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Changing Healthcare Professionals” Behaviors
to Eliminate Disparities in Healthcare:

What Do We Know? How Might We Proceed?

Ronnie D. Horner, PhD; William Salazar, MD; H. Jack Geiger, MD, MPH, DSc;
Kim Bullock, MD; Giselle Corbie-Smith, MD; Martha Cornog, MA, MS; and Glenn Flores,
MD:; for the Working Group on Changing Health Care Professionals’ Behavior

The patient-healthcare provider communication process—par-
ticularly the provider’s cultural competency—is increasingly rec-
ognized as a key to reducing racial/ethnic disparities in health and
healthcare utilization. A working group was formed by the Office
of Minority Health, Department of Health and Human Services to
identify strategiesfor_improving healthcare providers’ cultural
competency. This_expert panel, one of several working groups
called together to explore methods of reducing healthcare dispari-
ties, was comprised of individuals from academic medical centers
and health professional organizations who were nationally recog-
nized as havingexpertise in healthcare communication as it relates
to diverse populations. During the 2-day conference, the panel
identified, from personal experience and knowledge of the litera-
ture, key points of intervention and interventions most likely to
improve the cross-cultural competency of healthcare providers.
Proposed interventions included introduction of cultural compe-
tence education before, during, and after clinical training; imple-
mentation of certification and accreditation requirements in
cross-cultural competence for practicing healthcare providers; use
of culturally diverse governing boards for clinical practices; and
active promotion of workforce cross-cultural diversity by health-
care organization administrators. For each intervention, methods
for implementation were specified. On-going monitoring and eval-
uation of processes of care using race/ethnicity data were recom-
mended to ensure the programs were functioning.

(Am ] Manag Care. 2004;10:5SP12-SP19)

ong-standing disparities in healthcare utilization

among US minority populations are well docu-

mented across a variety of health conditions.
Public awareness of this situation was heightened by the
recent Institute of Medicine report on unequal access to
healthcare.! The causes of these disparities, and their
effects on patients’ health status, are now major foci of
inquiry.

Even a casual review of the literature reveals an
extensive number of studies that examine the reasons
for, and consequences of, observed racial, ethnic, gen-
der, and socioeconomic disparities in the clinical man-
agement of many conditions, including cardiovascular
and cerebrovascular diseases,>'! congestive heart fail-
ure," cancer,'* renal transplantation,’>!” hip and
knee replacement,'!” and pain management.?*>* These

studies show that, even within equal-access healthcare
systems and the universal healthcare financing pro-
grams of Medicare and Medicaid, patients who belong to
minority groups are substantially-less likely than whites
to receive either key diagnostic procedures or effective
therapies after adjustment for important clinical indica-
tions. Moreover, it is becoming clear that these dispari-
ties in the use of diagnostic and therapeutic procedures
negatively affect minority patients’ health status (see,
eg, references 9-11).

There are numerous recommendations for potential-
ly effective interventions; those of the Institute of
Medicine report are the most recent.! In 1985, the
Department of Health and Human Services’ Report of
the Secretary’s Task Force on Black and Minority
Health identified the healthcare provider, patient, and
the healthcare system as key points for intervention to
correct the disparities in health and healthcare utiliza-
tion.”**' Among its recommendations, 'the task force
called for educational efforts regarding health and dis-
ease that are targeted to minority populations, training
healthcare providers and educators to be sensitive to
minority cultural and language needs, and modifying
services to be-more culturally acceptable. Also recom-
mended were ongoing monitoring of health data accord-
ing to patients’ demographic and socioeconomic
characteristics, and continued research regarding the
relationship between patients’ cultural diversity and
health outcomes.
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Changing Professionals’ Behaviors to Eliminate Disparities

Although the patient exercises some control over the
outcome of the clinical decision-making process,*** the
healthcare provider (eg, the physician) has the primary
role in determining the clinical management of a condi-
tion 23336 A recent study documents that among
patients with a similar presentation of cardiac disease,
there is significant variation in the physician’s decision
to refer a patient for cardiac catheterization based on
the patient’s sex and race. Black women were referred
less often for further diagnostic evaluation than white
men, black men, or white women.™ Similarly, another
report indicates that for procedures involving a higher
as opposed to a lower degree of provider discretion (eg,
hysterectomy vs acute appendectomy), there is lower
utilization among black patients.® Because interven-
tions directed at healthcare professionals seem more
likely to effect change in healthcare utilization and, ulti-
mately, patient outcomes, provider-focused interven-
tions have a higher priority for implementation than
interventions targeted at either patients or healthcare
systems.

There is a long-standing need for an action agenda
that will systematically move the nation from recom-
mendations to impact. This process involves identifying
optimal points of intervention, the potentially most
effective interventions at each point, a method for
implementation, and a plan for ongoing monitoring and
evaluation. This report presents the recommendations
from the Working Group on Changing Health Care
Professionals’ Behavior regarding the most effective
approaches to improving healthcare providers’ cultural
competency so as to reduce disparities in healthcare
utilization.

STUDY DESIGN AND METHODS

The Working Group

As part of the larger Conference on Diversity and
Communication in Health Care sponsored by the Office
of Minority Health, US Department of Health and
Human Services, a working group was formed with the
charge of developing a set of recommendations for
effecting changes in healthcare professionals’ behaviors
to reduce healthcare disparities in the near term. Other
working groups focused on effecting changes in patient
behavior and healthcare systems. The working group
members were identified by the conference organizers
within the Office of Minority Health based on national
recognition of expertise in the area of diversity and
communication within the healthcare setting. Working
group members were drawn from academic institutions
and from healthcare professional organizations.

Methods

The major underlying premise of the working
group was that observed disparities in healthcare uti-
lization are primarily a function of healthcare profes-
sionals’ lack of cultural competence. That is, healthcare
professionals generally do not understand the health-
related and health-system-related beliefs and attitudes
of other racial, ethnic, or social class groups, as well as
lack awareness of (usually covert or unconscious) biases
that they themselves may bring to the processes of
patient care.

The working group began with a brainstorming ses-
sion from which a broad array of options for modifying
providers’ cultural competency were generated. Then,
the group identified a subset of approaches they
believed were most likely to be effective. Subgroups
were formed to develop specific recommendations
regarding the content and implementation of each
approach.

RESULTS

Mechanisms for Changing Provider Behavior

The group began by considering the currently avail-
able mechanisms through which to change healthcare
providers’ behaviors, whether that behavior relates to
cost containment, preferred diagnostic or therapeutic
practices, or cultural competence.’” These mechanisms
include (1) educational programs, (2) peer review and
feedback, (3) administrative changes, (4) active partici-
pation, and (5) systems of rewards and penalties. It was
recognized, though, that some of these mechanisms
may not be either the most appropriate or the most use-
ful approaches to improving healthcare providers’ cul-
tural competence. Great creativity may be required to
identify administrative changes to increase the cultural
competence of healthcare providers, whereas develop-
ment of educational programs is more straightforward
in conceptualization.

It is now well documented that the more passive
forms of education such as consensus statements
regarding clinical practice guidelines and didactic lec-
tures (even with follow-up sessions) are generally inef-
fective,*®*" although this may be a consequence, in
part, of organizational barriers.*' Indeed, organization-
al characteristics may explain the relative ineffective-
ness of low-intensity educational programs; it is
reported, for example, that an educational memoran-
dum regarding appropriate use of less expensive hista-
mine H, blockers with feedback on personal prescribing
patterns resulted in a significant change in prescribing
patterns among group-based but not network-based
HMO physicians.*?
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One intensive educational approach proven to be
effective in changing healthcare providers’ behaviors is
educational outreach.* Educational outreach or “detail-
ing” is not the typical continuing-education program. It
is based on marketing techniques routinely used by
pharmaceutical companies.** Key elements of detailing
include the following:

e The interaction between the healthcare provider
and the educational agent or facilitator is brief (gen-
erally no more than 10 minutes) but highly focused.

e Communication is targeted to the area of practice
of highest concern.

e Information is presented in terms relevant to the
motivations of the provider.

e Highest priority often is given to providers identi-
fied as “opinion leaders” or to providers whose
changed behavior would have the greatest impact
on practice patterns. (In the case of cultural com-
petence, the high-priority providers would include
the most influential providers in a given healthcare
facility and those providers shown by actual prac-
tice patterns to have the lowest cultural compe-
tence. It is worth noting here that a healthcare
organization must have an effective mechanism of
monitoring practice patterns in order to identify
the latter type of providers.)

e The educational agent or facilitator provides a bal-
anced presentation of the issue and involves the
provider in the discussion.

e The message is kept simple; that is, only a few
points are emphasized.

e There is a feedback mechanism established with
reinforcement of the sought-after behavior.

An effective means of educating healthcare providers
in training may be to incorporate the principles of
detailing into the classroom setting.

Promising Approaches to Improving
Cultural Competency

The working group identified various ways to
improve communication between diverse patient
groups and healthcare providers, with emphasis given
to improving cultural competence among healthcare
providers. Although a recent review indicates a lack
of empirical evidence on the effectiveness of many of
the mechanisms to achieve cultural competency
with healthcare systems,*® 35 interrelated initiatives
were considered to have the greatest potential to
improve healthcare providers’ cultural competence.
These initiatives are described in detail below and in
Table 1.

Training in Cultural Competence. Cultural compe-
tence training for healthcare professionals should be a
fundamental part of the curriculum and be required

for professional certification. It is worth emphasizing
that training in cultural competence is not similar to
training in other “competencies” (eg, mastery of pro-
cedures). It is a complex mix of specific types of
knowledge, self-awareness, and their application to the
processes of diagnosis, treatment, and clinical decision
making.*® The instruction in cultural competence
should be continuous throughout the formal training
period and during practice. The target audience for
cultural competence training includes all healthcare
professionals either in training or currently involved in
direct patient care (eg, dentists, nurses, physicians,
physician assistants, psychologists, social workers).
Clinic staff and administrators also may benefit from
cross-cultural training programs. The programs could
be integrated into clinical care; that is, the training
could occur in a clinical setting (eg, during a physical
diagnosis). It also must be recognized that cultural
competence is an incremental process that is unlikely
to be achieved by a 1-time course of study.

As indicated previously, the concept of cultural com-
petence includes awareness of one’s own value system
or cultural perspective, understanding of culture and its
interaction with health and healthcare, sensitivity to
the cultural issues of each patient, and understanding
how to address the patient’s healthcare needs in a man-
ner congruent with his or her culture.*” One might add
to this list of defining characteristics an understanding
of one’s own (often unconscious) biases toward individ-
uals of different races, ethnic backgrounds, social class-
es, or language groups.

The curricular content needs to address knowledge,
attitudes, and skills. This content should include but
not be limited to:

e Epidemiologic data on race, ethnic, socioeconom-
ic, and other culturally related differences in the
incidence and prevalence of disease and disease
pathology (eg, location of atherosclerotic lesions).

e Fundamental skills in effective communication
with diverse populations.

¢ Basic knowledge regarding cultural competence.

Ability to communicate (through interpreters if

necessary) with the predominant patient popula-

tions served by a given healthcare facility.

e Skill in the use of interpreters.

e Evidence-based cross-cultural training specific to
races, ethnicities, and social classes of the
provider’s practice. Evidence-based information
should be provided about normative cultural val-
ues, language issues, folk illnesses, patient beliefs
about health and sickness,** and specific cultural
practices (eg, infant head molding®”), particularly
as they relate to the predominant cultural groups
served by the given healthcare facility.

SP14

THE AMERICAN JOURNAL OF MANAGED CARE

SEPTEMBER 2004



Changing Professionals’ Behaviors to Eliminate Disparities

Table 1. Working Group Recommendations Regarding Programs for Improving the Cultural Competence of
Healthcare Professionals*

Recommended Program

Description

Target Audience

Responsible Parties
for Implementation

Time Table

Cultural competence
education

On-going monitoring
and evaluation of
processes of care

Certification and
accreditation

Clinical practices’
governing boards

Promotion of workforce
diversity

Evidence-based
training program in
cultural competence

Collection, analysis,
and dissemination to
healthcare profession-
als of information on
the processes of care
according to the races,
ethnicities, social
classes, and languages
of the patient population

Incorporation into
quality assurance
program

Certificate of cultural
competence training

Healthcare professional
staff certified as
culturally competent

Oversight board on
cultural competence
comprised of stake-
holders (healthcare
providers, administra-
tors, 3rd party payers,
members of profession-
al societies, patients,
cultural brokers such as
folk healers,interpreters)

Mentoring and support
programs for pre-,
college, undergraduate,
and graduate minority
students

Use of interpreters

Enforcement of title VI
provisions

Monetary incentive to
healthcare organizations
to recruit minority
healthcare professionals
to staff

All healthcare
professionals in
training and in
clinical practice

All healthcare
professionals of
the health
organization

(eg, clinica prac-
tice, hospital)

All healthcare
professionals

Healthcare
organization (eg,
clinical practice,
hospital)

Healthcare
organizations

Healthcare
professional
schools and
healthcare
organizations

Educational organization
(eg, medical school)

Continuing-education

organizations

Healthcare organization

Professional society
(eg, ANA)

Accrediting organi-
zation (eg, JCAHO)

Healthcare
organizations

Healthcare
professional schools

Federal government

Federal government

Federal government

Local, state, or federal
government

Identify or create program of study
in cultural competence within
2 years

Implement program within
3 years

Create infrastructure (eg,
programs for analysis) within

1 year

Implement within 2 years

Create criteria for evaluation
within 2 years

Implement criteria within
3 years

Create and implement governing
boards within 2 years

Identify or create a mentoring/
support program within 2 years
and implement within 3 years

Enforce now
Enforce now
Identify or create an incentive

program within 2 years and
implement within 3 years

*ANA indicates American Nurses Association; JCAHO, Joint Commission on Accreditation of Healthcare Organizations.
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The training program should utilize multiple learning
methods that are known to be effective, including role-
playing, standardized patients (ie, an actor playing a
patient with a specific condition or disease), critical
incidents, specific case presentations, and interactive
lectures. Trainers for cultural competence programs
should include patients, outside consultants such as
indigenous healers and culture brokers, and interdisci-
plinary healthcare professionals.

There should be ongoing evaluation of the training
programs, with particular emphasis on measurement of
specific effects. One primary measure is the utilization of
diagnostic procedures and treatments within marker dis-
eases or conditions. The target conditions include, but
are not be limited to, the high-priority areas of Healthy
People 2010, such as cancers, diabetes mellitus, heart
disease and stroke, and HIV/AIDS.>*! Other candidate
marker conditions are those for which racial, ethnic, and
socioeconomic differences in the diagnostic or therapeu-
tic processes have been documented (eg, pain manage-
ment>"?®). Additional measures of the effect of a training
program could be patient and healthcare provider satis-
faction with the healthcare communication process
during appointments.

Monitoring of Healthcare Processes and Outcomes.
It is essential to measure progress in elimination of
inequities. Each healthcare facility should monitor those
health conditions with known disparities in processes of
care (ie, diagnosis and treatment), patient satisfaction,
and outcome of care related to race, ethnicity,
non-English-language status, and patient social class.

The monitoring program could be part of institu-
tional quality assurance programs. If so, facilities
would need to modify their current quality assurance
programs to allow for the routine collection and analy-
sis of these types of data, and for the feedback of
results to healthcare providers at all levels. Correction
of identified disparities would be the responsibility of
the facilities.

Certification and Accreditation Requirements. As an
additional requirement for professional certification,
each healthcare professional could be required to docu-
ment cultural competence. This process might be most
effective if it involved the active participation by the var-
ious certification and accreditation organizations: the
Joint Commission on Accreditation of Healthcare
Organizations, licensing boards, and national, state, and
local accrediting boards, including organizations that
approve continuing education (eg, Association of
American Medical Colleges, American Nurses Associ-
ation, National Association of Social Workers). Federal
and state initiatives and regulations regarding cultural
competence among healthcare professionals also could

be initiated and enforced. Currently, at the federal level,
there is the Healthcare Fairness Act; model legislation at
the state level is the proposed New Jersey bill requiring
cultural competence training of healthcare professionals.

Diversity in the Membership of Governing Boards.
Key stakeholders in healthcare facilities should be
involved in changing provider behaviors related to cul-
tural competence. Thus, the oversight or governing
boards should include representatives from all groups of
healthcare providers, administrators, third-party pay-
ers, members of professional societies, patients, inter-
preters, and other cultural brokers (eg, folk healers).
Healthcare facilities involved in international health-
care should include the appropriate international repre-
sentatives or contacts among the members of their
oversight or governing committees.

The members of the cultural-competence oversight or
governing boards would be responsible for monitoring
and evaluating healthcare provider behavior as it relates
to cultural competence. Among their key tasks would be
defining the outcomes to be monitored, setting goals, and
assessing whether the goals are being met. The governing
boards also could establish media liaisons through which
to publicize the progress toward cultural competence
among all the staff of community healthcare facilities.

Enhancing and Retaining Diversity in the
Healthcare Workforce. Healthcare facilities could seek
work place diversity that reflects the demographics of
the population being served. It is recognized that a bal-
ance will need to be achieved between the need for
cross-cultural competence and the other demands of
patient care. Balance could be achieved by employing
interpreters who meet the needs of the facility and by
actively identifying the visits that will require an inter-
preter’s services. Professional healthcare interpreters
should be employed whenever possible. In general, clin-
ic staff should not be used routinely as interpreters, but
if so used, the staff member should be released from his
or her primary responsibilities. Additional time for the
visit also should be planned into the schedule when
interpreters will be involved.

One approach to help ensure effective recruitment of
minorities at all staffing levels is to develop an adequate
“pipeline” for professional training.>>> This activity
must begin at the earliest levels of education. From
kindergarten through high school, programs for men-
toring and support of students interested in the health
sciences can be effective in increasing the number of
minority students who have majors relevant to the
healthcare professions at the undergraduate level.
Potentially effective ways to increase the number of
minority students in health professional schools include
education grants or scholarships, loan repayments,
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guaranteed employment in underserved communities,
and other such incentives. Programs designed to facili-
tate the application process and to support underrepre-
sented applicants are another promising approach.

To recruit and retain providers, broadly based com-
munity partnerships with local healthcare providers,
businesses, and educational and service organizations
could be developed. Moreover, monetary incentives
could be made available to healthcare organizations in
communities with large minority populations to encour-
age the hiring of healthcare professionals to match the
diversity of the community. The amount of the incen-
tive could be based on the diversity among the con-
sumers of care in the particular community. That is,
facilities located in highly diverse communities would
receive a larger monetary incentive than facilities in
less racially or ethnically heterogeneous communities.
Each facility would be responsible for assessing the
diversity of its consumers of care.

There are a number of other means for supporting a
diverse workforce. These include:

e Ensuring continuity of cultural competence by
providing the staff with continuing education.

e Giving practitioners the resources to be cross-cul-
turally sensitive in practical ways (see Training in
Cultural Competence).

¢ Providing incentives to the staff such as textbooks,
pamphlets, Internet access, and subscriptions to
journals.

e Guaranteeing that Title VI regulations are followed
in practice (eg, making transportation and inter-
preters available).

The resources for implementation and coordination
of these “wraparound” services should be the responsi-
bility of each facility.

DISCUSSION

It is increasingly clear that the healthcare provider
plays a pivotal role in the interaction between providers
and patients from diverse populations. The experts
comprising the Working Group on Changing Healthcare
Professionals’ Behavior concluded that improved cultur-
al competency among these professionals would yield
improved communication with patients from diverse
backgrounds, reducing disparities in health and health-
care utilization. A set of 5 approaches were identified as
having the highest potential to increase cultural compe-
tency among healthcare professionals: cultural compe-
tence education before, during, and after clinical
training; ongoing monitoring and evaluation of process-
es of care; certification and accreditation requirements;

use of culturally diverse governing boards for healthcare
practices; and promotion of workforce diversity. These
approaches reflect current understanding and can be
implemented now.

Current knowledge is sufficient to begin the process
of reducing diversity-related and language-related dis-
parities in healthcare utilization by improving health-
care provider behaviors. However, in order to continue
the process, further attention needs to be directed to
several areas.

First, current knowledge regarding the reasons for
the observed disparities in health and healthcare uti-
lization must be refined. Significant gaps in knowledge
remain, particularly about the interpersonal processes
of care.*® The considerations presented in Table 2 could
provide an initial research agenda that would generate
studies to extend current understanding of important
associations. The elicitation of symptoms and evalua-
tion of signs are highly related to the patient’s cultural
characteristics.*”> The selection, dosage, and monitor-
ing of adverse effects of psychotropic medications need
to be done with regard to the patient’s culture, as reac-
tions to these medications differ across cultural
groups.®® Patients’ racial and socioeconomic character-
istics clearly have been shown to influence physicians’
beliefs about their patients’ intelligence, willingness to
comply, and likelihood of engaging in risky behaviors,
as well as influencing the physician’s approach to pre-
senting treatment options (eg, the physician’s decision
about how much information to provide).>

An area of particular concern and urgency is the
presence among healthcare providers of covert or
unconscious biases toward patients of diverse cultur-
al backgrounds. Research in this area needs to be
expanded to include not only physicians but also
other healthcare providers. The importance of these
types of studies is that they identify specific points of
potential cultural conflicts, knowledge that could be
useful in developing the content areas for the cultural
competence education programs.

A second area needing further attention is evaluation
of the effectiveness of the various interventions that
have been suggested. The current status of cultural
competence training programs is a case in point.*"**%1 A
recent survey of the 126 US medical schools found that
8% provided no instruction in cultural issues; in 87%,
cultural instruction was part of a larger course and con-
sisted of 1 to 3 lectures; and the course was an elective
for 16%.°' Most courses had been taught for less than 6
years, were given only during the initial 2 years of train-
ing, used didactic and group-learning formats, and did
not specifically address the cultural issues of the largest
nonwhite ethnic groups.®’ An earlier survey reported
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Table 2. Decision Points and Key Considerations for Healthcare Providers in Provision of Culturally

Competent Care

Decision Point Key Consideration

valuati
Assessment and evaluation of
patient’s clinical presentation

The healthcare professional’s state of knowledge regarding racial, ethnic, socioeconomic,
and other cultural influences on:

e Patient’s reporting of symptoms.
¢ Occurrence of signs and symptoms for specific conditions.

Selection of recommendation(s)
for clinical management

The knowledge and assumptions of the healthcare professional (vis-a-vis the perceived race,
ethnicity, etc, of the patient) regarding:

e Patient’s preferences about being involved in selecting among the array of options.

¢ Patient’s preferences for diagnostic and therapeutic options, and outcomes of healthcare
(eg, acceptability of outcomes and treatment requirements).

e Patient’s ability and willingness to comply with various options, given financial constraints.

e Cultural milieu regarding healthcare and the selection of options.

Negotiation of care between patient
and healthcare professional

The knowledge and the assumptions of the healthcare professional (vis-a-vis the perceived
race, ethnicity, etc, of the patient) regarding:

e Patient’s desire for information and the amount of information that should be provided
relating to the disease, diagnostic procedures, and treatments.

e Patient’s expectations regarding care for the perceived symptoms.

¢ Personal willingness to allocate to the patient the freedom to choose among the potential

healthcare options.

that 14% of undergraduate medical education programs
in the United States did not have 1 or more education-
al opportunities relating to multicultural medicine;
however, 13% of the programs reported teaching multi-
cultural medicine as a separate course, as opposed to
only 8% of medical schools in the more recent
suvey.?”®! The content of the existing programs has
only begun to be delineated and is highly variable.®

The program content of cultural competence training
is the subject of a follow-up survey by the Association of
American Medical Colleges.!” For the other health pro-
fessions, we need information regarding the proportion
of the professional education programs that have formal
training in cultural competence and the content of the
cultural competence training programs.

As a third area for future attention, the cost effec-
tiveness of existing training programs in cultural com-
petence needs to be determined. Neither the costs nor
the effectiveness of current or potential programs is
known. For example, although it is known that educa-
tional outreach can be effective, it is less certain that
this approach will be effective in developing the cultur-
al competence of healthcare providers. Moreover, there
is a need to identify other cost-effective training pro-
grams, as well as to develop global cultural competence.
The global effort could include collaborations with
international medical institutions and organizations
through workshops, symposiums, and summit meet-
ings. The United States and United Kingdom are cur-
rently involved in such efforts.®*%
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