ntasanideal
53-56.

mn RE, Davis
t barriers to
trolled trial
lectures and
398;73:882-

Sondocz T,
ors influenc-
y physicians
: Educ Health

sclence: Se-
onn: Green-

Dissonarnce,
s; 1957,

N, Changing
.. New Yaork,

and dissemi-
r Inst, 1988,

olto helpim-
2d controlled

J. Designing

professional
14:106-111,
1 appropriate
that attempt
%olicy. 1999,

domlsed tri-
¢ and repert-
' 1;318:1286,

Evidence inio
xperimenta-
‘demiol Com-

2ports of be-
CME caurse.

xintenance of
1 Mivating spe-
tinuing medi-
33;36;29-32.

& Physician’s
. Chicago, Il

R REVIEW

Resource ID# 5224

‘Eduéating Medical Students for Work in-Culturally Diverse
‘Societies

Educating Medical Students
for Work in Culturally Diverse Societies

Rhian Frances Loudon, BSc, MBChB
Pauline Monica Anderson, MA
Paramjit Singh Gill, DM

Sheila Margaret Greenfield, PhD

ENTURIES OF MIGRATION HAVE

made saciety in the United

Kingdom multiracial, multi-

ethnic, and multicultural.?
However, it was not until 1991 that the
United Kingdom decennial national cen-
sus inquired about an individual's race
or ethnicity.? Minority groups were de-
fined as black Caribbean, black Afri-
can, black other, Indian, Pakistani, Bang-
ladeshi, Chinese, other Asian, or other
nonwhite, Based on the census classifi-
cations, 3 million of a population of 53
million were defined as members of a mi-
nority racial or ethnic group, with wide
regional variation. For example, al-
most 60% of those from minority groups
reside within the West Midlands or
greater London areas.

Medical students studying and work-
ing at health service institutions within
these areas undoubtedly meet and work
with diverse groups.*

The UK National Health Service
recently has been described as “a long-
established, white-dominated organisa-

_tion [which] is liable to have proce-

dures, practices and a culture that tend
to exclude or to disadvantage non-
white people.”® This comment resulted
from a police investigation into the
unprovoked racist murder of a black
teenager.® This acknowledgmént of insti-
tutional racism signals the need for medi-
cal education and the National Health
Service to examine their policies and
practices to ensure that they reflect cul-
tura] sensitivity and competence. Rec-

Context Recent attention has focused on whether government health service insti-
tutions, particularly in the United ngdom reflect cultural sensitivity and compe-
tence and whether medical students receive proper guidance in this area.

Objective To systematically identify educational programs for medical students on
cultural diversity, in particular, racial and ethnic diversity.

Data Sources The following databases were searched: MEDLINE 1 963~August 1998);
Bath International Data 'Service (BIDS) Institute for Scientific Informatlon science and
social science citation indexes (1981-August 1998); BIDS International Bibliography
for the Social Sciences {(1981-August 1998); and the Educational Resources Informa-
tion Centre (1981-August 1998). In addition, the following online data sets were
searched: Kings Fund; Centre for Ethnic Relations, University of Warwick; Health Edu-
cation Authority; European Research Centre on Migration and Ethnic Relations, Uni-
versity of Utrecht; International Centre for Intercultural Studies, University of Lon-
dan; the Refugee Studies Programme, University of Oxford. Medical education and
academlc medicine journals (1994-1998) were searched manually and experts in medi-
cal education were contacted.

Study Selection Studies induded in the analysis were articles published in English
before August 1998 that described specific programs for medical students an raciai
and ethnic diversity. Of 1456 studies identified by the literature search, 17 met the
criteria. Two of the authors performed the study selection independently.

Data Extraction The following data were extracted: publication year, program set-
ting, student year, whether a program was required or optional, the teaching staff and
involvement of minority racial and ethnic communities, program length, content and
teaching methods, student assessment, and nature of program evaluation.

Data Synthesis Of the 17 selected programs, 13 were conducted in North America.
Eleven programs were exclusively for students in years 1 or 2. Fewer than half (n=7)
the programs were part of core teaching. Cnly 1 required program reported that the
students were assessed on the session in cultural diversity.

Conclusions Qur study suggests that there is limited information available on an
Increasingly important subject in medical education. Further research is needed to iden-
1ify effective compaonents of educational programs on cultural diversity and valid meth-
ods of student assessment and program evaluation.

JAMA. 1999;282:875-880 www.jama.com

ommendations and materials are avail-

view to identify and comprehensively
able both in the United States and United

describe the individual programs that

Kingdom for medical educators who
wish to develop such programs.”!
Despite these resources, little attention
has been paid in UK medical curricula
to how physicians will be effectively pre-
pared to meet the needs of a diverselocal
population.’?

To our knowledge, this article pre-
sents the first published literature re-

have been conducted in undergradn-
ate medical courses that provide teach-

Author Affillations: Department of Primary Care and
General Practice, University of Birmingham, Birming-
ham, England.

Corresponding Author and Repsints: Paramijit Singh
Gill, DM, Department of Primary Care and General
Practice, University of Birmingham, Edgbaston, Bir-
mingham B15 27T, England (e-mail: p.s.gill@
bham.ac.uk).

JAMA, September 1, 1995-—Vol 282, No. 9 875




MEDICAL STUDENT EDUCATION AND CULTURAL DIVERSITY

ing and learning of cultural diversity,
in particular, racial and ethnic diver-
sity. The findings of this literature re-
view are part of the first stage in a
project to implement teaching of cul-
tural diversity in a UK undergraduate
medical course.

METHODS
Data Sources

A systematic search was performed us-
ing Medical Subject Headings and text
words, in English, of the following 5 da-
tahases:; (1) MEDLINE, (2) Bath Inter-
national Data Service (BIDS) Institute
for Scientific Information (ISI) sci-
ence and (3) social science citation in-
dexes, {(4) BIDS International Bibliog-
raphy for the Social Sciences, and (5)
Educational Resources Information
Centre (ERIC). Searches were con-
ducted from 1963 to August 1998 for
the MEDLINE database and from 1981
to August 1998 for BIDS and ERIC.

Search terms included medical educa-
tion, education-medical, educational mea-
surement, teaching, curriculum, higher edu-
cation, medical schools, medicine, medical
students, minority groups, ethnic groups,
culture, sociology, ethnic minority, ethnic-
ity, diversity, diversity (faculty), diver-
sity (institutional), diversity (student),
inequalities, racism, race relations, preju-
dice, and sociceconomic factors.”?

In addition, a search of the follow-
ing Web sites and online data sets was
undertaken: Kings Fund'; Centre for
Ethnic Relations, University of War-
wick'; Health Education Authority'
European Research Centre on Migra-
tion and Ethnic Relations, University
of Utrecht, the Netherlands'”; Interna-

. tional Centre for Intercultural Stud-

ies, Institute of Education, University

of London'®; and the Refugee Studies

Program, University of Oxford,’®
These searches were supplemented

- by a citation search using the BIDS IS
- science and social science databases. All

references appended to each index ar-

ticle also were reviewed. We manually

searched articles published in Medical
Education and Academic Medicine (1994-
1998) and conferred with key medical
educators within the British system.
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Selection of Studies

Included in the analyses were articles
that described, in English, programs
specifically for medical students re-
lated to teaching and learning about cul-
tural diversity, in particular, racial and
ethnic diversity.

All abstracts were reviewed by 2 au-
thors (R.F.L. and P.M.A.) indepen-
dently. Disputed abstracts were re-
ferred (to P.5.G.) for a decision.

Data Extraction

Information about the programs that
had been conducted was extracted and
tabulated, including year of publica-
tion, setting, year of students who par-
ticipated, whether a program was
required or optional, teaching staff,
involvement of minority racial and eth-
nic communities, program length, con-
tent and teaching methods used, nature
of any student assessment, and type of
evaluation of the educational interven-
tion, We developed a narrative classi-
fication of the published data.

RESULTS

We identified 1456 articles, from which
17 programs that had Been presented
between 1967 and 1997 met the inclu-
sion criteria and were analyzed (TABLE).

Setting
All programs were set in the United
States, Canada, Australia, or the United
Kingdom, with the majority (n=13) in
North America. The sessions were al-
most exclusively developed under the
auspices of departments of family medi-
cine, community medicine, preven-
tive medicine, behavioral science, psy-
chiatry, or educational development.
However, members of departments of
pharmacology and anthropology were
involved in 2 initiatives.?*?! One pro-
gram arose in response to students wit-
nessing insensitive and inappropriate
behaviors by faculty.? Students then
acted as sole facilitators for the ses-
sion that was developed.

Nearly all the programs described
were for medical students in years 1 or
2 of their training, Exceptions were the

University of Pittsburgh (Pittsburgh,
Pa) program® (second- and fourth-
year students); the program described
by Kaufert et al? (first- and fourth-
year students); and the program at the
University of Queensland, Brishane,
Australia (ijourth-year students).?*

Motivation for Program
Development

One of the documented motivations for
developing a program to enhance cul-
tural competence was a perception of
negative discrimination. The program at
the University of Southern California

School of Medicine (Los Angeles), was

based on the results of a student-
cenducted survey that demonstrated that
17% of first-year medical students at this
institution weze from minority groups
(defined as blacks, Asians, and Hispan-
ics), in contrast to the 86%.of patients

. at the teaching hospital. The Univer-

sity of Pennsyivania (Philadelphia) pro-
gram® was initiated after students ex-
pressed concemm to faculty staff about
insensitive behavior by their teachers.

Teaching Methods

Six programs involved members of mi-
nority ethnic communities who volun-
teered to be interview subjects or simu-
lated patients for the students. The
students conducted interviews indi-
vidually or in pairs 242628 gr gues-
tioned volunteers as part of a small
group discussion {Table).?

In 3 programs, members of minor-
ity nonmedical community groups were
key organizers of the teaching pro-
gram and served as resources, 262930

One group convened a panel of ex-
petts, consisting of 2 Native Canadian in-
terpreters, 2 patientadvocates, and a phy-
sician, who participated in discussions
of video vignettes with students.?!

Two interventions reported the use
of video recordings of simulated con-
sultations that had been developed in
cooperation with local communi-
ties.**? Chugh and coworkers® devel-
oped simulated consultations based on
information gained from semistruc-
tured interviews with 21 migrants to Al-
berta, Canada, :
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Three programs seemed to rely ex-
clusively on physicians or faculty®3*
who reported on their experience of
cross-cultural medical care, with mini-
mal evidence of patients being asked to
describe their own personal experi-
ences of health care services.

Two programs promoted the devel-
opment of language skills to enable stu-
dents to acquire sufficient skills to work
effectively in Spanish as well as in En-
glish % One of these provided class-
room teaching and experiential learn-
ing with Latino physician preceptors®,
the other included conversation groups,
as well as classroom teaching, visits to
community projects, and a student-
financed 8-day visit to Mexico.®

Three programs reported the use of
questionnaires?*?2?* before and after
teaching sessions. In most programs,
this appeared to be part of an attempt
to measure change in knowledge or at-
titudes. Two questionnaires were de-
veloped de novo.2%* QOther projects
used questionnaires only once {eg, Nora
et al,*® who used the misanthropy and
ethnocentrism scale of Sullivan and Ad-
elson®). Lacey® used questionnaires as
an integral part of the teaching ses-
sion and as a basis for discussion

Other methods included review of
case histories or transcriﬁts in small
groups,?*#3 role play,?? panel® and
case presentation, research projects,
and clinical clerkships.??838

Program Content

Many courses addressed attitudes and
health beliefs, alternative healing sys-
tems, demographics, complementary
medicine, and language barriers. The stu-
dent-initiated programs®* took a
broader view of cultural diversity and in-
cluded sexual orientation and aleohol-
ism as well as ethnicity. These sessions
explicitly set out to discuss racism and
prejudice and encourage participants to
challenge offensive behaviors. Sub-
stance abuse and specific diseases were
covered in research projects, =8 guest lec-
tures, and workshops.?®

One program® took a theoretical ap-
proach and considered the anthropo-
logical and sociological theories of at-

MEDICAL STUDENT EDUCATION AND CULTURAL DIVERSITY

titude development. In general, sessions
had a practical focus.
One report mentioned conducting

experiential seminars with faculty, us-

ing video and role play scenarios simi-
lar to those used with students.?® Op-
portunities for reflection by teachers on
their own attitudes and beliefs were not
mentioned.

Student Assessment

Ten of the 17 programs were either op-
tional for students or there was no indi-
cation that they were a required course
component. Only 1 of the 7 required pro-
grams was reported to have assessed stu-
dents on their case presentations and
contributions in tutorials.** Assess-
ments in the optional comses included
student self-assessment of compe-
tence,* tests in either written or oral pro-
ficiency in Spanish,?®® or written re-
ports of research projects.”? One group
planned to develop 2 stations in an Ob-
jective Structuted Clinical Examina-
tion.” One station was intended to as-
sess and reinforce the students’ skills in
taking a patient's health beliefs history.
The other would provide an opportu-
nity to incorporate a patient’s health be-
liefs into a negotiated treatment plan.

Evaluation

The majority of articles described 1 or,
occasionally, 2 years of experience. An
exception was Rogers and Coule-
han,? who documented 16 years of an
elective program run by the Univer-
sity of Pittsburgh in collaboration with
Navajo people and the Indian Health
Service in Arizona and New Mexico. Be-
cause of the program’s short duration,
evaluation methods relied heavily on as-
sessmernt of student satisfaction imme-
diately following a session,0%2426.33 The
University of Pittshurgh program?® de-
scribed the percentage of students who
participated in the undergraduate pro-
gram and then went on to work in the
Indian Health Service, the health gains
to the community members who par-
ticipated in teaching and learning, and
students’ research publications.
Evaluations shed some light on the
most appropriate time to teach cul-

tural content. Kaufert et al?* reported
a content analysis of the discussion that
took place when their selection of vi-
gnettes was used with first- and fourth-
year medical students. The first-year
students lacked clinical knowledge and
concentrated on the apparent sociocul-
tural factors; fourth-year students fo-
cused on the clinical interaction they
had witnessed. The wider sociopoliti-
cal and economic context and patient
experiences of racism received little at-
tention because students perceived this
as being beyond their influence.

COMMENT

Few publications exist on a topic that
is increasingly important in the United
Kingdom and elsewhere.®*® The in-
structional initiatives are varied and the
majority are directed at medical stu-
dents early in their education. Since the
majority of programs reported have
been set in the United States, the teach-
ing methods may not apply else-
where. Few specialties other than fam-
ily medicine, community medicine, and
psychiatry have reported sponsoring
such courses for medical students, Stu-
dents who participate in an identical
program at different stages in their edu-
cation will have different priorities and
learning objectives.?

Publication bias is the most impor-
tant source of bias in systematic re-
views.!? Although considerable effort
was made to locate relevant studies,
some may have been omitted from this
review, since only English-language pub-
lications were searched. We did not
search for the term cultural competence
or for terms specifically relating to lan-
guage, translation, or interpreting ser-
vices. Relevant publications after Au-
gust 1998 also have not been included.
We deliberately narrowed the focus of
this review by setting out to identify pro-
grams that specifically addressed eth-
nic and racial diversity. A broader view
of culture and diversity could have been
adopted that incorporated, for ex-
ample, sex, age, disability, or sexual ori-
entation. Data extraction was difficult,
as the reporting of details and results was
often incomplete or vague. We did not

JAMA, Septernber 1, 1995—Vol 282, No, ¢ B77
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Table. Studies Reporting Teaching Programs on Cultural Diversity for Medical Students £
A
Student  Student Participation/ -
Study Setting Year Program Length Teaching Staff Method
Gupta et al,% Yale University, 1 Required/8 hours plus Course diractor, physician, Small groups, case histories, Religion, o
1697 New Haven, Gonn introductory talk (fime faculty facilitators presentation, group discussion language |
unspecified)
Famill et al, 2 University of Sydney, 2 Optional/16 hours Community volunteers as iSmall groups, vidso recording and Languags ar
1097 Australia Interviewses, faculty | observation of studant intenviews skills, life
psychologists with community volunteer, group cultures
discussion
Shah et al,2 University of Teronto, Not stated  Optlonal invited native experts Lectures, worksheps, seminars, Native family
1696 Ontario videos substance
mental he:
Gill and University of Leeds, 2 Required/4 afternoon Faculty, volunteer families s~ Small groups, role play, famity Language, g
Adshead, 7 England sessions interviewaes interviews in pairs, presentation and healtr
1896 and discussion healers, e
Nera et al,% Rush Medical College, land2  Optional80 hours plus Faculty, community experls Conversation groups, classroom Spanish-lang
1994 Chicago, Il . 8-day visit 1o Mexico teaching, small groups, visits to cultural pr.
community projects in United interpreter
States, meetings with local syndrome
ropulation and health service
providers in Mexico
Chugh et al, @ University of Calgary, Not stated  Not stated Faculty Small groups, 2 simulated Language b
1803 Alberta . patients practitione
ilness, imy
Rubenstein Medical College of 2 4 hours Medical folkiorist, faculty, Whole group teaching, small group Health belief
et al,* 1992 Pennsylvania, communily participants ~tiscussion with community patient-ph
Philadefphia members and of case hislories, promotion
health promeotion learning
Johnston, University of 1 Required/2 hours Faculty Small groups, student-produced Insensitive ar
1992 Pennsylvania, video, role play, discussion
Philadelphia -
Copeman? University of Queensland, 4 Required Doctors, Vietrarmase health  Whole class sympasium, history Problems of
1980 Brisbane, Australia ‘ worker, patients at a taking and presentation immigrant:
women's or Aborlginal end system
v 7 lslanders health center as
interviewses
Mao et al,22 University of Southern 2 Reguired/4 hours Studenis as Taciitators Small groups, video vignettes, |ﬂﬂUBI'!CB dur
1988 Californta School of : discLssion and role play soclocultu
Medicine, Los Angeles patient
Lacey,® 1988  Southern llinois Required/2 hours Faculty Small groups, questionnaire on Alternative b
University, Springfield personal sceial characteristics demograp
and demography, analysis of a
consuitation transeript, use of a
“self examination in trans-cultural
lssues” questionnaire®
Gonzalez-lee University of California, 2 Optional/12 1o 15 hiwk for  Faculty, Latino physiclan Classroom language teaching and Spanish lang
" and Simon,® San Diego 3 consecliive quarters praceptors cultural immersion, history faking,
1887 : experiential learning

Wells et al,® University of California, 1 Reguired/1 day Community physicians, faculty Panel presertation and discussion, Theories of &
1985 Los Angeles small groups and reading list :

Rogers and Uniiversity of Pittsburgh, 2and4  Optional/t- to 12-week Faculty, Indian Hezlth Service Experlential lzaming, research Health care |
Coulehan,® Penn ‘' elective physician, community health project research [
1984 project worleers abuse, Ha

disease,

Kaufertetal®  Universily of Manitoba, land4  Notstated Native Canadian interpreters,  Panel discussion "rouble case" Patisnt-ptys
1984 Winnipeg : patient advocates, videos, small group saminars immediate

' a physician cultural un
) : wider soci
" Nurge® 1975 University of Kansas/ Not stated * Optional/4-week clective  Not stated Experiential lzaming Disease-oriel
University of New - and possl
Mexico, Kansas environimie
City/Albuguerque

Peterson- Yale University, 1 Optional/#6 hours of Faculty medical officer on Seminars, clinleel clerkship, Geographice
Kimbal) % New Haven, Corn seminars, B-week ‘Navaho reservation, research project and presentation aspects of
1970 elective epidemiological control and tribe

officers
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] Cultural and/or Racial/
Content Ethnic Group Student Assessment Course Evaluation
: 1 Religion, complementary medicine, African Americans, Latinos, Not stated Student feedback via focus groups
sslon language barriers Asian Americans, gay/
bisexual men and women
ing and Language and communication, interviewing  Australians with ) Self-assessment of Questionnaire to students and volunteers
terviews skills, life histories of people from different non-English-speaking cormpetence on quality of experience, analysis of
r, Group cultures  backgrouinds who spoke videotapes by psychologist using novel
sufficient English to be rating scale and factor analysis
interviewed
nars, Native famnily, violence, urban native health, Canadian First Nation and Not stated Questicnnaires fo participants, institution,
substance abuse, cornmunity healing, Aboriginal people and speaker
.mental health, nutrition, women and health .
Ty Language, grestings and names, custorns African, Caribbean, Pakistani Not stated Carnitent analysts of student questionnaires
ntation and health beliefs, tradtional remedies and ~ Punjabi (Muslim}, Indian - '
healers, experiencss of the health service Punjabi (Hindu),
Bangladeshi, Sikh, Chinase
Yoo Spanish-language teaching, demography, Hispanic American and Written assessment of studant “Misanthropy” scale of Sullivan and
isits to cultural practices, health beliefs, use of Mexican populations English-Spanish translations, Adelson,” discussion sessions, student
nited interpreters, acquired immunodeficiency multiple-choice questionnaie  questionnaires cn intamational seminar
2l syndrome, rutrition + on knowledgs of experience
ice demographics and Hispanic
health and cultural issues
Language barriers, sex ¢f health care Salvadarean, East Indian Not stated Not stated
practitioner, religien, personal economics of
ilness, importance of clinical assessment
all group Health beliefs and their implications for Warking- and middle-class Plan 2 stations in an Objective  Short-answer presession and postsession
ity patient-physician relationships and health Americans who were members  Structured Clinical tests of student knowledge of alternative
stories, promotion, resources available for further of minority communities, Examination and written practices and belisfs, student
learning immigrants to the United submission of health salisfaction and personal health belisfs
States, white proponents of , heliefs case history questionnaires
New Age healing st '
4uced Insensitive and inappropriate behaviors African Americans, gay men, Not stated Not stated
on women :
istary Problems of recent non—English-speaking Aborigines, recent Case Precourse and postcourse questionnaires
immigrants and the Australian health nor—Engilish-speaking presentation and on knewledge, sociocultural factors, and
system immigrants to Australia participation in tutorial attitudes toward Australian Aborigines;
student self-assessment of competance
in 2 clincal situations to highlight
awareness of communication difficulties
tes, Influence during consuitation of ethnierand Hispanic Americans, Mot stated Student satisfaction questionnaires,
, sociocultural differences in physician and lesbians, and people presession and postsession
patient with alcoholism questionnaires on student attitude
2on Alternative healing systems, health beliefs, Latin American culture, Not stated Data from quastionnaire on personal social
risties demographics minority ethnic groups characteristics and knowledge of
sisofa demegraphy
Jseofa
s-cultural
iing and Spanish Janguage acquisition Latinos Oral proficiency fest in Number of students who passed oral
ary taking, Spanish proficiency tests
—————-——'J — . . . - . f
SCUSSian, Theories of attitude development Minority ethnic groups Not stated Student setisfaction questionnaires
g list in the United States
wch Health care provided by Indian Health Service, Mavajo population Whitten report of research Student career chaice, publications arising
research project subjects included solvent project from research projects, community
abuse, Haemophilus influenzae type b health gains
disease, rheumatic fever control
———'——"'A . . » . . . N N
case” Patient-physician interaction in terms of Native Canadian Not stated Content analysis of discussion during
\inars immediate clinical encounter, diverse sessions
cultural understandings of exchange,
wider socioeconomic/political context
—_— . o .
Disease-oriented tables describing veptors Navajo people, “Spanish Not stated Not stated
and possible contribution of social and Americans and Anglos”
environmental factors, reading list .
— e —
Geographical, cultural, social, and health Navaho people Not stated Student feedback
3,
asentation aspects of the Navaho reservation .
and tribe
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contact the authors for clarification. In
addition, our medical education ex-
perts include representatives from out-
side the United Kingdom.

Despite these limitations, our review
highlights the need for programs in mul-
ticultural education as part of the medi-
cal core curriculum, as well as training
programs for medical educators. Be-
cause evaluations of the programs took
Place early in the students’ education, it

was not possible to chart improve-
ments, or the lack thereof, in knowl-
edge and attitudes toward cultural, ra-
cial, and ethnic diversity as students
neared medical practice. Such informa-
tion is important because the literature
documents cases in which attitudes ac-
tually deteriorated as students pro-
gressed to the later years of their medi-
cal education.® If students respond less
appropriately to diverse populations as

they advance, then vertically integrated
programs of teaching and learning that
extend beyond year 2 are essential. Fur-
ther research is needed into valid and ap-
propriate methods of student assess-
ment and program evaluation.

Funding/Support: Funding for this study was pro-
vided by the Department of Health, United King-
dom.

Disclalmer: The views expressed in this publication
are those of the authors and not necessarily those of
the Department of Health,
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