educators reported limited to somewhat limited 
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knowledge, and 37% indicated they lacked knowledge or awareness of LGBT health issues in 

general.  By incorporating qualitative survey items, Lim and colleagues found LGBTQ curriculum 

was not included in training.  The barriers to LGBT curriculum integration included (a) limited 

guidance as to how to integrate content within the curriculum, (b) personal opposition or 

discomfort teaching LGBT topics, (c) limited knowledge of LGBT topics, (d) social pressures or 

values of religious-affiliated institution, and (e) not being a required component through school 

accreditation (Lim et al., 2015).  

These research findings were consistent with other studies (Lim et al., 2015).  Eighty-five 

percent of nursing students and 80% of practicing nurses reported they did not receive 

education related to LGBT care (Carabez, 2015a; Carabez, 2015b). In 2018, a systematic review 

to examine the inclusion of LGBTQ health issues in education and training identified 22 studies 

and found significant gaps in the educational preparation of physicians, nurses, and allied 

health professionals, as well as in the development of cultural competence related to LGBTQ 

health issues (McCann & Brown, 2018).   

Healthy People 2020, the U.S. Department of Health and Human Services’ identification 

of health improvement priorities, validated these findings.  The document reported the 

shortage of culturally competent health care providers as a major systems-level characteristic 

negatively influencing health care access for LGBTQ individuals (U.S. Department of Health and 

Human Services, 2020). The dearth of LGBTQ cultural competence training in basic education 

programs created knowledge deficits in practice, which was compounded by a lack of 

continuing medical education programs for cultural competency specific to LGBTQ populations 

(Bonvicini, 2017).   
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To counter this lack of education, Obedin-Maliver and colleagues' (2011) study of 132 

medical school deans identified strategies that were successful or could potentially increase 

LGBT content in the curriculum.  The strategies most frequently identified as increasing LGBT-

related content in the curriculum included: (a) using materials focusing on LGBT-related health 

and health disparities (58.3%), (b) having faculty willing and able to teach LGBT-related content 

(50.8%), (c) spending more curriculum time on LGBT-related content (47.7%), (d) employing 

more evidence-based research regarding LGBT health and health disparities (46.2%), (e) placing 

questions on LGBT health and health disparities in national exams (45.5%), and (f) having 

accrediting bodies require LGBT-related curriculum content (45.5%). Despite these suggestions, 

these curriculum changes did not address the educational needs of those currently entering or 

in practice.  

Graduate Medical Education       

  

The period following medical education and preceding independent medical practice, 

post-graduate medical education, is commonly referred to residency training and enables 

practitioners to develop clinical skills under the guidance and supervision of experienced 

physicians.  This is another period when physicians can develop skills that enable them to work 

more effectively with others.  Personal interactions are particularly relevant in the field of 

psychiatry.  Therefore, the training standards for accredited programs and cultural competency 

within residency training programs was explored.  

The Accreditation Council for Graduate Medical Education (ACGME) establishes training 

standards for residency and fellowship programs across all medical specialties. Common 

standards across include: 1) identification of program aims, 2) competency-based goals for each 
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educational experience, 3) delineation of progressive responsibilities in patient care, 4) didactic 

activities such as asynchronous learning, case discussions, conferences, courses, labs, and 

simulations, 5) advancement of knowledge of ethical principles of practices, and 6) knowledge 

of scientific inquiry (ACGME, 2022).  Program competencies standards integrate 

professionalism, patient care that is compassionate, appropriate, and effectively treats health 

problems and promotes health, medical knowledge, practice-based learning and improvement, 

interpersonal and communication skills, and systems-based practice that demonstrates an 

awareness and responsiveness to larger systems contexts such as social determinants of health 

(ACGME, 2022).  The ACGME acknowledges the importance of addressing diversity, equity and 

inclusion but has framed their Equity Matters program as an initiative to increase the 

representation of minorities within the profession of medicine (ACGME, 2000-2022). However, 

their medical knowledge core competency standards dictate that curriculums must include 

“biologic, genetic, psychological, sociocultural, economic, ethnic, gender, religious/spiritual, 

sexual orientation, and family factors” (ACGME, 2022).  The interpersonal communication and 

professionalism core competencies states that residents are to communicate effectively and 

demonstrate sensitivity and responsiveness (ACGME, 2022).   

The ACGME core competencies have historically been addressed within the context of a 

cultural psychiatry courses that address the cultural influences on the “causes, course, and 

outcomes of major psychiatric disorders, culture-related syndromes and idioms of distress”, 

refugee and immigrant mental health, and religion and spirituality (Kirmayer et al., 2008). Harris 

and colleagues (2008) expanded upon this content based upon the DSM-IV-TR to outline 

components of a “cultural formulation” including cultural genograms, cultural identity 



 
 

34 
 

development, privilege (racial, gender, sexual orientation, religion, class), transference and 

countertransference, and etic, or universal, and emic, culturally specific, explanatory models of 

illness.  However, leaders and residents of training programs and the leadership committee of 

Black Psychiatrists of the American Psychiatric Association continued to recognize the need to 

respond to patients from diverse groups in different ways (Harris et al., 2004; Lim et al., 2010; 

Medlock et al., 2017).  

The need for changes within training programs was evident nationally when leading 

psychiatry residency training institutions each simultaneously developed curriculum for their 

programs.  New York University, University of California Los Angeles, and Yale independently 

developed curricula that converged in their beliefs that: 1) residents needs training in structural 

competency, which is a combines a focus on institutions and policies with skills that can address 

barriers to care and health outcomes, 2) interdisciplinary didactic courses and seminars that 

contribute to knowledge about social determinants of health and theoretical frameworks for 

practice, and 3) theory is linked with practice in clinical rotations (Hansen et al., 2018). Among 

rotation activities were writing clinical ethnographies with personally reflective field notes, 

visiting community organizations, and completing a day living with the financial, transportation, 

and food insecurity limitations that some patients experience, and clinical supervision (Hansen 

et al., 2018).  

The literature addressing cultural competency training for residents and psychiatrist 

include publications that encompassed expert opinion and recommendations (Qureshi et al., 

2008; Schouler-Ocak et al, 2015; Corral et al., 2017), consultation models (Santhanam-Martin et 

al, 2017), commentary (Drake, 2013) and a quasi-experimental research design presenting a 
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pilot study of cultural formulation interviewing (Mills et al., 2017) (Venkataramu et al., 2021). 

This pilot study investigated if a 1-hour session that presented changing demographic trends in 

the United States and corresponding health disparities followed by an interactive discussion on 

the participants cultural identity improved one’s cultural competence in a group of 30 

psychiatry residents.  The pre-test, post-test of an adapted version of a Cultural Competence 

Assessment was reported on measures without missing data and supported overall significant 

improvement with t(21)=-3.65, p<.01) (Mills et al., 2017).  However, the analysis of a qualitative 

research study of 20 faculty instructors with experience teaching about cultural issues in 

psychiatry revealed challenges to instructing residents on issues related to culture due to the 

lack of institutional support and the lack of evaluation of existing programs. Furthermore, 

instructors perceived a need for integration of cultural content throughout training programs 

that extends beyond one course (Hansen et al., 2018). This suggest the lack of academic 

preparation and the subsequent absence of standards addressing cultural competency in 

graduate training programs fails to prepare physicians entering independent practice.  

Continuing Medical Education       

  

The limitations of health care providers’ academic preparation which fails to prepare 

them to work with LGBTQ patient populations, emphasizes the importance of continuing 

education programs, a mechanism for clinicians to continually update their knowledge, skills, 

and competency (Bonvicini, 2017). In survey research of U.S. faculty practices affiliated with 

allopathic medical schools, fifty percent of those eligible to participate responded, concluding 

that 52% had no LGBT training available, 32% had some training available, and 16% reported 

comprehensive LGBT competency training (Khalili et al., 2015). Of concern is that national 
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standards for health care providers around LGBTQ health have not been established which 

complicates the ability to evaluate the LGBTQ training programs which are available (Jann et al., 

2015).  

Despite the absence of federal standards for LGBTQ training (Jann et al., 2015), there 

are continuing medical education programs available online.  The National LGBTQIA+ Health 

Education Center provides educational programming via a Federally Qualified Health Center, 

Fenway Health which was founded in 1971 (Fenway Health, 2021).  The Fenway Institute was 

then launched in 2001 to ensure cultural competence in health care through research, 

evaluation, education, and policy advocacy (Fenway Health, 2021). Learning modules, videos, 

and webinars are available upon registration with many continuing education programs 

available free of charge.  Alternatively, the American Medical Association (AMA) offers courses 

to improve provider awareness of critical issues affecting LGBTQ patients that encompasses 

content on foundational education, health inequities, HIV prevention, transgender medical 

care, and the development of inclusive environments (AMA, 2021).  In addition, the Health 

Professionals Advancing LGBTQ Equality, formerly known as the Gay & Lesbian Medical 

Association (GLMA) offers a LGBT cultural competence webinar series that addresses the social 

determinants of health, the unique health needs of LGBT people, the creation of welcoming 

and safe environments, and clinical skills in caring for transgender people (GLMA Health 

Professionals Advancing LGBTQ Equality, n.d.). Evaluations of the fore mentioned continuing 

medical education programs were not reported.  

Online education might provide avenues for the integration of LGBTQ content in 

settings with insufficient resources.  Online continuing medical education enabled large 
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numbers of physicians to complete professional development (Cook et al., 2018) and was 

effective at provided cultural competency instruction (Alvarez & Rodrigues, 2020). When 

studying cultural competency measures resulting from online or in-person instruction, post-test 

surveys found that multicultural experience, perceptions of discrimination, social group 

perceptions, ethnocultural empathy, and personal beliefs about diversity were comparable 

(Alvarez & Rodrigues, 2020).   Both in-person and online instruction can be effective at 

improving cultural competence.  Health care provider knowledge of biophysical and 

psychosocial issues in the LGBTQ patient population addressed in continuing medical education 

programs are imperative in providing quality patient care (Eckstrand et al., 2014) given the 

complexity of healthcare systems in which care is provided.  

Healthcare Systems 
 

Healthcare systems are complex organizations with hierarchical structures and 

subcultures (Ruben et al., 2017). Some healthcare systems span broad geographic regions and 

may include facilities in diverse, urban areas while also having facilities in homogenous rural 

areas. An example is the Mayo Clinic that has campuses in rural Minnesota and Iowa and urban 

Jacksonville, Florida, and Phoenix, Arizona (Mayo Clinic, n.d.). Healthcare systems may also vary 

in decision-making structures from centralized to decentralized decision-making (Alexander & 

Fennell, 1986). Superimposed upon these complexities are institutional factors.  These factors 

include an organizational identity, which encompasses an organization's values and biases.  

Structural stigma can then be found in institutional policies, guidelines, programs, priorities, 

and characteristics. Because healthcare systems create the context in which care is provided, 

awareness of health care system characteristics that affect LGBTQ patient care is vital. 
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Therefore, when looking within health care systems, institutional values and culture, the 

expression of structural stigma, barriers to services, and culturally competent healthcare 

systems will be addressed. 

Institutional Values and Culture.  Leading civil rights organizations have  

challenged the traditional values of healthcare systems. In 2007, the Human Rights Campaign 

Foundation’s Healthcare Equality Index (HEI) was launched to evaluate healthcare facilities for 

patient non-discrimination, equal visitation, employee nondiscrimination, and staff training 

(Pierce, 2017).  The 2020 HEI reported an increased number of participating hospitals, with 

more hospitals offering LGBTQ training and LGBTQ patient-centered care in the past year 

(Human Rights Campaign, 2020).  However, LGBTQ patient-centered care training was required 

of participating senior executives during their first year. Training options for staff were not 

evaluated on outcomes or content but instead on the availability of LGBTQ patient-centered 

care training (Human Rights Campaign, 2020).  These issues imply gaps still exist within these 

healthcare systems and those who choose not to participate. 

Recognizing that gaps exist, and being aware of the breadth of LGBTQ stigma within 

healthcare systems, the Joint Commission on Accreditation of Healthcare Organization’s field 

guide incorporated standards inclusive of LGBTQ patients, establishing nondiscrimination as the 

standard and promoting safety and inclusion (JCAHO, 2011). The Institute of Medicine (2011) 

and the Department of Health and Human Services (2016) addressed the issue of health 

disparities within the LGBTQ population in official statements, and in 2016 the National 

Institute of Health identified sexual and gender minority populations as a priority population for 
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disparities research (Ard & Keuroghlian, 2018). These leading organizations' positions have 

been influential in shaping and changing institutional cultures.  

Healthcare systems’ institutional values are influenced by both the social environments 

in which they exist and their organization's leaders and stakeholders (Anderson et al., 2003). 

Bias develops within institutions because of historical stigmatization and is conveyed through a 

heteronormative framework (Colpitts & Gahagan, 2016) or the position that heterosexuality is, 

by default, the normal and natural sexual orientation (Kerpen & Marston, 2020). This 

assumption of heterosexuality within institutions and among health care providers produces 

unique barriers in caring for LGBTQ populations (Biaggio et al., 2003; Ussher, 2009). Healthcare 

systems' failure to recognize LGBTQ patient populations influences service availability, 

negatively impacting this population's health.  

Structural Stigma. Bias and discrimination in healthcare settings are expressed implicitly 

through erasure, which is a process of failing to recognize a category of people from an 

"officially endorsed version of reality" due to their group belonging or identification (Gray, 

2013, p.6).  Erasure also involved discriminatory policies and environments, such as restrictions 

on non-hetero-normative family member visitation or involvement in care. These expressions 

of bias created situations in which patients felt invisible and as if their experiences were 

unacknowledged (Biaggio et al., 2003; Lee & Kanji, 2017; Ussher, 2009). This discrimination 

placed a burden upon them and was a microaggression that undermined LGBTQ patients’ trust 

in healthcare systems and providers (Dean et al., 2016). As a result, LGBTQ patients were forced 

to decide if they would avoid a potentially stigmatizing response from a health care provider or 

advocate for their healthcare needs (Ussher, 2009). This conflict translated into a lack of 
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preventive care on the primary care front, such as pap screens, mammograms, blood pressure 

screenings, routine blood screenings, colonoscopies, and prostate exams.  This avoidance of 

preventive care then delayed or prevented treatment for numerous health conditions, 

including cancers, heart disease, and diabetes (Roberts & Fantz, 2014).  Avoidance of care was 

not limited to physical health needs.   

A more pressing concern of sexual and gender minority patients due to avoidance of 

care, is patients’ experiences of mental illnesses.  Sexual and gender minority patients 

experienced higher rates of depression and suicide than their heterosexual peers (Safren & 

Heimberg, 1999; Connolly et al., 2016). A meta synthesis of transgender suicidality literature 

reported on 42 studies that on average 55% of adult transgender study participants reported 

suicidal ideation in the prior year and 29% reported a suicide attempt within their lifetime 

(Adams et al., 2017). The U.S. Transgender Study of 2015 reporting on 27,715 survey 

respondents above the age of 18 found that 82% had considered suicide (James et al., 2017) as 

opposed to roughly 12% of 19 to25-year-old US adults who had suicidal thoughts (Center for 

Behavioral Health Statistics and Quality, 2020).  Like patients in primary care, concerns related 

to stigma contributed to treatment avoidance in the mental health arena (Corrigan et al.,2014). 

Therefore, addressing LGBTQ bias and discrimination within healthcare systems is particularly 

important, given the potentially damaging results of treatment avoidance.  

There are many ways healthcare system environments conveyed discrimination. 

Structurally, discrimination in healthcare systems can first be seen through their policies. In 

2018, the Department of Health and Human Services created a rule that allowed providers 

treatment discretion based on their moral and religious beliefs.  This rule enabled the existence 
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of discriminatory policies, and as a result, staff could refuse to perform tasks such as scheduling 

appointments or providing care to LGBTQ patients (Thoreson, 2018). Other examples of 

discrimination included health care providers showing judgment or failing to acknowledge 

partners of LGBTQ patients as family members and facilities lacking inclusiveness or LGBTQ 

friendly signage (Lee & Kanji, 2017). When electronic health records required sex-specific 

designations for ordering particular tests and procedures (Snelgrove et al., 2012), or there were 

binary responses to laboratory testing or reference norms to sex, health information 

environments discriminated against LGBTQ patients (Roberts & Fantz, 2014). The resulting 

barriers to services that occurred in response to these structural stigmas and discrimination 

negatively impacted this population's overall health.  

Barriers to Service. When leaders of systems developed institutional policies that fail to 

recognize and accommodate the needs of sexual and gender minority patients, systems of care 

lacked LGBTQ-specific practice guidelines, and population-specific preventative services, 

barriers to care were introduced (Snelgrove et al., 2012).  In addition, the lack of 

nondiscrimination policies, unwelcoming environments and/or limited or non-existent 

promotion of cultural competency contributed to barriers (Mayer et al., 2008; Roberts & Fantz, 

2014). Health systems' leadership exerted little effort in engaging the LGBTQ community in 

developing clinical programs and services targeted to the LGBTQ community (Romanelli & 

Hudson, 2017), nor did leadership address the relevance of or promote their existing services to 

the LGBTQ population (Romanelli & Hudson, 2017).  

A qualitative study conducted in New York City with 40 self-identified LGBT community 

members concluded that systems-level barriers are evidenced by limited outreach to the LGBT 
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community (Romanelli & Hudson, 2017). Study results revealed limitations in service visibility, 

availability, acceptability, affordability, and appropriateness, which resulted in exclusion, 

erasure, and stigma (Romanelli & Hudson, 2017). In this study, a patient said, “It’s not like we 

want special treatment. It’s just that we deserve services… all the services that I need are all 

scattered around. I feel like there should be a place” (p.720).  Other participants in this study 

expressed experiences of discrimination.  One participant shared, “While you’re going through 

all these services, you’re being labeled, you’re being tagged, you’re being marked.” They 

continued, “There’s still a lot of bias in the medical community” (p. 719). This structurally based 

bias is challenging to address due to the complexity of health care systems nationally.   A case 

study completed within a large academic healthcare system demonstrated the breadth of 

barriers and the complexity of health systems (Ruben et al., 2017).  The researcher found that 

implementing positive change in organizational, structural, and clinician competency would 

require change spanning multiple facilities, subcultures, and hierarchical structures (Ruben et 

al., 2017).  

National surveys, including those conducted with LGBTQ populations, support findings 

of institutional discrimination in healthcare systems. A national telephone survey of 489 LGBTQ 

adults found institutional discrimination in a significant number of respondents, with 16% 

reporting discrimination (Casey et al., 2019). The results of the National Transgender 

Discrimination Survey reported 19% of respondents had experienced care refusal, 2% 

experienced verbal harassment, and 2% experienced assault while seeking care (Grant et al., 

2010). Access to treatment resources for LGBTQ patients is not just limited to patients but also 

extends to health care providers (Snelgrove et al., 2012).  
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The inability of systems-level leadership to recognize and accommodate the health care 

needs of LGBTQ patients limits resource and service availability.  This lack of health institution 

responsiveness to LGBTQ patients gave providers a feeling of uncertainty.  A qualitative study of 

physicians in Canada revealed that many providers felt "completely out-at-sea, not knowing 

where to go or who to talk to" (Snelgrove et al., 2012, p.1.).  Physicians explicitly referenced 

their lack of awareness of resources and referral networks (Snelgrove et al., 2012). It is a 

systems failure when health care providers do not know how to access services or resources. 

Because there were divergent opinions within the professional community regarding who 

should be responsible for LGBTQ care, particularly for the trans community (Snelgrove et al., 

2012), centralized services were not available (Romanelli & Hudson, 2017).  Few academic 

health centers in the United States have procedures to identify and refer patients to LGBTQ 

competent physicians (Jann et al., 2015).  

Even when patients are positively connected to providers and systems and engaged in 

appropriate medically indicated care, there may be issues of fit between the care provided and 

the care that the patient wished to receive. For example, a patient may express a desire for a 

health care provider who identifies as LGBTQ, just as studies have shown women prefer female 

providers (Baskett, 2002). In a qualitative study exploring the health preferences of 186 lesbian, 

gay, and bisexual people, one participant described their desire to find a “queer woman of 

color” like “finding a unicorn” (Martos et al., 2018, p.131).   This study’s sample represented 

three cohorts, (a) the Equality Cohort, which was made up of respondents ages 18 to 25 years, 

(b) the Visibility Cohort of 34-41year old, and (c) the Pride Cohort of 52–59-year-old 

participants.  The study found that all cohorts associated stigma as a reason for their 
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preferences for LGB-specific health care providers. One study participant addressed his 

preference for LGB physicians by stating he did not want to waste his time with someone 

uncomfortable navigating their discomfort with LGB people and issues when the focus should 

be on him getting better (Martos et al., 2018). This perception of discomfort and stigma 

influenced patient engagement (Romanelli & Hudson, 2017) and individualized care, which is 

the ability to access care tailored to an individual’s unique needs (Higgins et al., 2017).   

Culturally Competent Healthcare Systems. To achieve cultural competence within  

healthcare systems, all populations need to have equal access to quality care. Yet, despite the 

availability of cultural competence resources, the adoption of them to achieve that equality was 

limited (Kilicaslan & Petrakis, 2019).  Given the historic Eurocentric foundation of practice 

standards, reevaluation is necessary and requires the data to be disaggregated to determine 

appropriate standards for specific population subsets to achieve quality care (Chin, 2000). 

Insurance Systems 

 The insurance marketplace impacted healthcare systems' ability to provide services to 

LGBTQ populations through erasure, pre-existing condition clauses, and a mislabeling of 

procedures (Gonzales & Henning-Smith, 2017). This erasure is the systematic process of editing 

out or failing to recognize a category of people due to their group belonging or identification 

(Gray, 2013) and experiences (Snelgrove et al., 2012).  Pre-existing condition clauses and 

mislabeling of procedures are mechanisms within the insurance marketplace that limit access 

to health care services.  

Erasure is evident when a transgender male cannot schedule a hysterectomy, or a 

transgender female cannot have a prostate-specific antigen screening test because the 
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language of insurance policies limits the scope of services (Roberts & Fantz, 2014). Additionally, 

LGBTQ patients are often ineligible to receive services because pre-existing conditions are 

excluded, or insurance companies identify interventions as uncovered cosmetic procedures 

(Khan, 2011). Insurance providers’ decisions are financially driven and come about by weighing 

medical treatment costs to insurance risks (Khan, 2011).  There is no financial incentive for 

insurance providers to cover services in an environment without government protections for 

transgender patients. Consequently, insurance policies serve as a restrictive gatekeeper to 

service access (Romanelli & Hudson, 2017).  

Microsystem Factors  

 

  Health care providers and the LGBTQ individuals they treat are central to the 

microsystem. Societal factors and healthcare systems influence individuals and the 

relationships between providers and patients (Albarracin & Shavitz, 2018; Dean et al., 2016; 

Mayer et al., 2008). This section provides an overview of the literature regarding factors 

relating to health care provider that are relevant and contribute to the relationship and care of 

LGBTQ patients.  These factors include health care providers’ knowledge of LGBTQ-related 

issues and terminology, intersectionality, self-awareness of attitudes, stigma, and 

microaggressions, and their skills and behaviors in caring for sexually and gender minority 

patients, including therapeutic relationships.  

LGBTQ Knowledge 

 Health care providers' ability to support LGBTQ patients requires knowledge of LGBTQ 

issues (Bonvicini, 2017).  Health care providers’ schema, a cognitive framework that organizes 

information and facilitates interpretation (Cherry, 2019), is credited with bringing together 
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one's knowledge, concepts, and experiences (Bartlett, 1932; Haslanger, 2008). Mental model 

schema influence how health care providers establish meaning and respond to given situations 

(Vardaman et al., 2012). Schemas are embodied and dynamic, with interwoven social and 

cultural aspects that provide an orientation to one's environments (Wagoner, 2013) and are 

relevant as they reflect the synthesis of the values, beliefs, culture, and stigma discussed in 

previous sections.  Health care providers' schema inform their knowledge bases and, as a result, 

may introduce a potential learner bias that may influence the care provided.   

 Health care learners and their interactions with the environment influence their ability 

to understand and organize abstract thought (Young, 2004). The dimensions of a knowledge 

base are content knowledge and pedagogical content knowledge, which includes knowledge of 

a discipline’s substantive and syntactic structures (Grossman et al., 1989). Substantive 

knowledge refers to the conceptual organization and the relationships between concepts 

within a given content. In contrast, syntactic knowledge refers to historical scholarship and 

understanding of the principles of inquiry and values inherent to that field (Shulman, 1986). A 

discipline specific knowledge base can be illustrated by Fawcett’s description of the nursing 

metaparadigm as nursing philosophies, conceptual models, and empirical methods (Butts et al., 

2012).  

Across health care providers, while there are discipline-specific knowledge bases, there 

are also needs for knowledge that may be universal and enable clinicians to provide patient-

centered care and work in interdisciplinary teams (Hundert & Wakefield, 2003).  Knowledge of 

LGBTQ populations that encompasses social and behavioral sciences is such an example. A 

systematic review to explore the educational requirements of health care providers to meet the 
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needs of LGBT people and to identify best practices included 22 research studies that utilized 

quantitative, qualitative, and mixed methods research with a diverse group of medical and 

nursing students, health professionals, and faculty members (McCann & Brown, 2018).   The 

first theme to emerge was the need for cultural competence and inclusivity (McCann & Brown, 

2018).  Also revealed was a recurring theme of spotty inclusion of LGBTQ health within 

curriculums and instead a focus on illnesses LGBTQ patients experience, specifically those that 

have been stereotyped and stigmatized, such as sexually transmitted illnesses (STI), human 

immunodeficiency virus (HIV), and hepatitis (McCann & Brown, 2018). This attention to 

illnesses corresponded with the narrowly focused medical model, which attends to acute 

illness, targeting disease pathology and symptoms, with physicians diagnosing patients and 

formulating a treatment plan and directing its management (Anderson, 1995).   

Health care provider interest in increasing LGBTQ knowledge within the context of the 

medical model is reflected in research.  A qualitative pilot study investigated the interest in and 

perceived relevance of LGBT curriculum content by 39 medical students and was consistent 

with the McCann and Brown (2018) systematic review. The thematic analysis found that 

students lacked exposure to LGBT content (Sequeira et al., 2012). While students expressed a 

specific interest in transgender health, their interest was consistent with a medical model 

focusing on hormone therapies for transgender patients, learning how to take a LGBT-inclusive 

sexual history, and conducting a LGBT-focused standardized encounter (Sequeira et al., 2012). 

In contrast, Hardecker and colleagues (2014) study described a theoretical focus on cultural 

competency rather than a medical model.  This study observed 848 health care providers, 

ranging from physicians to certified nursing assistants (CNAs), engaged in clinical practice.  
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However, while the program intended to increase cultural competency, it was based on a 

medical model with modules on LGBT terminology, sexual history interviews, complications of 

transition-related hormone treatment and reassignment surgery, and HIV and antiretroviral 

treatment. It did not address how health care providers could provide more culturally sensitive 

care, which was the identified intent of the program.  

Narrowly focused medical models of caring for LGBTQ patients contributed to 

stereotyping and stigmatization among health care providers (Eckstrand et al., 2014; Zestcott, 

2016). LGBTQ patients described feeling invisible and their experiences unacknowledged when 

they were stereotyped (Biaggio et al., 2003; Lee & Kanji, 2017; Ussher, 2009). A qualitative 

study of 206 LGBTQ young adults identified health care provider stigma as a theme that 

contributed to their resistance to disclose information to their providers (Rossman et al., 2017). 

Invalidations such as this undermined trust with health care providers (Dean et al., 2016). 

Narrowly focused medical models that did not integrate social and behavioral health, failed to 

introduce key concepts, such as intersectionality.  Health care provider's myopic focus, which 

limits attention to one dimension of a patient, may result in alienation.    

Intersectionality. The relationship between patients and providers is a crucial context in 

which health care is delivered (Kornhaber et al., 2016; Watson, 1979). Within that patient-

provider relationship, it is essential to recognize that individual characteristics such as race, 

ethnicity, sex, gender, or age do not absolutely define an individual's identity or healthcare 

needs (Crenshaw, 1989; Ng, 2016; Russell & Fish, 2016). In addition, people are members of 

many social groups simultaneously, with each group contributing uniquely to one’s identity and 
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experience. These group memberships are particularly relevant in health care as these 

characteristics influence access and barriers to healthcare and health outcomes (Ng, 2016).   

Intersectional theory emerged to address inequitable social systems and structures and 

to challenge social inequities (Vaccaro & Koob, 2019) that resulted from the interconnection of 

various forms of stigma or oppression. The goal of this theory was to understand the social 

relationships of power and highlight the hidden dynamics of power as they relate to change 

(Carbado et al., 2013; Vaccaro & Koob, 2019). Intersectionality as a construct recognized 

historical, structural, and cultural factors and asserted that domination, oppression, and 

discrimination vary in degree and nature based on the multidimensional aspects of one's 

identity (Irazábal & Huerta, 2016; Ng, 2016). Intersectionality represented a shift from a single 

identity focus to the recognition of a co-constructed, mutually influential, and simultaneously 

interactive relationship between many characteristics that influenced complex power 

structures and varied across contexts (Etengoff, 2020; Moradi & Grzanka, 2017; Rios et al., 

2017). The Institute of Medicine incorporated intersectional characteristics in their research 

recommendations when they officially stated that sexuality is only one component to be 

considered in LGBTQ health, and that examination of health status should be considered in the 

context of racial, ethnic, socioeconomic, and geographic diversity (Institute of Medicine, 2011).  

Despite public policy support, individual health care provider awareness and acceptance 

of intersectionality was not predictable (Kattari et al., 2015). In qualitative research exploring 

the effect of heterosexualism on therapeutic relationships in 16 self-identified LGBTQ patients 

the analysis found that if a health care provider failed to embrace intersectionality and instead 

focused on only one characteristic of a person's identity it could result in interactions that 
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alienated LGBTQ patients (Shelton & Delgado-Romero, 2011). For example, when health care 

providers assumed a patient's sexual orientation was the source of their presenting concern, 

they avoided or minimized topics related to a patient’s sexuality, or over-generalized by 

stereotyping (Shelton & Delgado-Romero, 2011) they failed to recognize the nuances of LGBTQ 

patient experiences. This approach is counter to the recommendation to recognize that each 

patient has a life narrative shaped by their intersectional experience (Moradi & Budge, 2018).  

Attitudes and Stigma toward LGBTQ Patients.  

  

 Attitudes are thought of as critical in interpersonal relationships (Norcross, 2010).  

Health care providers’ attitudes or evaluative judgments (Albarracin & Shavitt, 2018) are among 

the factors that contribute to their schema and in turn, influence their knowledge base and 

relationships with patients (Bartlett, 1932; Cherry, 2019; Haslanger, 2008). These enduring 

evaluative judgments (Stangor, 2011) range from negative to positive and manifested as 

internal experience or outward expression. Attitudes coexisting with values, which are cultural 

standards, and beliefs or convictions that people hold as truths (Griffiths & Keirns, 2015), were 

likely to be persistent requiring a high threshold of evidence to challenge strongly held beliefs 

(Albarracin & Shavitt, 2018; Hart et al., 2009). A meta-analysis of the psychological efficacy of 

messages countering misinformation including 52 studies found when new information was 

presented and accepted, mental models were adapted without disregarding past conceptions 

(Chan et al., 2017). Additionally, prevailing social norms also influenced values and attitudes, 

and their influence on behavior were potential moderators (Albarracin & Shavitt, 2018). 

Because of the significance of therapeutic relationships in health care, self-awareness of the 

cognitive, emotional, and relational characteristics that impact one’s attitudes were critical 
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(Jennings & Skovholt, 1999; Norcross, 2010; Sleater & Scheiner, 2020). These conclusions are 

consistent with Albarracin and Shavitt’s (2018) review of attitudinal research that was 

conducted in the lab, in the field, and included meta-analyses and identified three critical 

contexts to understanding and changing attitudes including 1) the person, 2) the social 

relationship, and 3) the sociohistorical context. These contexts are equally important to stigma.  

 Understanding of health care provider stigma is critical as it influences patient care 

seeking.  A review of 144 studies representing quantitative and qualitative research 

investigating the association between stigma and help seeking analyzed data using meta-

synthesis and reported small to moderate effect (Clement et al., 2015).  Quantitative 

association study data were extracted and converted to Cohen’s d. Stigma related barrier 

studies were converted to a standardized rank.  Thematic analysis was completed to synthesize 

findings of qualitative studies.  Finally, associations, barriers, and themes were examined jointly 

concluding that stigma has a small to moderate negative effect on help seeking (Clement et al., 

2015)  

 Health-related stigma is known to exist among providers and that expression of stigma 

discredits individuals’ experiences attributable to their health conditions or identification with a 

marginalized group (Clement et al., 2015; Gronholm et al., 2017; Heijnders & van der Meij, 

2006; Ricca et al., 2018).  This discreditation is illustrated when health care providers deny that 

LGBTQ patients experience inequities in access to needed service despite patients’ 

verbalizations to the contrary.  When health care providers hold negative explicit, attitudes 

which they are aware, and implicit attitudes, ones which they are unaware, stigmatization is 

common (Burke et al., 2015; Sabin et al., 2015). A systematic review by Lee and Kanji (2017) 
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reported on twenty-eight research studies that utilized phenomenologic, ethnographic, case 

study approaches, one systematic review, one literature review, one report, and two and found 

these stigmatizing attitudes among health care providers are problematic in that they 

negatively affect the health outcomes they were to improve. A narrative review by Zestcott and 

colleagues (2016) had also investigated the role of health care provider implicit bias and 

implicated them in having a role in health disparities. Healthcare providers with stigmatizing 

beliefs discredit patient experiences and cause a decline in services, resources, and accessibility 

to care (Weiss et al, 2006). This limitation to services and resources resulted in increased illness 

morbidity rates (Thornicroft et al., 2016) due to avoidance of routine care or preventive care 

screening (Bonvicini & Perlin, 2003).  In order to improve LGBTQ patient’s help-seeking 

behaviors, access to care, and health outcomes (Clement et al., 2015; Daniel & Butkus, 2015; 

Morris et al., 2019), healthcare providers must be trained in self-awareness.  

 Self-awareness. Self-awareness involves many facets.  To be fully self-aware, one must 

have a knowledge of oneself, an appreciation of one’s uniqueness, and an understanding of 

one’s identity, values, beliefs, and worldview (Etengoff, 2020; Ricca et al., 2018; Moradi & 

Grzanka, 2017; Richardson & Molinaro, 1996). Health care providers require self-awareness of 

their attitudes, stigmatizing beliefs, and intersectional position in therapeutic relationships with 

patients (McIntosh et al., 2008; Richardson & Molinaro, 1996).  They should also be aware of 

how their schema has been influenced by the macrosystem's normative cultural values and the 

mesosystem’s traditional therapeutic approaches (McIntosh et al., 2008; Richardson & 

Molinaro, 1996) as this has implications for health care providers microaggressions. 



 
 

53 
 

 Microaggressions. Chester Pierce defined the term microaggressions as "subtle, 

stunning, often automatic and nonverbal exchanges which are 'put-downs' of blacks by 

offenders" (Pierce et al., 1978, p.66). However, the term has become broader and is considered 

the expressions of implicit bias characterized by brief, nuanced, subtle slights that convey 

discriminatory thought (Dean et al., 2016). Microaggressions often occur in environments 

where ideological, social, and cultural paradigms of normalcy shape power (Pelissier, 1991; 

Vaccaro & Koob, 2019, Wozolek, 2018).  Environments in which power inequities exist can 

create a milieu where microaggressions towards LGBTQ people are expressed and are most 

damaging (Saloojee & Saloojee, 2018).  

Microaggressions are manifested in multiple ways, including microinvalidations, 

microinsults, and microassaults. Microinvalidations “exclude, negate, or nullify” (Lilienfeld, 

2017, p. 142) the thoughts, feelings, or experiences of others, often without the awareness of 

the person perpetrating the aggression (Vaccaro & Koob, 2019).  Microinsults are thoughtless, 

demeaning, and/or negative messages about one’s minoritized identity (Lilienfeld, 2017; 

Vaccaro & Koob, 2019), such as stereotypes. Microassaults are conscious actions with intended 

derogatory characterizations that harm a person through bullying, threatening, avoidance or 

exclusion of the minority representative (Vaccaro & Koob, 2019, Lilienfeld, 2017). Uniquely 

transphobic microaggressions also exist and included misgendering, denial of privacy, 

inappropriately invasive inquiries, and objectification and exoticization (Byers et al., 2020, 

Nadal, 2011; Nadal 2012).  

In Nadal and colleagues (2011) early qualitative research investigating microaggressions 

as they apply to sexual and gender minorities, using a focus group methodology with 



 
 

54 
 

participants identified as 5 lesbians, 11 gay men, and 10 bisexual women, the content analysis 

revealed microaggressive themes:  (a) heterosexist and transphobic terminology, (b) 

endorsement of heteronormative and gender normative culture, (c) assumptions of universal 

LGBT experience, (d) exoticization, (e) disapproval of LGBT experience, (f) denial of 

heterosexism or transphobia, (g) assumption that LGBT are sexually deviant or pathologic, and 

(h) denial of one’s heterosexist and transphobic bias and prejudice.  A subsequent focus group 

study with nine transgender participants, three transgender men and six transgender females, 

found in addition to the microaggressions above, additional themes: (a) use of transphobic of 

misgendered terminology, (b) endorsement of binary culture and behaviors, (c) physical threat 

and harassment, (d) denial of bodily privacy, (e) familial microaggressions, and (f) system 

structural microaggressions (Nadal et al., 2012).  In summary, microaggressions were the 

commonly encountered non-affirming attitudes that stereotype lesbian, gay, bisexual, or 

transgender experience, and conveyed that homosexual orientation or non-gender conforming 

expression is abnormal, thereby denying the validity or reality of their experiences (Nadal, 

2012). The consequences of these microaggressions and the marginalization that the LGBTQ 

community faces introduce barriers to care, which is particularly significant given sexual and 

gender minorities experienced higher rates of medical concerns than their heteronormative 

peers, which when compounded by differences based upon identification, emphasize the 

importance of intersectional nuance in addressing medical issues (Rodriguez-Seijas et al., 2019; 

Ussher, 2009).  

 Education, training, and research specific to LGBTQ microaggressions have been 

challenging for many reasons (Kang & Garran, 2018; Lilienfeld, 2017; Vacccaro & Koob, 2019). 
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As noted earlier, there is a pedagogical gap in skill, knowledge, and critical consciousness 

training among health care providers (Kang & Garran, 2018). Research looking specifically into 

microaggressions toward LGBTQ populations has been criticized as narrowly focused, failing to 

include intersectionality, and limited by discipline-specific perspectives (Vacccaro & Koob, 

2019). This research challenge can be illustrated by a survey of 292 members of the National 

Association of School Psychologists (NASP) who investigated school psychologist observations 

of LGBTQ bias and harassment (McCabe et al., 2013). While this study was national in scope, 

participation was limited to psychologist and did not include teachers who may have been in a 

position to better observe student behaviors.  The study survey measure, the Behavior 

Intention to Advocate for LGBTQ Youth did not incorporate questions related to 

intersectionality and reflected a psychology disciplinary perspective.  Furthermore, an 

observation in this study, the incidence of bias reported was lower than the reported rate of 

name-calling and LGBTQ slurs, suggested that heteronormativity has made it so 

microaggressions or bias toward the LGBTQ community are not recognized (McCabe et al., 

2013).  

The importance of recognizing and accurately assessing microaggressions was found to 

be essential to health care providers since significant health disparities are the long-term 

sequelae of microaggressions (McCabe et al., 2013; Ong & Burrow, 2017). Microaggression 

assessment requires an understanding of the underlying assumptions and dynamics of the 

power relationship of the heterosexual-homosexual binary (McCabe et al., 2013) as it is 

expressed in the health care environment. Health care providers must recognize how 

heteronormative systems exhibit microaggressions through binary gender choices or standard 
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questions such as asking female patients about husbands and male patients about wives. 

Sensitivity to emotional responses and non-inclusive health care practices is essential in the 

relationship between patients and health care providers and requires effective interpersonal 

skills (Kang & Garran, 2018).  

Skills & Behavior in Caring for LGBTQ Patients 

 The cognitive and affective domains needed for appropriate care involve knowledge and 

attitude transmitted via skills and behaviors (Perry & Southwell, 2011). The following sections 

address how health care providers can use those domains to foster therapeutic relationships to 

establish trusting relationships which enable them to effectively care for LGBTQ populations. 

Therapeutic relationships are conceptualized as the interpersonal relationship between health 

care providers and patients that foster positive experiences (Kornhaber et al., 2016).  Key 

requirements to caring for the LGBTQ population are communication and cultural competency.          

Therapeutic Relationship.  The therapeutic interpersonal relationship was the 

primary component to facilitate positive experiences in all health care interactions (Kornhaber 

et al., 2016). Therapeutic relationships were conceptualized as collaborative, purposeful, and 

emotional connections that affect treatment outcomes (Gellhaus-Thomas et al., 2005). Health 

care providers who have therapeutic relationships were perceived as caring and nonjudgmental 

(Kornhaber et al., 2016). Counter to the traditional medical model, which focuses on disease 

and a tendency to narrowly focus on the pathology of a specific system, the caring relationship 

was holistic (Watson, 1988). To nurses, in particular, a therapeutic relationship was an 

authentic helping relationship in which they and those they treat engaged in a mutually 

respectful and trusting relationship that met the patient's physical, emotional, and spiritual 
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needs (Watson, 1979). Psychologist Carl Rogers (1951) noted the possibility that healing could 

be produced through empathy, congruence, and unconditional positive regard.   

One’s motivations, values, and beliefs influenced one's ability to develop and sustain the 

therapeutic relationship (Jerome & Ferraro-McDuffie, 1992.)  Personal insight into one’s 

knowledge, attitudes, beliefs, and preconceptions were needed to establish therapeutic 

relationships between health care providers and members of the LGBTQ community (Carabez 

et al., 2015; McCann & Brown, 2018). Health care providers more effectively engaged with 

patients and their families by practicing cultural humility, ongoing critical self-assessment, and 

assessing the power imbalances within society and the therapeutic relationship (Etengoff, 

2020). While there was limited research related to the therapeutic relationships between 

health care providers and LGBTQ patients, a qualitative exploratory study using semi-structured 

interviews was conducted with 22 cisgender female nurses revealing themes: need to fill in 

knowledge gaps, foster therapeutic relationships, increase knowledge of sexual and 

psychosocial health (Manzer 

 et al., 2018).  A recent report of the Center for American Progress illustrates the negative 

consequences when therapeutic relationships are not established that includes postposing and 

avoiding preventive treatment and necessary medical care (Medina et al., 2021). Given that this 

relationship was the primary component of all health care interactions needed for positive 

experiences (Kornhaber et al., 2016), self-assessment and self-awareness were key elements 

required to establish a culturally competent practice (Allen-Meares, 2007).  

Cultural Competence. There are a number of cultural competence models. Cross's 

(1989) 's seminal work defining culturally competent systems of care introduced a framework 
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that emphasized the need for awareness of cultural attributes and strengths to provide 

adequate care to all populations. While this framework's original application addressed the 

health of black, indigenous, and people of color (BIPOC) children with mental health issues 

(Cross, 1989), its relevance extends to other groups given the philosophy of culturally 

competent care embraces the complexity of individuals and their behaviors, recognizes the 

important role of culture in people’s lives, and promotes health care provider understanding of 

how patients' cultural experiences influence care and treatment decisions (Cross, 1989). 

Cultural competency was defined by Leininger (1991) as, “...cognitively based assistive, 

supportive, facilitative, of enabling acts or decisions that are tailor made to fit with individual, 

group, or institutional cultural values, beliefs, and lifeways in order to provide or support, 

meaningful, beneficial, and satisfying healthcare or well-being services” (p.49).  This conception 

of cultural competency suggested that regardless of where within the healthcare system or 

whom LGBTQ patients seek care, the focus of cultural competency was on the patient’s 

sociocultural characteristics and was not driven by specific illness presentations.   

There are a number of cultural competence models. Each cultural competence model 

has a unique perspective. Leininger (1978) used an anthropological lens, Campinha-Bacote’s 

(1998) focused upon the dynamic relational processes, and Betancourt’s (2003) on 

decontextualizing patient experiences.  Yet, all models shared culture as a foundation.  Culture 

was contextualized within the sociocultural environment and relationships that were dynamic 

(Botelho, 2020).  Furthermore, culture was described as learned and shared values, beliefs, and 

norms that guided thinking and behavior (Leininger, 1991).  
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  In grounded theory research conducted with communication professionals and LGBTQ 

stakeholders exploring communication and the establishment of trusting relationships, four 

themes emerged:  cultural competency, organizational congruency, authenticity, and 

stakeholder empowerment (Ciszek, 2019). Data suggest that cultural competency encompasses 

knowledge, attitudes, sensitivity and understanding of cultural nuances of LGBTQ differences.  

A component of cultural competency was recognizing the complexity of identity within the 

community, being attentive to intersecting identities and diverse experiences (Ciszek, 2019). 

Across cultural competence models. multicultural and social justice competencies were 

essential to deliver culturally competent care (Ratts et al., 2015). Skills were required to explore 

the contextual dimensions of race, ethnicity, and culture.  The deliberate and intentional efforts 

to discuss those concerns have been referred to as “broaching” and has been linked to 

enhancing the depth of patient disclosures, therapeutic alliance between patients and 

providers, credibility of health care providers, and willingness to return for treatment (Day-

Vines et al., 2020). This suggest that health care provider cultural competence is a key factor in 

caring for LGBTQ populations. 

Conclusion 

 In this literature review, how sociocultural factors have significantly contributed to 

LGBTQ stigma in multiple levels of an individual’s health care ecological system was discussed. 

Stigma and the resultant ignorance, prejudice, and discrimination (Thornicroft, 2007) were 

found within the environmental lifetime chronosystem and the cultural macrosystem.  

Structural stigma was then observed in policies that reside in the organizational, governmental, 

and institutional exosystem and mesosystem (Hatzenbuehler, 2014; Hatzenbuehler & Link, 
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2016; Thoreson, 2018).  In the microsystem of direct provider/patient care, relationships were 

key, with stigma influencing health care providers' abilities to establish trusting, therapeutic 

relationships and convey cultural competency (Ciszek, 2019; Eckstrand et al., 2014; Medina et 

al., 2021).   

Among the most salient and actionable factors related to the problem of practice 

identified in this chapter in one professional context were health care providers’ preparedness 

to meet the needs of individuals in culturally responsive ways.  The barriers to LGBTQ patient 

care could be conceptualized as stemming from problems of health care provider knowledge, 

attitudes, and skills.  Many health care providers lack knowledge of racial, ethnic, and cultural 

issues, such as LGBTQ issues, intersectionality, microaggressions, and the interpersonal skills to 

foster therapeutic relationships and cultural competency (Day-Vines et al., 2020; Shelton, 2013; 

Nadal et al., 2011).  Altogether, this impacts providers’ relationships with patients. The 

information presented in this synthesis of the literature and the conceptual framework 

illustrate actionable factors, their relationship, and their influences on this problem of practice.  

Macrosystem, exosystem, and mesosystem factors are challenging to address within a short-

term dissertation study. In fact, macro and exosystem factors, such as concerns over claims of 

discrimination, potential identification of system weaknesses or limitations, concerns over 

negative press or litigation introduced barriers to a needs assessment at the microsystem level  

(Anonymous, personal communication, December 11, 2021).  

The factors addressed in this review of the literature, specifically sociocultural factors of 

stigma and discrimination, and educational and health systems factors that perpetuate power 

among the majority population and discriminate against the minority population that 
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consequently introduce barriers to care and health disparities, are not unique to the LGBTQ 

populations. Other minoritized groups, such as racial and ethnic minorities, experience the 

same systemic challenges (Burgess et al., 2008; Pincus, 2000; Williams et al., 2003). Recognizing 

these factors and the networked implication on the ecological system was not unique to LGBTQ 

populations, the focus of the needs assessment was revised and broadened to explore: 1)  how 

general psychiatry residents and child psychiatry fellows assess their confidence in their 

knowledge to provide culturally competent care to racially, ethnically, and culturally diverse 

patients, 2) how they assess their skills to provide culturally competent care to racial, ethnic, 

and culturally diverse patients, 3) how they describe their attitudes addressing diversity, 

inclusion, microaggressions, structural racism, and discrimination through the care of patients,  

and 4) how they describe their comfort in communication skills to broach racial, ethnic, and 

cultural issues in care.   
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Figure 2. 

 

Conceptual Framework  

 

 

 

 

 It is crucial to differentiate between the cognitive, affective, and behavioral domains 

factoring into stigma and cultural competencies (Thornicroft et al., 2016).   This means it is a 

necessity to determine health care providers' pre-existing knowledge of barriers inferred from 

one’s diversity status and their awareness of how it is expressed in healthcare systems and 

relationships. Providers must acquire personal insight into their attitudes as these can result in 

the expression of explicit and implicit bias and microaggressions within a therapeutic 

relationship. Additionally, health care providers' lack of knowledge and insight can perpetuate 

barriers to care and disparities of care for minority or diverse population. However, by enabling 
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increased knowledge, less prejudicial attitudes, and greater cultural acceptance, health care 

providers may facilitate patient engagement and access to care. 

The needs assessment, reported in Chapter 2, aimed to provide insight into the status of 

psychiatric residents and fellows knowledge, attitude, and skills in caring for diverse patient 

populations within the context of one university’s residency and fellowship training program.  

The study investigated factors that have been identified as informing cultural competency 

(Beach et al., 2005). Awareness of cultural competency is important as it influences patient-

provider relationships (Manzer et al., 2018) and affects health outcomes in the population, 

particularly those from minority, diverse, or disadvantaged groups (Klein & Nakhai, 2016; Lee & 

Kanji, 2017; Zestcott, 2016). 
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Chapter 2 
 

Needs Assessment Study Addressing Residents Cultural Competency  
 

The previous chapter reviewed literature addressing the problems LGBTQ patients 

encounter when seeking health care. A synthesis of the literature reviewed by this researcher 

indicated health care providers are insufficiently aware or knowledgeable about LGBTQ 

patients' diverse and discriminatory healthcare experiences nor their own potentially 

stigmatizing beliefs (Colpitts & Gahagan, 2016; Dean et al., 2000; Roberts & Fantz, 2014). 

Consequently, health care providers' knowledge and attitudes influence their ability to establish 

therapeutic relationships and provide culturally competent care or tailor care to be responsive 

to the social and cultural needs of the patient (Health Research & Education Trust, 2013). 

However, the problems faced by LGBTQ patient populations are not unique and are faced more 

broadly by others whose race, ethnicity and culture differ from the majority population and 

those who treat them (Zestcott et al., 2016).  

Bronfenbrenner's (1994) nested ecological system was selected by this investigator as 

the theoretical framework for that chapter recognizing how it could be applied as a foundation 

and structure for the investigation reported in this chapter (Grant & Osanloo, 2014). From that 

analysis and the literature review, I determined the most salient and actionable factors 

associated with a university's general psychiatry and child fellowship training program. Those 

factors were most connected to the microsystem level. The specific factors included individual 

physician knowledge, attitudes, and skills as critical to establishing therapeutic relationships 

and providing culturally competent care (Bristol et al., 2018; Dorr Goold & Lipkin, 1999; Radix & 
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Maingi, 2018: Ricca et al., 2018). These factors are relevant to understanding the specific 

educational needs of those who care for multiple patient groups who experience obstacles to 

culturally competent care due to their racial, ethnic, and cultural identities and experiences 

(Boucher & Johnson, 2021; Marshall et al., 2017; Paez, K et al., 2008). A needs assessment study 

was designed to focus on knowledge, attitudes, and skills in a particular study context.   

Of note, the needs assessment proposed for this dissertation evolved and changed 

secondary to changes within the institution. Originally, the plan for the needs assessment was 

to explore health care providers' preparedness to meet the needs of LGBTQ patients in 

culturally responsive ways within the context of the University Health Services (UHS), which 

provided clinical services to students of the professional schools of the university. The 

organizational reporting line for the needs assessment was the School of Medicine. However, 

during the needs assessment planning stages, the Director of the University Health Services 

resigned from the position. This resignation was followed by a period of organizational re-

evaluation of the scope of student health services across the university. During this interim, it 

was unclear who had the authority to approve and execute the Executive Sponsor Agreement.   

UHS was then organizationally reassigned from the School of Medicine to the University 

under the Vice Provost for Student Health and Well-Being. Conversations followed with the 

Vice Provost and the UHS Director for Psychiatric Services, resulting in the scope of the project 

broadening to encompass university-based services within UHS, Student Health, and the 

Counseling Center. At that time, the university was engaged in a search process for a Chief 

Mental Health Officer spanning all schools across the university, and the needs assessment was 

postponed pending that hiring decision. However, the university did not pursue any of the 
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interviewed applicants. While the Vice Provost was interested and supportive of addressing 

LGBTQ diversity and inclusion, he also valued consistency across the institution’s programs. 

Concurrently, administrative changes were occurring on the campus as he assumed additional 

responsibilities as Interim Dean and Vice Provost for the campus. The COVID pandemic 

introduced further challenges to campus operations. In the absence of a Chief Mental Health 

Officer, numerous stakeholders were identified as necessary for the needs assessment approval 

process. The UHS Director of Psychiatric Services communicated that some stakeholders did not 

want a written work product (i.e., dissertation) but a quality improvement project. It was 

conveyed that a stakeholder did not want a needs assessment or study that would require IRB 

review or approval and wanted the needs assessment vetted by legal counsel prior to approval 

(E. Kastelic, personal communication, December 10, 2021). As the scope of the needs 

assessment was expanding beyond the original intent of the needs assessment and the 

complexity of the organization approval process was becoming increasingly prohibitive of 

progress, alternatives were considered.   

The factors revealed through the literature review and ecological analysis of the 

challenges faced by LGBTQ patients in care were not unique to the LGBTQ population but 

applied to other minoritized populations. The salient and actionable factors revealed were 

health care provider's knowledge, attitude, and skills. Therefore, within the context of the 

School of Medicine, Department of Psychiatry, an alternative needs assessment project was 

pursued by contacting the Residency Training and Fellowship Programs to explore an 

alternative. 
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The General Psychiatry Residency Program and the Child and Adolescent Fellowship 

Program had implemented a project, "Broaching Issues of Racial Ethnic Identity in the Clinical 

Encounter" (IRB #263826) but had not collected data regarding its implementation. I was 

invited to join this collaboration consisting of Anne Ruble, M.D, the Associate Director for 

General Psychiatry Residency Education, Hal Kronsberg, M.D., the Program Director for Child 

and Adolescent Psychiatry Fellowship, and Donna Sudak, M.D., the Vice Chair for Education in 

the Department of Psychiatry and General Psychiatry Residency Program Director, Drexel 

University, and Norma Day-Vines, Ph.D., Associate Dean for Diversity and Faculty Development 

in the School of Education. This multidisciplinary collaborative team agreed to a prospective 

needs assessment and analysis of secondary data of the "Managing Differences in the 

Therapeutic Dyad" seminar to explore residents' needs to provide care to racial, ethnic, and 

culturally different patients in a culturally competent manner. Simultaneously to changes in the 

needs assessment focus, the School of Education introduced the transition to an alternative 

dissertation process or dossier. The multidisciplinary collaborative team was enthusiastically 

supportive when I conveyed my desire to complete applied projects based on the needs 

assessment findings within the context of the collaboration.  

Context of the Study 

 

The needs assessment study reported herein occurred within a nationally recognized 

and ranked northeastern United States academic and research institution's general psychiatry 

residency training and child and adolescent fellowship program in which 62 residents are 

trained annually. This needs assessment focused on 13 second-year general psychiatry interns 



 
 

68 
 

and 6 second-year child psychiatry fellows. The general psychiatry residency program and child 

and adolescent psychiatry fellowship combine comprehensive didactic instruction with closely 

supervised clinical experiences, mentorship, and elective opportunities to explore specific 

professional development interests. Demographically, there were differences between the 

trainees and the employees of the School of Medicine. The residents were 52.5% female, 47.5% 

male, and 36% represented minority racial groups. The School of Medicine described its 

workforce as 79% female, and 21% male, with 41% of employees representing minorities 

(Academic Institution, 2019). The organization further characterized its racial/ethnic 

distribution, reporting that white employees represent 70-80% of administrative, managerial, 

and professional positions, followed by blacks representing 13-15% (Academic Institution, 

2019).    

The general psychiatry residency training program and the child and adolescent 

psychiatry fellowship program leaders require an understanding of residents' demographic 

characteristics and baseline knowledge, attitudes, and skills regarding racial, ethnic, and 

cultural issues. Trainees enter residency and fellowship from numerous schools of medicine 

with exposure to different philosophies and priorities in addressing the care of diverse 

populations after participating in the National Resident Matching Program. Therefore, it was 

vital for the training program to critically address residents learning needs to effectively care for 

diverse patient populations in a culturally competent manner to enable them to practice 

consistently with institutional standards.  
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Purpose of Study  

 

While research on health care provider knowledge and cultural competence has been 

addressed (Jongen et al., 2018; Young & Guo, 2020), the inclusion of residents and trainees in 

studies has been lacking. To establish a complete understanding of year two general psychiatry 

residents and child psychiatry fellows caring for patients in a culturally competent manner, a 

more thorough understanding of the perceptions and experiences of residents and fellows in 

this unique context was required.  

The problem explored through this needs assessment was general psychiatry residents 

and child psychiatry fellows' preparation to meet the unique health care needs of racial, ethnic, 

and culturally diverse individuals in a culturally responsive manner (Bonvicini, 2017; Daniel & 

Butkus, 2015; Eckstrand et al., 2014). This needs assessment was conducted in collaboration 

with team members identified and approved by the IRB (#318701).  The IRB application and 

determination of exemption are included in Appendix A. The needs assessment team members 

included Dr. Anne Ruble and Dr. Hal Kronsberg, the Residency Program Training Directors, and 

the secondary program analysis included additional team members, Dr. Norma Day-Vines and 

Dr. Donna Sudak.  It was important in this study to include secondary program data from the 

"Managing Differences in the Therapeutic Dyad" seminar " since the seminar preceded the 

needs assessment and provided the best approximation of baseline resident knowledge, 

attitude, and skills in training programs in general and could contribute to the understanding of 

the concepts under investigation.  This study enabled the researcher to gain insight into 

residents' and fellows' knowledge, attitudes, and skills that inform culturally responsive care 
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within their training programs, thereby providing information vital to bolster educational 

programs within residency training. The following research questions emerged from critical 

factors identified through a literature review and guided the needs assessment inquiry. 

Research Questions   

 

RQ1:  How do year 2 general psychiatry residents and child psychiatry fellows assess 

confidence in their knowledge base to provide care to racially, ethnically, and 

culturally diverse patients? 

RQ2: How do year 2 general psychiatry residents and child psychiatry fellows assess 

their skills to provide culturally competent care to racial, ethnic, and culturally 

diverse patients?  

RQ3:  How do year 2 general psychiatry residents and child psychiatry fellows describe 

their attitudes about addressing diversity, inclusion, microaggressions, structural 

racism, and discrimination through the care of patients? 

RQ4:  How do year 2 general psychiatry residents and child psychiatry fellows describe 

their comfort in their skills broaching racial, ethnic, and cultural issues through 

patient care? 

Method 

 

This section details the methods and procedures used to investigate the exploratory 

research questions that guided this needs assessment, including descriptions of the study 

design, participants, measures, procedures for recruitment, data collection, and data analysis. 
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Study Design 

Since the research questions posed focused on descriptive claims (Lochmiller & Lester, 

2017), a non-experimental, cross-sectional, convergent mixed-method design was selected to 

obtain the data for the needs assessment. Since the needs assessment was "interested in what 

the characteristics are rather than in why the characteristics are as they are" (Lochmiller & 

Lester, 2017, p.127), nor did the needs assessment intend to identify a causal relationship 

between independent and dependent variables, a non-experimental approach was selected.  A 

cross-sectional design is a data-based study design of variables being investigated in a 

population at a single point in time within a representative subset of that population 

determined by the inclusion and exclusion criteria of the study (Setia, 2016). In this case, the 

population was second-year general psychiatry residents and child psychiatry fellows. The 

strength of this cross-sectional design was that research was conducted in a shorter period than 

a prospective study would have allowed (Creswell &Plano-Clark, 2018). The limitation of this 

study design is that data collection occurred at one-time point, thus, there is no opportunity for 

follow-up or clarification. Cross-sectional designs are also susceptible to sampling bias (Wang & 

Cheng, 2020) and are not representative of the population like a randomized controlled trial.   

The convergent design enabled the researcher to simultaneously conduct prospective 

quantitative and qualitative needs assessment research and analysis of secondary program 

data, in this case, data from the implementation of "Managing Differences in the Therapeutic 

Dyad" seminar series. This design strategy enabled the researcher to compare, contrast, 

synthesize, and identify similarities and differences between quantitative and qualitative data 

streams (Creswell & Plano-Clark, 2018).  
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Mixed methods research is increasingly recognized as being well suited to address the 

problems and solutions to public health problems as complex problems require complex tools 

(Palinkas et al., 2019). Furthermore, Johnson and Onwuegbuzie (2004) described how a mixed-

method approach compensates for the weaknesses that quantitative or qualitative research 

may have alone. Mixed methods designs are critical to evaluating health care interventions, 

implementation, and evaluation (Palinkas et al., 2019). The challenges encountered in 

quantitative research related to research recruitment depict the importance of mixed method 

designs in health care settings.  For example, the limited number of residents eligible to 

participate in this study (n=18) prohibited an empirical analysis of quantitative data, given 

p<0.05, and assuming 50% are culturally competent , the calculation of sample size =  

𝑍1−𝑎/2 2 (1−𝑝)

𝑑2
  or 

1.962𝑥⋅5(1−.5)

.00252  , a sample size of 384 was required (Charan & Biswas, 2013). 

Furthermore, Sandelowski (2000) provided additional support for mixed-methods design, 

elaborating on the strengths of combining descriptive and qualitative data and the various 

utility of quantitative data, using instruments for descriptive, as opposed to statistical 

inference.    

Qualitative research is a systematic examination of the phenomena and, in this study, 

aimed to understand residents' and fellows' interpretation of their experiences and how that 

constructs meaning to their experience and the world around them (Merriam & Kim, 2008). It 

elicited rich descriptions and explanations (Miles et al., 2014). However, the mixed-methods 

approach using quantitative data descriptively strengthened the qualitative findings by 

providing a data source for triangulation (Miles et al., 1994). Triangulating data tests validity 

through looking at information from different sources to gain multiple perspectives, referred to 
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as convergence (Carter et al., 2014; Cope et al., 2014). This convergence of data demonstrates 

validity and credibility and contributed to the truth value of the research (Guba, 1981). 

Therefore, the design allowed for the synthesis of data from the prospective needs assessment 

study and secondary data from the program analysis, both of which combined quantitative and 

qualitative data for additional depth and breadth to the study (Johnson & Onwuegbuzie, 2004) 

exploring psychiatry residents preparation to meet the unique health care needs of racial, 

ethnic, and culturally diverse individuals. 

Participants  

There were two groups of participants in this needs assessment study.  One group of 

participants were residents who participated in a "Managing Differences in the Therapeutic 

Dyad" seminar series in which residents were taught how to address the (a) counselor-client 

relationship, (b) the client's intersectional identities, (c) the client's experiences with individuals 

with whom they share the same racial, ethnic, and cultural designations, and/or (d) the client's 

encounters with racism and discrimination (Day-Vines et al., 2021). Pre-test and post-test data 

from that seminar series were used in a secondary analysis for the needs assessment.  

The secondary analysis component of the study involved secondary data from 21 

residents from two northeastern academically affiliated residency training programs who 

participated in the seminar series described above. Of the 21 participants, 16 (76%) completed 

pre-test measures, and 15 (71%) completed a post-test measure and an evaluation of the 

program. Demographic information was not collected nor reported for this cohort, given that 

residents are a protected class in research, and due to the sample size, there were concerns 

that confidentiality could be breached.  
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  New data was then collected from a second group of participants at one training site 

through the cross-sectional needs assessment study. A nonprobability sampling strategy was 

selected by this scholar-practitioner for the needs assessment. The entire Year 2 resident and 

fellowship classes were invited to participate in research regardless of the participant's 

characteristics (Lochmiller & Lester, 2017). Year 2 residents and fellows were critical to this 

study since they were selected for the training program from numerous medical schools that, 

despite meeting the same accreditation requirements, had differing philosophical perspectives 

and priorities in addressing diversity issues. Understanding of this theoretical grounding was 

important as it determined and influenced the knowledge and attitudes that impact the care 

residents provide. Medical education has shifted focus from the art to the science to the 

business of medicine (Ronaghy, 2013). As the focus shifted over time, the emphasis of medical 

education has moved away from clinical science and has not attended to the society it has 

intended to serve (Ronghy, 2013). The paradigm of medical education is not homogenous, and 

differences exist among schools related to integrative medicine, the practice of medicine that 

reaffirms the importance of the patient-provider relationships (Stahnisch & Verhoef, 2012).   

Thirteen second-year general psychiatry residents and five second-year child psychiatry 

fellows were eligible to participate in this needs assessment study (N=18). Of the 18 eligible, 

50% elected to participate in the study. Eight of those were general psychiatry residents 

representing 62% of those eligible, and one child psychiatry fellow participated, representing 

20% of those eligible. These 9 participants consented and completed the Qualtrics survey and 

participated in a semi-structured interview. Demographic information was not reported on this 
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cohort as previously stated. However, when demographic information was disclosed within the 

context of semi-structured interviews it was included.   

Measures or Instrumentation 

 The factors identified by reviewing the literature and explored through this needs 

assessment were knowledge, skills, attitude, and comfort in skills caring for diverse patients. 

Data to address the first research question was obtained through a Knowledge Survey adapted 

by the researcher from an educational intervention evaluation conducted by Bi et al. (2020). A 

researcher-developed semi-structured interview guide and items selected from the Broaching 

Attitudes and Behavior Survey (Day-Vines et al., 2013) were used to answer the second 

research question. Data from the Acceptability of Racial Microaggressions Subscale (ARMS) 

(Mekawi & Todd, 2018), the Broaching Attitudes and Behaviors Survey (BABS, Day-Vines, et al., 

2013), and program evaluations were used to address the third question. The fourth question 

used a researcher-developed semi-structured interview guide, program evaluation, and items 

selected from the Broaching Attitudes and Behaviors Survey (BABS, Day-Vines, et al., 2013) to 

study the research question. Details about these measures, including respective psychometrics 

follow.  

Knowledge Survey.  

The researcher adapted an educational intervention evaluation survey developed by Bi 

and colleagues (2020). This tool assesses one's confidence in their knowledge of sexual 

orientation, gender identity, and race/ethnicity in a health disparities course using a 5-point 

Likert scale format with responses ranging from ‘not at all confident’ to ‘completely confident.’ 

Six questions in the original survey inquired about one's confidence with the terminology, 
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asking patients about their identities, identifying barriers to care for LGBTQ patients, and 

identifying ways to overcome barriers to care (Bi et al., 2020). All items were prefaced with 

“how confident do you feel in your ability to.”  The first item, define the terms sex, gender, 

sexual orientation, gender identity, and gender expression was revised excluding sex and 

inquiring individually about sex and gender since they are different concepts.  The second and 

third items, define the term intersectionality and define the term minority stress, were adopted 

as written. The fourth and fifth items were adapted to apply to diverse populations more 

broadly. For example, the fourth item, “Identify barriers to care for LGBTQ patients,” was 

revised by deleting LGBTQ, and the fifth item, "Identify ways for providers to help LGBTQ 

patients overcome barriers to care," was revised to "Identify strategies to overcome barriers to 

care." An additional item, “connecting patient to resources,” was added. Psychometrics were 

not reported for this measure, nor was previous use of the measure. The survey questions are 

included in Appendix B.  

Semi-structured interview guide. 

The researcher developed a semi-structured interview guide to address the second 

research question since there were no pre-existing measures designed to ask participants about 

their skills to provide culturally competent care to racial, ethnic, or cultural minorities. The 

researcher posed five questions to elicit narrative responses about the residents' personal 

enrichment activities and educational experiences that prepared them to provide care to 

racially, ethnically, and culturally diverse groups. Prompts encouraged residents and fellows to 

share their perceptions of their strengths and weaknesses in caring for diverse groups, their 

comfort addressing diversity, inclusion, microaggressions, structural racism, and discrimination, 
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and their self-perception of their skills in these interactions. They were asked their ideas about 

what would make them more skilled and confident in providing culturally competent care.  The 

semi-structured interview questions are included in Appendix C. Questions posed in the semi-

structured interview had strong face validity or measured what was intended to be measured 

(Nunnally & Bernstein, 1994).   The researcher established face validity by using consistent 

terminology in the research questions posed and the interview questions intended to address 

them, thus avoiding conceptual changes between questions posed and responses (Turner, 

1979). For example, the interview question related to the resident's perception of their skills 

required them to reflect on their strengths and limitations in caring for diverse populations, and 

the interview question related to their comfort in their skills required them to reflect on what 

would help them to feel more skilled and confident in interactions with diverse patients. A 

resident-focused semi-structured interview as an approach to evaluation is a departure from 

norms within residency training programs as programs depend on the Accreditation Council for 

Graduate Medical Education (ACGME) competencies and methods (Holt et al., 2010).  Ninety-

four percent of programs reported evaluations were most commonly completed by program 

directors and were based upon ten leading methods: direct observation, global assessment, in-

training evaluation, multisource assessment, record reviews, review of cases, structured case 

discussions, patient surveys, project assessments, and written exams (Holt et al., 2010).  

Acceptability of Racial Microaggressions Scale (ARMS) (Mekawi & Todd, 2018).    

The Acceptability of Racial Microaggressions Scale (ARMS) was developed to assess 

attitudes about making racially micro-aggressive statements (Mekawi & Todd, 2018). The 

original ARMS included 51 items across 4 subscales: victim-blaming, color evasion, power 
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evasion, and exoticizing, which are relevant to numerous minority groups (Mekawi & Todd, 

2018).  The measure used a Likert scale ranging from 1(totally unacceptable) to 6 (perfectly 

acceptable), with scores calculated per subscale (Mekawi & Todd, 2018). High scores reflect 

greater acceptability of microaggressions, and subscale scores reflect the differing dimensions 

of microaggression expression. The measure is to be interpreted by subscale to “unpack the 

heterogeneity” in attitudes on discrimination and prejudice (Mekawi & Todd, 2018). Subscale 

data on correlations among convergent and discriminant validity measures revealed strong 

reliability with victim-blaming alpha (α=0.93), color evasion alpha (α=0.94), power evasion 

alpha (α=0.94), and exoticizing alpha (α=0.91) (Mekawi & Todd, 2018). Test-retest reliability 

also suggested that responses were stable over time and were reported as victim-blaming alpha 

(r=0.80), color evasion alpha (r=0.86), power evasion alpha (r=0.81), and exoticizing alpha 

(r=0.77) (Mekawi & Todd, 2018).  

 This study used an adapted version of this scale due to the perceived response burden 

of the original questionnaire and the potential for some items to elicit response bias due to 

social desirability (Furnham, 1986). The measure included 16 items that represented and were 

equally distributed across the four subscales to prevent biased reporting by subscale.  The 

adapted ARMS is included in Appendix D.  Examples of items that were deleted given social 

desirability bias, or the recognition of a preferred response within society, (Furnham, 1986 ) are 

“Lots of people work their way out of poverty, why can’t Blacks and Latinos do the same? I just 

love Black women’s butts. Black men are just better in bed” (Mekawi & Todd, 2018, p. 352). 

Some items also conveyed an extreme response bias, such as “Arab culture promotes violence” 

(Mekawi & Todd, 2018, p.352).  Items retained included ones that reflected the bias of the 
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provider or actions which could have relevance in therapy, such as "Racial profiling is okay 

because racial and ethnic minorities are more likely to commit crimes" and "Minorities are just 

too sensitive about racism" (Mekawi & Todd, 2018, p.352). Items were scored from 1 (totally 

unacceptable) to 6 (totally acceptable). Mean scores were then reported by subscale.  

Broaching Attitudes and Behavior Survey (BABS) (Day-Vines et al., 2013).  

The BABS was originally developed based on the conceptual framework of broaching 

behavior. This survey was designed to assess counselors' attitudes having intentional 

interactions about race, ethnicity, and culture and their broaching behaviors and consisted of 

91 items (Day-Vines et al., 2013). Factor analysis was completed and resulted in the 

identification of four subscales which were: avoidant α=.88, continuing/incongruent α=.88, 

integrated/congruent, α=.80, and infusing α=.78 (Day-Vines et al., 2013). Based on the 

subscales, one can characterize individuals as approaching racial, ethnic, and cultural issues in 

four manners: 1) Avoidant, responding to unwelcoming, biased, or discriminatory events with 

refusal to acknowledge or address controversial issues; 2) Contingent/Incongruent, minimizing 

and mismanaging issues when they occur; 3) Integrated/Congruent, thoughtful, well-

intentioned responses by individuals which reduces the problem but lacks a systemic response 

and provides temporary solutions; and 4) Infusing, taking a proactive approach, implementing 

systemic, data-driven initiatives, and adopting continuous improvement practices (Day-Vines et 

al., 2013). Psychometric reporting on the BABS has been limited to factor analysis and the 

identification of subscales (N. Day-Vines, personal communication, September 19, 2022). 

Once the factor analysis was completed, the 91-item measure was reduced to 20 items. 

The 20-item measure was collected for the secondary data analysis. The 20-item scale that 



 
 

80 
 

resulted from the factor analysis had strong face validity for the investigated concepts.  

Specifically, skills to provide culturally competent care are reflected in statements:  

• I need a broader range of counseling strategies in order to broach racial and cultural 
factors more effectively with my clients of color 

• Sometimes I have difficulty translating my broaching effort into culturally responsive 
counseling interventions 

• Sometimes I have difficulty translating my broaching efforts into a culturally responsive 
counseling intervention 

• Sometimes I have difficulty identifying facilitative responses once the client begins to 
talk about racial and cultural issues 
 

 Attitudes addressing issues of diversity, equity, and inclusion are reflected in statements:  

• I generally broach racial and cultural factors throughout my counseling sessions 

• I encourage my clients to make culture specific interpretations of their counseling 
concerns 

 

Comfort in their skills is reflected in the items:  

• I experience a sense of awkwardness when I address racial and cultural factors during 
the counseling process 

• I feel uncertain about my ability to broach cultural factors with clients of color (Day-
Vines et al., 2013, p.216).  

 

The questions for this survey are reported in Appendix E. This instrument operationalizes 

responses with a 5-point Likert scale, strongly disagree, disagree, neither agree nor disagree, 

agree, and strongly agree. 

The BABS is customarily scored by summing items for each subscale category and 

dividing by the number of items in that category. The predominant broaching category (i.e., 

avoidant, continuing/incongruent, integrated/congruent, infusing) is represented by the 
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subscale (personal communication, Day-Vines, 9/7/2021).  However, for this needs assessment, 

eight items aligned with the key concepts of the research question posed, and a descriptive 

presentation of the findings were of interest instead of classifying residents on the continuum 

of broaching behaviors.  Instead of calculating a participant’s mean score for each subscale, the 

items were reviewed and categorized according to knowledge, attitude, skills, and comfort in 

their skills, as previously outlined. The data was calculated by Likert responses (strongly agree, 

agree, neither agree nor disagree, disagree, strongly disagree) per item to identify the 

percentages of residents represented by response per item.  

"Managing Differences in the Therapeutic Dyad" Program Evaluation 

The collaborative team developed a measure to evaluate the implementation of the 

program. Quantitative and qualitative items were included.  Quantitative items asked residents 

to rate how the seminar they attended enhanced their ability to: 1) recognize how diversity 

affects patient care, 2) demonstrate self-reflection, openness to differing beliefs and points of 

view, and respect for diversity, 3) attend to diversity in evaluation and treatment, 4) identify 

their racial, ethnic, and cultural beliefs and the ways these influence their interactions with 

patients, and 5) broach the subject of race, ethnicity, and cultural difference with patients using 

a 4 point Likert response (strongly disagree, disagree, agree, and strongly agree). An additional 

five items asked residents how the seminar had enhanced their ability to demonstrate 

competency in psychotherapy training milestones, including:  

• Establish a working relationship with patients demonstrating interest and empathy 

• Establish a therapeutic alliance 

• Identify and reflect the core feelings, key issues, and what the issues mean to the patient 
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• Identify and reflect the core feelings, key issues, and what the issues mean to the patient 
within and across sessions 

• Assess and repair troubled alliances with the patient 
 

Two additional items asked residents how the seminar had enhanced their ability to demonstrate 

competency in interpersonal and communication skills training milestones, including:  

• Reflect on personal biases that may contribute to communication barriers 

• Recognize personal biases and attempt to proactively minimize their contribution to 
communication barriers 

 

The data relating to residency training milestones was calculated by Likert responses (strongly 

agree, agree, neither agree nor disagree, disagree, strongly disagree). Qualitative items asked 

residents what about the seminar had and had not resonated with them, if they thought the 

series should continue in the future and if so, why.  

Procedure 

Participant Selection Process 

The researcher followed institutional procedures by submitting the needs assessment 

proposal to the Institutional Review Board of the affiliated university's School of Medicine. The 

application was reviewed and approved (IRB#318701). The IRB determined the needs 

assessment qualified for an exemption. These steps occurred prior to presenting the study to 

potential participants, second year general psychiatry residents and child psychiatry fellows. 

Exclusion criteria for the study identified year 3 and above residents and fellows as ineligible to 

participate in the study.  
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This researcher presented information on the needs assessment study in meetings 

attended by residents, child and adolescent fellows, and the respective programs' training 

directors. Attendees were informed the study was voluntary and confidential, and they could 

not be required to participate in the study, nor could their decision to participate influence 

their evaluation or employment. Potential participants were informed that faculty were 

identified as investigators on this study, but their access to information was restricted to de-

identified data and the analysis of findings. Therefore, faculty would not have a role in study 

recruitment nor know who did or did not participate in the study. Residents and fellows were 

informed that they would receive an email directly from this researcher via their institutional 

email inviting their participation.  

The study email, approved by the IRB, included an initial letter that outlined the purpose 

of the needs assessment study, those eligible and ineligible to participate, expectations of 

participants, benefits and risk of participation, incentive for participation, and contact 

information for more information about the study. Follow up emails were sent the following 

weeks. Recruitment emails approved for use in this study are included in Appendix F. The study 

recruitment team was limited to this researcher, an employee of the School of Medicine, 

Department of Psychiatry, and a doctoral student in the School of Education. This researcher 

does not have a reporting relationship with any study participants. 

Institutional procedures were followed in conducting secondary program analysis of 

data collected through the "Managing Differences in the Therapeutic Dyad" seminar. The IRB 

approved this researcher as a participant in the existing IRB for "Broaching Issues of Racial and 

Ethnic Identity in the Clinical Encounter as a Learnable Skill" (IRB # 263826). The IRB determined 
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that this application qualified for an exemption. All seminar participants were included in the 

secondary analysis.  

Data Collection  

 

All quantitative data were collected via an email invitation to participate in the study 

distributed by this researcher through the institution's Qualtrics survey platform. The first page 

of the link included the IRB-approved language for the invitation to the study, including the 

survey and interviews, and was immediately followed by the consent. Participants who 

consented were then automatically directed to the Qualtrics survey. The Qualtrics invitation 

and study consent are included in Appendix G. The Qualtrics survey contained items from the 

following measures: Knowledge Survey and Acceptability of Racial Microaggressions scale. All 

data collected via the Qualtrics survey were de-identified.   Participants completed survey data 

at one point in time. After completing the survey, participant Zoom interviews were scheduled 

for qualitative data collection. Data were collected via Zoom recording and transcription.  

 The study included raw, identifying information data, such as email information for 

scheduling Zoom interviews, video recordings, and transcriptions of Zoom sessions.   Files with 

identifying information were stored in a separate Safe Desktop file accessible solely by this 

researcher.  De-identified data were stored in separate institutional password-protected Safe 

Desktop files on the institution's OneDrive.  The institution maintains Qualtrics on a separate 

institutional server. 
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Knowledge Survey  

The Knowledge Survey was entered, managed, and maintained using the university's 

Qualtrics software and management system. Knowledge Survey data was immediately collected 

following consent in the Qualtrics Survey as the survey was designed to progress to the study 

measures at that time.  

Semi-structured interview guide 

Following the participant's consent to participate in the semi-structured interview 

within the Qualtrics Survey, as approved by the IRB, the researcher contacted the participant 

via institutional email to schedule a Zoom interview with this researcher. At the beginning of 

the zoom session, participants verbally consented to recording and transcribing the interview. 

Semi-structured interview recordings, 45 minutes to 1 hour in length and transcripts were kept 

confidential and stored in a secure institutional password-protected server Safe Desktop. 

Transcripts of semi-structured interviews were de-identified. Data linking participants with 

recordings of semi-structured interviews and recordings were maintained in separate 

institutional password-protected Safe Desktop files. Access to de-identified data obtained 

under the IRB study # 318701, the prospective needs assessment component of the study, was 

limited to this researcher.  Data obtained under IRB study # 263826, the secondary program 

analysis part of the study, granted the following study team members identified and approved 

by the IRB access to data, including Dr. Kronsberg, Dr. Ruble, Dr. Day-Vines, and this researcher. 

Acceptability of Racial Microaggressions Scale (ARMS) (Mekawi & Todd, 2018).  

The adapted version of ARMS was entered into the university's Qualtrics software, data 

management, and maintenance system. Items from the ARMS were entered immediately 
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following the Knowledge Survey. Therefore, as participants responded to items from the 

Knowledge Survey, the survey continued to items on the ARMS Scale.   

Broaching Attitudes and Behavior Survey (BABS).  

Secondary program data, including BABS pre-and post-test, was obtained for the 

"Managing Differences in the Therapeutic Dyad" seminar series from the seminar leadership 

team after this researcher was approved as a participant on the IRB for "Broaching Issues of 

Racial and Ethnic Identity in the Clinical Encounter as a Learnable Skill" (IRB # 263826). The 

researcher accessed the data set granted by the IRB and acted to secure the confidentiality of 

all data. All data obtained were de-identified and kept in a password-protected secure Safe 

Desktop file, requiring authentication to access. The University's Qualtrics database maintains 

the data. Only those identified and approved by the IRB had access to the data, specifically, Dr. 

Kronsberg, Dr. Ruble, Dr. Day-Vines, and this researcher.  

"Managing Differences in the Therapeutic Dyad" Program Evaluation 

 

The program evaluation was entered, managed, and maintained using the university's 

Qualtrics software and management system and was distributed to the residents upon 

completion of the seminar by the collaborative team.  

Data Analysis  

 The data analysis began with quantitative research data to describe patterns, trends, 

and relationships in numeric data (Lochmiller & Lester, 2017). These analyses provided a 

general overview of information related to factors identified previously as contributing to 

healthcare practitioners’ cultural competency. The approach was first to analyze the 
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quantitative program data measures, the program evaluation survey, and then the prospective 

needs assessment quantitative data since this was consistent with the timeline in which the 

measures were collected. This researcher then analyzed the qualitative data. The final step was 

to merge quantitative and qualitative findings in the mixed-methods analysis. This section 

describes the analytic techniques used to complete those analyses.  

Quantitative Data Analysis.  
 

The study samples size varied between the secondary program analysis and the needs 

assessment and these numbers influenced the analysis which could be conducted. The 

secondary program analysis sample size was 16 across two general psychiatry training program 

sites and unequally distributed. The number of general psychiatry residents and fellows eligible 

to participate in the prospective needs assessment study was 17.  However, the study's sample 

size (n=9) limited the empirical analysis that could be performed on the data, given that 

statistical tests require certain underlying conditions (Wells & Hintze, 2007).  For example, a t-

test requires normal data distribution and homogeneity of variance (Boneau,1960).  If these 

underlying assumptions are not met, an inaccurate probability statement results. Increasing the 

sample size has the effect of reducing the skew in data (Boneau, 1960).  The Central Limit 

Theorem says that regardless of population distribution, as long as the sample is “large,” 

meaning 30 or more, the sample mean approximates a normal distribution (Shafer & Zhang, 

2012). When these conditions or assumptions are not satisfied, the probability of making an 

incorrect decision, or Type I (rejecting the null hypothesis when it is true) or Type II (rejecting 

the null hypothesis when it is false) error may exceed an acceptable rate (Wells & Hintze, 2007).  

Sample size has a major influence on the sensitivity of a study and the ability to reveal 
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something real about the population sampled (Uttley, 2019). Since the sample size in this study 

prevented the researcher from meeting underlying statistical text assumptions, the researcher 

approached the quantitative analysis for this needs assessment using descriptive data items 

from all surveys, the Knowledge Survey, The Broaching Attitudes and Behavior Survey (BABS), 

and the Acceptability of Racial Microaggressions Scale (ARMS).  

To address the quantitative descriptive data the researcher reported using ratio 

variables which are variables with an absolute zero and situated on a scale, such as a 

percentage scale (Lochmiller & Lester, 2017). Data was calculated by Likert responses and 

presented by the percentage of residents endorsing the item for research questions addressing 

residents’ knowledge, skills, and comfort in their skills.  However, for the research question 

addressing attitudes, in addition to the presentation of percentages of residents endorsing 

items per Likert responses, there was one measure, the ARMS, in which items were clustered 

by subscales and then the means per subscale were reported (Lochmiller & Lester, 2017). 

Qualitative Data Analysis  
 

 Through qualitative data analysis residents' and research fellows' skills and comfort 

broaching racial, ethnic, and cultural issues were explored through open-ended responses to 

the semi-structured interview. Upon completion of semi-structured interviews, transcripts were 

read, and each semi-structured interview prompt was approached individually. In the first 

round of coding, open-response items were coded using descriptive and in vivo coding to briefly 

summarize the response topic and capture the participants' voices (Miles & Saldana, 2014). 

Refer to Appendix H, Table1 for the Code Book, round one of coding.  The first round of coding 
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determined preliminary codes from each semi-structured interview question posed.  Residents’ 

responses were then divided into information segments (Creswell & Plano-Clark, 2004) or 

clustered when similar content was expressed. This reiterative coding, an important feature of 

qualitative analysis (Miles et al., 2010), will be presented as each research question is 

addressed. Next, the clustered responses were evaluated to refine, reject, reorganize, and were 

tagged. During this process, it was determined if a patterned response was present in the data, 

and the segments were further labeled (Creswell & Plano-Clark, 2004). The visual 

representation of the coding process is represented in Figure 3.  

Figure 3.  Visual representation of the Coding Process  

 (Creswell, 2002). 

Themes, something important about the data concerning the research question, 

represents some level of patterned response or meaning within the dataset (Braun & Clark, 

2006). To explore patterned responses representative of the collective experience (Braun & 

Clark, 2013), the data were then reanalyzed using QDA Miner Lite.  Each research question was 

approached with the same qualitative data analysis plan previously described.  Themes were 
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considered “domain summaries” (Bruan, Clark, & Hayfield, 2019).  This second round of coding 

identified categories of information including knowledge, history, expression of structural 

discrimination, positionality, microaggressions, intersectionality, self-directed learning, resident 

perceived strengths and limitations, lived experience, resident identified learning needs, 

content area weaknesses, and resource needs. Discussion of these categories, codes, and 

themes will follow as each research question is addressed.  

Thematic analysis was not wedded to a pre-existing theoretical framework but adopted 

a realist and inductive approach based upon participants' experiences, meanings, and reality 

(Braun & Clark, 2006). In this analysis, coding was not approached to confirm or refute a 

specific cultural competency theoretical orientation. For example, the researcher did not begin 

with a predetermined list of cultural competency codes based on Lenininger’s (1978) 

anthropological lens or Betancourt’s (2003) decontextualization of patient’s experiences.   

However, during reiterative analysis, the researcher did integrate a constructionist framework 

by incorporating the sociocultural contexts and structural conditions that influenced 

participants' responses (Braun & Clark, 2006). Refer to Appendix H, Table 2 reiterative coding 

through a sociocultural lens. Through this coding cycle the researcher examined the ways in 

which experiences are the effect of discourses operating within society (Bruan & Clark, 2006) 

and the implications that had on one’s identification, encounters with diversity, 

intersectionality, and response to stereotypes. This integration in analysis will be evident when 

the qualitative research findings for each question are presented.  

The transcripts of semi-structured interviews and the findings of the qualitative analysis 

were analyzed to identify themes, triangulate to confirm findings, and search for disconfirming 
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evidence. Triangulation of data is a validity strategy in which researchers draw on data from 

several sources or several individuals so that the inquirer builds evidence to support a code or 

theme from these sources or individuals (Creswell & Plano-Clark, 2018). The data was 

triangulated to confirm findings through a reiterative process by reviewing transcripts of semi-

structured interviews to determine if there was agreement both across multiple interview 

prompts and across participants for codes and themes. Then, during the mixed method analysis 

across quantitative and qualitative data sources.  Examples of this will be reported as findings 

are reported.  

The interviews and data were also analyzed for the presence of disconfirming evidence.  

When opposing points of view were expressed, it was observed to be from an individual and did 

not resonate with the group as a whole. For example, one resident identified themselves as an 

expert in having challenging conversations about race, ethnicity, and culture stating, “I feel like 

an expert. I think the key thing is to be humble.  Like that's how you're good at it.  I'm very 

good.” However, to develop a broader understanding of year two general psychiatry residents 

caring for patients in a culturally competent manner, a more thorough understanding of the 

perceptions and experiences of residents and fellows in this unique context was required. 

Therefore, upon completing the quantitative and qualitative analysis, the next step was to 

complete a mixed methods analysis.  

Mixed Methods Analysis.  

Quantitative and qualitative analyses were performed concurrently. Quantitative and 

qualitative analysis was accomplished using their respective techniques and then combined at 

the interpretive level of research, each maintaining separate data analytic sets (Sandelowski, 
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2000).  The mixed-method data analytic technique of using quantitative instruments 

descriptively supported the analysis (Sandelowski, 2000).  This technique was seen in using 

BABS items in the analysis instead of the overall interpretation of the scale. The researcher 

approached the mixed methods analysis by combining the quantitative and qualitative analysis 

results in a table for each research question posed. The researcher then jointly analyzed the 

findings to determine convergence between quantitative and qualitative methods and explore 

complementarity (Onwuegbuzie & Leech, 2006). This synthesis of findings is represented in the 

table found in Appendix J, which summarizes the quantitative and qualitative findings and the 

mixed-methods analysis of areas of convergence and disagreement between the data.  The 

researcher did not transform the data, analyze one data set to develop a typology for the other 

dataset, or conduct extreme case analysis (Creswell & Plano-Clark, 2011). Once the mixed 

methods analysis for each research question was completed, the needs assessment advanced 

to presentation of findings and discussion.  

  Findings and Discussion 

The concepts represented in the research questions, residents' knowledge, skills, 

attitude, and comfort in their skills, were used to organize the findings and discussion of this 

needs assessment. The reporting presented the previously outlined quantitative, qualitative, 

and mixed-method analysis of findings. However, it is important to acknowledge the study's 

limitations. The study's sample size limited the quantitative analysis that could be performed 

and therefore prevented the viability of alternative empirical analyses. While mixed methods 

data analysis included analytic techniques applied to quantitative, qualitative, or a combination 
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of the two forms concurrently (Onwuegbuzie & Teddlie, 2003), the generalizability of the 

findings may be limited to similar populations.   

Research Question #1  
 

Knowledge was the concept on which the first research question posed, "How do year 2 

general psychiatry residents and child psychiatry fellows assess confidence in their knowledge 

base to provide care to racially, ethnically, and culturally diverse patients?" was centered.   

Quantitative data on resident’s and fellow’s self-assessments of their confidence in knowledge 

was collected at two points. Quantitative findings indicated that residents' confidence in their 

knowledge bases increased over time.  The first measure of knowledge suggested that 

approximately 20% of the residents lacked knowledge. In the second quantitative measure of 

knowledge, residents reported confidence in their knowledge ranging from 55-100%, with 

100% mode and 87% mean percentage across concepts.  The lowest confidence was reported 

for the understanding of intersectionality. The distribution of scores of residents’ confidence in 

concepts is reported in Table 2. Knowledge Survey. The qualitative data analysis supported this 

resident limitation to knowledge and further expanded upon it.  
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Table 2. Knowledge Survey  

 

Table 3. Percentage of Residents Confident in Knowledge of Care

 

 

 The qualitative analysis of the semi-structured interviews began with identifying 

resident statements about their knowledge to care for racially, ethnically, and culturally diverse 

patients. These were then organized into segments, and codes were applied, including local 

history, institutional history, history of psychiatry, systemic racism in psychiatry, positionality, 

patient perceptions of discrimination, intersectionality, and microaggressions.  Some of these 
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groupings were related, so they were consolidated into sub-themes identified as history, 

structural discrimination, and specific learning content areas.  The overarching theme in the 

qualitative analysis was that the residents identified areas of need for additional knowledge.   

 The quantitative and qualitative findings were then merged in the mixed methods 

analysis of residents confidence in their knowledge to provide care to racially, ethnically, and 

cultural divers patients. Appendix J, Table 1 summarizes the quantitative method findings, the 

qualitative method findings, and areas where the data converge and where there is divergence. 

The findings of the mixed-methods analysis were inconsistent in that quantitative measures 

reported variation across measures. However, it is important to note that the first measure was 

completed as a pre-test before the “Managing Differences in the Therapeutic Dyad” seminar, 

and the second measure was collected during the needs assessment that followed the seminar, 

which may have influenced the results. However, a finding of importance, regardless of the 

data collection technique, was that residents identified the need for more education related to 

intersectionality. The semi-structured interviews provided additional information on residents' 

perceived learning needs, including history (local, institutional, psychiatry), structural 

discrimination, and microaggressions.  

Within the literature, knowledge is a key concept for cultural competency (Beach et al., 

2005). However, the literature on psychiatric residents’ knowledge of cultural competency is 

limited, thereby preventing a discussion of this finding within the broader psychiatric training 

literature. Harris et al. (2008) conducted a study on 10 residents that included multicultural 

knowledge and skills, which were described as including sociocultural factors and mental 

health, the importance of religion and spirituality, belief systems, cross-cultural treatment 
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relationships, cultural identity development, eliciting a cultural history, culture informed 

diagnosis and treatment plans, eliciting cultural strengths, and assessment of acculturation 

using a Likert scale of 1 (none or never) to 5 (a lot or all the time).  Pre-course means ranged 

from 2.50 to 3.40, and post-course means ranged from 3.30 to 4.40 (Harris et al., 2008). This 

finding suggested that residents need additional education on the topic and learn due to 

cultural competency interventions.  However, there is insufficient literature to support a 

conclusive finding, as studies exploring the topic have focused on course evaluation (Fung et al., 

2008; Hansen et al., 2013; Kirmayer et al., 2008) or have not addressed evaluation at all (Lim et 

al., 2010; Hansen et al., 2018).  

In summary major findings for research question one was that despite residents’ 

reported confidence in their knowledge base, there is room for additional learning related to 

specific content and concepts such as history (local, institutional, psychiatry), structural 

discrimination, intersectionality, and microaggressions that influence residents ability to 

provide culturally competent care. However, knowledge is insufficient to provide culturally 

competent care in the absence of critical skills (Beach et al., 2005).   

Research Question #2  

 

Residents’ and fellows’ skills were the key concept explored in the second research 

question, "How do year 2 general psychiatry residents and child psychiatry fellows assess their 

skills to provide culturally competent care to racial, ethnic, and culturally diverse patients?" The 

first measurement of resident skills addressing issues of race, ethnicity, and culture is reported 

in Table 5, most closely approximating residents' skills nationally who have not been exposed to 
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curriculums to enhance their communication skills with minority patients.  This quantitative 

finding provides support and justification for intervention, given that 75% of the residents 

responded that they needed a broader range of strategies to broach racial, ethnic, and cultural 

factors effectively, 68.75% reported they had difficulty identifying facilitative responses when 

patients raised racial and cultural issues, and 62.5% had difficulty translating their efforts to 

address racial and cultural concerns into a culturally responsive intervention.  The quantitative 

measure following the “Managing Differences in the Therapeutic Dyad” is reported in Table 5. 

Table 4:  Residents’ BABS Pre-test/Post-test findings (Skill)  

I need a broader range of 
counseling strategies in order 
to broach racial and cultural 
factors more effectively with 
clients of color  

Strongly agree n=5 (31.25%) 
Agree n=7 (43.75%) 
Neither agree nor disagree 
n=1 (6.25%) 
Disagree n=3 (18.75%) 
Strongly disagree=0  

Strongly agree n=0 
Agree n=8 (53.33%) 
Neither agree nor disagree 
n=7 (46.66%) 
Disagree n=0  
Strongly disagree=0  

Sometimes I have difficulty 
translating my broaching 
efforts into a culturally 
responsive counseling 
intervention 

Strongly agree n=3 (18.75%) 
Agree n=7 (43.75%) 
Neither agree nor disagree 
n=4 (25%) 
Disagree n=1 (6.25%) 
Strongly disagree=1 (6.25%) 

Strongly Agree n=0 
Agree n=6 (40%)  
Neither agree nor disagree 
n=9 (60%) 
Disagree n=0  
Strongly disagree=0 

Sometimes I have difficulty 
identifying a facilitative 
response once my clients 
begin to talk about racial and 
cultural issues. 

Strongly agree n=1 (6.25%) 
Agree n=10 (62.5%) 
Neither agree nor disagree 
n=2 (12.5%) 
Disagree n=1 (6.25%) 
Strongly disagree=2 (12.5%) 

Strongly Agree n=1 (6.66%) 
Agree n=3 (20%)  
Neither agree nor disagree 
n=11 (73.33%) 
Disagree n=0  
Strongly disagree=0 

 

The data support that residents need to develop skills to address racial, ethnic, and 

cultural issues. The post-test findings that followed the seminar delivery indicated residents 

increased confidence in their skills, as the number who identified needing a broader range of 

counseling strategies to address racial and cultural factors decreased from 75% to 53%. The 
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number of residents who had difficulty translating their broaching efforts into a culturally 

responsive intervention decreased from 63% to 40%. The number who were challenged to 

identify a facilitative response when a patient introduced racial or cultural issues decreased 

from 69% to 34%. However, despite these gains, it is still notable that 40% of residents 

continued to have difficulty broaching racial and cultural issues, and 53% recognized the 

needing more therapeutic strategies. 

 Qualitative methods were used to further explore residents' perceptions and appraisal 

of their skills to develop a more comprehensive understanding. The qualitative analysis of the 

semi-structured interviews began with identifying resident statements related to their skills to 

care for racially, ethnically, and culturally diverse patients. These were then organized into 

segments, and codes were applied, including reading on the topic, thinking about the problem 

within the context, School of Public Health lectures, community volunteer activities, curiosity, 

open and inclusiveness, empathy, comfortable, personal diversity, valuing others perspectives, 

conversant, recognition of bias, language, non-citizen, cultural knowledge, positionality, 

privilege, discomfort, and institutional change.  Some of these groupings were related, so they 

were consolidated into Sub-themes identified as self-directed learning, strengths, and 

limitations.  Refer to Appendix Table I2 for this code book excerpt.  

 The residents were introspective in addressing their strengths and limitations related to 

skills in conversing with patients about racial, ethnic, and cultural issues that impact their care.  

One multi-racial, female resident who grew up in a diverse community was articulate in 

describing the need for growth sharing,  



 
 

99 
 

"I think one of the biggest limitations is, is that you just you cannot, you will not be able 
to know and be familiar with all of the different intricacies of everybody's culture, 
everybody's background, or their experiences or their struggle. And I think that is really 
hard. Because even as much as I try to be open, there are things that I'm just not aware 
of. And so I think that's where it's important to get that kind of training of 
understanding, like, where is it that like, I'm listening to the patient to hear what they're 
saying in response to me, because maybe there's something maybe I'm hitting that limit 
of my experience level and of my exposure level. And maybe they're signaling to me 
that I've hit that limit. So maybe I need to pause and figure out how can I grow in that 
moment." 

 The quantitative and qualitative findings were then merged in the mixed methods 

analysis. Appendix J, Table 2 summarizes the quantitative method findings, the qualitative 

method findings, and areas where the data converge and where there is divergence. The 

mixed-method analysis of quantitative and qualitative findings supported convergence in that 

residents identified the need to improve their skills to provide culturally competent care to 

racial, ethnic, and cultural minorities. This is an important finding since skills are considered a 

key concept for cultural competency (Beach et al., 2005). As previously discussed, the literature 

on psychiatric residents related to cultural competency is limited, thereby preventing a 

discussion of this finding within the broader psychiatric training literature. However, as 

previously discussed, Harris et al. (2008) study findings suggested that residents need additional 

education on the topic and learn due to cultural competency interventions.  However, there is 

insufficient literature to support a conclusive finding as studies exploring the topic have focused 

on course evaluations and not resident outcomes such as skill development (Fung et al., 2008; 

Hansen et al., 2013; Kirmayer et al., 2008) or have not addressed evaluation at all (Lim et al., 

2010; Hansen et al., 2018). Furthermore, within the cultural competency literature key 

concepts of knowledge and skills are joined by attitude and are the focus of the subsequent 

research question.   
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In summary, the key findings for research question 2 were that a majority of the 

residents were reporting skill deficits in addressing racial, ethnic, and cultural issues with 

patients. Despite improvement following an educational intervention, learning needs specific to 

caring for minority patients were identified. However, among residents' strengths were 

personal characteristics that indicated they were receptive to developing skills that included 

their openness, empathy, comfort with diversity and valuing others perspectives, and 

recognizing bias.  

Research Question #3  

 Resident’s and fellows’ attitudes were explored through the third research question, 

"How do year 2 general psychiatry residents and child psychiatry fellows describe their 

attitudes about addressing diversity, inclusion, microaggressions, structural racism, and 

discrimination through the care of patients?"  

 The secondary analysis found that 82% of the residents strongly disagreed and 

disagreed that race did not matter. While the data did not indicate that this resident cohort is 

at overall risk for committing microaggressions, 18 % of residents failed to recognize the 

importance of race, and that failure is associated with microaggressions (Freeman & Stewart, 

2019). Therefore, this subset of residents may be at risk for committing microaggressions. Sixty-

nine percent of the residents also strongly disagreed and disagreed that they should only 

broach racial and cultural issues when introduced by the patient. This position suggests that 

approximately 30% of residents intend to broach racial and cultural issues only when raised by 

patients.  This is important since it represents what is referred to as a “cultural missed 

opportunity,” meaning that while there is an opportunity to explore cultural issues, one does 
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not take advantage of the opportunity (Jones & Branco, 2020). However, a positive 

characteristic of the cohort was that 94% of the residents also strongly agreed and agreed that 

they should appreciate the daily experiences and challenges of culturally diverse people. These 

items and findings are included in Table 5.   

Table 5. Residents’ BABS Pre-test findings (Attitude)  

The client’s race doesn’t 
matter because good 
counseling is good counseling  

Strongly agree n=1 (6%) 
Agree n=0 
Neither agree nor disagree n=2 (13%) 
Disagree n=6 (38%) 
Strongly disagree=7 (44%) 

I believe that counselors 
should only broach racial and 
cultural factors when the 
client initiates such 
discussions.  

Strongly agree n=0 
Agree n=1 (6%) 
Neither agree nor disagree n=4 (25%) 
Disagree n=8 (50%) 
Strongly disagree=3 (19%)  

Counselors should appreciate 
the daily experiences and 
challenges of clients who are 
culturally diverse.  

Strongly agree n=11 (69%) 
Agree n=7 (25%) 
Neither agree nor disagree n=1 (6%) 
Disagree n=0 
Strongly disagree=0  

 

The residents found the “Managing Differences in the Therapeutic Dyad” seminar to 

enhance their abilities to self-reflect and be open to differing perspectives. However, the 

seminar showed less efficacy in encouraging self-reflection on how biases contributed to 

communication barriers or residents’ attempts to minimize them proactively. The findings of 

this evaluation are reported in Table 6. Data was presented on the percentage of residents 

responding per item per response.  
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Table 6: Program Evaluation Survey (Attitude) 

Demonstrate self-reflection, openness to differing 
beliefs and points of view 

Strongly agree  
Agree   
Neither agree nor disagree  
Disagree  
Strongly Disagree  

42% 
58%  

Identify racial, ethnic, and cultural beliefs and the 
ways these influence interactions 

Strongly agree  
Agree   
Neither agree nor disagree  
Disagree  
Strongly Disagree 

33% 
58% 
 
8% 

Reflect on personal biases that contribute to 
communication barriers 

Strongly agree  
Agree   
Neither agree nor disagree  
Disagree  
Strongly Disagree 

 
38% 
62% 

Recognize personal biases and attempt to 
proactively minimize their contribution to 
communication barriers 

Strongly agree  
Agree   
Neither agree nor disagree  
Disagree  
Strongly Disagree 

 
38% 
62 % 

 

The final quantitative measure of resident attitudes, The Acceptability of Racial 

Microaggressions, captured attitudes toward diversity with four subscales: victim blaming, color 

evasion, power evasion, and exoticizing. The mean findings reported by subscale include victim 

blaming at 1.25, color evasion at 1.75, power evasion at 1.5, and exoticizing at 1.375, resulting 

in a total mean of 1.46 based on a scale of 1 totally unacceptable to 6 totally acceptable.  The 

findings support that residents are not at risk for committing microaggressions. The mean 

individual item responses are reported in Appendix K.  

 All quantitative data sources found that residents had positive attitudes toward caring 

for racial, ethnic, and cultural minorities.  However, a few item responses recognizing the 

importance of race and initiating conversations about racial and cultural issues suggested a 
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vulnerability to microaggressions and cultural missed opportunities in a subset of residents.  

Therefore, the semi-structured interviews were particularly important to capture residents' 

voices further and exploring the problem.  

 Under the theme of resident attitudes, four sub-themes emerged from semi-structured 

interviews that impacted residents' attitudes on caring for racial, ethnic, and culturally diverse 

patients. The first sub-theme to emerge was personal characteristics.  The second sub-theme 

was personal attributes.  During reiterative coding cycles, strengths that residents identified 

when asked about their skills more closely aligned with attitudes, so resident statements were 

recoded under the theme of resident attitudes under the sub-theme of personal attributes. The 

third sub-theme was residents' exposure to diversity and lived experience. The final sub-theme 

was stereotype and bias avoidance. Refer to Appendix Table I3 for this code book excerpt.  

One female resident who represented ethnic diversity provided an example that 

described the significance of attitudes and the impact they have on patients and how they 

interact with care 

I really try to be sensitive. In psychiatry it’s easier to pay attention to somebody’s life 
story, we ask those questions here. But really hearing between the lines, just kind of 
being open and understanding that for everything that I know about, that I hear about 
on the surface, there's probably five other things underlying that either somebody 
doesn't feel comfortable telling me or sometimes doesn't think that I'll even understand 
or care or need to know. And so, I think just trying to be very, I guess, conscientious and 
just cognizant of the fact that everybody has a story, and the story is going to affect 
exactly what they say and how they, how they interact with care”. 
 

 The quantitative and qualitative findings exploring residents' attitudes were merged in 

the mixed methods analysis. Appendix J, Table 3 summarizes the quantitative method findings, 

the qualitative method findings, and areas where the data converge and where there is 
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divergence. The major finding for research question 3 was that residents have positive attitudes 

in caring for racially, ethnically, and culturally diverse patients.  They are open, receptive, and 

embracing of diversity and find expressions of microaggressions as totally unacceptable. 

However, in a subset of the residents included in the secondary analysis, there is a risk of 

microaggressions, given that 18% of residents failed to recognize the importance of race, which 

can be associated with microaggressions, and 30% only intended to address racial and cultural 

issues when raised by patients, which is a “cultural missed opportunity.” The measure exploring 

the acceptability of microaggressions reported a mean score of 1.46 on a scale with 1, totally 

unacceptable.   

While the cultural competency literature identified attitudes as a key concept of cultural 

competency (Beach et al., 2005), limitations persist within the psychiatric residency literature. 

The concepts of knowledge and attitudes are addressed jointly (Corral et al., 2017), or when 

concepts are addressed separately in the course, the focus of evaluation has been on evaluating 

the course and not on the outcomes or the knowledge and attitudes of residents (Fung et al., 

2008; Hansen et al., 2013; Kirmayer et al., 2008).  Nevertheless, trainees are expected to adopt 

attitudes that endorse the principles of cultural competence (Corral et al., 2017), as reflected in 

The American Academy of Child and Adolescent Psychiatry principle that “clinicians should be 

cognizant that cultural bias might interfere with clinical judgment and work toward addressing 

these biases” (Pumariega et al., 2013, p.1104). However, according to a recent survey of child 

and adolescent psychiatry programs, no programs teach trainees how to incorporate cultural 

factors in their clinical work in an "extremely effective" way (Kronsberg et al., 2022) with 

awareness of their attitudes or of social determinants of health. Insufficient residency training 
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literature prohibits a conclusive finding on how attitudinal data from this needs assessment 

study aligns with other residents nationally. While residents' attitudes are one factor that 

influences their interactions caring for diverse patients, their comfort in their skills may also 

impact interactions and, therefore, is the focus of the next research question addressed.  

 Research Question #4  
 

Residents’ comfort was explored in the final research question, "How do year 2 general 

psychiatry residents and child psychiatry fellows describe their comfort in their skills broaching 

racial, ethnic, and cultural issues through patient care?”  

Upon secondary data analysis of pre-test data, 38% of the residents acknowledged 

feeling awkward, and 57% were uncertain of their abilities to engage in diversity-related 

conversations. Findings from the post-test following the delivery of the “Managing Differences 

in the Therapeutic Dyad,” which presented the broaching curriculum, indicated that residents’ 

sense of awkwardness decreased to 33%, and their feelings of uncertainty about their abilities 

to engage in conversations about cultural factors decreased to 20%. All residents reported they 

were completely to somewhat confident translating knowledge of the previously discussed 

concepts to the care of patients and identifying barriers to care, 78% were somewhat confident 

in identifying strategies to overcome those obstacles, and 67% were somewhat confident in 

connecting patients with resources. The analysis suggested that while residents had command 

of content, they were less confident in the application of learning. Although residents reported 

improved confidence in their skills following the seminar, there remained room for 
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improvement. Table 7 presents the secondary analysis of pre-test/post-test findings related to 

residents' comfort in their skills.  

Table 7:  Residents’ BABS Pre-test/Post-test findings (Comfort in Skills)  

BABS Item Pre-Test Post-Test 

"I experience a sense of 
awkwardness when I address 
racial and cultural factors 
during the counseling 
process" 

Strongly agree n=0 
Agree n=6 (37.5%) 
Neither agree nor disagree 
n=2 (12.5%) 
Disagree n=5 (31.25%) 
Strongly disagree=3 (18.75%) 

 Strongly agree n=0 
Agree n=5 (33.33%) 
Neither agree nor disagree 
n=10 (66.66%) 
Disagree n=0  
Strongly disagree=0 

"I feel uncertain about my 
ability to broach cultural 
factors with clients of color." 

 Strongly agree n=2 (12.5%) 
Agree n=7 (43.75%) 
Neither agree nor disagree 
n=5 (31.25%) 
Disagree n= 2 (12.5%) 
Strongly disagree=0 

 Strongly agree n=0 
Agree n=3 (20%) 
Neither agree nor disagree 
n=12 (80%) 
Disagree n=0  
Strongly disagree=0 

 

Qualitative methods, which elicit rich, contextual descriptions from participants, 

contributed to this exploration. The theme of residents' identified areas of need to increase 

comfort and confidence in caring for diverse patients surfaced after the coding process of semi-

structured interviews. Refer to Appendix Table I4 for this code book excerpt.  

Figure 4 presents each sub-theme and the preceding coding. The theme emerged after 

four sub-themes, didactic content, clinical activities, preparatory activities, and resources, were 

identified that impacted residents' comfort caring for racial, ethnic, and culturally diverse 

patients.  
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Figure 4. Sub-themes of residents identified areas of need to increase comfort and confidence 

caring for diverse patients 

 

The first sub-theme to emerge, didactic content, was preceded by the codes history, structural 

discrimination, and specific learning areas.  Earlier coding subsumed under history had included 

tag words of local history, institutional history, and the history of psychiatry.  In addition, during 

earlier coding cycles, didactic content had been coded under research question #1 related to 

knowledge, but in reiterative coding cycles, didactic content was dually coded and included 

within research question #4 as it was a contributing factor and critical to residents’ comfort. 

One female resident who represents a minority group described why history is important 

sharing,  

“The history of psychiatry is huge. With the history of medicine, what medicine has done 
to populations of people who don’t have a say. I’ve had conversations with patients that 
say (the doctors) killed my baby, they experimented on my baby. She needed a 
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transplant and they experimented. I will never know what the truth is but that was that 
person’s truth.”  
 

Residents expressed wanting more group-specific content. The residents cited examples 

of violence directed towards Asians, implications of ethnicity on gender roles and dynamics 

within families, and the specific groups that compose the LGBTQ community. Another 

important concept within this subtheme was the risk of stereotypes. Residents acknowledged 

their patient experiences of racial stereotypes and their own experiences of ethnic stereotypes 

while training. One Hispanic female resident elaborated on the importance of general 

information about specific groups,  

“I find didactics useful that provide general information about an issue I may be facing.  
It's hard to ask the questions, if you don't even know it's a problem. I feel that if you 
have a little bit of information, it makes it easier to open up the conversation.” 

 

Earlier coding of structural discrimination had included systemic racism in psychiatry, 

positionality, and patient perceptions of discrimination. The residents recognized the 

importance of didactic content in preparing them to care for diverse patient groups but were 

also aware of knowledge deficits in specific learning areas. Earlier cycles of coding had 

numerous items tagged intersectionality and microaggressions. One resident who was a white 

male expressed their exasperation,  

“The frustration I have sometimes with curriculum that focus on these topics is that they 
are very theoretical. Many people do have good intentions, but they don’t know how to 
bring it up or talk about it with patients.”  
 

Another gay resident summarized their challenge,  
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“How do you manage when you get to the intersection? There are so many 
intersections? There need to be more cases and discussions. It’s not just race and 
gender. It’s all of your identities. It needs to be acknowledged and applied.”  

 

Finally, positionality and whiteness were identified as warranting more discussion. One Asian 

resident described,  

“Recognizing and spending some time recognizing your own experiences, taking time 
with each experience and context, (to see) how your lens is affecting the conversation. A 
safe space, to talk about whiteness, fears of being viewed as a racist, to actually focus 
less on blackness and more on whiteness and how to pay attention to all the different 
things that people of color experience. We need to roleplay. We need to elicit what 
below the water, the iceberg stuff.”   
 

The code book contains other statements that reflect residents perception of the value of these 

conversations and appraisal of skill which influence their comfort and acknowledges the 

knowledge base obtained through instruction that was the foundation upon which their clinical 

activities were delivered.    

 The semi-structured interviews also led to the sub-theme of residents’ clinical activities.  

Important in vivo codes related to this sub-theme was the value of “see(ing) a lot of patients” 

and “real-life modeling.”  Residents valued their clinical encounters with patients but were also 

cognizant in teaching and learning; as one resident who identified as gay described,  

“I can teach you about my experience, but that is only my one experience.  You just 
have to meet more people to know more.  Exposure is always helpful.”  

 
Residents also expressed a desire to see the integration of racial, ethnic, and cultural factors 

within clinical rounds, observe real-life modeling of broaching racial, ethnic, and cultural 

factors, and have supportive faculty and supervision.  

The residents also related the value they placed upon preparatory activities for clinical 

encounters in semi-structured interviews. Preparatory activities were identified as the third 
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sub-theme. Coding which preceded the identification of this sub-theme was residents’ self-

appraisal of their preparation and identification of specific learning activities.  Among the words 

tagged under activities were role-playing with cases representing multiple diversities, vignettes 

of real-life scenarios within the context of psychiatry, broaching curriculum, implicit association 

test, and discussions. Despite a broad range of academics, clinical encounters, and preparatory 

activities, residents perceived weaknesses in their knowledge of resources for patients and 

themselves.  

The final sub-theme that surfaced from the semi-structured interviews was resources.  

Residents requested group-specific resources, specifically addressing the LGBTQ community 

and for patients with specific illnesses such as schizophrenia, bipolar disorder, and personality 

vulnerabilities.  The residents also identified their own resource needs.  Interviews had been 

tagged with the in vivo code “cheat sheet” as they requested tips, a list of intersectional 

characteristics, phrases to use when interviewing, a rubric with dimensions to assess, and 

broaching techniques. The final resource residents needed was something for their “toolbox” 

that connected the multidimensional model with clinical presentation, diagnosis, and care.  

Qualitative data from the "Managing Differences in the Therapeutic Dyad" seminar post-

test open response items included resident statements:   

• Broaching can initially seem awkward or unfamiliar but in a session, it was very 
helpful. 

• It was a good reminder of why broaching is a critical skill to utilize in my 
counseling interactions.  

• I appreciate the directness of broaching and the intentional integration into 
counseling practice.  
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• I really liked the practical language to bring up issues about race and culture, the 
four dimensions, and overall the permission to bring up these issues with 
patients and reducing the fear of getting it wrong. 

• I thought the language to broach these topics was most helpful.  I could use 
more practice with that.  

• Broaching is important in counseling. 

• I could practice more to get comfortable using broaching language. 
 

However, while these findings were encouraging to fully understand the comfort of residents’ 

caring for diverse populations, the mixed methods analysis of the findings was warranted.  

 The quantitative and qualitative findings exploring residents' comfort in their skills in 

broaching racial, ethnic, and cultural issues through patient care were then merged in the 

mixed methods analysis. Appendix J, Table J4 summarizes the quantitative method findings, the 

qualitative method findings, and areas where the data converge and where there is divergence. 

The major finding for research question four, supported by the mixed-methods analysis, was 

that intervention was warranted to increase residents’ comfort in their skills.   The data 

indicated that didactic instruction, clinical activities, preparatory activities, and resources were 

important for residents to feel comfortable interacting with diverse patients. The 

complementarity of this mixed-method approach used in the analysis explored overlapping but 

different facets of the phenomenon between the qualitative and quantitative data (Greene et 

al., 1989). The complementarity intent was present given the quantitative measures conveying 

the residents' perceived comfort, and the qualitative interview questions overlapped by seeking 

to ascertain how their comfort could be influenced. The measures were similar but different 

and assessed different levels of the phenomenon (Greene et al., 1989). This contributed to a 

more robust understanding of the residents learning needs. The residents' statements revealed 



 
 

112 
 

their knowledge and awareness of the sociopolitical realities that diverse patients encounter 

but also called for greater guidance. The mixed method analysis supported the convergence 

that residents were uncomfortable addressing racial, ethnic, and cultural issues in caring for 

their patients.  

 The paucity of literature on psychiatric residents’ comfort in their skills in addressing 

diversity, equity, and inclusion has been acknowledged in the literature (Calardo et al., 2022). 

However, focus groups with an unspecified number of pediatric residents, faculty, and nursing 

leadership revealed a lack of comfort and confidence in addressing racial issues (Calardo et al., 

2022) was consistent with this needs assessment findings. While this needs assessment findings 

support that an educational intervention can be helpful increasing residents’ comfort, the 

intervention with the pediatric groups focused on antibias communication and a STEP (step 

back, think through bias, evaluate emotions, prevent patient impact) tool was not found to 

increase residents ease (Calardo et al., 2022). This suggests that residents need additional 

education on the topic, but all interventions are not equal.  However, there is insufficient 

literature to support a conclusive finding.   

Conclusion 
 

The quantitative research component of this needs assessment study allowed the 

researcher to collect descriptive data in an efficient, less time-consuming manner (Johnson & 

Onwuegbuzie, 2004) and draw conclusions related to each research question posed.  

Quantitative methods contributed to understanding concepts relevant to caring for and a 

better understanding of residents' attitudes in caring for racially, ethnically, and culturally 
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diverse patients.  However, despite the positive trends found in the quantitative data, there 

were limits to what could be found through quantitative analysis.  An incomplete 

understanding of a problem required further exploration and explanation (Creswell & Plano-

Clark, 2018). Qualitative data and analysis further advanced understanding of a problem 

(Creswell & Plano-Clark, 2018). 

Qualitative research contributed to understanding the complex phenomena 

(Onwuegbuzie & Leech, 2006) in a scientifically rigorous way.   The thematic analysis provided 

the researcher with a flexible and valuable tool to provide rich and detailed accounts of 

complex data (Braun & Clark, 2006). The researcher used multiple techniques to establish the 

validity or credibility of the findings, including triangulation, the research technique that looks 

for convergence among multiple sources (Creswell & Miller, 2000). This needs assessment 

study extended convergence across participants and methods (Denzin, 1978). The researcher 

also attempted to determine the presence of disconfirming evidence (Miles & Huberman, 1994) 

by coding reiteratively and searching for contradictory findings. The researcher also 

demonstrated reflexivity by disclosing their assumptions and biases that may shape inquiry 

(Creswell & Miller, 2000). The researcher acknowledged that a potential source of bias that 

could influence their perceptions is their institutional affiliation and prior interactions with the 

program training directors, residents, and fellows. The needs assessment study using 

qualitative methods was also credible as the researcher maintained a code book, established an 

audit trail, and communicated thick and rich descriptions of the participants (Creswell & Miller, 

2000). By providing rich descriptions from the participants, one can determine the 

generalizability or transferability of the findings to other settings (Creswell & Miller, 2000). 
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While the qualitative data provided thick, rich descriptions, giving voice to participants 

(Creswell & Miller,2000), the mixed-methods analysis of findings yielded a coherent narrative 

by linking and associating quantitative and qualitative research (Lochmiller & Lester, 2017).  

Mixed methods research allowed the researcher to complete a unique, inclusive, 

pluralistic, and complementary study and offered a pragmatic approach to exploring this 

problem of practice (Johnson & Onwuegbuzie, 2004). This research approach allowed for a 

better understanding of the experiences of individuals from the “emic” or the insider’s 

perspective and added insights that would be missed by using either quantitative or qualitative 

approaches alone (Johnson & Onwuegbuzie, 2004). Mixed methods allowed for a more 

comprehensive understanding of knowledge and attitudes and incorporated the local 

constituencies, residents’ and fellows’ understanding of the phenomena (Johnson & 

Onwuegbuzie, 2004) and their skills in providing care to racial, ethnic, and culturally diverse 

patients. The convergent mixed-method design also aided in the identification of relationships 

between variables that would be useful in planning and designing a future cohort study (Setia, 

2016) or applied project.  

The most salient factors and actionable items identified from this needs assessment 

were residents' knowledge, skills, and comfort in their skills.  Residents requested additional 

knowledge of specific content and concepts such as history (local, institutional, psychiatry), 

structural discrimination, intersectionality, and microaggressions that influence residents' 

ability to provide culturally competent care.  They expressed that despite confidence in their 

knowledge, they were challenged in translating this knowledge to skills in practice and 

expressed a need to improve their skills. While there is a body of literature regarding the need 
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to train residents in transcultural psychiatry and cultural competency (Boehnlein et al., 2008; 

Harris et al., 2008) or propose interventions and curriculums (Fung et al., 2008; Kirmayer et al., 

2008), evaluative measures establishing residents’ knowledge base or application of skills are 

lacking. As a result, it is challenging to determine if this needs assessment represents a broader 

population of residents than those participating in the study. However, the number of 

programs identifying the need for cultural training and sharing their programs suggest their 

relevance within their local context. Nationally, the need to address cultural factors in 

psychiatric care was evidenced by the American Association of Psychiatry’s integration of 

cultural formulation in diagnosis in the DSM-IV (American Psychiatric Association, 1994).  

However, the guidance cultural formulations provide has been limited to assessment and not 

the ongoing care provision (Mezzich et al., 2009).  

Finally, the residents were articulate in describing their needs to feel more confident in 

caring for racial, ethnic, and minority patients. They shared their recommendations for didactic 

content, preparatory activities, clinical activities, and resources that would help them feel 

better prepared for patient interactions.  Consistent with the previous reporting, the literature 

addressing psychiatric residents’ cultural competency has focused on program evaluation, not 

resident measures.  Thus, it is difficult to discern if the findings of this needs assessment applies 

to the population more broadly.   

Next Steps 
 

 Based on the findings of this needs assessment, the next chapter presents an applied 

project and dissemination artifacts intended to contribute to the residency training literature 
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integrating cultural competency within psychiatry residency training programs with the aim of 

increasing awareness of residents' need to engage in challenging conversations with racial, 

ethnic, and minority patients.  An intervention adapting the Multidimensional Model of 

Broaching Behavior presented in the “Managing Differences in the Therapeutic Dyad” was 

intended to increase residents knowledge of content, concepts, and strategies to engage in 

challenging conversations to increase their skills.  This is critical as cultural competency 

influences patient-provider relationships (Manzer et al, 2018). By providing an intervention that 

increases residents knowledge and application of skills, a corresponding increase in confidence 

in their skills is hypothesized to ultimately improve the residents’ cultural competency, resulting 

in increased patient engagement in care and improved health outcomes. 
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Chapter 3 

Applied Projects to Address Residents Cultural Competency 
 

In Chapter 1, this author reviewed the literature addressing the sociocultural factors of 

the ecosystem and how health care provider's cultural competency influences LGBTQ patients' 

health care experiences. The impact of sociocultural factors contributing to stigma and the 

resulting implications on health care provider knowledge, attitude, skills, and patients' 

perceptions of bias or microaggressions influence patients' and providers' ability to establish 

trusting, therapeutic relationships (Ciszek, 2019; Eckstrand et al., 2014). Patients' appraisal of 

health care providers' cultural competencies, which are supportive, facilitative, or enabling acts 

specific to an individual's values, beliefs, and lifeways (Leininger, 1991), may serve as a barrier 

or facilitator of treatment (AHRQ, 2014). The effect that health care provider cultural 

competency has on patient care suggested the relevance of its investigation and applicability to 

numerous minoritized populations (Giger et al., 2007).  

As an example, the development of cultural competency is relevant in psychiatric 

residents' psychotherapy training. Through discussions with leaders within the American 

Association of Directors of Psychiatric Residency Training (AADPRT), I learned that education in 

psychotherapy skills that address racial and cultural differences is not explicitly required in 

general psychiatry residency programs – yet both clinical need and resident interest made this 

desirable (A. Ruble & D. Sudak, personal communication, June 30, 2022). Consequently, many 

training program directors would like to add content to their psychotherapy curricula to teach 

supportive psychotherapy skills specific to patients from different cultures (A Ruble & D. Sudak, 
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personal communication, June 30, 2022). However, training directors have identified 

limitations, including constrained faculty time and that programs did not have faculty with 

expertise or experience addressing the challenging racial, ethnic, and cultural issues desired (A. 

Ruble & D. Sudak, personal communication, June 30, 2022).   Furthermore, a curriculum that 

could be easily added to existing therapy training was desired by training directors (A. Ruble & 

D. Sudak, personal communication, June 30, 2022). Awareness of the relevance of cultural 

competency among health care providers on minoritized patient care and psychiatry residency 

training program directors' interest in the topic became the impetus for the needs assessment 

study. Key findings of that needs assessment follow.  

Key Findings of the Needs Assessment 

 

 This author conducted a needs assessment with psychiatry residents, evaluating their 

knowledge, attitudes, and skills in providing culturally sensitive care, which are critical factors of 

cultural competency (Beach et al., 2005). Findings from the assessment of knowledge revealed 

that residents had exposure through their undergraduate and medical school curriculums and 

residency training programs to content that enhanced their understanding of minority stress, 

sexual orientation, gender identity and expression, microaggressions, and intersectionality, 

which is critical knowledge required for cultural competency when working with minority 

populations. However, salient and actionable factors were identified by the needs assessment.  

First, residents needed additional knowledge. They were interested in learning more about the 

local and institutional context and psychiatry's history. The findings supported a need for 

greater knowledge of structural discrimination, intersectionality, and microaggressions that 
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influence residents' ability to provide culturally competent care. Residents shared that despite 

confidence in their knowledge base, it was challenging to translate that knowledge into clinical 

practice.  

Resident attitude data from the needs assessment revealed positive attitudes toward 

racial, ethnic, and cultural minorities.  A positive characteristic of the majority of this cohort, 

ninety-four percent, was an attitude of appreciating the daily experiences and challenges of 

culturally diverse people. The residents shared attitudes of openness, respect, empathy, and 

valuing of others' experiences.  Quantitative data supported that residents found 

microaggressions unacceptable.  However, in a subset of residents, the data also revealed 

attitudes that race did not matter in caring for diverse patient groups. While the data did not 

indicate that this resident cohort was at overall risk for committing microaggressions, 18 % of 

residents failed to recognize the importance of race, and that failure is associated with 

microaggressions (Freeman & Stewart, 2018). Therefore, this subset of residents may be at risk 

for committing microaggressions. In addition, approximately one-third of the residents 

indicated they would only broach racial and cultural issues when introduced by the patient. This 

reluctance to initiate conversations about potentially controversial issues was important since it 

represented what is referred to as a "cultural missed opportunity," meaning that while there is 

an opportunity to explore cultural issues, one does not take advantage of the opportunity 

(Jones & Branco, 2020).  

 Skill was the area of greatest weakness among residents in providing culturally 

competent care in the needs assessment and the most salient and actionable finding.  The most 

informative finding among 63 to 75% of the residents, was that they needed a broader range of 
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counseling strategies in order to address racial, ethnic, and cultural issues with patients, that 

they had difficulty translating their broaching efforts into culturally responsive counseling 

interventions, and that they had difficulty identifying facilitative responses once the client 

began to talk about racial and cultural issues. The residents also provided specific 

recommendations during semi-structured interviews that they perceived as promoting their 

confidence and application to practice, such as for didactic content, preparatory activities, 

clinical activities, and resources needed in their training.   

 These findings informed this chapter in which theoretical and conceptual models that 

address these gaps in knowledge and skills are reviewed. Additionally, this chapter presents the 

applied project, a grant application to the American Board of Psychiatry and Neurology, and 

additional dissemination artifacts of this dossier are presented. Finally, this chapter reflects 

upon my doctoral journey and future professional directions and applications.    

Overview of Models and Resources 

In this section, the author reviewed the literature about key theories and conceptual 

models relevant to psychiatric residents care of diverse patients and the status of currently 

available national and residency training program resources. Transformational learning, cultural 

competence, and a model of broaching behaviors were models critical in addressing the 

underlying sociocultural factors central to inequity in health care experiences and residents' 

ability to provide culturally competent care.  Therefore, they were models that guided applied 

projects addressing the problem of practice of focus in this dossier. 
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Theoretical Models 

The traditional perspective of knowledge, narrow in scope, demonstrated a lack of 

sophistication, failing to recognize that it is not solely exposure to educational content that 

produces learning but the environment and prior learning that creates opportunities for the 

advancement of knowledge (Hailikari et al., 2008). A change in approach was essential if 

residents were to become responsive to individual needs and facile in managing complex 

situations and clinical encounters. Residents required knowledge of history and sociology that 

influenced their perspectives and awareness of their preconceived knowledge and expectations 

(Gee, 2008) that contribute to the sociocultural view of learning (Lim & Renshaw, 2001). 

Residents required this knowledge as these factors have contributed to inequities in minority 

patients' experiences. Equally important was the alliance between mental representations and 

power and the significant impact of prior knowledge and experience on acquiring knowledge. 

Residents needed an appreciation of how their mental representations and positionality 

impacted their care of minority patients. Transformative learning theory was relevant in 

addressing these factors and psychiatric residents' challenges in providing culturally competent 

care to diverse populations.  

Transformational Learning Theory  

 Transformational learning theory was among the most relevant theories in creating 

opportunities for residents to learn how underlying sociocultural factors influenced their 

preconceived ideas and beliefs that impact their care and interactions with minority patients.  

Transformational learning enables autonomous thinking and allows learners to evaluate the 

concepts, values, and conditioned responses accepted as their frame of reference and 
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worldview (Mezirow, 1997). A frame of reference consisted of "habits of mind" or general 

predispositions, while a "point of view" were specific schemes, beliefs, attitudes, and values 

that informed interpretations.  (Mezirow, 1997, p.5). Learning occurs when one encounters a 

disorienting dilemma. As a result of this encounter, schemes were challenged, evaluated, and 

their perspectives transformed by self-awareness and reflecting on their bias (Mezirow, 1997).  

Therefore, it was selected as the conceptual model at the foundation of the applied projects 

proposed.  This model encouraged encounters with information foreign to past learning 

experiences, such as patients' encounters with discrimination and the secondary consequences 

in their lives.  When residents confronted a patient situation countering their past learning, it 

increased self-awareness of perceptions and practices required for health care providers to 

practice with cultural competency. One of the strengths of the Transformational Learning 

Theory model was that each learner was unique, resulting in individualized interaction and 

response to curriculum content.  This unique, individual experience meant there was not one 

“habit of mind” that was challenged, but learners were encouraged to reflect on their values, 

beliefs, and worldviews and to challenge them when confronted with opposing views or 

experiences.  Transformational Learning Theory provides the prerequisite knowledge to 

developing cultural competence, self-awareness, and awareness of one's values, beliefs, and 

biases and how they are expressed in interactions (deGuzman et al., 2016).  

Conceptual Models 

Cultural Competence 

 

Cross's (1989) seminal work defining culturally competent systems of care introduced a 

framework that emphasized the need for awareness of cultural attributes and strengths to 
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provide adequate care to all populations. This framework was initially applied to address the 

health of black, indigenous, and people of color (BIPOC) children with mental health issues 

(Cross, 1989).                                                                                                                                                                                                                                                                                                                                                                                                                

Given the philosophy of culturally competent care embraced the complexity of individuals and 

their behaviors, recognized the critical role of culture in people's lives, and promoted health 

care provider understanding of how patients' cultural experiences influenced care and 

treatment decisions (Cross, 1989), its relevance extended to other groups.   

Cross (1989) described cultural competence as a "set of congruent behaviors, attitudes, 

and policies that come together in a system, agency or among professionals to work effectively 

in cross-cultural situations."  Leininger (1991) further described cultural competency as based 

on the conceptualization as "...cognitively based assistive, supportive, facilitative, of enabling 

acts or decisions that are tailor-made to fit with individual, group, or institutional cultural 

values, beliefs, and lifeways in order to provide or support, meaningful, beneficial, and 

satisfying healthcare or well-being services" (p.49). This conceptualization suggests that cultural 

competency focuses on the patient's sociocultural characteristics and was not driven by specific 

illness presentations, regardless of where within the healthcare system or from whom diverse 

patients seek care. In other words, not all patients with a specific diagnosis should be treated 

the same. While all patients should receive the same standard of care, the clinical approach 

should differ. In care, this may be illustrated with an example of two patients diagnosed with 

Bipolar Disorder who are nonadherent with their medications. Imagine one patient is an 

affluent White artist who refuses their medication, believing it impairs their creativity. The 

second patient is an economically disadvantaged African American who does not take their 
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medication as they prioritize other living expenses above their health. Clinicians may approach 

conversations with the same objective, educating patients about the importance of their 

medications and the risk associated with failing to take them. However, the conversations will 

differ in content due to the patient's underlying sociocultural factors, beliefs, and values. These 

conversations and sensitivity to individual patients' experiences are essential in addressing 

underlying sociocultural factors that influence their health behaviors and outcomes.   

Several cultural competency frameworks emphasized health care providers' cultural 

awareness, knowledge, and skills, requiring candid reflection and awareness of these factors, 

which are the core of cultural competence (Cross, 1989; Campinha-Bacote, 2002; Vaccaro & 

Koob, 2019). Cultural competency extended beyond cognition and affect, which can be thought 

of as knowledge and attitude, to include behavioral learning or skills (Gronholm et al., 2017). 

For health care providers to meet the needs of diverse individuals in culturally responsive ways, 

emphasis on cultural attributes and strengths and candid reflections and awareness were 

central to providing culturally competent care (Cross, 1989; Vaccaro & Koob, 2019).  

Providing culturally competent care required developing intercultural understanding 

that involves cognitive and affective domains and dimensions of knowledge, attitudes, skills, 

and behaviors (Perry & Southwell, 2011). Cognitive aspects of intercultural understanding 

encompassed knowledge of one's culture and the similarities and differences with others, while 

the affective response was one's emotional response that influenced one's cultural sensitivity 

(Perry & Southwell, 2011). To promote improved healthcare engagement and experiences, 

healthcare providers must provide knowledgeable, culturally responsive care. An understanding 

that acknowledges and incorporates culture, is vigilant in understanding the dynamics around 
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differences, expands knowledge of the culture, promotes awareness, and adapts services to 

meet unique health care needs (Betancourt, 2003) was needed to counteract obstacles diverse 

patients encounter in care.  

To develop cultural competency, health care providers established a foundational 

appreciation using the "dynamics of difference" (Cross, 1989, p.20). This confrontation with 

difference parallels the disorienting dilemmas introduced by Mezirow (1997). This sensitivity to 

patients' cultural values and beliefs enabled providers to intervene to convey understanding 

and validation (Cross, 1989; Rychly & Graves, 2012). Therefore, when evaluating existing 

resources, it was important to consider if they created opportunities for residents to challenge 

their existing thoughts and beliefs and next to evaluate the organizing structure to guide such 

conversations.  

Model of Broaching Behaviors 

 

The discrepancies between an increasingly diverse society and healthcare providers 

composed primarily of those descending from White Europeans created opportunities for 

schisms (Vontress, 1996) and premature termination in care (Sue & Sue, 2003) and necessitated 

the need for open and continuing dialogue related to racial, ethnic, and cultural differences. 

Sociopolitical factors, such as poverty, the chronic stress of social exclusion and marginalization, 

and health care inequalities, contributed to health disparities (Marmot, 2005) and impacted 

relationships between patients and those who treated them (Office of Disease Prevention and 

Health Promotion, n.d.). In 2007, Day-Vines coined the term "broaching" to refer to "deliberate 

and intentional efforts to discuss those racial, ethnic, and cultural concerns that may impact the 
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' client's presenting concern" (p.107).   Strategies were developed to address the multiple 

dimensions in which these issues were expressed (Day-Vines et al., 2007).  

 A multidimensional model of broaching behavior and curriculum was developed for 

counselors to address racial, ethnic, and cultural concerns with sensitivity and awareness of 

power dynamics and positionality, acknowledging that racism and discrimination impact 

minorities (Day-Vines, 2007, 2020). The first component of the multidimensional model, the 

intracounseling dimension, addressed the interpersonal dynamics in the patient-provider 

relationship related to race, ethnicity, and gender. This acknowledgment communicated to 

patients that these concerns were appropriate to discuss within the therapeutic dyad, and the 

treating clinician was receptive to these conversations. It also presented an opportunity for the 

clinician to demonstrate cultural humility, openness, and respect for those they treat. The 

therapeutic relationship and connection were fostered by exploring these relational dynamics 

that can result in cultural miscommunication. The second dimension of the model addressed, 

intraindividual, recognized the complexity of the individual's intersectional identity dimensions, 

such as their race, gender, sexuality, social class, ability, group membership, and how power 

and privilege pervade these dimensions. In this dimension, the clinician fostered an 

understanding of how identity dimensions and interactions influenced their experiences, 

worldview, and health care concerns (Day-Vines et al., 2020). The third dimension presented 

was Intra-Racial-Ethnic-Cultural (REC) concerns, which addressed the issues that arise between 

people within groups they are a member. These issues were critical as patients may have 

beliefs, values, and behaviors that differ from the larger cultural group. The fourth dimension of 

the model presented, Inter-Racial-Ethnic-Cultural (REC), explored how sociopolitical forces such 
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as racism, oppression, and discrimination affect individuals. However, it was important to 

demonstrate that the model achieved the objective and increased patient-provider interactions 

about the challenging racial, ethnic, and cultural concerns.  

 To explore the effectiveness of Day-Vines (2020) broaching multidimensional model, 

500 members of the American Counseling Association, a random stratified sample, were invited 

to participate in a survey exploring their openness to discussing issues of race, ethnicity, and 

culture (Day-Vines et al., 2021). There was a 44% response rate to the survey, of which 210 

were usable, thereby adjusting the response rate to 42%. The survey findings supported a four-

factor model of broaching behaviors: avoidant, continuing/incongruent, integrated/congruent, 

and infusing. Broaching behaviors were on a continuum and non-linear, indicating that 

counselors could simultaneously operate in more than one category. Broaching behaviors 

ranged from avoidant, characterized by redirecting conversations to neutral topics, to 

continuing/incongruent when they were more receptive to broaching but lacked the verbiage 

to broach effectively or have more nuanced conversations. Integrated/congruent broaching 

efforts reflected an awareness of sociopolitical realities, the implications of these to the 

patient's experience, and the ability to engage in a dialogue. Infusing broaching behaviors were 

reflected in actions advocating for social justice. 

 Similarly, Zhang and Burkard (2008) conducted an exploratory study of the impact of 

client and counselor discussions of racial and ethnic differences. Sixty-six clients were surveyed, 

and 51 responded. White counselors who discussed racial and ethnic differences were 

perceived by their clients of color as more credible, and their clients reported a stronger 

working alliance with them. A multivariate interaction effects was found, F (2, 45) = 6.59, p< 
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.00, η2= .23, and the univariate F test reported statistically significant client ratings of counselor 

credibility F(1,  46)  =  9.41,p<  .004,η2 = .17, and for the working alliance, F(1,  46)  =  10.00,p<  

.003,η2 = .18 (Zhang & Burkard, 2008). This study’s finding that counselors who discussed racial 

and ethnic issues were more credible and produced a stronger working alliance supported 

interventions that provide skills to have those conversations.  

While it was generally recognized that health care providers are attempting to become 

more knowledgeable and culturally competent in caring for diverse patient populations (Beach 

et al., 2005; Butler et al., 2016), curriculums with complex integration of knowledge, attitude, 

and skills that enhance effective interactions across cultures (Andrews, 2003; Kripalani et al., 

2006) were rare. Progress and limitations coexisted in addressing healthcare providers' and 

medical residents' cultural competency. While there is an agreement regarding the need for 

and value of cultural competency training, a standardized curriculum was not promoted 

(Margolies et al., 2014). Kilicaslan and Peterakis (2019) concluded that no standard curriculum 

should be promoted, given that the learning needs related to best practices were informed by 

the individual staff and the healthcare system in which they practice. However, nationally 

recognized resources exist and were explored for their applicability to dossier projects.  

Cultural Competency Resources 

 There are many resources available that promoted cultural competence.  Leading 

national organizations addressing cultural competency included the Department of Health and 

Human Services, which offered Clear Communication: Cultural Competency information from 

the National Institute of Mental Health, Cultural and Linguistic Competency, and Think Cultural 

Health e-Learning programs from the Office of Minority Health (SAMHSA, 2022). The Substance 
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Abuse Mental Health Services Administration provided resources for developing cultural 

competence in disaster mental health, for treatment of specific diverse patient populations 

with substance abuse, or for those who identify as LGBTQ (SAMHSA, 2003; SAMHSA, 2012; 

SAMHSA, 2022). The National LGBTQIA+ Health Education Center (2021) offered learning 

resources specific to sexual and gender minorities, although relevant to broader populations. 

These leading resources addressed cultural competency at different levels of the system.  

The Clear Communication resource promoted by SAMHSA identified National Standards 

for Culturally and Linguistically Appropriate Services in Health and Health Care (SAMHSA, 2022). 

This resource defined the standard to "provide effective, equitable, understandable, and 

respectful care and services that are responsive to diverse cultural health beliefs and practices, 

preferred languages, health literacy, and other communication needs," addressing health 

disparities, organizational governance, leadership, and workforce training, and continuous 

quality improvement (Health and Human Services, n.d.). While this resource was valuable at the 

organizational level, it did not offer resources at the level of practitioners that improved one's 

cultural competence in patient interactions. The SAMHSA resources included impactful 

historical events, the social and political factors that affect health, the dynamics between 

federal, state, local, public and private sectors, and interactions between patients and those 

who care for them. This resource was helpful as it provided the historical and sociopolitical 

context required as the foundation for cultural competency, but it lacked in fostering specific 

cultural competency skills at the individual level.  

 The National LGBTQIA+ Health Education Resource Center provided educational 

programming at the individual level via a Federally Qualified Health Center, Fenway Health, 
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founded in 1971 (Fenway Health, 2022).  The Fenway Institute was launched in 2001 to ensure 

cultural competence in health care through research, evaluation, education, and policy 

advocacy (Fenway Health, 2022) for LGBTQIA+ populations. Learning modules, videos, and 

webinars were available upon registration, with many continuing education programs available 

free of charge.  While the educational content focused primarily on sexual and gender 

minorities, some content related to intersectionality and specific cultural groups was relevant 

to broader audiences. However, the educational content offered by this center alone was 

insufficient for cultural competency training for psychiatry residents.  

Cultural Competency Resources for Psychiatric Residents. The national organization for 

residency training programs, the Accreditation Council for Graduate Medical Education 

(ACGME, 2022), has launched resources through their Equity Matters initiative to addresses 

antiracism practices. The organization's members have developed video resources to expose 

inequities, power, and privilege, naming and acting against racism, content specific to 

minoritized groups, and intersectionality (ACGME, 2022). The status of cultural competency 

training within psychiatry residency training programs was diverse. Differing methodologic 

approaches were utilized and are summarized in Appendix L. Programs were explored to 

evaluate their potential to contribute to dossier projects. The programs were reviewed to 

develop an understanding of content, interventional strategies, and evaluation methods and to 

determine if the content applied to resident learning needs identified in the needs assessment.  

 Earlier, the need to review cultural competency programs through the lens of a 

therapeutic relationship and cultural humility was addressed.  The cultural competency 

programs for psychiatry residents reviewed did not address therapeutic relationships or cultural 
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humility, but some programs incorporated content to increase self-awareness.  This promotion 

of self-awareness was demonstrated in self-reflection (Hansen et al., 2013), implicit bias 

training (Medlock et al., 2017), and cultural sensitivity (Harris et al., 2004). However, other 

cultural competency programs took an alternative approach that aligned with medical or public 

health models such as Boehnlein and colleagues (2008) program that discussed topics such as 

diagnosis and treatment of specific cultural groups, cross-cultural psychopharmacology, 

epidemiology of illness, and legal perspectives.  The medical perspective was also evident in Lim 

and colleagues (2010) cultural formulations. Harris and colleagues (2008) program captured 

both elements of self-awareness and a medical model as concepts presented spanned the 

recognition of transference and countertransference, cultural humility but also addressed 

content consistent with a medical model such as cultural genograms and explanatory models of 

illness (Harris et al., 2008). Consistent across all programs was the need for residents to develop 

cultural competency skills to work effectively with patients from racial, ethnic, and cultural 

minorities regardless of the methods and strategies selected.   

 Presentation of didactic content was the most predominant methodology of instruction. 

Some programs included clinically integrated experiences, while others used alternative 

techniques such as case studies for residents to apply skills during the training session. These 

findings were consistent with the methods used in the “Managing Differences in the 

Therapeutic Dyad” seminar discussed in Chapter 2.  Therefore, the dossier projects integrated 

this instructional approach to be consistent with the standard practice in residency training 

programs.  
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 Evaluation of cultural competency programs was variable.  Some programs did not 

report an evaluation (Hansen, 2018; Harris, 2004; Lim, 2010). The absence of program 

evaluation was validated by a qualitative study of 20 faculty members with extensive 

experience teaching culturally relevant topics, as only three instructors had conducted formal 

evaluations (Hansen et al., 2013). Many programs reviewed reported overall satisfaction with 

the program (Kirmayer et al., 2008; Beder et al., 2015; Medlock et al., 2017).  For example, 

Boehnlein and colleagues (2008) inquired about residents' perceptions of their supervision and 

support, satisfaction with their role as a resident, and how well the program was run. Similarly, 

Fung and colleagues (2008) were interested in their presenters' skills and ability to present on 

the topic and its clinical significance. Harris et al. (2008) reported on 15 of 22 residents who 

completed the pre-post course questionnaire and found an increase in multicultural knowledge 

and skills in 70% of the items and an increase in clinical application in 57% of the items. This 

finding was consistent with the findings reported in Chapter 2 and supported residents' 

requirements for additional support in translating knowledge and skills to clinical practice.  

 The reviewed resources represented the awareness of the federal government, national 

organizations, and residency training programs of the complexity of issues surrounding the care 

of racial, ethnic, and cultural minority patients.  The resources developed responded to needs 

identified at the various levels of the ecosystem. However, despite the numerous resources 

vetted and promoted by the federal government or national organizations addressing cultural 

competence, there remained a gap in resources that educate health care providers, and more 

specifically psychiatric residents, on how to have challenging conversations related to racial, 
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ethnic, and cultural concerns that impacted care and the development of therapeutic 

relationships. 

Therapeutic Relationships 
 

Therapeutic relationships are the context in which interactions occur in health care. In 

medicine, therapeutic relationships were described as therapeutic alliances. Therapeutic 

alliance in therapy can be traced to concepts introduced by Freud's writing on positive 

transference and Roger's assertions of the therapist's ability to be empathetic and congruent 

(Horvath & Luborsky, 1993). Complicating relationships in psychiatry were the recognition of 

power imbalances been physicians and patients, the depth of personal disclosure by patients 

and their potential vulnerability, and issues of transference and countertransference (Lapid et 

al., 2009). Racial and cultural differences between clinicians and patients and their 

interpersonal dynamics influenced therapeutic relationships (Vasquez, 2007). Cultural 

misunderstandings and miscommunications threatened the alliance between physicians and 

their patients (American Psychological Association, 2003). People of color commonly 

experienced slights and offenses and, as a result, "edit(ed)" their responses (Vasquez, 2007). 

Cross-cultural encounters were "rife with missed empathetic opportunities" due to patients' 

reluctance to disclose or clinicians' avoidance of addressing racial, ethnic, sexual, gender, 

socioeconomic, or ideologic differences (Comas-Diaz, 2006). The concept of therapeutic alliance 

has now been extended to refer to the strength of the collaborative relationship between 

patients and therapists (Summers & Barber, 2003). Specific recommendations to address 

culture within the therapeutic relationship included "understanding the client's voice, 

developing trust and credibility, and promoting cultural empathy" (Vasquez, 2007, p. 882). A 
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concept commonly paired with cultural competence was cultural humility. Cultural humility was 

particularly important given that it is the lifelong commitment to self-evaluation and critique to 

redress the power imbalance in the physician-patient dynamic and to develop mutually 

beneficial and non-paternalistic partnerships (Tervalon & Murry-Garcia, 1998, p.123). 

Therefore, the strategies promoted within cultural competency programs for psychiatry 

residents were reviewed considering the lens of the therapeutic relationship and cultural 

humility. Therapeutic alliances were critical to interviewing patients and their successful 

outcomes, yet few articles addressed approaches to developing that alliance based on trust, 

respect, and empathy (Cheng, 2007).  

 In summary, the needs assessment findings reported in Chapter 2 and this review of 

models and cultural competency programs supported that knowledge and mastery of skills are 

among the most pronounced and actionable focus for intervention to promote cultural 

competence and therapeutic relationships. The literature presented earlier in this chapter 

demonstrated that educational interventions to address residents' development of 

interpersonal and communication skills to address racial, ethnic, and cultural differences 

utilized diverse approaches.  Residency training programs have provided didactic instruction, 

experiential groups, clinical and field observation and experiences, case studies, and cultural 

diagnostic formulation exposure, but none focused on skill development specifically to address 

communicating with cultural awareness, sensitivity, or within psychotherapy. Therefore, the 

proposed projects presented will address this gap within psychotherapy training. 
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Applied Project- Grant Proposal 
 

  To meet the final requirement of this applied dissertation, dossier projects needed to 

reflect originality, individuality, and rigor (Mauch & Park, 2003) to address the educational 

needs of psychiatric residents. In general psychiatry training programs, education in 

psychotherapy skills that address racial and cultural differences was not required. However, the 

Accreditation Council for Graduate Medical Education (ACGME) recently adopted psychiatry 

training core professional competencies and sensitivity to diverse patient populations (ACGME, 

2022). Psychiatrists in my collaborative working group consisted of Dr. Anne Ruble and Dr. Hal 

Kronsberg from Johns Hopkins University School of Medicine, Department of Psychiatry 

Residency Training Directors, and Dr. Donna Sudak, Vice Chair for Education at Drexel 

University.  These psychiatry leaders learned through their participation in the American 

Association of Directors of Psychiatric Residency Training that despite many program directors 

wanting to add cultural content to their psychotherapy curricula, faculty time to develop such a 

curriculum that builds resident supportive therapy skills for culturally diverse patients is limited. 

Furthermore, not all programs have faculty with expertise.  

Therefore, the idea to develop and disseminate a curriculum that could be easily added 

to existing therapy training was pursued as my applied project. More specifically, the gap in 

psychotherapy training curriculums became the impetus for a grant application I wrote in 

consultation with several faculty members. Although the curriculum of the dossier was not 

original, its application to psychiatric residents represented an approach that was considerably 

different from those used in residency training. Adapting the curriculum's application to 
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psychiatric residents required individualization to meet the unique learning needs of the 

residents.  

 I began the process by researching potential funding sources and selecting a funding 

mechanism that my grant idea matched the agency's funding interest. I found that the 

American Board of Psychiatry and Neurology (ABPN) had a request for applications for the 

"ABPN Research Award (that) support(ed) research projects related to the mission of the ABPN, 

which is to promote and assess the competency of psychiatry and neurology candidates for 

initial and continuing certification" (ABPN, n.d.). I then presented the funding opportunity to my 

collaborative working group, including Dr. Norma Day-Vines, a Johns Hopkins School of 

Education counselor educator. I proposed the development of an e-learning resource that 

adopted the Multidimensional Model of Broaching Behaviors developed by Dr. Day-Vines. The 

application of the model required adaptation to incorporate needs assessment feedback and to 

recognize that psychiatrists treat acutely ill patients. I proposed to write the entire grant 

application and make revisions based on the collaborative group's feedback. The grant 

guidelines required submission from an ABPN member psychiatrist, but I committed to leading 

and executing the grantsmanship of the proposal. The grant which was approved by the Johns 

Hopkins School of Medicine Office of Research Administration and submitted by Dr. Anne Ruble 

is in Appendix M. 

Aims and Methods 

 

The grant aimed to create and disseminate a standard curriculum on how to have 

challenging conversations about race, ethnicity, and culture, a critical topic currently taught in 
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only a minority of residency programs. The goal of the grant was to increase supportive 

psychotherapy skills in broaching racial, ethnic, and cultural issues among psychiatric residents 

based on Day-Vines (2007) Multidimensional Model of Broaching Behavior theoretical model. It 

addressed factors related to historical events, cultural conflict, sociopolitical realities, power 

dynamics, and positionality. The goal was to increase supportive psychotherapy skills in 

broaching racial, ethnic, and cultural issues among psychiatric residents. These skills included 

(1) identifying interpersonal dynamics between the psychiatrist and the patient that impacted 

the effectiveness of supportive psychotherapy, (2) processing the varied social identities and 

power relationships that influenced the patient's experience,  (3) recognizing within social 

group member concerns stemming from race, ethnicity, and culture, (4) exploring the impact of 

sociopolitical forces such as racism, oppression, and discrimination on individuals, and (5) 

developing skills to broach racial, ethnic, and cultural issues with clients in a consistent and 

ongoing manner, thereby improving the achievement of ACGME milestones related to 

interpersonal and communication skills and psychotherapy. We expected these skills to further 

improve patient outcomes in psychotherapy.  

Project Innovation 

Introducing broaching within supportive psychotherapy to intentionally address race, 

ethnicity, and culture issues in care was an innovative alternative to traditional training 

approaches. Encountering racial, ethnic, and cultural differences is common when addressing 

health issues, treatment, and access to healthcare in minority populations. Addressing race, 

ethnicity, and cultural concerns increase patients' willingness to self-disclose and adhere to 

treatment (Thompson & Jenal, 1994, Zhang & Burhard, 2008), so such training was anticipated 
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to improve outcomes. Residency training directors currently have no broadly available training 

programs or systematic data reporting on residents' effectiveness in addressing race, ethnicity, 

and cultural issues. 

The grant proposal took a novel approach to educate residents about broaching, 

utilizing e-learning. Because residency directors indicated that they lacked local experts to 

teach this topic – but still wanted to offer classroom sessions led by a non-expert facilitator – 

each module was proposed to be structured in a unique hybrid fashion, with four types of 

materials: 1) video modules addressing the dimensions of broaching that included a) 

intracounseling, the interpersonal dynamics between the psychiatrist and patient, b) intra-

individual, the varied social identities within an individual influencing their experience, c) intra-

racial, ethnic, and cultural, concerns within the group who share their social identities, and d) 

inter racial, ethnic, and cultural, the sociopolitical forces that affect individuals (Day-Vines et al., 

2021); 2) classroom materials (downloadable guides for trainee and facilitator, designed to be 

used in a classroom session led by a local facilitator); 3) self-study materials (readings); and, 4) 

self-assessment guides.    

Given the substantial burden of health care disparities among minorities, the low cost of 

delivering this intervention, and the potential to improve care, a trial designed to evaluate the 

intervention's effectiveness was presented in the grant as a good investment. By proposing 

electronic dissemination to residency programs, the supportive psychotherapy broaching 

curriculum would be cost-effective and sustainable with the potential for widespread 

dissemination, given that the professional quality videos, recommended course readings, 

curriculum resources, and training guides would be freely available via the web.  
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Impact Evaluation Plan 

 As specified in the grant application, we planned to recruit study sites representing 

national diversity through AADPRT and anticipated a minimum of 8 participating sites. Pre- and 

post-surveys of residents utilizing the Broaching Attitudes and Behavior Survey (BABS) (Day-

Vines et al., 2013) and a researcher-developed survey to assess the effectiveness of the 

educational intervention and their experience using the curriculum would be collected from 

residency directors and residents.   

Budget  

 The budget for the grant proposal was $100,000. The budget supported no in-direct cost 

or salary expenses. The budget exclusively supported dissemination, including infrastructure 

costs to design and host a website and video production for training modules that would 

present the multidimensional broaching model within the context of supportive psychotherapy. 

Outcome  
 

 The grant was recently reviewed, and feedback is pending. However, the funding 

announcement for 2022-2023 grant recipients revealed that awards went to other applicants. 

One award went to an Associate Professor and Director of Faculty Diversity at UC Davis, and a 

second award went to a Professor among the leaders at Harvard's Department of Psychiatry 

(ABPN, n.d.). Details of the grants awarded are not currently available. I plan to review those in 

the future to understand how subsequent funding proposals may be improved. Regardless, 

pursuing this grant was a positive learning experience that contributed to my professional 

development, which will be applicable when I seek future funding opportunities.  
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Despite the lack of funding from the American Board of Psychiatry and Neurology to 

pursue my applied dissertation project, I am exploring alternative internal institutional and 

departmental mechanisms to continue this work. I have also pursued opportunities to share the 

findings from my needs assessment to broaden awareness of the need. 

Dissemination Artifacts 
 

While the body of literature addressing the need to train residents in transcultural 

psychiatry and cultural competency (Boehnlein et al., 2008; Harris et al., 2008) or proposing 

interventions and curriculums (Fung et al., 2008; Kirmayer et al., 2008) has been acknowledged, 

evaluative measures establishing residents' knowledge base or application of skills was lacking. 

As a result, a determination if the needs assessment findings previously presented represented 

the broader population of residents could not be made. Therefore, it was important to 

contribute to this gap in knowledge in the residency training cultural competency literature. 

Two strategies were selected to disseminate the findings of the needs assessment. The first 

strategy was submitting an educational case report to Academic Psychiatry. The second was a 

presentation proposal of "Broaching: The Development of a Curriculum to Address Racial, 

Ethnic, and Cultural Factors for Psychiatry Trainees" at the 23rd World Congress of 

Psychotherapy. Additional details on these two strategies are provided below.  

Educational Case Report 

 I approached my collaborative working group, which consisted of Dr. Anne Ruble, Dr. 

Donna Sudak, and Dr. Norma Day-Vines, and shared my intent to explore the publication of the 

findings of the retrospective analysis I completed of the "Managing Differences in the 
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Therapeutic Dyad" seminar data. They were supportive of my plan, and the psychiatrist 

recommended that I explore Academic Psychiatry, which is the leading journal in academic 

psychiatry education. The journal represents the American Association of Chairs of 

Departments of Psychiatry, the American Association of Directors of Psychiatric Residency 

Training, the Association for Academic Psychiatry, and the Association of Directors of Medical 

Student Education in Psychiatry (Springer Nature, 2022). I chose to submit an educational case 

report, defined by Academic Psychiatry as a practical and analytical report of a particular 

applied teaching practice that includes outcome data (Springer Nature, 2022). The journal was 

also selected due to its ability to reach the intended audience, residency training directors in 

psychiatry. In the manuscript planning stages, I was identified as the first author with the 

primary responsibility for writing and submitting the manuscript. Dr. Ruble was the last author.  

I submitted a manuscript describing the conceptual framework for preparing residents 

to broach racial, ethnic, and cultural factors with patients in supportive psychotherapy (Cogan 

et al., 2022). The article recognized the need to address social determinants of mental health 

and introduced the multidimensional model of broaching behavior developed by Day-Vines et 

al. (2007) and its unique application and adaptation in encounters with psychiatric patients. It 

was hypothesized that this curriculum would increase residents' confidence in navigating racial 

and other cultural differences within the psychotherapy dyad. The implementation of the 

curriculum with voluntary participation of second-year psychiatry residents at two residency 

training programs was described. The impact of the curriculum was assessed with quantitative 

and qualitative data. Statistically significant findings suggested that the seminar taught 

residents skills to broach diversity differences within the context of supportive psychotherapy. 



 
 

142 
 

However, conclusive findings could not be reported as the survey responses were not 

adequately powered. While these findings were encouraging, readers were reminded that 

results needed to be interpreted cautiously given the small sample size, potential bias among 

participants, and need for replication. Despite these limitations, future educational 

interventions may build upon this initial effort to present a broaching model that can improve 

residents' comfort and skills by directly addressing racial, ethnic, and cultural issues with 

patients. The manuscript concludes that it is critically important that physicians develop skills to 

engage in meaningful conversations with diverse patients about their lived experiences and 

their impact on their health care. Educational efforts that foster cultural sensitivity, humility, 

and respect can be used to strengthen skills and foster more robust therapeutic alliances. 

Appendix N includes the manuscript that is under review. If accepted for publication, it will 

increase awareness among residency training directors and contribute to the gap in the 

literature.   

Recognizing the limitations of cultural competency interventions with psychiatric 

residents, it was also important to consider other mechanisms to disseminate findings. 

Therefore, in meetings with my collaborators, I suggested and then submitted a conference 

proposal.   

World Congress of Psychotherapy Proposal 
 

 My second research dissemination artifact was to organize and submit a conference 

presentation proposal to the World Congress of Psychotherapy. I was the lead author of the 

proposal submission. In consultation with Dr. Anne Ruble, Dr. Norma Day-Vines, and Dr. Donna 
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Sudak, the group consensus was that I explore presentation formats, then present findings and 

my recommendations. I explored presentation formats for the meeting, including symposiums, 

case conferences, interactive workshops, paper sessions, and oral communication, and 

concluded that the symposia option best suited the content we wished to communicate. I 

drafted the abstract for the proposal and conference proposal application and shared it with 

my collaborators. Upon review, Dr. Norma Day-Vines provided additional references and 

suggested edits to the introductory paragraph. Drs. Ruble and Day-Vines committed to present 

at the Congress, but Dr. Donna Sudak indicated she would not be able to participate due to 

previous commitments. Given that the symposia required four speakers, the potential 

contribution of a learner perspective was addressed, and a psychiatric resident, Dr. Clio 

Franklin, was invited to join the symposia. 

 The abstract submitted for the conference symposium follows:  

Research indicates that a mental health provider's consideration of racial and cultural 
factors in the experiences of minoritized clients enhances provider credibility, the depth 
of client disclosure, a willingness to return for follow-up sessions, and more favorable 
treatment outcomes (e.g., Knox, et al., 2003: Sue & Sundberg, 1996). Inattention to 
issues of race and ethnicity can perpetuate cultural bias by imposing a dominant cultural 
imperative on minority clients (Constantine & Sue, 2005; Helms & Cook, 1999). Research 
has shown that clinician behavior impacts cultural concealment or instances in which 
clients withhold intimate information about their social and cultural identities or about 
their encounters with oppression and marginalization results in less effective treatment 
outcomes, compared to those who were more forthcoming about their cultural values 
and viewpoints (Drinane, et al., 2018). A review of the literature showed that no 
currently existing psychotherapy curricula explicitly addresses the skills to broach racial, 
ethnic, and cultural issues or the nuance of intersectional dimensions of the patient's 
experience. 

Dr. Ruble will discuss the creation of a broaching curriculum designed to teach 
psychiatric residents the skills to have challenging conversations about race, ethnicity, 
and culture within the context of supportive psychotherapy. Participants will learn from 
Dr. Day-Vines about an empirically supported multidimensional model of broaching 
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behaviors with corresponding case illustrations and videotaped demonstrations of skills 
used in the exploration of patients' culture-specific concerns. Data from the mixed-
method analysis of the program implementation will be presented by Ms. Cogan. 
Teacher/learner perspectives will be shared by Drs. Ruble and Franklin. 

 

The symposium proposal was accepted. We present at the 23rd Congress of 

Psychotherapy on February 10th, 2023, in Casablanca, Morocco, to an audience of health care 

professionals, including psychiatrists, other physicians, nurses, social workers, counselors, and 

other health care workers (Ruble et al., 2023). I am the symposia organizer and liaison with the 

World Congress of Psychotherapy Scientific Committee Chair. 

Summary 

This chapter briefly summarized the literature review, key findings of the needs 

assessment, relevant theoretical and conceptual models that were the foundation of this 

dissertation applied project, the grant application to the ABPN, and supporting dissemination 

artifacts. Health care providers' cultural competencies, the supportive, facilitative, and enabling 

acts that are specific to a patient's values, beliefs, and experiences (Leininger, 1991), and their 

importance in facilitating or hindering treatment (AHRQ, 2014) were critical to the project. 

Given the review of cultural competency programs for psychiatry residents found that some 

programs are identifying and responding to this learning need but that no programs focused on 

developing communication skills, specifically the ability to broach racial, ethnic, or cultural 

differences, this was a critical need.  

The dossier projects responded to the gap in cultural competency programs within 

psychiatry residency training, focusing on developing abilities to communicate about 
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challenging issues of race, ethnicity, and culture. The introduction of broaching and its 

integration within supportive psychotherapy training was innovative. The dossier projects 

selected attempted to increase awareness of the racial, ethnic, and cultural factors impacting 

the care of diverse patients, respond to residents learning needs identified through the needs 

assessment, and advance residents' cultural competency by proposing the development of a 

nationally available curriculum and resources through a manuscript, conference presentation, 

and a grant proposal.      

Reflection on Doctoral Journey 

  As I contemplated my goals and intentions as I began this process, I did not appreciate 

the significant barriers I would encounter, whether secondary to the evolving circumstances 

within the institution or the pandemic. My initial intention was to transition the Adolescent 

Depression Awareness Program (ADAP), an educational program that provides high school 

teachers training in the depression awareness curriculum. I planned to alter the program from 

in-person to on-line training to support broader dissemination. I hoped to develop an 

understanding of adult learning and then leverage technology platforms to support learning to 

achieve the educational objectives of ADAP. However, funding to support the transition from 

in-person to online learning was received sooner than anticipated, and the project was able to 

advance at a rapid pace. Thus the transition was underway as my doctoral coursework began. 

Regardless, I intended to pursue the expansion of the ADAP curriculum content. Through my 

literature review, I found that sexual and gender minority youth were at great risk for suicide, 

so my problem of practice became focused on this at-risk group. As I began negotiating my 

needs assessment within a school district in Texas, progress was thwarted by the COVID 
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pandemic. Soon thereafter, a colleague within the School of Medicine shared their concern 

about a recent complaint regarding the care of sexual and gender minority students. Thus, my 

problem of practice's focus transitioned to health care providers' ability to provide culturally 

competent care to these patients. The institutional challenges to address this problem of 

practice were previously discussed in Chapter 2. Facing those obstacles, I recognize my 

strengths were flexibility, persistence, acceptance, responsiveness to constructive criticism, and 

the ability to work with others.  

 An applied dissertation was particularly appealing to me with its focus on addressing a 

significant problem within the context of my practice. By nature, I am a problem-solver. 

Throughout my career, whether working within clinical settings, the field of international 

health, or academic medical settings, I have been a go-to person when people face challenges 

in negotiating complex systems. Therefore, I determined an applied dissertation that fostered 

an in-depth exploration of my problem of practice, provided an opportunity to conduct a needs 

assessment to refine my understanding of that problem, and then pursue projects relevant to 

addressing the factors underlying the problem most consistent with goals.  

Despite personal and professional strengths upon entering the program, I encountered 

and faced new challenges through the doctoral process and learned new content and skills to 

mitigate important areas of needed growth. For example, one of the things I most appreciated 

about my doctoral experience was the strong grounding I received in theoretical and 

conceptual models and then the translation of these models to my problem of practice and 

subsequent research. Also, entering a doctoral education program, coming from a nursing and 

public health background, I did not know what I did not know about education. I only knew I 
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needed to address a gap in my knowledge to become a more effective health educator. As a 

nurse, I was well versed in the nursing process, collecting subjective and objective data, making 

an assessment, formulating a plan, implementing and evaluating it, and revising it accordingly. 

Improvement science within education with the plan, do, study, act cycles parallels this process, 

so it was easy to embrace. Nevertheless, I needed greater comprehension of how people learn 

and a command of strategic approaches. Furthermore, I gained personal insight and realized 

that I am an abstract thinker and readily make connections across systems and to the wider 

world, yet my communication of the connections among concepts and the ways they are 

demonstrated in systems and how I communicate in my writing has not always been easy for 

others to follow. My communication abilities have improved, yet it is an area that I will continue 

to develop.   

 My educational preparation gave me the knowledge and skills to pursue dossier projects 

within my professional context. The projects I pursued were directly related to my goal of being 

a more effective health educator. My grant writing and contract proposals course was 

particularly valuable, giving me a strong foundation as I formulated my proposal to the 

American Board of Psychiatry and Neurology. The expert guidance I received in writing my 

dissertation prepared me for the manuscript submission process. Presentations in courses and 

presenting at the School of Education's "Connecting Across IDEAS (Inclusion, Diversity, Equity, 

Accessibility, and Social Justice) Conference" prepared me to respond to The World Congress of 

Psychotherapy request for presentation proposals. I now have a knowledge base and practical 

experience to design, implement, and evaluate educational programs confidently. However, I 

regret that my first research course did not have a more robust statistical component and that 
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my second research course was not more robust in qualitative research. Nevertheless, I 

recognize this aligned with the onset of the pandemic that impacted the course. As a result, 

while my qualitative and mixed methods analysis skills are satisfactory, they are not at the level 

I desire. I plan to continue my studies in this area after completing my doctoral degree. A firmer 

grasp of these research skills is essential as I plan to continue educational research in 

healthcare settings with larger sample sizes.  

 Finally, the faculty and community of scholar-educators were integral to my learning 

and enriched my experience. Forming relationships with educational leaders heightened my 

understanding of real-world problems and experiences, particularly among minority group 

members. My cohort colleagues' thoughtful insights were critical to my understanding of how 

education impacts and intersectional factors influence learning in my problem of practice. I 

have truly valued this opportunity to learn.   

Future Plans  
 

 My education and the knowledge it afforded position me to be a highly valued 

collaborator to my colleagues at the School of Medicine. I have established and intend to 

advance my collaborations with many faculty members. First, to advance my collaboration with 

Dr. Anne Ruble, Dr. Donna Sudak, and Dr. Norma Day-Vines, I continue to research foundations 

and funding mechanisms. I have discussed with Drs. Ruble and Sudak the need to investigate a 

"residents clinic" where we can begin to link residents' cultural competence and abilities to 

have conversations about race, ethnicity, and culture with clinical outcome data. An evidence-

based clinical site is critical infrastructure to respond to a National Institute of Health request 
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for applications, Patient-Clinician Relationships:  Improving Health Outcome in Populations that 

Experience Health Care Disparities (PAR-22-064) (NIH, 2021). I have also addressed the need for 

the faculty who provide clinical supervision to have professional development addressing 

broaching. I have identified the Josiah Macy Jr. Foundation as a potential source of support, 

given their commitment to projects in graduate medical education that support civility, 

psychological safety, and thriving in the clinical environment for residents and fellows (Josiah 

Macy Foundation, n.d.). Development in this area would prepare faculty to address broaching 

in their supervisory roles while also increasing their sensitivity and responsiveness to residents 

and patients of minority groups.  

 A second important collaborator, Karen Swartz, MD, Vice Chair for Education in the 

Department of Psychiatry, conceptualized and developed the Adolescent Depression 

Awareness Program (ADAP) curriculum. We have discussed and recognized that depression and 

suicide are emerging as leading public health problems in youth. Teachers have requested 

guidance on how to adapt the ADAP curriculum for younger students (K. Swartz, personal 

communication, August 31, 2022). However, we believe it is vital that a curriculum be 

developed to address the specific needs and vulnerabilities of younger students. Therefore, the 

collaboration has been expanded to include a child psychiatrist. I have researched foundation 

sources of support and have identified the Willian T. Grant Foundation as interested in 

addressing inequality in youth outcomes and fostering partnerships between research 

institutions and public or private agencies (William T. Grant Foundation, n.d.). We intend to 

pursue a grant in partnership with the middle schools of the Archdiocese of Baltimore, with 

whom I had previously initiated a relationship and gained their partnership in a NIH supported 
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grant investigating the effectiveness of the ADAP program in high schools with Dr. Holly Wilcox 

of the Johns Hopkins School of Public Health. I look forward to applying improvement science 

and implementing networked improvement communities for this proposal as we develop a new 

curriculum.  

 There also exists a potential for collaboration with Dr. Hal Kronsberg, Director of the 

Johns Hopkins Bayview Expanded School Behavioral Health Program and Child Mobile 

Treatment Program. I recently contacted him to share an announcement by the Klingenstein 

Third Generation Foundation, which aims to transform children's mental health care 

(Klingenstein Philanthropies, 2022). This collaboration is in the early stages, but we plan to 

explore project ideas and possibly respond to this announcement.     

 Finally, I have also learned of a program announcement from SAMHSA for a Mental 

Health Awareness Training Grant (SAMHSA, 2022).  This funding mechanism aims to train 

individuals such as school personnel to recognize symptoms of mental illness, promote crisis 

de-escalation techniques, and establish linkages between schools and mental health agencies 

that promote referral for services. I have initiated a new collaboration between Dr. Karen 

Swartz and Dr. Hal Kronsberg.  We intend to explore this funding mechanism which is awarded 

through block grants to the State.   

 Recognizing my interest in addressing problems encountered in practice and my 

strength in negotiating systems, the doctoral program in education has provided me with skills 

to promote change and resolve the complex problems I encounter. While my area of practice is 

within psychiatry in academic medicine, I may be interested in exploring opportunities within 

the nonprofit sector. Given transitions within the healthcare arena with trends toward 
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community-based services and academic centers' need for partnerships with community-based 

organizations, this may present future opportunities.  
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Appendix B: Knowledge Survey 

 

How confident do you feel 
about your knowledge of and 
ability to define the terms.   

Not at all 
confident 

 
 

0 

Not very 
confident 

 
 

1 

Neutral 
 
 
 

2 

Somewhat 
confident 

 
 

3 

Completely 
confident 

 
 

4 
      
      
Define the terms:  

1. Minority stress 
2. Intersectionality 
3. Microaggressions 
4. Sexual orientation 
5. Gender identity 
6. Gender expression 

 
How confident do you feel in 
your ability to:  
 

7. Identify barriers to care 
for patients 

8. Identify strategies to 
overcome barriers to 
care. 

9. Connect patients with 
resources 
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Appendix C: Semi-structured Interview Questions 

 

1.  What personal enrichment activities or educational experiences have prepared you to 

care for racially, ethnically, and culturally diverse groups of patients? How have these informed 

your skills? 

2. What do you perceive as your strengths and limitations in caring for patients who 

represent diverse groups?  

3. How comfortable are you addressing diversity, inclusion, microaggressions, structural 

racism, and discrimination?  

4.  Do you see yourself as a novice, mid-range, or expert in these conversations?  Illustrate 

with examples.  

5.  Do you have ideas about what would help you to be more skilled and confident having 

these interactions?  
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Appendix D: Acceptability of Racial Microaggressions Scale 

(Adapted from Melawi & Todd, 2018) 

 

Instructions: 

Imagine that you are talking with a racially diverse group about various topics, including race 

and ethnicity. Rate how ACCEPTABLE you think it would be for a member of the majority 

population to say the following to a racial/ethnic minority group member: 

1 (totally unacceptable) 6 (perfectly acceptable) 

Rate how acceptable you think it would be to say the following statements to a minority group 

member. 

Totally 
unacceptable 

    Perfectly 
acceptable 

1 2 3 4 5 6 

 

 

1. Minorities are just too sensitive about racism. 
2. I don't see your race, I see you as a person. 
3. Everyone is treated the same by the legal system 

4. You are so exotic 

5. People from minority racial groups get hired easily because companies need to meet 
racial quotas.  

6. I don't care if you're Black, Brown, Purple, Yellow, Green…I see all people the same. 
7. Everyone has the same chance to succeed regardless of their race. 
8. Latino and Black men are so passionate. 
9. Racial profiling is okay because racial and ethnic minorities are more likely to commit 

crimes.  
10. There is only one race, the human race. 
11. Everyone has access to the same resources such as schools and hospitals.  
12. You're beautiful, your skin tone is so different than other people.  
13. Mistreatment of Native Americans ended a long time ago so they should just move on. 
14. Even if we look different, we are basically the same.  
15. Everyone in life goes through the same kinds of obstacles, regardless of their race.  
16. You look like Pocahontas or a geisha.  
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Appendix E: Broaching Attitudes and Behavior Survey 

(Adopted from Day-Vines et al., 2013) 

 

This survey examines the extent to which counselors/therapists discuss or broach the subject of 

race, ethnicity, and culture with their clients during the counseling process.  Essentially, 

broaching refers to the counselor’s or therapist’s effort to determine the extent to which race, 

ethnicity, and culture may be related to the client’s presenting problem.  Using the Likert scale 

below, please select the response that describes your behavior for the 20 items below.  

 

 Strongly 
Disagree 

Disagree Neither 
Agree nor 
Disagree 

Agree Strongly 
Agree 

1. Broaching racial and cultural 
factors represents the 
client’s effort to avoid taking 
responsibility for her or his 
actions. 

     

2. I experience a sense of 
awkwardness when I address 
racial and cultural factors 
during the counseling 
process 

     

3. I need a broader range of 
counseling strategies in 
order to broach racial and 
cultural factors more 
effectively with my clients of 
color. 

     

4. The client’s race doesn’t 
matter because good 
counseling is good 
counseling. 

     

5. I am not sure broaching is an 
effective counseling strategy. 

     

6. When I am working with a 
person of color, I broach 
issues of race and ethnicity 
several times throughout the 

     



 
 

197 
 

course of the counseling 
relationship. 

7. I initiate discussions that 
help my clients understand 
that their problems may be 
connected to a larger set of 
system issues such as race 
and culture. 

     

8. I have integrated the concept 
of broaching into my 
professional identity. 

     

9. I feel uncertain about my 
ability to broach cultural 
factors with clients of color. 

     

10. As a counselor, I am 
personally committed to the 
eradication of all forms of 
oppression. 

     

11. Disagreeing with racial 
discrimination is not enough 
because counselors must be 
willing to engage in advocacy 
and systemic change efforts. 

     

12. If a client is a victim of overt 
or institutional racism, I act 
as a change agent and 
advocate for that client. 

     

13. Sometimes I have difficulty 
identifying facilitative 
responses once the client 
begins to talk about racial 
and cultural issues. 

     

14. Sometimes I have difficulty 
translating my broaching 
efforts into culturally 
responsive counseling 
interventions. 

     

15. Given the time limited 
nature of counseling, 
broaching is not appropriate 
for short term problem 
solving. 
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16. As a counselor, I am 
socially/politically committed 
to the eradication of all 
forms of oppression. 

     

17. I believe that the counselor 
should only broach racial and 
cultural factors when the 
client initiates such 
discussions. 

     

18. I generally broach racial and 
cultural factors throughout 
my counseling sessions with 
clients. 

     

19. I encourage my clients to 
make culture specific 
interpretations of their 
counseling concerns 

     

20. Counselors should 
appreciate the daily 
experiences and challenges 
of clients who are culturally 
diverse. 
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Appendix F: Recruitment emails 

 

 

IRB# 00318701  

Approved recruitment email: 

You are invited to join a needs assessment research study to explore how year two general 

psychiatry residents and child psychiatry fellows assess their confidence in their knowledge to 

provide culturally competent care to racially, ethnically, and culturally diverse patients, 2) how 

they assess their skills to provide culturally competent care to diverse patient groups, 3) how 

they describe their attitudes addressing diversity, inclusion, microaggressions, structural racism, 

and discrimination through care of patients, and 4) how they describe their comfort broaching 

racial, ethnic, and cultural issues.  Year two residents and fellows are eligible for the study 

regardless of age, race, or gender.   

Those who participate in the study will complete a brief online survey, followed by a Zoom 

interview with Mary Beth Cogan RN,MSN.  A potential benefit of participation is you may 

become more insightful as a result of increase knowledge, and awareness of racial, ethnic, and 

cultural issues which may impact the care you provide.  Your contribution to the study may 

inform curriculum changes to address cultural competency in training programs. While the 

study has been designed to protect participants confidentiality from the training program 

directors, they will have access to deidentified data.  A potential risk of participation is 

information about you may become known to them or people outside of the study. You may 

find some of the questions upsetting or you may become bored answering survey questions or 

responding to questions.   

Study participants will receive $50 incentive for completion of study measures and completion 

of a semi-structured interview.  

For more information about this study (IRB00318701), contact the study PI, Holly Wilcox, PhD 

via email at hwilcox1@jh.edu. or phone 410-502-0629 Her office in Hampton House #801. 

 

 

Approved follow up email:  

Thank you for considering this opportunity to participate in a needs assessment research study 

to explore how year two general psychiatry residents and child psychiatry fellows assess their 

confidence in their knowledge to provide culturally competent care to racially, ethnically, and 

culturally diverse patients, 2) how they assess their skills to provide culturally competent care 

to diverse patient groups, 3) how they describe their attitudes addressing diversity, inclusion, 
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microaggressions, structural racism, and discrimination through care of patients, and 4) how 

they describe their comfort broaching racial, ethnic, and cultural issues.  Year two residents and 

fellows are eligible for the study regardless of age, race, or gender.   

Those who participate in the study will complete a brief online survey, followed by a Zoom 

interview with Mary Beth Cogan RN,MSN, scheduled at your convenience.  A potential benefit 

of participation is you may become more insightful as a result of increase knowledge, and 

awareness of racial, ethnic, and cultural issues which may impact the care you provide.  Your 

contribution to the study may inform curriculum changes to address cultural competency in 

training programs. While the study has been designed to protect participants confidentiality 

from the training program directors, they will have access to deidentified data.  A potential risk 

of participation is information about you may become known to them or people outside of the 

study. You may find some of the questions upsetting or you may become bored answering 

survey questions or responding to questions.   

Study participants will receive $50 incentive for completion of study measures and completion 

of a semi-structured interview.  

For more information about this study (IRB00318701), contact the study PI, Holly Wilcox, PhD 

via email at hwilcox1@jh.edu or phone 410-502-0629. Her office in located at Hampton House 

#801.   

 

  

mailto:hwilcox1@jh.edu
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Appendix G: Qualtrics Study Invitation and Consent 
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Appendix H: Code Book 

 

Table H1.  First Round of Coding 

What personal enrichment or educational experiences have prepared you to care for racially, 
ethnically, and culturally diverse patients?  

Coding Resident Statements 

Formal didactics as an 
undergraduate or medical 
student, resident, and fellow. 

In medical school we had a lot of early exposure to systemic 
racism and health disparities.  And before we even started 
clinical courses we did a lot of work on some of the Native 
American reservations.  We met with not only hospital or 
Indian Health Service folks but tribal leaders and local 
community leaders.  Conversations were built into the 
curriculum to address these (social justice) topics.  
 

Urban education courses 

Structural competency curriculum in medical school.  It helped 
to look at barriers to care.  It helped to conceptualize the 
various problems people encounter. 

Lived experience as a 
minority group member 
 

My family is like the United Nations. I lived in a diverse 
community and I had diverse friend group.  
 

I still consider myself a person of color, even though I am not 
underrepresented.  I have had opportunities for 
underrepresented people, so got to know the difficulties of 
being a person of color and science, and women in science.  
 

Diverse college/urban 
university 
 

I grew up in the least diverse place so I sought out a college 
that one of the pillars prioritized was diversity.  
 

Broaching curriculum  
 

I found the broaching curriculum really helpful.  I am trying to 
think if there was anything else, nothing that was targeted in 
that way 
 

Self-directed learning Reading on the topic 
 

Thinking about problems within context  
 

School of Public Health lectures 
 

Community volunteer activities 
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Reading about intersectionality-race, gender, and how to 
negotiate that 
 

Seeking diverse community 
 

I've chosen to live in pretty diverse places. 
 

I've tried to listen to people who don't think similarly to me.  
 

How do experiences inform your skills 
 

“Informs questions I ask” 
 
 

Informs the questions that I ask 
 

"You learn how to ask the questions by taking care of patients 
from a diverse set of backgrounds.  You know the first time you 
ask the history questions exactly as it says in the book, and the 
patient gives you a funny look.  So getting that kind of direct 
feedback, just from the interaction (informs your skills)   
 

A lot of psychiatry is symptom based and can miss a lot of 
things.  So just trying to get more of a story for what's 
happening.  Learning more about their family, how current 
events affect them and understanding why it's hard to bring 
things up.  
 

"I'm inquisitive.  Instead of assuming I know, I ask.  It's not only 
like it is okay to ask, but it's like great to ask, because then I 
learn something" 
 

Influences my openness 
 

I learned to be open to new ideas 
 

Allah has allowed me to broaden my horizons.  
 

I try to be really sensitive, pay attention to somebody's life 
story.  I try to be very conscientious and cognizant of the fact 
that everybody has a story, and the story is going to affect 
exactly what they say and how, they say and interact with care.  
 

Recognize need to learn 
 

It's something I'm working on.  For me it is still formulaic.  I've 
started to ask, is there anything we can discuss related to your 
culture, or your race and ethnicity that you find important to 
yourself.   
 

I'm not there yet.  My head is like filling out forms, filling out 
information versus being therapeutic.  I want to do it though.  
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"Think more broadly" 
 

I'm aware I'm a white, cisgender, heterosexual male, wearing a 
tie most days, and I can have people from lots of difference 
backgrounds experiencing distress for a lot of different 
reasons.  I think it's on my mind a lot. I don't want to 
pathologize this person because I think alot of experiential 
things and structural things have played into getting them to 
where they are.  And I also don't want to make a mistake and 
not treat a treatable condition, and that by not treating it, I'm 
going to set them further back in their ability to succeed in life.  
 

Do you think there are specific activities or educational experiences that you would 
recommend? 
 

"See as many patients as you 
can and get into situations 
that you don't always feel 
comfortable."  
 

See as many patients as you can and get into situations that 
you don't always feel comfortable.  
 

Broaching curriculum  
 

"I was working with an outpatient from India and there were a 
lot of cultural sort of baggage, traditional parents, issues about 
his sexuality, relationship with his girlfriend. I knew what to 
say.  Broaching gave me the words to say.  I was able to 
practice in advance so I did not feel awkward.  It was really 
helpful, not just theoretical.  I was able to get in the right 
headspace" 
 

Participate in service 
activities in the community 
 

"You don't know what you don't know. Do things where we see 
their world and their ways of viewing the world and get to 
know the people.  
 

Recognize discomfort  
 

There's this comfort or discomfort about who you are.  What 
does it mean when YOU bring something up? Recognizing the 
layers (of broaching) helps and acknowledging the multiple 
levels of hard.  
 

Connecting 
(multidimensional model) 
with clinical presentation and 
diagnosis. 
 

In my head is a list of intersectional and intraracial 
(characteristics) and then how do they connect with clinical 
endpoints or diagnosis?  I want to look at the list and then 
address the layers how it connects to this clinical presentation 
or life story.  
 

Workshops "People have to practice".  
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I think more roleplays would be helpful. 
 

Importance of place and 
history 
 

More history.  There is so much we need to learn about.  The 
connection between history and place with more specificity.  
It's not enough to say someone is born and raised in Baltimore.  
That could mean Roland Park or Sandtown.  It's just not 
helpful.  There are such different experiences. There needs to 
be appreciation of that nuance.  
 

Recognize your positionality 
 

I did not always recognize privelege…when I wasn't involved 
for not looking Indian enough, or when I didn't speak Greek.  
Because of the color of my skin, I was treated differently.   
 

Have these conversations  
 

Everybody needs to be at the table to hear each others stories.  
Because then we understand each other better.  We're not 
making split decisions and judgments.  Practicing with each 
other is safer and better than practicing on patients.  
 

implicit bias training 
 

I'm honestly surprised that our curriculum doesn't have an 
implicit bias training.  We have a little at orientation.  There are 
talks on DEI. 

What do you perceive as your strengths and limitations in caring for patient who represent 
diverse groups?  
 

Strengths   
 

 

Curiosity 
 

I want to know everything about everybody 
 

Open, Inclusive 
 

I'm open and inclusive and not particularly judgmental 

I prioritize building rapport, and being a friendly human who 
wants to help. That’s my guiding light. In psychiatry, a lot of 
times people are given recommendations of what they need 
which is not necessarily what they think they need help with. 
So I listen to what the patient is saying and try to figure out 
how to help them with what they need.  
 

Empathetic 
 

I know what it's like to be "other" or not of the majority 
 

 I'm very empathetic and try to put my money where my mouth 
is.  
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Comfortable 
 

"I'm comfortable talking about different cultural backgrounds 
and diversities. 
 

Personal diversity 
 

"I have a relatively diverse group of friends and have some 
knowledge about lots of different things." 
 

Valuing others perspectives 
 

I try to have patients tell me whether things make sense for 
their daily lives or if my ideas are half-baked and work to have 
their ideas have some role in deciding the path forward 
 

Conversant 
 

Conversant 
 

 
Recognition of bias 

I can know that racism and structural issues exist that keep 
non-dominant groups from succeeding but there is still bias 
there. It's hard to be in a position of power.  It can still be 
uncomfortable to stand up to things.  
 

Limitations 
 

 

Language 
 

I only speak English 
 

Non-citizen I'm not from this country so I have a very different perspective 
or reference point for cultural experiences  
 

Cultural knowledge 
 

I have not recognized the importance of race in the history of 
America 
 

 I only know my own experience and there are things I'm just 
not aware of. There are different intricacies of everybody's 
culture and background. There are limits to my exposure and 
experience. 
 

Positionality 
 

I'm a psychiatrist and there's a lot that represents (structural 
discrimination, positionality) 
 

I've only lived my own life.  I represent the dominant western 
civilization face and sometimes what you represent is more 
powerful than anything you say or how you say it.  
 

Privilege 
 

"I'm a white man" 
 

I look and feel very white in this community.   
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Discomfort 
 

I want to broach issues or race and culture but I'm trying to 
figure out the time and space.  It seems other things are more 
pressing in the moment.  Maybe that true but it's probably not, 
and it's a symptom of my own discomfort.  
 

I get in my head. So I think if I didn't worry if this is a racial 
topic and I like worry if this escalates into like a not good 
situation.  Life if I could agitate the patient.  
 

Institutional change 
 

I don't have weaknesses with patients themselves but in terms 
of making institutional changes.  
 

How comfortable are you addressing diversity, inclusion, microaggressions, structural racism, 
and discrimination? 
 

I’m comfortable "I'm currently working with a young man who is Korean and 
there has been a lot of anti Asian violence.  So when it came up 
in the new, I asked if this had been something that's been on 
his mind.  If I can ask you if you want to kill yourself, I should be 
able to aske you what your experience of your race is in this 
country." 
 

"If I see it I call it out"  
 

"I feel comfortable.  I know the language.  I know the concepts 
but I don't want to be telling an elderly patient who has 
encountered a lot of structural racism and ableism these 
words.  I'm still working on having these conversations when 
we don't speak the same language.  I recognize it's(my 
language is) coming from my privilege but I also want to point 
out or validate their experiences."   
 

Microaggressions 
 

"I am not as good at recognizing certain forms of 
microaggressions.  I am not as sensitive or aware as I could be." 
 

Situation dependent 
 

With my outpatients I'm pretty comfortable.  In the hospital 
with some.  
 

It is contextual.  I'm good at addressing the egregious stuff that 
needs to be dealt with.  
 

Hesitant 
 

To be honest. I'm hesitant.  I'm not at that level of knowledge.  
Microaggressions are a bit nuanced for me.  If I feel 
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conceptually understanding, but emotionally, a little hesitant. I 
think of the ways we discredit others experiences.  You know, I 
may describe something and they're like that's not what it is.  
 

Uncomfortable 
 

Absolutely uncomfortable in systemic settings.  I don't feel like 
I have a lot of power myself in some situations.  I can help the 
patient individually but I do see the inequities and the 
microaggressions.  I try to shine a light on it doing morning 
rounds.  I notice this, can we try that. If you're like propagating 
stereotypes, they're not getting something they need and then 
it's perceived as aggression or agitation.  If they're getting 
frustrated let me know, I want to help.  I don't want to call 
them out but I suggest extra training for everyone like on 
intersectional identities.  
 

Do you see yourself as a Novice- Mid-range- Expert in these conversations?  
 

Novice 
 

Absolutely.  Definitely novice.  
 

I am a novice.  I'm still practicing myself to build up some of the 
confidence to bring these things up in an appropriate 
professional way 
 

Novice to Mid-range I don't think I'm totally unprepared or unwilling, but I don't 
think I'm mid-range yet either.  
 

Mid-range 
 

I think at this point in my training, I probably should describe 
myself as mid-range on basically everything 
 

I'm in child psychiatry now and it's a time a lot of kids are 
experiencing or realizing their own sexual identities.  That is 
something I'm talking about and broaching now" 
 

Expert  
 

I feel like expert. I think the key thing is to be humble.  Like 
that's how you're good at it.  I'm very good at listening.  I'm an 
expert in their experience.  
 

Do you have ideas about what would help you feel more skilled or confident? 
 

See a lot of patients 
 

For example, I can teach you about my experience, but that is 
only my one experience.  You just have to meet more people to 
know more.  More exposure is always helpful. 
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I need to increase my outpatient clinic census. That would 
allow me the longevity to broach with someone. There is 
comfort in knowing if I get this wrong, I can try again.  
 

Didactics on specific cultures 
 

I find didactics useful that provide general information about 
an issue I may be facing.  It's hard to ask the questions, if you 
don't even know it's a problem. I feel that if you have a little bit 
of information, it makes it easier to open up the conversation.   
 

Role Playing 
 

I think more role playing would be helpful in the teaching 
environment.  More exposure and pushing myself to be more 
proactive talking about it.  

 A lot of doing is important.  It's difficult in training though 
because it is a created scenario versus the interactions that are 
happening when your pager is going off and I need to address 
something in the moment. In that moment, you're not nearly 
so set up so having that practice is best,  
 

Real life modeling 
 

I think videos are good but they always feel a little staged.  
There's an artifice of being taped.  When questions are done 
organically in rounds…doing that. I think that's helpful, because 
you can pocket it in your toolbox.  
 

Outpatient setting 
 

The inpatient unit is challenging.  Really, I don't feel like I have 
a moment.  There's so much uncertainty.  The acuity.  So I'm 
hoping that on the outpatient unit I can talk about this in 
therapy sessions.  
 

Broaching curriculum 
 

The broaching curriculum, the way the history (local, 
institutional, and psychiatric) was presented and how it 
presented how to actually talk about it with a patient, was the 
most forward-thinking idea. It has led to some cool experiences 
with patients. So I think more on the soft side (of science) and 
technical skills need to continue.  It felt like a real step forward.  
 

Faculty support 
 

It would be helpful if the faculty recognize this as important.  
Some of the faculty are very much on the advocacy side of 
things but others are not.  It's like permitted not supported.  
 

Resources  
 

I think the main thing for me is to learn more about the 
resources out there in the minority community, also schools, 
churches.   
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Anything specific that you would want to make sure we are addressing in the curriculum? 
 

Sexual minorities  
 

LGBTQ community, especially when that intersects with 
cultural beliefs and religious beliefs. How do those things 
influence family formation?  
 

Intersectionality 
 

How do you manage when you get to the intersection? 
 

There is a lot of intersectionality.  We need to have 
conversations about the hierarchy, "passing".  There's just a lot 
of nuance.  There needs to be more discussions.  We were 
talking about the cases, did we have multiple different people? 
Or do we stick with the same person? I think it can be helpful 
to just have three different people, how their different context 
influence.  When you see one person, you see one person. 
More women's issues too- likelihood of experiencing violence, 
being dismissed.   
 

It's not just race and gender,  it's the intersection of all of your 
identities (occupation, family roles).  It needs to be 
acknowledged and applied.  
 

Individual specific  
 

I think it's easy to have academic conversations but it's 
important to tailor the conversation and think about the 
individual 
 

Stereotype avoidance 
 

Race and ethnicity mean different things to every person. It's 
easy to have academic conversations but knowing it's 
important to tailor and think about the individual because you 
don't want to fall into stereotypes.  
 

Broaching 
 

Definitely the broaching curriculum  
 

I'd like a template of the multiple dimensions (of broaching) 
 

Integrate broaching techniques within psychiatry.  Like a 
patient you did not want to take benzos goes to another 
doctor, what's up with that?  They have not been listened to by 
their doctors for a long time.  Maybe they were having panic 
attacks from a sexual assault.  
 

The language When it's a new line of inquiry and something you're not super 
comfortable with having phrases.  When I'm uncomfortable I 
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need something that I can go to. When you're at the novice 
stage that is helpful and important.  
 

I'd like a rubric with questions, for each of the dimensions, and 
examples for different racial, ethnic, and cultural groups.  
 

History of Psychiatry History of psychiatry is huge.  I've had conversations with 
patients that Hopkins killed my baby, they experimented on my 
baby.  She needed a transplant and they experimented.  I will 
never know what the truth is but that was that person's truth.  
With the history of medicine, what medicine has done to 
populations of people who don't have say, and what has been 
done to their bodies.  
 

Self-awareness  
 

I think spending time recognizing your own experience and 
how they play in.  It was great that we looked into our own 
identity but that's just the first step.  We need to take time 
with each experience and context to look at what you like and 
how your lens is affecting the conversation.   
 

Role play 
 

It helps to roleplay those situations that are really difficult, like 
a patient doesn't open up.  
 

Whiteness A safe space to just talk about whiteness.  There's a lot of fear 
of being viewed as racist but the only way to address and help 
is to actually focus less on blackness and all those other things 
and focus more on their whiteness, what they haven't 
experienced.  
 

Trauma Integrate lower t trauma and capitol T trauma.  It is frustrating 
that we're underappreciating how much microaggressions are 
lower t trauma and is a chronic stress.  It's all encompassing it's 
chronic, chronic stress.   
 

What methods/tools do you prefer for a curricula 
 

Didactic content Didactics that recognize that everyone is unique so we don't 
fall into stereotypes 
 

Introduction to the history before other content 
 

Inpatient/outpatient applications 
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Simplify cases.  Too much information to process 

Focus on a specific aspect 

Instructional methodologies Dependent upon stage of training, junior- modeling and videos; 
past second year-vignettes and supervision 
 

Role playing 

Videos provided very good modeling 
 

Vignettes  
 

Discussions.   
I liked the directness and opening up the conversation.  The 
conversations were rich and it made the implicit more clear.  
 

Supervision Supervision on the specifics that I can work on, and then how 
do I generalize? 
 

Recommended additions Implicit association test.   
I really like implicit bias or unconscious bias training like a 
primer. Based off this test you learn your preferences, then 
what do you do with this information? What does it mean to 
my interactions? How can you understand a microaggression if 
you don't understand how your own preferences impact how 
you treat others?  
 
 

 “Cheat sheet”, something systematic, phrasing and tips, don't 
do this, the broad framework (broaching) 
 

 

Table H2.  Reiterative Coding Through Sociocultural Context Lens 

 

Coding Resident Statements 

Personal identification  
 
 

I feel what makes me feel most prepared to deal with diverse 
populations is just kind of lived experience.  I went to a college 
that was multi-racial and ethnic.  I'm biracial myself.  I grew up 
in African American neighborhoods.  
 

I think as a gay person, not that I've even experienced that 
much discrimination, as a man and a white person, but 
knowing what it's like to have assumptions about me made or 
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like, or things that I don't know, like seeing the world from 
something different sort of main viewpoint  
 

I have a lot of friends in the LGBT community.  People who are 
black and Asian, old and young, conservative and liberal. 
People who are wonderful and people who hare just.  But 
when you know one gay person, you only know that one 
experience but you're representing.  

I grew up on the least diverse place on the planet so it was 
important for me to go to a school that prized diversity.  I have 
chosen lived experiences going to school or living places 
intentionally that are diverse places. It exposed me to 
different backgrounds and different philosophies of life.  

I know I'm a white guy and I'm talking to you, but I know that I 
don't know your perspectives. I just want to try and 
understand it. Maybe that diffuses the feelings in the room.  
I'm sure there's some countertransference but I want to.  
There is this comfortableness or uncomfortableness about 
who you are.  
 

I'm very aware of being a white, cisgendered, heterosexual 
male, wearing a tie most days. I represent the dominant face 
of Western civilization.  It's hard sometimes because what you 
represent if more powerful than anything you can say or how 
you say it.  
 

My family is like the United Nations. I did not recognize the 
privilege that I had.  Compared to some of my relatives.  I 
don't get pat down at the airport even with a Middle Eastern 
sounding name.  Because of the color of my skin right?  When 
I travel with my grandfather, he gets patted down every single 
time.  He is very, very dark. We understand better because of 
our experiences. I feel very white in this community 
 

I still consider myself a person of color even though I'm not 
underrepresented.  
 

I'm privileged in many ways, in the sense that I'm a Caucasian 
man. I'm part of the system.  
 

Clinical encounters with 
diversity 
 

I was taking care of a man who had an immigration related 
issue regarding legal status.  The family wasn't English 
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speaking.  I learned a lot about how you navigate 
intersections.  
 

 I'm working with a young man who is Korean, and there's 
been a lot of anti-Asian violence.  So, when it comes up in the 
news, and the patient talks about this overarching anxiety, I 
ask.  You know this has been on the news, is this something 
that is on your mind? 
 

 My outpatient had gone to the Midwest, my homeland, and 
had been in one of the more unsavory parts and had a racial 
slur pointed at her.  She felt comfortable bringing it up and 
unpacking it. She knows I'm white and from the Midwest in 
many ways the last person that you would probably want to 
bring it up with.  
 

 I had a guy come in who was quite manic.  It was his first time 
in a psychiatric hospital.  He was African American and came 
by handcuffs.  There was a lot of conversation about whether 
racial profiling played a role in his presentation.  I think 
sometimes when someone is so ill it's markedly harder to have 
very complicated, nuanced discussions.  
 

 I've noticed something where a patient was routinely getting 
their medication late, or not getting what they are asking for 
that they feel like they need, and there's a difference in 
nursing staff between you know the reception of that patient 
and another patient.  There is also a racial difference.  That is 
something that I've brought up in the past and say, hey, can 
we give this person their medication first today? Because 
obviously they're not getting something they need and it's 
being perceived as aggression and it just kind of propagates 
the stereotypes.  
 

 I've had conversations with a patient that they said (Hospital) 
killed my baby, experimented on my baby. She needed a 
transplant, but they had doctors training experiment on her 
and she died in my arms.  I will never know what the truth is.  
But that was that person's truth.  
 

Stereotype Avoidance 
 

It's useful to talk about a specific culture and aren't trying to 
aim at this is how you ask a question to this kind of person, 
but provide more general information about issues that a 
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population may be facing.  If you don't even know it's a 
problem.  If you have just a little bit of information to start, it 
does make it easier to open up the conversation.  
 

Avoiding that whole sense that you know.  I remember as a 
medical student they brough in a guy from Ukraine and it was 
like this is how Ukrainian people act when they go to the 
doctor.  Maybe it's like that but maybe  everybody's unique, 
even in their place within their own culture, We need to avoid 
they whole these kinds of people type conversations because 
they feel sterotypy.  
 

Race and ethnicity mean different things to every person. It's 
easy to have academic conversations but knowing it's 
important to tailor and think about the individual because you 
don't want to fall into stereotypes.  
 

Intersectionality 
 

Everybody's got a culture, but really it's like 12 cultures, like 
the cultural experience of being African American, and lesbian, 
and they're living in a certain socioeconomic status.  The 
interactions are so different in particular to each person. So 
how do I generalize? What do I take from this case that is very 
specific and how do I generalize? 
 

I'm at the intersection of all privelege identities.  Thinking 
about intersectionality is like. More than you race or gender, 
like your identity as a physician, or as a father.  If you're 
acknowledging them as a full person.   
 

More discussions about the nuance that can affect and 
broaden everybody's mind about things.  It would be good to 
be able to talk about white passing, role induction, delving 
more into women, the likelihood of experiencing violence and 
being dismissed.  
 

The most cutting edge thing would be to address sexual 
minorities, especially when it intersects with cultural and 
religious beliefs.  
 

Structural Discrimination 
 

Positionality I'm a psychiatrist and there's a lot 
that that represents, that I can't 
take myself out of, the power 
dynamics of the situation 
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It's even in the terms, structural 
discrimination, microaggressions.  
It's like class structure to the people 
who learn about these terms in 
universities.  I have an elderly black 
patient who is blind.  She has 
encountered a lot of structural 
racism and ableism.  She never uses 
these words. When patients don't 
have the same language or 
experiences, how do we 
communicate? How do we query 
more about their experiences and 
point it out? 
 

It's all a bit nuanced for me 
(discrimination, explicit and implicit 
bias, microaggressions) and I think 
it's kind of those ways that we 
discredit others experiences. 

It makes me feel uncomfortable if I 
have to address them in a systemic 
setting where being a resident, I 
don't feel like I have a lot of power 
myself. I do see a lot of inequities 
and microaggressions.  
 

There needs to be more space to 
talk about whiteness.  I think there 
is fear of being raised or viewed as 
racist, but the only wat to address 
and help is to actually focus less on 
blackness, or all those other things 
and focus more on whiteness, and 
what they haven't experienced. Pay 
attention to all the different things 
that color their experiences.  
 

History 
 

Medical students get the history of 
(the city and institution) here but 
I'm disappointed that we didn't get 
in on that. I spend a lot of time 
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reading (city) history, (institution) 
history. The history are absolutely 
necessary for learning to practice 
medicine. It matters here (city)? 
(County)? (Neighborhood)? They 
are such different experiences.  It's 
a total travesty. 
 

The history of race in America is 
something that I had not had much 
exposure to before we moved here 
 

Acknowledgment 
 

I've heard about systemic racism.  
Probably like a series of lectures at 
School of Public Health about the 
challenges.  I come from the south, 
what I notice is that critical race 
theory and systemic racism really 
was not as much discussed.  I 
became aware through medical 
training.  
 

I went to medical school in Seattle 
and there was a lot of early 
exposure to systemic racism and 
health disparities. We spent some 
time on Native American 
reservations and had meetngs with 
hospital folks, HIS (Indian Health 
Service), tribal leaders, and local 
community leaders. So that carries 
through.    
 

I don't want to pathologize this 
person because there has been a 
lot of experiential things and 
structural things that have played 
into getting them to where they 
are. I also don't want to make a 
mistake and not treat a treatable 
condition.  
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You want to be like a good open 
minded liberal person who can care 
for people of all different types and 
sometimes being aware of systemic 
racism and structural bias that keep 
various non dominant groups from 
succeeding. It's not enough, right? 
There's still bias  there.  Sometimes 
its hard to feel you are lumped into 
a group, just like some else might 
be lumped into a group and that 
sort of, it's like I'm not, but there 
are thing that I share with Donald 
Trump but I feel very different in 
some ways and sometimes it's like, 
no, you're like the same thing. It's 
uncomfortable to be in this sort of 
postion of power.  
 

One of my best educational 
experiences was a structural 
competency curriculum. We joined 
the educational team to develope a 
curriculum to better understand 
barriers to care for people. We 
conceptualized the various 
problems.  It's not they just didn't 
show up for an appointment.  It is 
understanding that they don't have 
transportation, they don't have 
anyone to care for their kids. and 
they just got kicked out of a shelter.  
 

I'm honestly surprised we don't 
have implicit bias training.  
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Appendix I: Qualitative Analysis Coding by Research Question Tables 

 

Table I1. Qualitative Analysis Coding Research Question #1 

 

Theme Sub-Theme Coding Resident statement  

    

Resident 
Identified 
Areas of 
Need for 
Additional 
Knowledge 
  

History 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Local history* 
 
 
 
 
 
 
 
 
 
 
Institutional history 
** 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*I would have loved getting 
exposed to more of Baltimore 
history…Our template right for 
our admissions has born and 
raised in and then this little 
blank…98% of these history and 
physicals say Baltimore City.  
That's not helpful.  
…Is this person from Roland 
Park? Are they from, Sandtown 
Winchester? Right? They have 
such a such a different 
experience. 
*/**I didn’t go to medical school 
here but there’s a lot of 
exposure early on for medical 
students about the history or 
Baltimore and Hopkins.  I’m 
disappointed that I didn’t get to 
like jump in with that.  I think 
the history is absolutely 
necessary for learning to 
practice medicine here much 
less anywhere.  
*I think it would be good to talk 
about the trauma that medical 
providers give…Nobody likes to 
be in the hospital, having 
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History of Psychiatry 
*** 
 

doctors make you take medicine 
is a really hard experience.  
**You know, frankly, I see our 
system is rigged.  It’s rigged in a 
lot of ways.  I’m not naïve to 
that. 
**I've had conversations with 
patients who said, you know, 
what, Hopkins, killed my baby, 
they experimented on my baby. 
You know, she needed a 
transplant. And, you know, she 
got a transplant, but they had, 
you know, doctor's training 
experiment on her and she died 
in my arms. And, you know, I 
will never know what the truth 
is. But that was that person's 
truth. 
*** This is so much trauma that 
that you are carrying with not 
just the history of, of medicine, 
and what medicine has done to 
the populations of people who 
don't have a say, in what is done 
to their bodies. Right. But, but 
psychiatry as well, as is very well 
known for kind of taking 
advantage of people. And 
they've been complicit. Yeah, 
absolutely. Absolutely. 
***I think the history of 
psychiatry is huge. I think in a 
way that I’m only like beginning 
to understand.  I’m only just 
learning it myself.  
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 Structural 
Discrimination 

Systemic racism in 
psychiatry* 
Positionality** 
Patient perceptions 
of discrimination*** 

*/**I’m a psychiatrist and 
there’s a lot that represents.  I 
can’t take myself out of power 
dynamics of the situation…This 
is me in these scenarios that 
create a power dynamic and 
power also within the industry 
and patients.  
*We’re on an inpatient unit 
where people are really acute, 
I’m a transient person in their 
life.  Sometimes it is not 
appropriate to go digging for 
these things.  It’s not always a 
safe space.  
*I have a patient right now who 
I think about a lot who’s had a 
really difficult lived experience 
in West Baltimore with a really 
complex family…like a lot of it is 
lived experience and you can 
look at it through your disease 
lens or your childhood trauma 
lens.  It’s difficult. I don’t want 
to pathologize this person 
because I think a lot of 
structural things have played in 
getting them to where they are.  
*One of the things most helpful 
was an experience in medical 
school, it was called a structural 
competency curriculum. We 
looked at barriers to care in a 
clinic that was student run. Why 
does this person never show 
up? Maybe because they don’t 
have transportation or they 
don’t have somebody to watch 
their kids or they’ve just been 
kicked out of their shelter. It 
was helpful in conceptualizing 
the different problems.  
* The first thing in my life that 
really opened my eyes was 
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unconscious bias training.  So, 
based off of this test, I have a 
preference for this kind of 
person.  You know, like that was 
the environment I was raised in.  
What do I do with this 
information now? How do I take 
it further? What does it mean 
about my interactions? 
**I know I’m a white guy and I 
know that I don’t know of your 
perspective. So, I want to 
understand it.  
**I think there needs to be safe 
spaces to just talk about 
whiteness, because I think there 
is fear of being viewed as racist 
but the only way to address and 
help is to actually focus less on 
blackness, or all those things, 
and focus more on whiteness, 
and what they haven’t 
experienced and how to pay 
attention to things that color 
their experience.  
***I’m working with an elderly 
Black patient from Baltimore.  
She is also blind and has 
encountered a lot of racism and 
ableism.  But I’ve never heard 
her say the words.  That’s 
something I’m working on (the 
language to have these 
conversations). 
***I had a guy come in quite 
manic.  First psychiatric 
hospitalization.  He was African 
American and handcuffed.  
There was a conversation about 
whether racial profiling played a 
role in his presentation.  

  Specific Learning 
Content Areas 

Intersectionality* 
Microaggressions** 

The frustration I have 
sometimes with curriculum that 
focus on these topics is that 
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they are very theoretical. Many 
people do have good intentions, 
but they don’t know how to 
bring it up or talk about it with 
patients. 
*Thinking about 
intersectionality of  
identities, it’s important but 
sometimes it’s sensitive.  How 
am I going to be able to do this? 
*I remember seeing the list of 
all the intersectional things. If I 
can relate it to the clinical 
endpoints.  Stacked situations 
and the many layers of stressors 
that you can get to and then I 
could help if you could open up 
and address it.  
* I think there are a lot of cases 
with intersectionality.  
Sometimes it is like a hierarchy 
of what people think is ok.  Like 
there is a model minority. So, 
lots of Asians don’t feel 
comfortable talking about issues 
because it’s not as bad as a 
brown or black person’s 
experience. Being able to talk 
about passing for mixed race 
people. Having more rich 
discussions in terms of the 
nuance that can affect just to 
broaden everybody’s mind 
about things.  
** I am not actually 
knowledgeable enough about 
microaggressions.  Still, I think 
microaggressions are a bit 
nuanced for me. I’m a little bit 
hesitant. 
** I am not as good at 
recognizing certain forms of 
microaggressions, I am not as 
sensitive or aware as I could be 
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**I do see a lot of inequities, a 
lot of microaggressions.  I’ve 
noticed situations where a 
patient is routinely getting their 
medicine late, or not getting it 
when they ask for it and feel like 
they need it.  Somethings it the 
differences in the receptions 
between that patient and 
another…and there is a racial 
difference….I do feel 
uncomfortable calling it out, 
especially since I have been 
training in psychiatry for a year 
and these people have been 
working there 10-15 years.   
** How do you balance? Like 
how do you balance 
microaggressions.  Like help 
them to function while 
acknowledging the experience is 
real.  

    

 

Table I2. Qualitative Analysis Coding Research Questions #2 

 

Theme Sub-Theme Coding Resident statement  

    

Resident 
Skills 

Self-directed 
learning  

 
 
 
 
 
 
 
 

 

Reading on the 
topic* 
Thinking about the 
problem within 
context ** 
School of Public 
Health Lectures*** 
Community 
volunteer activities 
**** 
 

*I honestly didn't have a lot of 
time to do things outside of us 
of work, except for just like 
reading online 
* I do a lot of reading about 
intersectionality.  Race, gender, 
career, and how all those things 
affect that. 
* I've a lot of the sort of books 
that came up in the broaching 
seminar, I've read and have on 
my shelf. I spent a lot of time, 
like reading about Baltimore 
history. 
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** (After reading) I really try to 
think about their problems, all 
their problems and place it in a 
context.   
**So before we even started 
clinical courses, we spent time 
no some of the Native American 
reservations.  Meeting hospital 
folks, IHS (Indian Health Service) 
folks, tribal leaders, and local 
community leaders.  
***It's probably been more like 
a series of different lectures, 
whether they be like research 
lectures that the Public School 
of Health has done, that talk 
about maybe some of the 
challenges. 
***I took at urban education 
course. Just my experience as a 
student, then now as a doctor, 
each experience with a new 
person has prepared me for the 
next.  I think I’m more 
inquisitive.  
**** I think more community 
outreach would be helpful. I 
want to learn more about the 
resources out there in the 
minority community and in 
schools.  
**** I think to some degree it’s 
the intentionality of it.  I think 
through different community 
service stuff that I’ve chosen to 
do, I’ve exposed myself to 
different backgrounds and 
different philosophies on life.  

 Strengths Curiosity* 
 
Open, 
inclusiveness** 
 
 

*I want to know everything 
about everybody 
** I'm open and inclusive and 
not particularly judgmental. 
** I prioritize building rapport, 
and being a friendly human who 
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Empathetic*** 
 
 
 
Comfortable**** 
 
 
Personal 
Diversity***** 
 
 
Valuing others 
perspectives****** 
 
 
 
 
Conversant ******* 
 
Recognition of 
bias******** 

wants to help. That's my guiding 
light. In psychiatry, a lot of times 
people are given 
recommendations of what they 
need which is not necessarily 
what they think they need help 
with. So I listen to what the 
patient is saying and try to 
figure out how to help them 
with what they need. 
***I know what it's like to be 
"other" or not of the majority 
***I'm very empathetic and try 
to put my money where my 
mouth is.  
****"I'm comfortable talking 
about different cultural 
backgrounds and diversities. 
****"I have a relatively diverse 
group of friends and have some 
knowledge about lots of 
different things." 
******I try to have patients tell 
me whether things make sense 
for their daily lives or if my ideas 
are half-baked and work to have 
their ideas have some role in 
deciding the path forward 
*******"I'm a good 
conversationalist" 
 
********I can know that racism 
and structural issues exist that 
keep non-dominant groups from 
succeeding but there is still bias 
there. It's hard to be in a 
position of power.  It can still be 
uncomfortable to stand up to 
things.  
 

  Limitations Language* 
Non-citizen** 
 
 

*I only speak English 
**I'm not from this country so I 
have a very different 
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Cultural 
knowledge*** 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Positionality **** 
 
 
 
 
 
 
 
 
Privilege***** 

perspective or reference point 
for cultural experiences  
***I have not recognized the 
importance of race in the history 
of America 
***I only know my own 
experience and there are things 
I'm just not aware of. There are 
different intricacies of 
everybody's culture and 
background. There are limits to 
my exposure and experience. 
*** I think one of the biggest 
limitations is, is that you just 
you cannot, you will not be able 
to know and be familiar with all 
of the different intricacies of 
everybody's culture, 
everybody's background, or 
their experiences or their 
struggle. And I think that is 
really hard. Because even as 
much as I try to be open, there 
are things that I'm just not 
aware of. And so I think that's 
where it's important to get that 
kind of training of 
understanding, like, where is it 
that like, I'm listening to the 
patient to hear what they're 
saying in response to me, 
because maybe there's 
something maybe I'm hitting 
that limit of my experience level 
and of my exposure level. And 
maybe they're signaling to me 
that I've hit that limit. So maybe 
I need to pause and figure out 
how can I grow in that moment. 
****I'm a psychiatrist and 
there's a lot that represents 
(structural discrimination, 
positionality) 
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Discomfort****** 
 
 
 
 
 
 
 
 
 
 
 
 
Institutional 
change******* 

**** I've only lived my own life.  
I represent the dominant 
western civilization face and 
sometimes what you represent 
is more powerful than anything 
you say or how you say it.  
***** "I'm a white man" 
*****I look and feel very white 
in this community.   
******I want to broach issues 
or race and culture but I'm 
trying to figure out the time and 
space.  It seems other things are 
more pressing in the moment.  
Maybe that true but it's 
probably not, and it's a 
symptom of my own discomfort.  
******I get in my head. So I 
think if I didn't worry if this is a 
racial topic and I like worry if 
this escalates into like a not 
good situation.  Life if I could 
agitate the patient.  
*******I don't have 
weaknesses with patients 
themselves but in terms of 
making institutional changes.  
 

 

Table I3.  Qualitative Analysis Coding Research Question #3 

 

Theme Sub-Theme Coding Resident statement  

    
Resident 
Attitudes 

Personal 
Characteristics 

 
 
 
 
 
 
 

Personal 
Identification* 
 
 
 
 
 
 
 

*I think as a gay person, not that I've even 
experienced that much discrimination, as a 
man and a white person, but knowing what 
it's like to have assumptions about me made 
or like, or things that I don't know, like seeing 
the world from something different from the 
sort of main viewpoint  
*I'm very aware of being a white, 
cisgendered, heterosexual male, wearing a 
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NOTE:  
Qualitative 
Analysis 
Coding 
Research 
Question #2 
Sub-theme 
Strengths was 
re-classified 
from skills to 
attitudes 
during 
reiterative 
coding cycles.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Personal 
attributes: 1) 
curiosity, 2) 
open and 
inclusive, 3) 
empathetic, 4) 
comfortable, 5) 
personal 
diversity, 6) 
valuing others 
perspectives, 7) 
conversant, 8) 
cognizant of 
bias 
 
 
 
 
 
 
 

tie most days. I represent the dominant face 
of Western civilization.  It's hard sometimes 
because what you represent if more 
powerful than anything you can say or how 
you say it. 
*My family is like the United Nations. I did 
not recognize the privilege that I had.  
Compared to some of my relatives.  I don't 
get pat down at the airport even with a 
Middle Eastern sounding name.  Because of 
the color of my skin right?  When I travel with 
my grandfather, he gets patted down every 
single time.  He is very, very dark. We 
understand better because of our 
experiences. I feel very white in this 
community 
*I still consider myself a person of color even 
though I'm not underrepresented. 
*I'm privileged in many ways, in the sense 
that I'm a Caucasian man. I'm part of the 
system. 
*I'm at the intersection of all privileged 
identities.  Thinking about intersectionality is 
like. More than you race or gender, like your 
identity as a physician, or as a father.  If 
you're acknowledging them as a full person.   
1) I want to know everything about 
everybody 
2) You want to be like a good open-minded 
liberal person who can care for people of all 
different types and sometimes being aware 
of systemic racism and structural bias that 
keep various non-dominant groups from 
succeeding. 
I'm open and inclusive and not particularly 
judgmental. 
I prioritize building rapport, and being a 
friendly human who wants to help. That's my 
guiding light. In psychiatry, a lot of times 
people are given recommendations of what 
they need which is not necessarily what they 
think they need help with. So, I listen to what 
the patient is saying and try to figure out how 
to help them with what they need. 
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Personal 
limitations*** 
 

3) I know what it's like to be "other" or not of 
the majority 
I'm very empathetic and try to put my money 
where my mouth is.  
4) I'm comfortable talking about different 
cultural backgrounds and diversities. 
I have a relatively diverse group of friends 
and have some knowledge about lots of 
different things. 
5) I try to have patients tell me whether 
things make sense for their daily lives or if my 
ideas are half-baked and work to have their 
ideas have some role in deciding the path 
forward 
6) I'm a good conversationalist 
7) I can know that racism and structural 
issues exist that keep non-dominant groups 
from succeeding but there is still bias there. 
It's hard to be in a position of power.  It can 
still be uncomfortable to stand up to things.  
*/**/***I know I'm a white guy and I'm 
talking to you, but I know that I don't know 
your perspectives. I just want to try and 
understand it. Maybe that diffuses the 
feelings in the room.  I'm sure there's some 
countertransference but I want to.  There is 
this comfortableness or uncomfortableness 
about who you are. 
 

 Exposure/ 
Experience 

Lived 
Experience * 
 
 
 
 
 
 
 
 
 
 
Exposure to 
others** 

*I feel what makes me feel most prepared to 
deal with diverse populations is just kind of 
lived experience.  I went to a college that was 
multi-racial and ethnic.  I'm biracial myself.  I 
grew up in African American neighborhoods.  
*I grew up on the least diverse place on the 
planet so it was important for me to to to a 
school that prized diversity.  I have chosen 
lived experiences going to school or living 
places intentionally that are diverse places. It 
exposed me to different backgrounds and 
different philosophies of life. 
*/** I went to medical school in Seattle and 
there was a lot of early exposure to systemic 
racism and health disparities. We spent some 
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time on Native American reservations and 
had meetings with hospital folks, HIS (Indian 
Health Service), tribal leaders, and local 
community leaders. So that carries through.    
**I have a lot of friends in the LGBT 
community.  People who are black and Asian, 
old and young, conservative and liberal. 
People who are wonderful, just wonderful.  
But when you know one gay person, you only 
know that one experience but you're 
representing. 
**I was taking care of a man who had an 
immigration related issue regarding legal 
status.  The family wasn't English speaking.  I 
learned a lot about how you navigate 
intersections. 
**I'm working with a young man who is 
Korean, and there's been a lot of anti-Asian 
violence.  So, when it comes up in the news, 
and the patient talks about this overarching 
anxiety, I ask.  You know this has been on the 
news, is this something that is on your mind? 
**My outpatient had gone to the Midwest, 
my homeland, and had been in one of the 
more unsavory parts and had a racial slur 
pointed at her.  She felt comfortable bringing 
it up and unpacking it. She knows I'm white 
and from the Midwest in many ways the last 
person that you would probably want to 
bring it up with. 
**I had a guy come in who was quite manic.  
It was his first time in a psychiatric hospital.  
He was African American and came by 
handcuffs.  There was a lot of conversation 
about whether racial profiling played a role in 
his presentation.  I think sometimes when 
someone is so ill it's markedly harder to have 
very complicated, nuanced discussions. 
**I've noticed something where a patient 
was routinely getting their medication late, 
or not getting what they are asking for that 
they feel like they need, and there's a 
difference in nursing staff between you know 
the reception of that patient and another 
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patient.  There is also a racial difference.  
That is something that I've brought up in the 
past and say, hey, can we give this person 
their medication first today? Because 
obviously they're not getting something they 
need and it's being perceived as aggression 
and it just kind of propagates the 
stereotypes. 
**I've had conversations with a patient that 
they said (Hospital) killed my baby, 
experimented on my baby. She needed a 
transplant, but they had doctors training 
experiment on her and she died in my arms.  
I will never know what the truth is.  But that 
was that person's truth.  
**I have an elderly black patient who is blind.  
She has encountered a lot of structural 
racism and ableism.  She never uses these 
words. When patients don't have the same 
language or experiences, how do we 
communicate? How do we query more about 
their experiences and point it out? 
 

 Stereotype/ 
Bias Avoidance 

Stereotype/Bias *I know what it's like to be "other" or not of 
the majority. I know what it's like to 
represent. I might not be South Asian, but I'm 
Asian, and culture is playing a big role in how 
to be anti-racist. 
*I've noticed something where a patient was 
routinely getting their medication late, or not 
getting what they are asking for that they 
feel like they need, and there's a difference 
in nursing staff between you know the 
reception of that patient and another 
patient.  There is also a racial difference.  
That is something that I've brought up in the 
past and say, hey, can we give this person 
their medication first today? Because 
obviously they're not getting something they 
need and it's being perceived as aggression 
and it just kind of propagates the 
stereotypes. 
*It's useful to talk about a specific culture 
and aren't trying to aim at this is how you ask 
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a question to this kind of person, but provide 
more general information about issues that a 
population may be facing.  If you don't even 
know it's a problem.  If you have just a little 
bit of information to start, it does make it 
easier to open up the conversation. 
*Avoiding that whole sense that you know.  I 
remember as a medical student they brought 
in a guy from Ukraine and it was like this is 
how Ukrainian people act when they go to 
the doctor.  Maybe it's like that but maybe 
everybody’s unique, even in their place 
within their own culture. We need to avoid 
they whole these kinds of people type 
conversations because they feel sterotypy. 
*Race and ethnicity mean different things to 
every person. It's easy to have academic 
conversations but knowing it's important to 
tailor and think about the individual because 
you don't want to fall into stereotypes. 
*Everybody's got a culture, but really, it's like 
12 cultures, like the cultural experience of 
being African American, and lesbian, and 
they're living in a certain socioeconomic 
status.  The interactions are so different in 
particular to each person. So how do I 
generalize? What do I take from this case 
that is very specific and how do I generalize? 
*More discussions about the nuance that can 
affect and broaden everybody's mind about 
things.  It would be good to be able to talk 
about white passing, role induction, delving 
more into women, the likelihood of 
experiencing violence and being dismissed. 
*There needs to be more space to talk about 
whiteness.  I think there is fear of being 
raised or viewed as racist, but the only wat to 
address and help is to actually focus less on 
blackness, or all those other things and focus 
more on whiteness, and what they haven't 
experienced. Pay attention to all the different 
things that color their experiences. 
*I don't want to pathologize this person 
because there has been a lot of experiential 



 
 

244 
 

things and structural things that have played 
into getting them to where they are. I also 
don't want to make a mistake and not treat a 
treatable condition. 

 

 

Table I4. Qualitative Analysis Coding Research Question #4 

 

Theme Sub-
theme 

Coding Tags Resident statement 

     

Resident 
Identified 
Areas of 
Need to 
Increase 
Comfort 
and 
Confidenc
e Caring 
for 
Diverse 
Patients 
  

Didactic 
Content 
 
(This 
section is 
dually 
coded 
under 
research 
question 
#1)  

History 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Local 
history* 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Institutional 
history ** 
 
 
 
 
 
 
 

*I would have loved getting exposed to 
more of Baltimore history…Our template 
right for our admissions has born and 
raised in and then this little blank…98% of 
these history and physicals say Baltimore 
City.  That's not helpful.  
…Is this person from Roland Park? Are 
they from, Sandtown Winchester? Right? 
They have such a such a different 
experience. 
*/**I didn’t go to medical school here but 
there’s a lot of exposure early on for 
medical students about the history or 
Baltimore and Hopkins.  I’m disappointed 
that I didn’t get to like jump in with that.  I 
think the history is absolutely necessary 
for learning to practice medicine here 
much less anywhere.  
*I think it would be good to talk about the 
trauma that medical providers 
give…Nobody likes to be in the hospital, 
having doctors make you take medicine is 
a really hard experience.  
**You know, frankly, I see our system is 
rigged.  It’s rigged in a lot of ways.  I’m not 
naïve to that. 
**I've had conversations with patients 
who said, you know, what, Hopkins, killed 
my baby, they experimented on my baby. 
You know, she needed a transplant. And, 
you know, she got a transplant, but but 
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History of 
Psychiatry 
*** 
 

they had, you know, doctor's training 
experiment on her and she died in my 
arms. And, you know, I will never know 
what the truth is. But that was that 
person's truth. 
*** This is so much trauma that that you 
are carrying with not just the history of, of 
medicine, and what medicine has done to 
the populations of people who don't have 
a say, in what is done to their bodies. 
Right. But, but psychiatry as well, as is 
very well known for kind of taking 
advantage of people. And they've been 
complicit. Yeah, absolutely. Absolutely. 
***I think the history of psychiatry is 
huge. I think in a way that I’m only like 
beginning to understand.  I’m only just 
learning it myself.  

  Structural 
Discrimina-
tion 

Systemic 
racism in 
psychiatry* 
Positionality 
** 
Patient 
perception 
of 
discrimina-
tion*** 

*/**I’m a psychiatrist and there’s a lot 
that represents.  I can’t take myself out of 
power dynamics of the situation…This is 
me in these scenarios that create a power 
dynamic and power also within the 
industry and patients.  
*We’re on an inpatient unit where people 
are really acute, I’m a transient person in 
their life.  Sometimes it is not appropriate 
to go digging for these things.  It’s not 
always a safe space.  
*I have a patient right now who I think 
about a lot who’s had a really difficult 
lived experience in West Baltimore with a 
really complex family…like a lot of it is 
lived experience and you can look at it 
through your disease lens or your 
childhood trauma lens.  It’s difficult. I 
don’t want to pathologize this person 
because I think a lot of structural things 
have played in getting them to where they 
are.  
*One of the things most helpful was an 
experience in medical school, it was called 
a structural competency curriculum. We 
looked at barriers to care in a clinic that 
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was student run. Why does this person 
never show up? Maybe because they 
don’t have transportation or they don’t 
have somebody to watch their kids or 
they’ve just been kicked out of their 
shelter. It was helpful in conceptualizing 
the different problems.  
* The first thing in my life that really 
opened my eyes was unconscious bias 
training.  So based off of thie test, I have a 
preference for this find of person.  You 
know, like that was the environment I was 
raised in.  What do I do with this 
information now? How do I take it 
further? What does it mean about my 
interactions? 
**I know I’m a white guy and I know that I 
don’t know of your perspective. So I want 
to understand it.  
**I think there needs to be safe spaces to 
just talk about whiteness, because I think 
there is fear of being viewed as racist but 
the only way to address and help is to 
actually focus less on blackness, or all 
those things, and focus more on 
whiteness, and what they haven’t 
experienced and how to pay attention to 
things that color their experience.  
***I’m working with an elderly Black 
patient from Baltimore.  She is also blind 
and has encountered a lot of racism and 
ableism.  But I’ve never heard her say the 
words.  That’s something I’m working on 
(the language to have these 
conversations). 
***I had a guy come in quite manic.  First 
psychiatric hospitalization.  He was African 
American and handcuffed.  There was a 
conversation about whether racial 
profiling played a role in his presentation.  
*There can be this tendency sometimes 
where they almost fall into stereotypes… 
they brought in a guy from Ukraine. It was 
like, this is how Ukrainian people act 
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when they go to the doctor. And I'm like, 
maybe it's like, again, it's that everybody's 
so unique, even in their place in within 
their own culture. That like, avoiding like 
the whole, this is how you talk to these 
kinds of people type conversations, 
because that almost can feel stereotypy. 

   Specific 
Learning 
Content 

Areas 

Inter-
sectionality
* 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Micro-
aggressions 
** 

The frustration I have sometimes with 
curriculum that focus on these topics is 
that they are very theoretical. Many 
people do have good intentions, but they 
don’t know how to bring it up or talk 
about it with patients. 
*Thinking about intersectionality of  
identities, it’s important but sometimes 
it’s sensitive.  How am I going to be able 
to do this? 
*I remember seeing the list of all the 
intersectional things. If I can relate it to 
the clinical endpoints.  Stacked situations 
and the many layers of stressors that you 
can get to and then I could help if you 
could open up and address it.  
* I think there are a lot of cases with 
intersectionality.  Sometimes it is like a 
hierarchy of what people think is ok.  Like 
there is a model minority. So lots of Asians 
don’t feel comfortable talking about 
issues because it’s not as bad as a brown 
or black person’s experience. Being able 
to talk about passing for mixed race 
people. Having more rich discussions in 
terms of the nuance that can affect just to 
broaden everybody’s mind about things. * 
*I find didactics useful that provide 
general information about an issue I may 
be facing.  It's hard to ask the questions, if 
you don't even know it's a problem. I feel 
that if you have a little bit of information , 
it makes it easier to open up the 
conversation. 
** I am not actually knowledgable enough 
about microaggressions.  Still, I think 
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microaggressions are a bit nuanced for 
me. I’m a little bit hesitant. 
** I am not as good at recognizing certain 
forms of microaggressions, I am not as 
sensitive or aware as I could be 
**I do see a lot of inequities, a lot of 
microaggressions.  I’ve noticed situations 
where a patient is routinely getting their 
medicine late, or not getting it when they 
ask for it and feel like they need it.  
Somethings it the differences in the 
receptions between that patient and 
another…and there is a racial 
difference….I do feel uncomfortable 
calling it out, especially since I have been 
training in psychiatry for a year and these 
people have been working there 10-15 
years.   
** How do you balance? Like how do you 
balance microaggressions.  Like help them 
to function while acknowledging the 
experience is real.  
Integrate lower t trauma and capital T 
trauma.  It is frustrating that we’re 
underappreciating how much 
microaggressions are lower t trauma and 
is a chronic stress.  It’s all encompassing, 
it’s chronic, chronic stress.  

 Clinical 
Activities  

Resident 
clinical 

activities 
 
 
 
 
 
 
 
 
 
 
 
 

“See a lot of 
patients” 
 
 
 
 
 
 
 
 
 
 
 
 
 

For example, I can teach you about my 
experience, but that is only my one 
experience.  You just have to meet more 
people to know more.  More exposure is 
always helpful. 
I need to increase my outpatient clinic 
census. That would allow me the longevity 
to broach with someone. There is comfort 
in knowing if I get this wrong, I can try 
again.  
I think videos are good but they always 
feel a little staged.  There's an artiface of 
being taped.  When questions are done 
organically in rounds…doing that. I think 
that's helpful, because you can pocket it in 
your toolbox.  
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Demon-
strating 

integration 
into 

practice by 
faculty  

“Real life 
modeling”  

 
It would be helpful if the faculty recognize 
this as important.  Some of the faculty are 
very much on the advocacy side of things 
but others are not.  It's like permitted not 
supported.  
Supervision on the specifics that I can 
work on, and then how do I generalize? 
I think videos are good but they always 
feel a little staged.  There's an artifice of 
being taped.  When questions are done 
organically in rounds…doing that. I think 
that's helpful, because you can pocket it in 
your toolbox. 

 Prepar-
atory 

Activities 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Resident 
self-

perception 
of 

preparatio
n 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Self-
appraisal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I’m comfortable.  I'm currently working 
with a young man who is Korean and 
there has been a lot of anti-Asian 
violence.  So, when it came up in the new, 
I asked if this had been something that's 
been on his mind.  If I can ask you if you 
want to kill yourself, I should be able to 
ask you what your experience of your race 
is in this country." 
"I feel comfortable.  I know the language.  
I know the concepts but I don't want to be 
telling an elderly patient who has 
encountered a lot of structural racism and 
ableism these words.  I'm still working on 
having these conversations when we 
don't speak the same language.  I 
recognize it's (my language is) coming 
from my privilege but I also want to point 
out or validate their experiences."   
"I am not as good at recognizing certain 
forms of microaggressions.  I am not as 
sensitive or aware as I could be. 
It is contextual.  I’m good at addressing 
the egregious stuff that needs to be dealt 
with.  
To be honest.  I’m hesitant.  I’m not at 
that level of knowledge.  
Microaggressions are a bit nuanced for 
me.  OI feel conceptually understanding, 
but emotionally, a little hesitant.  I think 
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Activities 

of the ways we discredit others 
experiences. You know I may describe 
something and they’re like that not what 
it is.   
Role-playing I think more roleplays would 
be helpful. 
People have to practice.  
I think more role playing would be helpful 
in the teaching environment.  More 
exposure and pushing myself to be more 
proactive talking about it 
A lot of doing is important.  It's difficult in 
training though because it is a created 
scenario versus the interactions that are 
happening when your pager is going off 
and I need to address something in the 
moment. In that moment, you're not 
nearly so set up so having that practice is 
best 
It helps to role play those situations that 
are really difficult, like a patient doesn’t 
open up. 
Vignettes:  Vignettes stimulate 
discussions.  
 It simplifies the cases.  There’s too much 
information to process.  
They are good to focus on a specific 
aspect. 
Broaching Curriculum: I found the 
broaching curriculum really helpful. 
The broaching curriculum, the way the 
history (local, institutional, and 
psychiatric) was presented and how it 
presented how to actually talk about it 
with a patient, was the most forward-
thinking idea. It has led to some cool 
experiences with patients. So, I think 
more on the soft side (of science) and 
technical skills need to continue.  It felt 
like a real step forward. 
Implicit Association Test: I really like 
implicit bias or unconscious bias training 
like a primer. 
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Resource
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Group 
Specific 
Communit
y 
Resources 

 
“Cheat 
Sheet”  

 
 
 
 
 
 
 
 
 

Connecting 
broaching 

multi-
dimension
al model 

with 
clinical 

presenta-
tion, 

diagnosis, 
care  

 

Based off this test you learn your 
preferences, then what do you do with 
this information? What does it mean to 
my interactions? How can you understand 
a microaggression if you don't understand 
how your own preferences impact how 
you treat others? 
Discussions: I liked the directness and 
opening up the conversation.   
The conversations were rich and it made 
the implicit more clear. 
I liked the cases and discussions that 
sprang from our conversation.  It changed 
the range of possibilities from being 
theoretical to an actual reality. 
 
LGBTQ community 
 
 
 
 
A “Cheat Sheet” with tips.  
In my head is a list of intersectional and 
intraracial (characteristics) and then how 
do they connect with clinical endpoints or 
diagnosis? I want to look at that.  
When it’s a new line of inquiry and 
something you’re not super comfortable 
with having phrases.  When I’m 
uncomfortable I need something I can go 
to. When you’re at the novice stage that is 
helpful and important. 
I’d like a rubric with questions, for each of 
the dimensions, and examples for 
different racial, ethnic, and cultural 
groups.  
I’d like a template of the multiple 
dimensions (of broaching) integrate 
broaching techniques with psychiatry-like 
a patient you did not want to take benzos 
goes to another doctor, what’s up with 
that?  They have not been listened to by 
their doctors for a long time.  Maybe they 
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were having a panic attack from a sexual 
assault.   
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Appendix J: Mixed-Methods Data Analysis Table 

 

Table J1..  Research #1: Mixed- Methods Analysis of Findings  

 

Quantitative 
Methods Findings 

Qualitative Methods 
Findings 

Mixed Methods Analysis Findings 

  Convergence of 
Quantitative and 
Qualitative Findings  

Divergence Between 
Quantitative and 
Qualitative Findings 

Research Question #1: How do year 2 general psychiatry residents and child psychiatry 
fellows assess confidence in their knowledge base to provide care to racially, ethnically, and 
culturally diverse patients? 
 

BABS 
I initiate discussions 
that help my clients 
understand their 
problems are 
connected to a larger 
set of systems issues 
such as race and 
culture: 6% strongly 
agree, 38% agree, 
13% disagree, 6% 
strongly disagree.   
Knowledge Survey 
Completely to 
Somewhat Confident 
in Understanding:  
Microaggressions 
100%  
Sexual Orientation 
and Gender Identity 
100%  
Gender Expression 
89%  
Minority Stress 78% 
Intersectionality 55%  
Program Evaluation 

Following 
participating in the 
"Managing 
Differences in the 
Therapeutic Dyad" 
Program Evaluation 
areas residents 
identified as wanting 
more information:  
-synthesis of the 
multidimensional 
model of broaching 
behavior within 
psychiatry 
-how to broach with 
specific patients 
diagnosed with 
bipolar disorder, 
schizophrenia, and 
personality 
vulnerabilities 
-resource to help 
synthesize 
information and 
guide addressing 
“challenges from all 

Following 
participating in the 
“Managing 
Differences in the 
Therapeutic Dyad” 
seminar the 
Knowledge Survey 
found the area of 
greatest weakness 
was intersectionality 
with 55% of residents 
reporting confidence 
in their knowledge of 
intersectionality and 
11% were not very 
confident. This area 
of weakness was 
supported in the 
semi-structured 
interviews.   
 
The “Managing 
Differences in the 
Therapeutic Dyad” 
program evaluation 
reported that all 
residents agreed 

Following 
participation in the 
“Managing 
Difference in the 
Therapeutic Dyad” 
there was divergence 
within quantitative 
data. Residents 
reported:  
 
- the BABS proxy 
measure of 
knowledge reported 
44% agree to 
understanding how 
problems are 
connected to a larger 
set of systems issues 
but the Knowledge 
Survey reported a 
mean score of 87% 
understanding 
concepts.  
 
Qualitative data, 
analysis of semi-
structured 
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Seminar enhanced 
the residents ability 
to recognize how 
patient diversity 
affects patient care:  
50% strongly agree, 
50% agree 

perspectives 
presented” 
 
Semi-structured 
interview analysis: 
Resident identified 
areas of need for 
additional knowledge 
included history 
(local, institutional, 
and of psychiatry), 
structural 
discrimination, and 
specific content 
areas, specifically 
related to 
intersectionality and 
microaggressions. 

their ability to 
recognize how 
diversity affects 
patient care had 
been enhanced.  The 
qualitative analysis of 
semi-structured 
interviews supported 
this with resident 
disclosures reported 
in the Structural 
Discrimination sub-
theme.  

interviews, 
supported learning 
needs with the 
theme, residents 
identified areas of 
need for additional 
knowledge, including 
history (local, 
institutional, of 
psychiatry), 
structural 
discrimination, and 
specific learning 
content areas of 
intersectionality and 
microaggressions.  
 
Divergence between 
quantitative and 
qualitative data:  
100% understanding 
of Microaggressions 
in the needs 
assessment 
Knowledge Survey. 
However, the semi-
structured interviews 
reported 
contradictory 
findings as residents 
specifically identified 
the need for 
additional education 
related to 
microaggressions.  
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Table J2 ..  Research #2: Mixed- Methods Analysis of Findings  

 

Research Question #2: How do year 2 general psychiatry residents and child psychiatry 
fellows assess their skills to provide culturally competent care to racial, ethnic, and culturally 
diverse patients?  
 

BABS pre-test/post-
test findings 
I need a broader 
range of counseling 
strategies to 
broach… decreased 
from 75% to 53%. 
Sometimes I have 
difficulty 
translating… 
decreased from 63% 
to 40% 
Sometimes I have 
difficulty identifying 
a facilitative 
response… 
decreased from 69% 
to 27%.  
Program Evaluation 
Survey 
Seminar enhanced 
skills to attend to 
diversity in 
evaluation and 
treatment and 
abilities to broach 
but psychotherapy 
training milestones 
identify all areas of 
needing 
improvement.  

Semi-structured 
interview analysis: 
Resident identified 
sub-themes for skills 
as their strengths, 
weaknesses, and self-
directed learning.  
 
Coding for resident 
strengths included 
curiosity, openness, 
empathetic, 
comfortable, personal 
diversity, valuing 
others perspectives, 
being conversant, and 
recognizing bias.  
 
Coding for residents’ 
limitations included 
language, cultural 
knowledge, 
positionality/privilege, 
discomfort, 
facilitating 
institutional change.  

All data sources 
identified areas of 
skill weakness.   
The BABS identified 
specific areas for skill 
development in 
interactions with 
patients, the 
Program Evaluation 
identified 
psychotherapy 
training milestones 
which needed to be 
addressed, and the 
qualitative interview 
identified personal 
characteristics that 
residents perceived 
as contributing to 
limitations in their 
skills.  
 

Divergence not 
identified 
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Table J3 ..  Research #3: Mixed- Methods Analysis of Findings  

 

Research Question #3: How do year 2 general psychiatry residents and child psychiatry 
fellows describe their attitudes about addressing diversity, inclusion, microaggressions, 
structural racism, and discrimination through the care of patients? 
 

BABS 
82% of the residents 
strongly disagreed 
and disagreed that 
race did not matter. 
18 % of residents 
failed to recognize 
the importance of 
race which can be  
associated with 
microaggressions 
69% of the residents 
also strongly 
disagreed and 
disagreed that they 
should only broach 
racial and cultural 
issues when 
introduced by the 
patient. 30% of 
residents intend to 
broach racial and 
cultural issues only 
when raised by 
patients.  This subset 
is at risk for “cultural 
missed opportunity”.  
 
Program Evaluation 
Survey:  
100% of residents 
demonstrate self-
reflection and 
openness to differing 
beliefs.  
91% of residents 
identify how race, 

Semi-structured 
interview analysis: 
The theme of 
Resident Attitudes 
identified sub-
themes of personal 
characteristics, that 
including coding of 
personal 
identification, and 
personal attributes 
including personal 
strengths which had 
previously been 
identified when 
exploring skills in 
caring for diverse 
patients, lived 
experience, exposure 
to others, and 
stereotype/bias 
avoidance.  
 
Among resident 
strengths were 
curiosity, openness, 
empathy, being 
comfortable, 
embracing personal 
diversity, valuing 
others perspectives, 
being conversant, 
and recognizing bias.  
 
 

All data sources 
indicate that 
residents have 
positive attitudes to 
racially and culturally 
diverse patients.  

The BABS and 
Program Evaluation 
both identify areas of 
potential 
vulnerability for 
residents.  The BABS 
reported that 18% of 
residents vailed to 
recognize the 
importance of race 
which can be 
associated with 
microaggressions and 
30% only intended to 
address racial and 
cultural issues when 
raised by patients 
which is a “cultural 
missed opportunity.”  
The Program 
Evaluation had 38% 
of residents 
reflecting on their 
personal bias and its 
contribution to 
barriers and actively 
working to minimize 
them.  
 
The residents did not 
identify any of these 
areas of potential 
weakness when 
interviewed or by the 
ARMS. 
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ethnicity, and 
cultural beliefs 
influence 
interactions.  
The numbers 
reflecting on 
personal bias and its 
contribution to 
communication 
barriers and 
proactively 
minimizing them, 
38%.  
 
ARMS: 
ARMS were reported 
in the range between 
one and three on a 
scale that identified 
one as totally 
unacceptable and six 
totally acceptable per 
sub-scale: 
Victim Blaming 1.25, 
Color Evasion 1.75, 
Power Evasion 1.5, 
Exoticizing 1.375 
Total mean 1.46   
 

 

Table J4 ..  Research #4: Mixed- Methods Analysis of Findings  

 

Research Question #4:  How do year 2 general psychiatry residents and child psychiatry 
fellows describe their comfort in their skills broaching racial, ethnic, and cultural issues 
through patient care? 
 

BABS 
I experience a sense 
of 
awkwardness…Pre-
test 37.5 agree, Post-
test 33 % agree 

Semi-structured 
interview analysis: 
The theme of 
resident  identified 
areas of need to 
increase comfort and 

Quantitative and 
qualitative date both 
identified that 
residents had not 
achieved a level of 
comfort in their skills 

There was 
inconsistency within 
quantitative data 
regarding residents 
comfort translating 
knowledge to the 
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I feel uncertain about 
my ability to broach 
cultural factors…Pre-
test 46% agree, Post-
test 20% agree.  
Program evaluation 
from the seminar:  
100% of residents 
were completely to 
somewhat confident 
translating 
knowledge of the 
concepts to the care 
of patients,  
100% of residents 
were completely to 
somewhat 
comfortable 
identifying barriers to 
care,  
78% of residents 
were somewhat 
confident in 
identifying strategies 
to overcome those 
obstacles,  
67% were somewhat 
confident in 
connecting patients 
with resources. 

confidence caring for 
diverse patients sub-
themes of  Didactic 
Content, Clinical 
Activities, 
Preparatory 
Activities, and 
Resources.  
 
Codes which were 
the precursors to 
sub-theme Didactic 
Content were history 
(local, institutional, 
and of psychiatry), 
structural 
discrimination 
(systemic racism in 
psychiatry, 
positionality, and 
patient perceptions 
of discrimination), 
and specific learning 
content areas that 
included coding of 
intersectionality and 
microaggressions).   
  
Codes which 
preceded the sub-
theme of Clinical 
Activities were 
resident clinical 
activities, including in 
vivo code “See a lot 
of patients” and “real 
life modeling”  
 
Codes that preceded 
the Preparatory 
Activities were 
residents self- 
appraisal, and 
activities that 

to address racial, 
ethnic and cultural 
issues in caring for 
diverse patients.  

care of patients.  The 
program evaluation 
reporting of 100% of 
residents being 
somewhat to 
completely confident 
translating 
knowledge to care 
and identifying 
barriers to care, did 
not align with BABS 
or semi-structured 
interview reports.   
 
There was also 
divergence between 
quantitate and 
qualitative findings as 
the qualitative data 
provided greater 
specificity of learning 
needs.  
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included role playing, 
vignettes, broaching 
curriculum, implicit 
association test, and 
discussions. 
 
The final sub-theme 
was Resources that 
included coding 
related to group 
specific resources, 
and residents 
resources (e.g., 
“cheat sheet”, 
connecting broaching 
multidimensional 
model with clinical 
presentation, 
diagnosis and care.   
 
Program Evaluation: 
Residents identified 
broaching as a 
critical, useful skill.  
  

Appendix K: Acceptability of Racial Microaggressions Scale Findings  
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Scale:  Totally unacceptable 1 to Totally acceptable 6  

Victim blaming: Q1 "Minorities are just too sensitive about racism"  

Q2 "People from minority groups get hired easily because companies 
need to meet racial quotas" 

Q3 "Racial profiling is okay because racial and ethnic minorities are more 
likely to commit crimes"  

Q4 "Mistreatment of Native Americans ended a long time ago so they 
should just move on."  

Color evasion:   Q1 "I don't see your race, I see you as a person" 

Q2 "I don't care if you are black, brown, purple, yellow, green…I see all 
people the same" 

Q3 "There is only one race, the human race" 

Q5 "Even if we look different we are basically the same."  

Power evasion:  Q1 "Everyone is treated the same by the legal system" 

Q2 "Everyone has the same chance to succeed regardless of their race" 

Q3 "Everyone has access to the same resources such as schools and 
hospitals" 

Q4 "Everyone in life goes through the same kind of obstacles regardless 
of their race."  

0 0.5 1 1.5 2 2.5

Exoticizing

Power Evasion

Color Evasion

Victim Blaming

Acceptability of Racial Microaggressions

Question *1 Question *2 Question *3 Question  *4
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Exoticizing   Q1 "You are so exotic" 

Q2 "Latino and Black men are so passionate" 

Q3 "You're beautiful. Your skin tone is so different than other people"  

Q4 "You look like Pocahontas or a geisha." 
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Appendix L: Cultural Competency Training with Residents  
 

Author and Year Instructional 
Content 

Instructional 
Methodology 

Findings 

Harris, H. W., Felder, 
D., & Clark, M. O. 
(2004). A psychiatric 
residency 
curriculum on the 
care of African 
American patients. 
Academic 
Psychiatry, 28(3), 
226-239. 

 

Child and adolescent 
development, 
substance abuse, 
the African 
American family, the 
African American 
elder, diagnosis of 
mental illness in the 
African American, 
and biological and 
psychotherapeutic 
treatment of African 
American patients. 

Cultural sensitivity  
Experiential groups 
Didactic courses 
Clinical experiences 
Field experiences 
 

No evaluation reported  

Boehnlein, J. K., 
Leung, P. K., & 
Kinzie, J. D. (2008). 
Cross-cultural 
psychiatric 
residency training: 
the Oregon 
experience. 
Academic 
Psychiatry, 32(4), 
299–305. 
https://doi.org/10.1
176/appi.ap.32.4.29
9 

Population-specific 
or broader cross-
cultural psychiatric 
topics: psychiatric 
epidemiology, cross-
cultural 
pharmacotherapy 
and psychotherapy, 
impact of rapid 
cultural change, 
impact of trauma 
and violence, social 
and legal issues, 
principles of cross-
cultural psychiatry 

Instruction integrated 
within weekly clinics 
for members of a 
particular ethnic or 
language group. 
Residents were paired 
with an experienced 
ethnic minority 
mental health worker. 
Supervision and open 
question-based 
didactic sessions with 
the program director  
 

Residents most highly 
rated the “amount of 
supervision and 
support... satisfaction 
with resident role and 
responsibilities in 
patient care…and 
overall learning value of 
the experience” 
Program graduates 
routinely went on to 
work in positions 
dealing with cross-
cultural psychiatric 
issues. 

Fung, K., 
Andermann, L., 
Zaretsky, A., & Lo, H. 
T. (2008). An 
integrative approach 
to cultural 
competence in the 
psychiatric 
curriculum. 
Academic 
Psychiatry, 32(4), 

Core seminars: 
Culture and health, 
culture and illness, 
cultural competence 
and cultural 
psychiatry, culture 
and assessment, 
culture and 
treatment  

Framework 
integrating attitude, 
skills, and knowledge 
longitudinally. 
5 sessions (3 in PGY-1, 
2 PGY-2) 
PGY-1 seminars  
PGY-2 seminars, 
workshop format 
using case studies and 
group discussions.  

Standard course 
feedback forms using 5-
point Likert scale 
(1=unsatisfactory, 
5=excellent) reported 
feelings about the topic, 
PGY1 3.7, PGY2 4.3. All 
reported the topic 
should be taught again 
the next year.  
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272–282. 
https://doi.org/10.1
176/appi.ap.32.4.27
2 

Ethnicity electives 
were also available for 
residents. 

The program is now 
exploring formative 
assessment of residents 
cultural competency 
within roles in CanMED, 
Canadian competency-
based standards. 
 

Harris, T. L., 
McQuery, J., Raab, 
B., & Elmore, S. 
(2008). Multicultural 
psychiatric 
education: using the 
DSM-IV-TR Outline 
for Cultural 
Formulation to 
improve resident 
cultural 
competence. 
Academic 
Psychiatry, 32(4), 
306–312. 
https://doi.org/10.1
176/appi.ap.32.4.30
6 

Defining culture and 
cultural  
competence 
The cultural 
genogram 
Cultural identity 
development  
Privilege 
Explanatory Models 
of Illness 
Acculturation and 
the Immigration 
Experience 
Cultural 
Transference and 
Countertransference 
Modeling 
discussions and 
resolution of cross-
cultural 
misunderstandings 
Cultural sensitivity 
interviewing, 
diagnosis, and 
review  

Large group lectures, 
case studies, small 
group discussion, and 
in-session 
demonstration of 
clinical skills. 
Course was targeted 
at residents but also 
included psychology 
predoctoral interns 
and social work 
trainees 

Post-test indicated 
statistically significant 
increases in 
multicultural 
knowledge, skills, 
attitude, and clinical 
application on 15/19 
items.  
Nine-month follow-up 
was not statistically 
different with the 
exception of one item 
on the awareness of 
privilege which 
declined.  
 

Kirmayer, L. J., 
Rousseau, C., 
Guzder, J., & Jarvis, 
G. E. (2008). 
Training clinicians in 
cultural psychiatry: a 
Canadian 
perspective. 
Academic 
Psychiatry, 32(4), 
313–319. 

Issues within 
cultural psychiatry  
Refugee and 
immigrant mental 
health 
Spirituality and 
religion 
 
 
 

9 hours of didactic 
sessions presented in 
PGY3 
Monthly seminars in 
cultural psychiatry for 
PGY1-3 students  
Option for residents 
who wanted more 
advanced training to 
spend 3-12 months on 
rotations on Cultural 

Evaluations from a 5-
year period rated the 
curriculum and 
presentations positively 
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https://doi.org/10.1
176/appi.ap.32.4.31
3 

Consultation 
Service/Transcultural 
Child Psychiatry 
Service 

Kozak, L., Boynton, 
L., Bentley, J., & 
Bezy, E. (2010). 
Introducing 
spirituality, religion 
and culture curricula 
in the psychiatry 
residency 
programme. 
Medical Humanities, 
36(1), 48–51. 
https://doi.org/10.1
136/jmh.2010.0042
67 

Culture-generic skills 
and attitudes 
Religious and 
spiritual beliefs of 
specific cultural 
groups 

Didactic courses, 
required and elective 
rotations, case 
conferences, grand 
rounds, and field 
experiences, 
assessment 

Feedback from 
participating residents 
reported enhanced 
understanding of 
different cultures and 
spiritual perspectives, 
increased comfort 
assessing spiritual and 
cultural factors. 

Lim, R.F., Koike, A. 
K., Gellerman, D. M., 
Seritan, A. L, Servis, 
M. E., Lu, F. G 
(2010). A four-year 
model curriculum on 
culture, gender, 
LGBT, religion, and 
spirituality for 
general psychiatry 
residency training 
programs in the 
United States. 
[Manuscript 
submitted] 
Department of 
Psychiatry, 
University of 
California. 

Guiding principles: 
Teach attitudes that 
value acceptance of 
diverse cultural 
beliefs and 
worldviews, 2) 
demonstrate skills 
that are culture 
generic, 3) teach 
knowledge that is 
culture specific, and 
4) teach culturally 
adapted evidence-
based techniques.  

Prioritize content of 
mental health 
disparities, attitude 
development, skill 
development, general 
information sessions, 
and cultural 
formulation 
presentations, and 
films. 

 No evaluation reported  

Hansen, H., Dugan, 
T. M., Becker, A. E., 
Lewis-Fernández, R., 
Lu, F. G., Oquendo, 
M. A., Alarcon, R. D., 
& Trujillo, M. (2013). 
Educating psychiatry 

Ensuring residents' 
understanding that 
their patients' 
principles and 
practices are deeply 
entrenched in their 
behavior and 

Didactic presentations 
on specific cultural 
groups and process-
oriented sessions 
using experiential 
approaches that 
encouraged self-

3/20 study participants 
reported conducting 
formal course 
evaluations or 
assessments but 
findings of evaluations 
were not reported.  
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residents about 
cultural aspects of 
care: a qualitative 
study of approaches 
used by U.S. expert 
faculty. Academic 
Psychiatry, 37(6), 
412–416. 
https://doi.org/10.1
007/BF03340081 

presentation which 
can then impact the 
extent to which they 
adhere to medical 
advice and the 
outcomes that may 
follow 

reflection and 
empathy. Cultural 
formulations of 
clinical encounters. 
Discussions, case 
presentations, 
lectures, and 
observations outside 
of the medical setting 

Findings of semi-
structured interviews 
reported include: 1) 
training and education 
in cultural competency 
requires a combination 
of different topics as the 
students' advance 
through training, 2) a 
single course is not 
sufficient to train 
psychiatry residents, 3) 
training should be 
conducted by faculty 
members who identify 
as a sexual or ethnic 
minority and/or have 
been trained in 
humanities and social 
sciences.  
 

Beder, M., Batke, A., 
Hamer, D., Munshi, 
A., Nefsky, C., & 
Pink, D. (2015). The 
Transcultural 
Psychiatry Reading 
Group: a Learner-
Led Approach to 
Cultural Psychiatry. 
Academic 
Psychiatry, 39(6), 
703–705. 
https://doi.org/10.1
007/s40596-015-
0384-z 

Discussed assigned 
readings and their 
connections in the 
field of clinical 
practice 
Themes included 
torture, architecture 
and mental health, 
cultural syndromes, 
LGBT therapists and 
psychoanalysis, 
relationship 
between race and 
psychosis, refugee 
mental health, the 
pharmaceutical 
industry, art and 
trauma, and 
Foucault's theories 
of the intersection 
of psychiatry and 
state authority 

Met every1-2 months 
typically after working 
hours  
Comprised of 
psychiatry residents, 
medical students, 
philosophers, 
teachers, public 
health researchers, 
architects, and non-
medical healthcare 
workers   

Two informal surveys 
conducted 2 years 
apart. Qualitative 
responses supported 
benefits of group 
attendance, “I am more 
aware of power 
imbalance…”, 
“interesting aspects of 
psychiatry that aren't 
really taught in 
residency…” different 
ways of knowing". All 
respondents 
emphasized the benefit 
of interdisciplinary 
participation  

Medlock, M., Racism incorporates Four 50-minute 97% endorsed 
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Weissman, A., 
Wong, S. S., Carlo, 
A., Zeng, M., Borba, 
C., Curry, M., & 
Shtasel, D. (2017). 
Racism as a Unique 
Social Determinant 
of Mental Health: 
Development of a 
Didactic Curriculum 
for Psychiatry 
Residents. 
MedEdPORTAL, 13, 
10618. 
https://doi.org/10.1
5766/mep_2374-
8265.10618 

internal, 
interpersonal, and 
institutional factors.  
Focus on local 
geographic area and 
the history of racism 
and health in 
general 
Disparities in 
psychosis diagnoses 
in African American 
patients, 
Implicit bias and 
interpersonal 
racism, 
Structural racism 
and policy advocacy 

didactic lectures for 
each residency year 
with pre-readings and 
assessments before 
lectures. Group 
exercises & case-
based discussions 

discussing racism in 
didactics as 
“somewhat” positive 
and 92% agreed it 
should “probably or 
definitely” remain in the 
curriculum.  
 
Residents rated 
themselves variably 
regarding the likelihood 
that they would directly 
broach racism in 
conversation with 
patients  

Hansen, H., Braslow, 
J., & Rohrbaugh, R. 
M. (2018). From 
Cultural to 
Structural 
Competency-
Training Psychiatry 
Residents to Act on 
Social Determinants 
of Health and 
Institutional Racism. 
JAMA psychiatry, 
75(2), 117–118. 
https://doi.org/10.1
001/jamapsychiatry.
2017.3894 
   

Fundamental 
principles: 1) 
understanding 
'patients' 
experiences of 
illness in the context 
of structural factors, 
2) intervening to 
address structural 
factors at the 
institutional level, 
and 3) develop 
community 
connectivity and 
structural humility,  

Didactic courses and 
seminars with 
interdisciplinary 
faculty addressing 
structural 
determinants of 
health and theoretical 
frameworks for critical 
thinking in clinical 
practice.  
Structural 
competency clinical 
rotations.  
Advocacy component 
- residents examined 
the structural forces in 
their patients' lives 
and addressed how 
they could make 
change on both an 
individual or 
institutional level 

No evaluation reported. 
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Appendix M: American Board of Psychiatry and Neurology Grant Submission 
 

Title: Supportive Psychotherapy Broaching Racial and Cultural Differences 

Curricula  

Executive Summary  

Education in psychotherapy skills that address racial and cultural differences is not specifically required 

in general psychiatry residency programs – yet both clinical need and resident interest make this 

desirable. Our group has learned through participation within the American Association of Directors of 

Psychiatric Residency Training that many training program directors would like to add content to their 

psychotherapy curricula that build training for residents to provide supportive therapy to patients from 

different cultures, but faculty time is limited, and a curriculum which could be easily added to existing 

therapy training is desired. A review of the literature has shown that no currently existing psychotherapy 

curricula explicitly addresses the skills needed to broach racial, ethnic, and cultural issues or the nuance 

of multiple intersectional dimensions of the patient’s experience. The AADPRT Psychotherapy 

Committee is comprised of leaders in residency training from over 100 institutions across the United 

States, is addressing this gap and are identifying the specific learning needs within their institutions, and 

when and where this can be integrated within their programs. Insufficient resources exist to promote 

the recognition of diversity issues. However, awareness alone is insufficient; there is a need to address 

the integration of broaching racial and cultural differences within the context of supportive 

psychotherapy. The proposed project will develop an e-learning resource, based on existing work, that 

will be freely accessible to residency training programs via the web.  

 

Aims and Methods  

This project aims to create and disseminate a standard curriculum on how to have challenging 

conversations about race, ethnicity and culture, a critical topic currently taught in only a minority of 

residency programs. Broaching is defined as the deliberate and intentional effort to discuss these issues 

that may impact a patient’s presenting concerns (Day- Vines et al., 2020). This curriculum, created 

specifically for psychiatry residents, will be developed by psychiatry experts collaborating with Dr. Day-

Vines, Associate Dean for Diversity and Faculty Development and developer of the Broaching Racial, 

Ethnic, and Cultural Differences curriculum for counselors.  

Our application follows a year of curriculum development, implementation and evaluation of this 

project. We have piloted a seminar series at two residency training programs which included the 

following content areas: (1) Race in the history of psychiatry; (2) introduction to the multidimensional 

model of broaching behaviors; (3) intracounseling, interpersonal process between counselor-client, 

dimensions of broaching; (4) intraindividual dimensions of broaching; (5) Intra-racial, ethnic, and cultural 

dimensions of broaching; (6) Inter-racial, ethnic, and cultural dimensions of broaching; and (7) broaching 

strategies (Day-Vines et al., 2020). We have submitted an educational case report of this program 

implementation to Academic Psychiatry. Findings of this pilot project will inform project revisions and 
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the development of curriculum resources, the development of a training manual, and evaluation 

measures.  

Designed for residency training directors, the Supportive Psychotherapy Broaching Curriculum provides 

high-quality information on the model and guidelines to implement the training. It addresses factors 

related to historical events, cultural conflict, sociopolitical realities and dynamics of power and 

positionality. The goal is to increase supportive psychotherapy skills in broaching racial, ethnic, and 

cultural issues among psychiatric residents. These skills include: (1) identifying interpersonal dynamics 

between the psychiatrist and the patient that impact the effectiveness of supportive psychotherapy, (2) 

processing the varied social identities and power relationships that influence the patient's experience, 

(3) recognizing within social group member concerns stemming from race, ethnicity, and culture, (4) 

exploring the impact of sociopolitical forces such as racism, oppression, and discrimination on 

individuals, and (5) developing skills to broach racial, ethnic, and cultural issues with clients in a 

consistent and ongoing manner, thereby improving the achievement of ACGME milestones related to 

interpersonal and communication skills and psychotherapy. We expect these skills to further improve 

patient outcomes in psychotherapy.  

Significant issue addressed by the project  

Individuals from minority populations have historically experienced stigma and discrimination in 

healthcare (Lee, Ayers, & Kronenfeld, 2009). The 2021 National Healthcare Quality and Disparities 

Report indicated that white patients receive better quality of care than 43% of Blacks, 40% of Native 

Americans, 36% of Hispanics, and 28% of Asians and Pacific Islanders (AHRQ, 2021). Ignoring, 

minimizing, or denying racial, ethnic, and cultural issues further marginalizes these populations and 

perpetuates discrimination (Akom, 2008). Health care providers are insufficiently aware or 

knowledgeable about patients' diverse and discriminatory health care experiences nor their own 

potentially stigmatizing beliefs (Colpitts & Gahagan, 2016; Dean et al., 2016; Robert & Fantz, 2014). 

Consequently, health care providers' knowledge and attitudes influence their ability to establish 

therapeutic relationships and provide culturally competent care or tailor care to be responsive to the 

social and cultural needs of the patient (Bristol et al., 2018; Radix & Maingi, 2018: Ricca et al., 2018; 

Health Education & Research Trust, 2013). These factors are relevant to understanding the specific 

educational needs of those who care for multiple patient groups who experience obstacles to culturally 

competent care due to their racial, ethnic, and cultural identities and experiences (Boucher & Johnson, 

2021; Marshall et al., 2017; Paez, K et al., 2008).  

The Accreditation Council for Graduate Medical Education (ACGME) acknowledges the importance of 

addressing diversity, equity, and inclusion. However, leaders and residents of training programs and the 

leadership committee of Black Psychiatrists of the American Psychiatric Association continue to 

recognize the need to respond to patients from diverse groups in different ways (Harris et al., 2004; Lim 

et al., 2010; Medlock et al., 2017). In their most recent update to the child and adolescent psychiatry 

training milestones, the ACGME included sensitivity to diverse patient populations as a core professional 

competency. However, according to a recent survey, no child and adolescent psychiatry program 

teaches trainees how to incorporate cultural factors in their clinical work "extremely effectively” 

(Kronsberg et al., 2022). The development of resources are needed that promote the recognition of 

racial, ethnic, and cultural issues that impact people’s presenting problems given that experiences 

cannot be understood absent the unique context in which they exist (Day-Vines et al., 2022). Awareness 
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alone is insufficient; skills that enable clinicians to have explicit conversations about racial, ethnic, and 

cultural factors in treatment, referred to as broaching, are needed. (Day-Vines et al.,2007).  

Residency training programs are in a unique position to ensure that psychiatrists acquire basic 

knowledge and skills to address racial, ethnic, and cultural issues impacting patients’ mental health and 

treatment, a step toward correcting these disparities. An initial task is to develop training curricula and 

resources for program directors. While the program will be designed for psychiatry residents, the 

flexible and modular nature of the curriculum will make it useful for fellows and practicing psychiatrists. 

When all general psychiatrists have at least a rudimentary knowledge of how to address differences 

effectively in the psychotherapy relationship with minority populations, we will ensure the competent 

care of a group of vulnerable patients who deserve optimal treatment.  

Project innovation  

The introduction of broaching within supportive psychotherapy to intentionally address race, ethnicity, 

and culture issues in care is an innovative alternative to traditional training approaches. Encountering 

racial, ethnic, and cultural differences is common when addressing health issues, treatment, and access 

to healthcare in minority populations. Addressing race, ethnicity, and cultural concerns increases 

patients' willingness to self-disclose and adhere to treatment (Thompson & Jenal, 1994, Zhang & 

Burhard, 2008) ; thus, such training may improve outcomes. There are currently no broadly available 

training programs or systematic data reporting done by residency training directors on residents' 

effectiveness in addressing race, ethnicity, and cultural issues.  

This project will take a novel approach to educating residents about broaching, utilizing e-learning. 

Because residency directors indicate that they lack local experts to teach this topic – but still want to 

offer classroom sessions led by a non-expert facilitator – each module will be structured in a unique 

hybrid fashion, with three types of content: 1) video modules addressing the dimensions of broaching 

that include: a) intracounseling, the interpersonal dynamics between the psychiatrist and patient, b) 

intra-individual, the varied social identities within an individual influencing their experience, c) intra 

racial, ethnic, and cultural, concerns within the group who share their social identities, and d) inter 

racial, ethnic, and cultural, the sociopolitical forces that affect individuals (Day-Vines et al., 2021); 2) 

classroom materials (downloadable guides for trainee and facilitator, designed to be used in a classroom 

session led by a local facilitator; 3) self-study materials (readings); and 4) self-assessment.  

Finally, given the substantial burden of health care disparities among minorities and the low cost of 

delivering this intervention and potential to improve care, a trial designed to evaluate the effectiveness 

of the intervention is a good investment. By utilizing electronic dissemination to programs, the 

supportive psychotherapy broaching curriculum is cost-effective and sustainable with the potential for 

widespread dissemination.  

Impact evaluation plan  

We plan to recruit study sites representing national diversity through AADPRT and anticipate a minimum 

of 8 sites to participate. To assess the effectiveness of this educational intervention, we will incorporate 

pre- and post-surveys of residents utilizing the Broaching Attitudes and Behavior Survey (BABS) (Day-

Vines et al., 2013). Once the project is completed, we will survey both residency directors and residents 

about their experience using the curriculum.  
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Project dissemination plan  

The curriculum resources will be freely available via the web. We will have professional quality videos 

developed within the university by our Marketing and Communications department. The videos 

developed for this project will contribute to a website which will require login profiles for residency 

program directors and facilitators, as there will be some materials on the site that facilitators can 

download including training guides, resources to use in running an in-person classroom session with 

residents, and recommended course readings.  

Upon completion of the project, key players will travel to conferences (including AADPRT, as well as 

other psychiatry conferences to give talks explaining and promoting the curriculum.  

Budget and budget justification  

Year 1:  

$0 = Anne Ruble, MD, PI, 25% effort, no salary support requested.  Effort will be supported by cost 

sharing IO 80039593.  

$0 = Donna Sudak, MD, Co-PI, 20% effort, no salary support.  Effort will be supported by cost sharing by 

Drexel University and Tower Health.  

$0 = Norma Day-Vines, Ph.D., Co-PI, 20% effort, no salary support.  Effort will be supported by cost 

sharing by Johns Hopkins University School of Education.  

$0 = Mary Beth Cogan, RN, MPH, Doctoral Candidate, Co-Investigator, 20% effort, no salary support.  

Effort will be supported by cost sharing IO 80031829.  

$0 = Hal Kronsberg, MD, Co-investigator, 10% effort, no salary support.  Effort will be supported by cost 

sharing IO 80000419 

$0 = Cait McFarland, MD, Co-Investigator, 5% effort, no salary support.  Effort will be supported by 

adjunct appointment commitment to the department.  

$0 = Clio Franklin, MD, trainee, 5% effort, no salary support.  Effort is to fulfill clinical education 

scholarship requirement for residency.   

$0 = Nathan Yueh, MD, trainee, 5% effort, no salary support.  Effort is to fulfill clinical education 

scholarship requirement for residency.   

$5000 = design/illustration cost  

$23,210 = video production  

$50,000 =website development and hosting  

$1200= miscellaneous project support- supplies  

Year 2:  

$0 = Anne Ruble, MD, PI, 25% effort, no salary support requested.  Effort will be supported by cost 

sharing IO 80039593.  
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$0 = Donna Sudak, MD, Co-PI, 20% effort, no salary support.  Effort will be supported by cost sharing by 

Drexel University and Tower Health.  

$0 = Norma Day-Vines, Ph.D., Co-PI, 20% effort, no salary support.  Effort will be supported by cost 

sharing by Johns Hopkins University School of Education.  

$0 = Mary Beth Cogan, RN, MPH, Doctoral Candidate, Co-Investigator, 20% effort, no salary support.  

Effort will be supported by cost sharing IO 80031829.  

$0 = Hal Kronsberg, MD, Co-investigator, 10% effort, no salary support.  Effort will be supported by cost 

sharing IO 80000419 

$0 = Cait McFarland, MD, Co-Investigator, 5% effort, no salary support.  Effort will be supported by 

adjunct appointment commitment to the department.  

$0 = Clio Franklin, MD, trainee, 5% effort, no salary support.  Effort is to fulfill clinical education 

scholarship requirement for residency.   

$0 = Nathan Yueh, MD, trainee, 5% effort, no salary support.  Effort is to fulfill clinical education 

scholarship requirement for residency.   

$1200= miscellaneous project support- supplies  

$3390 = Publication fee (APC for Open Access) 

 $16,000 = travel, accommodations, and registration fees for team members to present curricula at 

conference and promote its utilization  

IRB  

IRB approval will be obtained upon award since residents are a protected class and will complete BABS 

pre- and post-study measures.  

Timetable  

Prior to ABPN funding: Begin conversations with residency training directors about the curriculum to 

determine specific learning needs within their institutions, and when and where this can be integrated 

within their programs. Revise the pilot curriculum based upon feedback from training instructors and 

residents. Develop scripted and non-scripted role plays that reflect broaching different dimensions of 

the model and scaffold skill development.  

Upon ABPN award (months 1-6): Complete video production and finalize development of instructor 

training materials, course support, and program evaluation materials. Recruit residency training sites for 

curriculum delivery; (months 6-18): Implement the curriculum, collecting pre- and post- test BABS, and 

provide consultation to implementing sites; (months 18-24): Conduct data analysis, present findings at 

conferences, revise the curriculum as needed, and explore funding mechanisms for program growth and 

expansion. 
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Appendix N: Academic Psychiatry Manuscript Under Review 

 

A Conceptual Framework for Preparing Residents to Broach Racial, Ethnic, and Cultural Factors With 

Patients in Supportive Psychotherapy 

 

 

Stigma and discrimination in healthcare are common in ethnic minority populations [1]. The 2021 

National Healthcare Quality and Disparities Report indicated that white patients receive better quality of 

care than 43% of Blacks, 40% of Native Americans, 36% of Hispanics, and 28% of Asians and Pacific 

Islanders [2]. Ignoring, minimizing, or denying racial, ethnic, and cultural issues further marginalizes 

these populations and perpetuates discrimination [3].     

Healthcare providers’ cultural responsiveness impacts patient engagement and receptiveness to care. 

Stigmatizing beliefs that discredit patient experiences lead to a decline in services, resources, 

accessibility to care and, consequently increased morbidity [4, 5]. Failing to acknowledge and address 

racial, ethnic, and cultural issues results in barriers to healthcare [6]. For racially, ethnically, and 

culturally diverse patients to seek and access quality healthcare, providers must be trained to increase 

self-awareness and develop the skills to broach these issues [7]. 

Educating trainees to recognize and address the social determinants of mental health is critically 

important [8]. The Accreditation Council for Graduate Medical Education specifies sensitivity to diverse 

patient populations as a core professional competency [9]. Although prior publications describe 

curricula to teach transcultural psychiatry, none are psychotherapy specific. A recent survey of child and 

adolescent psychiatry programs, found that no programs teach trainees to incorporate cultural factors 

in their clinical work in an "extremely effective" way [8]. We must teach clinicians skills to directly 

address racial, ethnic, and cultural factors with patients [10,11]. In this educational case report, we 

describe the implementation of a six-hour curriculum that prepares psychiatry residents to explore the 

contextual dimensions of race, ethnicity, and culture with patients in psychotherapy. Our hypothesis 

was that this curriculum would increase the confidence of residents in navigating issues of racial and 

other differences within the psychotherapy dyad.  

Curriculum development 

An appreciation of race and culture do not equate to understanding whether, when, and how to address 

these issues in clinical practice [12].  Earlier studies found that, despite an interest engaging in these 

conversations, clinicians did not know how to broach these topics [12]. Broaching is defined as the 

deliberate and intentional effort to discuss racial, ethnic, and cultural factors that may impact a patient’s 

presenting concerns and the translation or acknowledgment of the sociocultural and sociopolitical 

realities that impact well-being [11]. Day-Vines et al. developed a theoretically and empirically 

supported continuum that identifies stances providers may assume when determining whether to 

discuss the extent to which issues of race, ethnicity, and culture are germane to patients’ presenting 

concerns [10,11]. Day-Vines et al. also developed a multidimensional model of broaching behavior that 

identifies specific contexts that clinicians may broach, as well as a specific set of strategies that guide the 

delivery of the broaching process [10,11]. Each of these models were adopted and adapted to the 
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clinical context of psychiatric residents (e.g. acutely decompensated patients where such conversations 

may not be feasible). The skill-based curriculum and its delivery was designed to support residents as 

they acquire skills for discussing patients’ diversity-related concerns. An introductory lecture provides 

context regarding the history of American psychiatry, with attention to eugenics and the racial biases 

that have contributed to the misdiagnosis of African American patients which continue to influence 

patients’ relationships with healthcare providers. 

Residents are introduced to the Multidimensional Model of Broaching Behavior, which identifies specific 

domains of race, ethnicity, and culture, that can be explored with patients [11]. The model is illustrated 

with a longitudinal case discussion of the experience of a biracial patient whose African American father 

died during his adolescence. His mother subsequently relocates to a white working-class rural 

community.  The patient’s educational and career trajectory and his emotional disconnection from his 

family become the lens through which each dimension of the model is discussed. Following each specific 

domain, the facilitator provides a video demonstration that enhances residents' understanding.    

The intracounseling dimension is the first component of the multidimensional model, and addresses the 

interpersonal dynamics in the patient-provider relationship related to race, ethnicity, and gender. 

Residents are taught this component with an example of a broaching intervention, “I know that this can 

sometimes be a difficult topic to discuss, but I was wondering how you feel about working with 

someone who is from a different racial/ethnic background? I ask because although it is certainly my goal 

to be as helpful to you as I possibly can, I also know that there may be times when I cannot fully 

appreciate your experiences. I want you to know that I am always open to talking about the topics 

whenever they are relevant" [13]. Such a statement communicates that the patient’s concerns are 

appropriate topics of discussion within the therapeutic dyad and demonstrate the clinician’s cultural 

responsiveness. Research has demonstrated that exploration of racial, ethnic, and cultural concerns 

within the clinical encounter leads to heightened levels of self-disclosure [14, 15]. Inattention to the 

patient’s concerns contributes to cultural concealment and less favorable outcomes [16].    

The second component addresses, intraindividual dimensions, recognizing the complexity of the 

individual's intersectional identities, such as race, gender, sexuality, social class, and the accompanying 

intersectional sources of oppression. In this dimension, the clinician fosters an understanding of how 

multiple identity dimensions and their interactions influence a person’s experiences, worldview, and 

health care concerns [10, 11]. The seminar begins with a video demonstrating this skill, followed by 

broaching exercises related to the case illustration described previously. Residents formulate a 

broaching statement to inquire about the discomfort the patient experiences around issues of social 

class status, “It sounds like your experience as an upwardly mobile, cisgendered, biracial man is 

impacting your family relationships in ways that are different than in the past.” Residents then develop a 

broaching statement addressing the patient’s minority status at work.  

The third dimension presented is Intra-Racial-Ethnic-Cultural concerns. This addresses the issues that 

arise within the groups that the patient is a member. Patients may have beliefs, values, and behaviors 

that differ from their larger cultural group. In this session, residents are provided an example of a 

broaching statement, “Could you talk in more depth about your experience as a biracial man who has 

experienced rejection from family members both during childhood and even now as you achieve career 

success?”   
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The fourth dimension of the model presented, Inter-Racial-Ethnic-Cultural, explores how sociopolitical 

forces such as racism, oppression, and discrimination affect individuals. Residents are provided a video 

example of broaching this topic. An example of an Inter- Racial-Ethnic-Cultural statement is “What has it 

been like for you as a biracial male to work in an organization that has limited racial diversity?” 

Implementation   

The curriculum titled “Broaching Issues of Racial and Ethnic Identity in the Clinical Encounter”  was 

granted an IRB exemption (IRB #263826). Multidisciplinary faculty presented the virtual six-hour 

curriculum to 21 second-year residents at two general psychiatry training programs in academic medical 

centers in the Northeastern, United States as part of the psychotherapy curriculum. Participation was 

voluntary. Sessions included didactic lectures, group discussions about the broaching model, the 2-5 

minute pre-recorded mock patient supportive psychotherapy encounters between graduate students 

and a doctorally-prepared counselor educator, produced solely for training purposes.  

Throughout the seminar series residents were given a four-stage framework for executing a broaching 

statement that included strategies, preparation, setting intentions, and formulating a statement while 

considering the context or specific form of oppression. Residents were encouraged throughout the 

seminar series to consider dominant sociopolitical forces that result in oppression and discrimination.  

Evaluation 

We assessed the impact of this curriculum on residents confidence and comfort addressing racial, 

ethnic, and cultural issues with patients. We used unmatched comparisons to assess residents before 

and after the curriculum using the Broaching Attitudes and Behavior Survey (BABS) [17]. The BABS is a 

self-report measure that operationalizes the Continuum of Broaching Behavior. The instrument contains 

four subscales that assess openness to broaching. The Avoidant subscale reflects the refusal to broach. 

The Continuing/Incongruent subscale appraises difficulty broaching. The Integrated/Congruent subscale 

captures the ability to explore racial, ethnic, and cultural concerns with clients and the Infusing subscale 

assesses the commitment to social justice and advocacy that eliminate barriers for clients. The 

instrument uses a 5-point Likert scale: strongly disagree, disagree, neither agree nor disagree, agree, 

and strongly agree. Subscales are summed and averaged. The subscale with the highest score represents 

greater endorsement of a particular broaching category. The BABS was administered pre- and post-

intervention. Surveys were collected between February and May 2022. via Qualtrics.  

The process evaluation of the program included quantitative and qualitative responses to a survey 

completed via a 4-point Likert response with options strongly disagree, disagree, agree, strongly agree 

to ask if the seminar series enhanced your ability to: recognize how patient diversity affects patient care, 

demonstrate self-reflection, openness to differing beliefs and points of view, and respect for diversity, 

explore diversity in evaluation and treatment, identify racial, ethnic, and cultural beliefs and their 

influence on interactions with patients, and broach the subjects of race, ethnicity and cultural 

differences with patients. Independent samples t-test and descriptive data were used for quantitative 

analysis.  The Levene’s Test was used to determine equality of variance.  

Qualitative survey items asked residents to evaluate the quality of the training, examine their attitudes 

about broaching, and provide suggestions to improve the content of the training.  Open responses were 
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coded using descriptive and in vivo coding to summarize the response and capture participant’s voices. 

Responses were clustered when similar content was expressed to capture themes. 

Findings  

Results. 

Twenty-one residents participated in the training. Residents’ pre-test (M =10.00, SD = 2.78) and post-

test (M= 8.14, SD = 2.21) scores demonstrated a statistically significant decrease on the avoidant 

subscale t(28) = 2.00, p = .05. The continuing/incongruent behavior subscale pre-test (M=17.18, 

SD=4.50) and post-test (M=13.86, SD=4.54) scores demonstrated a significant decrease, t(29)=2.041, 

p=0.050. The integrated/congruent broaching behaviors revealed pre-test (M=15.81, SD=3.41) post-test 

(M=12.33, SD=2.99), t(29)=3.01, p=0.005. Residents’ pre-test (M=21.00, SD= 3.07) and post-test 

(M=22.06, SD= 2.65) infusing scores were not significant, t(29)=-1.030, p=0.312. Table 1 presents these 

BABS subscale findings. 

Following the training, there was a statistically significant decrease in residents’ uncertainty about 

broaching cultural factors, pre-test (M=3.56, SD=0.89) post-test (M=2.53, SD=0.99), t(29)=3.044,p=0.005 

and an increase in residents broaching racial and cultural factors throughout counseling, pre-test 

(M=3.31,SD=0.87) post-test (M=2.73,SD=0.70), t(29)=2.025=p=0.052.  There was a statistically significant 

decrease in residents reporting that they needed a broader range of counseling strategies to broach 

issues of race and culture, pre-test (M=3.88, SD=1.088) post-test (M=3.00, SD=1.19), 

t(29)=2.134,p=0.041. Table 2 summarizes specific BABS items.  

 In the program evaluation residents were consistent in reporting that the seminar enhanced abilities to: 

recognize how patient diversity affects patient care; demonstrate self-reflection, openness to differing 

beliefs, and respect for diversity; attend to diversity in evaluation and treatment; and broach the 

subjects of race, ethnicity and cultural difference with patients. Residents were in less agreement 

regarding how the seminar enhanced their ability to identify beliefs and the ways these influence 

interactions with patients as approximately 83% of residents agreed and strongly agreed, but 16% 

disagreed and strongly disagreed.  

All residents agreed that the broaching curriculum should be integrated into future psychotherapy 

training. An example of feedback indicated, "Race is difficult to discuss, and this shows why it is 

important to address. [It is] great for individuals with more privilege to foster understanding of racial 

injustice/bias. The language is really helpful. [The curriculum] offers tools and resources."  

The most prevalent themes that residents described as helpful was the "practical language" and critical 

skills broaching afforded them. They expressed diminished fears of "getting it wrong" after being “given 

permission” to bring up diversity issues and felt reassured that their authenticity was a counterweight 

despite initially feeling awkward. They described the video observation and hearing their peers' 

experiences as helpful. They valued broaching as intentional, direct, and conceptualized across four 

dimensions. They related understanding that diverse patients experience unique challenges and that 

they represent not only themselves but a larger group and system.  

Contrasting opinions were expressed about the frequency of role-play. There was an opinion that the 

content had not felt "geared to me," referencing terms such as client versus patient, and that videos 

presented a patient who was "someone articulate, culturally aware, and not seriously mentally ill", in a 
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long-term therapeutic relationship, therefore, different from their clinical experience. The most 

prevalent theme to emerge was the need for consolidation of content.  

Discussion 

This seminar taught resident skills to broach diversity differences within the context of supportive 

psychotherapy. Our survey responses were not powered to draw conclusive findings and the findings 

and the focus of analysis was descriptive. While these descriptive findings are encouraging, results need 

to be interpreted with caution given the small sample size, potential bias among participants, and need 

for replication. Furthermore, this educational case report is the first use of the BABS as an evaluation 

measure.  In the past, it has been used to explore the dimensionality of the model, so no pre and post 

intervention comparisons can be drawn with other professions. 

Despite these limitation, future educational interventions may build upon this initial effort to present a 

model of broaching that can be used to improve residents’ comfort and skills with directly addressing 

racial, ethnic and cultural issues with patients. Recognizing the benefits of this seminar, we are 

committed to its ongoing integration within our training programs.  

It is critically important that physicians develop skills to engage in meaningful conversations with diverse 

patients about their lived experience and its impact on their health care. Educational efforts that foster 

cultural sensitivity, humility, and respect can be used to strengthen skills and foster more robust 

therapeutic alliances.  
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Table 1. Residents Broaching Attitudes and Behaviors Survey Subscale Findings Pre-Post Test 

Sub-Scale Pre-Test Mean (S.D.) 
(n=16) 

Post-Test (S.D.) 
(n=15) 

T-Test 
(Two-tailed) 

Avoidant 10.0000 (2.7808) 
8.1429 (2.21384) 

t(28)=2.00, p=0.055* 

Continuing/Incongruent920) 17.1875 (4.50509) 
13.8667 (4.54 

t(29)=2.041, p=0.050* 

Integrated/Congruent 15.8125 (3.41016) 
12.333 (2.99205) 

t(29)=2.041, p=0.005** 

Infusing 21.0000 (3.07679) 
22.0667 (2.65832) 

t(29)=1.030, p=0.312 

*p<.05 Result is significant 

** p<.01 Result is highly significant.  
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