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Percent of Population that is Racial or Ethnic Minority, by Jurisdiction, Maryland 2006
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DHMH - Office of Minority Health
and Health Disparities

* The Maryland 2004 Legislative Session, enacted House
Bill 86 and Senate Bill 177, otficially establishing
Maryland’s Office of Minority Health and Health
Disparities, in the Office of the Secretary of the
Department of Health and Mental Hygiene effective
October 1, 2004.

During Maryland’s 2003 Legislative Session, HB 883
paved the foundation for Maryland’s Health Care

Disparities Initiative that is interwoven within HB 86
and SB177.
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HB 1455
(2006 Session)

Requires the Maryland’s Department of Health and
Mental Hygiene to provide technical assistance

to qualified community-based hospitals for a

pilot program that addresses:

1. Cultural competency training for health care
providers with an emphasis on community-based
providers and

Health outcomes and community-based models for
targeting [specific| health outcomes
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Cultural Competence in Health Care:
The Need

» Nearly 53 million Americans speak languages other than English

» One in three Americans are ethnic/racial minotities

» One in 12 Americans has Limited English proficiency issues

» Discrimination, bias and prejudice contribute to health care
disparities

» Culturally responsive health care has many benefits

» Cultural competency is a core requitement of many national
licensing and accreditation Bodies

» A few states have already mandated cultural competency training
of healthcare providers (NJ, CA, WA)
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Benefits of Cultural Competence
(Betancourt et al., 2003; Brach and Fraser, 2002)

» Greater quality of provider-patient communication
» More successful patient education

» Increase in patient health-seeking behavior

» Increase in participation in preventive measutes

» Greater adherence to treatment regimen

» Reduction in presentation to catre for acute visits
» Better health outcome

> Fewer diagnostic errors
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Evidence for Clinical Benefits of Cultural
Competence Not Yet Established

“Efforts to define culturally competent care are
already 1n progress, but significant knowledge
gaps exist about the direct relationship between
cultural and linguistic competence and improved
health outcomes.”

National Quality Forum (INQF), October, 2007
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Study Design

Partnered with three community-based hospitals serving medically
underserved areas

Developed an on-line survey for residents and teaching faculty

Pilot tested the survey in Internal Medicine residency programs in
the three participating hospitals

Intend to conduct focus groups with teachers and housestatf to
ascertain practices, perceptions and preferences on Cultural

Competency Training (CCT)

Implement a best practice cultural competency curriculum and
evaluation based on the survey, literature and focus groups

Follow patients’ health indices with comparisons made before and
after training
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Methodology

* Sampling
— Convenience sampling ot the three hospital
residency programs in Internal Medicine

» Analysis

» Descriptive Statistics initially (sub-groups too small)

» Bi-variate and multi-variate analysis (Peatson chi-
squares and Wilcoxon rank-order correlations of sub-
groups to establish associations ot responses with
participant characteristics)
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e lSinvicy

» Administered on-line (SurveyMonkey)
» Composed of:

» Participant demographics
> Assessment of existing cultural competency training

» Measure of attitudes and perceptions related to cultural competency training
(A four point Likert Scale)

» Knowledge of national and state guideline pertaining to cultural competency
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Participants’ Demographics
N=38

Category Number Percentage

Females 20 Sl

Asian

White (US born)

White (foreign-born)
Black

Hispanic

American Indian

Multicultural

Not disdosed
Total

Attending

Chief

Students

R-1

R-2
R-3
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“Cultural competency training is

mandatory in my hospital”

75

B

Hospitals
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Preliminary Results (n=38)

b. Cultural competency is important

c. CCT too difficult to implement in

residency

d. CCT can improve providers

cultural competency

e. I am satisfied with the existing
CCT in my institution

f. There is evidence that CC

enhances health outcome

g. CCT increases quality of care

h. CCT NOT important

i. Ethnic/radal concordance not
important

j. Cultural competency should be
acquired at home and can not be

taught

k. On-line training is better for my
schedule
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Kepoued|lixisuin e (liumnins Suyle

Training Style
Web-based
Didactic

Workshops/seminars

Community Immersion

Grand rounds
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Preliminary Findings

» There is apparent confusion about requirements
related to CCT in same institution

» The vast majority of respondents were unsute
about licensing and accreditation bodies’ regulations

related to CCT

» There were no statistically significant differences
between the responses of minority and non-
minority respondents (gender and ethnic/racial

backgrounds)
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Conclusions and Recommendations

» Medical residents in out survey population seem
to agree with the importance of CCT and
rejected the assertion that CCT is too ditficult to
apply in residency

» Uncertainty about institutional policies as well as
national and state guidelines is evident

»Teaching faculty and residency directors must be
clear about CCT requirements in the institution
and external bodies
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MHHD Contact Information

Minority Health and Health Disparities
Maryland Department of Health and Mental
Hygiene
201 West Preston Street, Room 500
Baltimore, MD 21201
Phone: 410-767-7117
Fax: 410-333-5100
Website: www.mdhealthdisparities.org
E-mail: healthdispanties@dhmh.state.nmd.us
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