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Executive Summary

The National Standards for Culturally and Linguistically Appropriate Services (CLAS) in health care, set forth by the U.S. Department of Health and Human Services (DHHS) Office of Minority Health, provide guidelines on policies and practices aimed at developing culturally responsive systems of care. Ultimately, the goal of CLAS is to improve access to health services for culturally diverse populations and ameliorate racial/ethnic disparities in health.  The 14 CLAS standards are categorized into three themes: Culturally Competent Care (Standards 1-3), Language Access Services (Standards 4-7), and Organizational Supports for Cultural Competence (Standards 8-14).  In a project funded by the DHHS Office of Minority Health (OMH), we developed a cultural competency assessment tool for hospitals (CCATH) based on OMH’s CLAS standards.  We describe the development process, which included a comprehensive review of available cultural competence assessment tools, pilot testing the initial draft of the instrument with five hospitals, and qualitative testing (focus groups and cognitive interviews) of a revised version of the instrument with potential survey respondents.
Our focus group with hospital administrators provided support for the topic and scope of coverage in the CCATH survey.  Despite enthusiasm for the purpose and content of the survey, administrators were clear that hospitals have many competing priorities and that data collection would only be successful if we were able to provide survey participants with comparative data about their performance.  In our pilot test of the CCATH instrument with 6 hospitals, we found variability in the preferred method of distribution of the surveys administration and difficulty in completing it.  Development of a completion guide will help facilitate initial administration of the survey in the future.  Subsequent administrations by the same hospitals should be easier once they become familiar with it.  We plan to continue refining and shortening the survey further to expedite data collection to whatever extent is possible. 
This project has been successful in taking the initial steps in development of a survey to assess cultural competency in the provision of hospital care.  Because this project has provided an outstanding foundation for administration of the survey on a large scale, a follow-up study has been funded by the Commonwealth Fund that will allow the survey to be administered in a large scale field test.  This next step will provide an opportunity to conduct extensive empirical analyses of the items in the CCATH Survey and will yield invaluable benchmark data.
1. Introduction

1.1. Purpose

Cultural competency has been defined as an “ongoing commitment or institutionalization of appropriate practice and policies for diverse populations” (Brach and Fraser, 2000:183).  The national standards for culturally and linguistically appropriate services (CLAS) in health care, set forth by the U.S. Department of Health and Human Services (DHHS) Office of Minority Health, provide guidelines on policies and practices aimed at developing culturally appropriate systems of care.  Ultimately, the goal of CLAS is to improve access to health services for culturally diverse populations and facilitate the elimination  of racial/ethnic disparities in health.  The 14 CLAS standards are categorized into three themes: Culturally Competent Care (Standards 1-3), Language Access Services (Standards 4-7), and Organizational Supports for Cultural Competence (Standards 8-14).  
The purpose of this contract was to fund the development, testing, and refinement of a Cultural Competency Assessment Tool for Hospitals (CCATH) based on the CLAS standards.  In development of the CCATH, project staff completed the following tasks:

1. Assessed appropriateness of protocols for the CCATH;

2. Designed the CCATH;

3. Pilot tested the CCATH;

4. Conducted qualitative testing of CCATH survey; 

5. Analyzed qualitative data on the CCATH survey; and

6. Prepared dissemination plan and reports.  
Project staff is listed on Exhibit 1.  In addition, a Project Advisory Committee (PAC) was designated to provide overall advice to the project (Exhibit 2).  The PAC is comprised of six national experts in the field of health care, hospital administration, cultural competency/diversity management, and assessment tool development.   

1.2 Background

Major demographic shifts are changing the landscape of the US population.  As of 2000, 31% of the U.S. population was a member of a racial or ethnic minority group, and it is projected that by 2030, 40% of the U.S. population will be members of a racial or ethnic minority group (U.S. Census Bureau, 2000).  In some states, such as California, whites have already ceased to be the majority group (Johnson, 1999).  Furthermore, Hispanics and Asians are the fastest growing racial/ethnic groups in the US, representing a growth also in the proportion of non-English speakers in the population.  These changes are resulting in an increasingly diverse labor pool and customer base for health care organizations (HCOs).  As a result, HCOs are paying increased attention to diversity issues.  Policy makers are also paying more attention to the racial/ethnic disparities in access to care and health status. 

Previous studies have shown racial/ethnic differences in patient experiences with inpatient hospital care (Hicks et al., 2005; La Veist et al., 2000; Rogut et al., 1996).  Rogut et al. (1996) examined patient experiences with the interpersonal aspects of care in 15 New York City hospitals, and found that blacks and Hispanics were more likely to report problems with aspects of their care.  La Veist et al. (2000) compared patient experiences with cardiac care for Whites and African Americans in three Maryland hospitals, and found that African Americans were more likely to perceive racism and report mistrust with the medical system and less satisfaction with their care.  Finally, Hicks et al. (2005) conducted a cohort study at an urban academic medical center and found that African American and Hispanic patients reported more than whites problems with respect for their preferences.  

HCOs may play an important role in reducing disparities in care by becoming culturally competent organizations.  Cultural competence has been defined as an “ongoing commitment or institutionalization of appropriate practices and policies for diverse populations” (Brach and Fraser, 2000:183).  Similarly, Betancourt et al. (2002) has defined cultural competence as the “ability of systems to provide care to patients with diverse values, beliefs and behaviors, including delivery to meet patients’ social, cultural, and linguistic needs’ (2002: v).  Cultural competency/diversity management practices are believed to enhance workforce and customer satisfaction, to improve communication among members of the workforce, and to further improve organizational performance (Cox, 1994; Dreachslin, 1996).   

Betancourt et al. (2002) in their study funded by the Commonwealth Fund identified several organizational barriers to culturally competent care such as lack of diversity in health care leadership and workforce, and systems of care poorly designed for diverse patient populations.  To become culturally competent, HCOs need to engage in a “strategically driven process” that emphasizes building skills and creating policies that address the changing demographics of the workforce and patient populations (Svehla, 1994).  This process will result in organizational practices and policies aimed at: 1) recruiting, retaining, and managing a more diverse workforce; and 2) developing culturally appropriate systems of care and improving access to care for racial/ethnic minorities (Weech-Maldonado et al., 2002).  This includes creating structures that provide incentives for culturally appropriate practices and promote an inclusive culture (CPEHN, 2001).  Furthermore, it requires a strong commitment for cultural competency at every level of the organization.  
Cultural competence has generally been viewed as pertinent to individual clinical interactions.  However, this view fails to recognize that “clinicians will become culturally competent only with the support and/or encouragement of the health systems in which they participate” (Brach and Fraser, 2000: 184).  “Cultural competence should be considered as much of a function of the organization as it is a result of the interactions between providers and patients” (CPEHN, 2001: 29).  Ultimately, these organizational practices constitute the management infrastructure that affects the delivery of care for diverse populations.

The national standards for CLAS in health care, set forth by the DHHS Office of Minority Health, provide guidelines on policies and practices aimed at developing culturally appropriate systems of care (DHHS, 2001). Ultimately, the goal of CLAS is to improve access to health services for culturally diverse populations and facilitate the elimination  of racial/ethnic disparities in health. 

While consumer assessments of care can provide valuable information on the quality of care provided to racial/ethnic minorities, they are limited in their ability to provide information on cultural competency of health care organizations.  The characteristics of cultural competence are “multidimensional in nature” and many of these characteristics are not visible to patients.  Consumers may only be able to observe their effects indirectly.  As a result, it is necessary to use other methods that will capture the use of cultural competency practices, such as organization-specific surveys and audits, focus groups, and personal interviews (CPEHN, 2001). 

Organizational assessments or audits provide a useful tool to evaluate the organization’s structures (policies, programs, staff positions) and processes (practices, culture) for cultural competency (CPEHN, 2001).  To date, only four studies have used hospital assessments on cultural competency/diversity management, one using case study methodology (Muller and Haase, 1994) and three using survey methodology (Motwani et al., 1995; Wallace et al., 1996; Weech-Maldonado et al., 2002).  Muller and Haase (1994) used an assessment instrument to classify organizations as homogenous, pluralistic, or multicultural based on the diversity of its workforce and its diversity management practices.  Motwani and colleagues (1995) used a cultural awareness instrument to assess the institutional awareness of cultural diversity and the institution’s approach to cultural diversity.  Muller and Haase (1994) found that all hospitals in their study fitted the “pluralistic” profile where they were not actively managing diversity, but rather employing diversity management policies and programs that were primarily compliance-oriented strategies.  Wallace et al. (1996) examined the CEO’s perception of diversity management and the status of diversity management in their organizations.  In each of these studies, it was found that relatively few hospitals had implemented diversity management programs even when hospitals considered diversity management an important organizational issue.  Weech-Maldonado et al. (2002) in a recent study of Pennsylvania hospitals conducted a comprehensive assessment of cultural competency practices that addresses both human resources and health care delivery issues.  The results show that hospitals in Pennsylvania have been relatively inactive with respect to diversity management practices, and equal employment requirements are the main driver of diversity management policy.  The number and scope of diversity management practices used were not influenced by organizational or market characteristics.  

1.3 Target Audience 

The purpose of this project was to develop, test, and revise the CCATH based on the CLAS standards.  The CCATH is designed to be used: 

1. to evaluate hospital performance--managers and policymakers can assess whether hospital policies and practices are meeting the CLAS standards. 
2. for benchmarking--national and regional norms can be developed and used by managers, professional groups, and policymakers to establish quality improvement goals and assess progress in meeting these goals. 
3. for research--hospital scores based on the assessment tool can be used to examine the relationship between CLAS standards and key outcomes that are hypothesized to be related to effective diversity management/cultural competency.  These outcomes include both human resources and patient outcomes.  Human resources outcomes include employee turnover and absenteeism, while patient care outcomes include satisfaction and quality of care indicators. 
2. Methods and Principal Findings

2.1. Assess Appropriateness of Protocols for the CCATH 

We conducted a review of the healthcare and general management literature on the topics of diversity management and cultural competency.  The purpose of this review was to assist in the identification of leader and organizational level variables that are associated with the delivery of culturally and linguistically appropriate services (Dreachslin et al., 2004). 

In addition, we conducted a literature review of available cultural competency/diversity management assessment tools using the PubMed and Proquest research databases, as well as the Google Internet search engine. Key words used in the search included “diversity management assessment” and “cultural competency assessment.” We identified 26 survey instruments, but only 12 were applicable to the CCATH (Appendix A).  The main selection criterion was that the instrument be appropriate for a hospital organizational-level assessment. 

Two project staff members examined the CLAS standards to establish major themes or domains for the CCATH (Appendix B).  Then the survey items from each of the 12-selected surveys were matched to each of the CCATH domains.  Two project staff members were involved in reviewing existing survey instruments and a meeting was convened to discuss findings and reconcile any differences in the instrument assessments.  A candidate set of 191 items was identified through this process (Appendix C). 

2.2. Design the CCATH 

We convened a one-day meeting on April 4, 2003 with the Project Advisory Committee (PAC) to review the general framework of the project and findings of the literature search on cultural competency assessment tools, and to provide input on the CCATH candidate item set.  See Exhibit 3 for discussion guide used in the PAC meeting. 

After reviewing the CCATH candidate item set, the PAC concluded that the item set did not fully address the CLAS standards.  Instead the PAC recommended a more comprehensive survey instrument, with items written to directly assess performance on the 14 CLAS standards.  As a result, we decided to write our own items following closely the domains and strategies described in the Final Report of the National Standards for Culturally and Linguistically Appropriate Services in Health Care (DHHS, 2001).  A committee of project staff members was involved in the development and review of the CCATH items.  A preliminary draft of the CCATH was shared with the PAC and project staff for additional comments and feedback on July 28, 2003.  
2.3 Pilot Test the CCATH 

After additional revisions based on feedback from the PAC and project staff, we produced the first draft of the CCATH (Appendix D.1).  We pilot tested the CCATH with two major goals: 1) to ensure ease of administration, understandability and clarity; and 2) to develop ways to minimize the burden of responding on the respondents.  
We recruited a sample of six hospitals for participation in the pilot test from among those hospitals known to the investigators for their expertise in and commitment to strategic diversity management and culturally competent care and for their familiarity with the CLAS standards.  Representatives of these hospitals, who were known to the investigators, were contacted personally via phone or e-mail, to invite participation in the pilot study.  Recruitment activity occurred from July to September 2003.  Three of the six hospital pilot sites were located in California, two in Pennsylvania, and one in Massachusetts.  The hospitals represented a diverse group in terms of size, specialization, population served, and experience in implementing the CLAS standards.  
Given the length of the first draft of the CCATH and to facilitate the survey administration, we divided the CCATH into 4 separate surveys: 1) Culturally Competent Care (30 items); 2) Human Resource Management (30 items); 3) Translation and Interpreters (35 items); and 4) Leadership, Climate and Strategies (33 items).   This would help each site in identifying appropriate managers for each particular survey.  Each survey had a section of personal items that asked the respondent about his/her job title, main duties and responsibilities, access to the internet, number of years employed at the hospital, and preference for survey mode.  It also asked whether there were questions or sections of the survey that were hard to complete and whether assistance from other departments was needed in completing the survey.  
A hospital administrator at each site was designated as the data coordinator for the hospital to ensure data collection on all 4 surveys.  The pilot test was mailed to each designated individual on October 31, 2003.  Five hospitals completed the CCATH surveys.  Administrators for two of the participating hospitals were debriefed by phone after completion of the survey.  See Exhibit 4 for debriefing plan.  One of the hospitals did not return a completed survey but provided phone feedback.  A debriefing report was completed based on the findings of the pilot test (Exhibit 5).  
Based on the pilot test results, we decided to: 

1. Redesign and significantly shortened the CCATH to one survey of 28 items/13 pages (Appendix D.2).  
2. Revise the workforce demographic questions to be consistent with the EEO-1 report.  
3. Revise the CCATH to assess more adequately the capacity of hospitals to provide interpreter services.

2.4. Conduct Qualitative Testing of CCATH Survey 

The revised CCATH, based on feedback from the pilot test, was subject to additional qualitative testing.  First, a focus group was conducted of the revised version of the instrument with potential survey respondents at the National Research Corporation/Picker annual meeting in San Diego, California on August 18, 2005.  Individuals were recruited from the meeting’s participant list of those individuals that held a management position (i.e. title of CEO, VP, CFO, director, or manager) at a hospital.  Focus groups are a research tool that relies on group discussions to collect data on a given topic (Morgan, 1996).  The purpose of this focus group was to discuss the survey content, administration and application of the CCATH instrument.  A protocol was developed to guide the discussion of the focus group (Exhibit 6).  The focus group had 9 participants from hospital systems from 7 different states (Illinois, Idaho, California, Florida, Illinois, Nebraska, and Texas) and it lasted approximately two hours.  A transcript of the focus group study was obtained and two project staff members analyzed the qualitative statements of the participants to identify major themes.  Overall, participants thought the CCATH was covering the right issues, and some of them were able to relate the survey content to their own institutional experiences with cultural and linguistic diversity.  Participants noted that completing the survey would most likely be a group effort since no single individual/department would have all the required information.  Therefore, they felt that the survey should be directed to the CEO to ensure distribution to the appropriate individuals.  Given that the survey would most likely require input from multiple individuals across the organization, participants estimated that it would take anywhere from 2 weeks to one month to complete the survey.  An online version of the survey would facilitate the process, especially in routing the survey from one person to another.  A summary report of the focus group findings and specific recommendations for revisions to the CCATH can be found on Exhibit 7.  The CCATH was revised based on feedback from the focus group study (Appendix D.3).  
Second, cognitive interviews were conducted with hospital administrators to further refine the CCATH questionnaire wording and content.  Cognitive-testing techniques are often used in the process of questionnaire development to investigate, assess, and refine a survey instrument (Berkanovic, 1980).  Cognitive testing can detect and minimize some sources of measurement error by identifying question items or terms that are difficult to comprehend, questions that are misinterpreted by the respondents, and response options that are inappropriate for the question or that fail to capture a respondent’s experience (Jobe and Mingay, 1991).  The purpose of the CCATH cognitive interviews was to assess the ease of administration, understandability, and clarity of the survey instrument and update the CCATH as needed.  Experts in the field of strategic diversity management and cultural competency with experience in CLAS standards implementation were recruited to participate in the cognitive interviews.  Interviewees were recruited from among those experts known to the investigators, advisory board members of the Institute for Diversity in Health Management (IFD), and participants in www.diversityRx.org’s CLAS talk (CLAS-talk.list@diversityRx.org) list serve.  Experts known to the investigators were contacted personally via phone or e-mail, e-mail messages inviting participation were sent to IFD advisory board members and distributed through the CLAS talk list serve.  The organizations were selected for their geographic diversity and interviewees represented both hospitals and health systems’ central administration.  A protocol was developed for use in the cognitive interviews study (Exhibit 8).  There were 3 in-person and 6 phone cognitive interviews scheduled during the months of February and March 2006.  A summary report of the cognitive interviews and specific recommendations for the CCATH appear on Exhibit 9.  Final revisions were done to the CCATH based on feedback from cognitive interviews (Appendix D.4).  
2.5 Lessons Learned
Through a comprehensive development process, we developed a survey directly targeted at assessing the 14 CLAS standards for health services.  Pilot test administration of the survey instrument revealed a great deal of interest and enthusiasm in the survey content as well as practical constraints in getting hospitals to complete it.  Administrators made it very clear that they needed to get back comparative data for quality improvement in order to justify the investment in time and resources needed to complete the survey.   The next step is to collect data from a large number of hospitals to provide benchmark data and enough responses to allow for empirical evaluation of the survey items.  We expect this to lead to wider adoption of the survey and greater familiarity and ease of administration in the future.
3. Dissemination/Next Steps

The results of this study are being disseminated in several ways.  First, we are presenting our project findings at various national and local research meetings and conferences.  Second, we are writing and submitting manuscripts to different peer-reviewed journals.  The literature review paper was published in Social Science & Medicine and another paper is being prepared that will summarize the development and evaluation of the CCATH.  Third, we submitted a grant proposal to the Commonwealth Fund to fund the field testing of the CCATH with California hospitals and the project has been approved. 
Our focus group with hospital administrators provided support for the topic and scope of coverage in the CCATH survey.  Despite enthusiasm for the purpose and content of the survey, administrators were clear that hospitals have many competing priorities and that data collection would only be successful if we were able to provide survey participants with comparative data about their performance.  In our pilot test of the CCATH instrument with 6 hospitals, we found variability in the preferred method of distribution of the surveys administration and difficulty in completing it.  We believe that development of a completion guide will help facilitate initial administration of the survey in the future.  Subsequent administrations by the same hospitals should be easier once they become familiar with it.  We plan to continue refining and shortening the survey further to expedite data collection to whatever extent is possible. 

This project has been successful in taking the initial steps in development of a survey to assess cultural competency in the provision of hospital care.  Because this project has provided an outstanding foundation for administration of the survey on a large scale, a follow-up study has been funded by the Commonwealth Fund that will allow the survey to be administered in a large scale field test.

Based on the focus group feedback, we suggest that OMH consider funding development of an online version of the CCATH, which would likely facilitate use and, consequently, encourage more widespread use of the CCATH.  This version of the CCATH could reside on the OMH CLAS website and be identified among the other resources offered by OMH.  The website could provide feedback in terms of individual hospital scores and include a link to OMH’s CLAS standards and other resources to improve performance.  Ideally the website would also provide benchmarking data so that hospitals can compare their results with national and regional averages. 
Below is a list of professional presentations, papers submitted/in progress, and grant proposals that are a product of this project. 

Weech-Maldonado, R., Dreachslin, J.L,. Brown, J. Sand, K., and Hays, R.D. “Development and Validation of a Cultural Competence Assessment Tool for Hospitals (CCATH)” to be presented at the American Public Health Association Meeting, Boston, MA, November, 2006. 

 

Weech-Maldonado, R. “Cultural Competency and Patient Experiences with Care” presented at the 5th Annual Florida Medicaid Research Conference, Tallahassee, FL, June, 2006. 

Weech-Maldonado, R. “Cultural Competency and Diverse Patient Populations” presented at the Access and Quality of Care for Culturally Diverse Families Conference, St. Petersburg, FL, March 2005. 

Weech-Maldonado, R. “Cultural Competency and Patient Experiences with Care” presented at the South Carolina Rural Health Association Annual Conference, Columbia, SC, March 2005. 

Weech-Maldonado, R., Abu Dagga, A., and Hays, R.D. “Cultural Competency and Patient Experiences with Hospital Care” presented at the Gerontological Society of America’s Annual Meeting, Washington, D.C., November 2004. 

Papers

Dreachslin, J., Weech-Maldonado, R., and Dansky, K. 2004. Racial and Ethnic Diversity and Organizational Behavior: A Focused Research Agenda for Health Services Management. Social Science & Medicine, 59(5): 961-971. 
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“Does Hospital’s Adherence to the CLAS Standards Influence Diverse Patients’ Experiences with Inpatient Care?” funded by the Commonwealth Fund for the period of 7/1/06 to 12/31/07 (PI- Robert Weech-Maldonado). 
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Exhibit 3

Discussion Guide for Project Advisory Committee Meeting 

1. Validation of CLAS domains.

a. Is domain assigned to the right CLAS standard?

b. Which are the most important domains in a given standard? 

2. Evaluation of CCATH items. 

Criteria for evaluation of CCATH items:

a. Is the item assigned to the correct domain? 

b. Are there other items that should be included in the domain?

c. Appropriateness for hospital executive survey

d. Appropriateness for generic hospital executive survey (that is, it can be answered by any executive regardless of functional area). 

e. Which are the most important items in a given domain? 

Exhibit 4

CCATH’s Pilot Test Debriefing Plan

For Data Coordinator at Each Hospital Site

1. Contact each of the site contacts and set up an appointment to talk

2. Email the site contacts blank surveys so they have the surveys to reference during the call.

3. Ask for any general comments about the experience.

4. Questions: 

a. How much time did it take to distribute?

b. How many people or departments completed the surveys?

c. How easy or hard was it finding an appropriate person to fill out the surveys? 

d. Did anyone filling out the surveys report any difficulty to you?

e. Would you have filled it out without a call from Rob?

f. Did you fill out any of the surveys? Which one(s)?

i. Did you have any problems?

ii. Were any of questions hard to answer?

iii. Did you have any comments about any of the questions?

For Individual Survey Respondents

1. Contact individual survey respondents (3 for each type of survey)

2. Email a blank survey.

3. Questions

a. Ask follow-up questions about the notes and/or comments the respondents may have made in the booklets.

b. Ask if any of the items in the survey were hard to answer, and if they had any problems following the format or the skips. 

c. Depending on the amount of time the respondent has, follow-up questions will be asked about survey questions, such as  “how hard was this to answer?” and “did you have this information available to you or did you have to talk to another department,” as well as asking about specific terms to make sure the questions are clear.

Exhibit 5
CCATH’s Pilot Test Summary Findings

Report by Kelly Sand (February 1, 2004)
Summary

All sites, even the site that did not return the surveys, expressed a strong interest in helping us to develop the CCATH instrument.  In addition, several sites were interested in comparing their cultural competence measures to other hospitals.  Despite this interest, the length and time consuming nature of the surveys resulted in a large burden on the respondents.  The entire survey packet is taking between 10 to 12 hours per site, of this 4 to 6 hours is spent coordinating.  The first three sites who completed the survey said they would not have completed them without having first received a phone call explaining the purpose and asking them to participate.  The other two sites took over two months to return the surveys, both expressing that the process was too detailed and time consuming.

All but one of the participating sites reported that our questions asking about the percentage of work force in certain racial and ethnic categories (questions 9-15 in the human resources survey) do not match the categories used at their hospitals, thus causing delays in survey completion.  The site that uses our categories, mentioned that they were consistent with the EEO1 guidelines, which is the format that some hospitals use to report equal employment opportunities data to the federal government.  I have asked about the racial and ethnic categories used by the other sites but have not received any information.  Two of the sites combine Native Hawaiian/Pacific Islander with Asian.  Also, there are differences in our definitions of medical staff and the definition that these hospitals typically use.  One site explained that their hospital groups employees by Physician, other medical professionals, and then other hospital employees.  
Each site developed its own method to distribute the surveys and collecting the data.  One site in California passed the entire survey to the most appropriate departments, one site photocopied the surveys and distributed individual questions and it appears that one site had one person answer the majority of questions, making phone calls to other departments when necessary.  The other sites passed out the surveys to the most appropriate departments.

1.  Hospital A (California)

This is not a typical hospital as it specializes in rehabilitation.  It also specializes in culturally diverse care, their mission statement states: “The mission of Hospital A is to provide each patient with superior medical and rehabilitation services in a culturally sensitive environment.”
Coordinator

The head of the Rehabilitation Therapy division, and our contact at the hospital said that the coordination of the survey (determining who should fill out the surveys and distributing them) took 3 to 4 hours.  With 15 years tenure at Hospital A, he was very knowledgeable about the practices and policies of the hospital and of the staff.  In his opinion, this knowledge made coordination process fairly easy.  Although, he still did not think he would fill out the survey if he did not receive a phone call first, as the ‘leg work’ was just too time consuming.  

He did not find it difficult to identify the correct person for the first 3 surveys but has yet to find someone with the needed information for the Human Resources version.  He does not have access to the ethnic and racial data of the entire staff so he could not fill out the questions 9-15 or the section on training.  The human resources representative will be returning in January and may be able to help then.  He did mention that he would need to find a programmer to run the racial and ethnic data once he has access to it.

The coordinator’s colleagues who filled out the surveys did not report any major problems but he stressed that his hospital has a Diversity Council and pays attention to diversity issues more so than other hospitals.  He felt the average hospital would find filling out the surveys a more difficult and time-consuming experience.  

Culturally Competent Care

The coordinator spent an additional hour and half filling out the Culturally Competent Care survey.  Although he mentioned that the process was not hard, he did need to contact Human Resources and the Language and Culture Resource Center for several questions.  Question 13, “What percentage of this hospital’s in-patient population is in the following racial and ethnic categories?” and question 18 “What percentage of this hospital’s in-patient population is in the following language categories?” required information that he does not readily have access to and once he received the data, it required recalculations.  He also thought that some of the questions he answered “yes” to were only partially correct but there were only “yes” or “no” options.  He further explained that for some departments the answer was “yes” but for other it was “no.”  He suggested changing the options to “yes for some departments,” “yes for all departments’ and “no.” (true for some departments, true for all, and no)

Translators and Interpreters

I spoke with the Director of Language & Culture Resource Center at the hospital. Although the translator survey only took 45 minutes to complete, She still called nursing for question 3 (At what point of contact are interpreters available for in-patients) and media for the Section B: Advertising.  She found the questions to be clear with the exception of the certification requirement series (10-15).  She does not believe that any states have certification requirements for interpreters.  She even called the superior court offices in Sacramento to inquire.  The state said that the courts have requirements for legal issues but not for medical or hospital interpreters.  She checked “Yes” to all of these questions but wrote “court interpreters.” She did not seem to understand the intent of this question.  As we spoke, I found there were a number of other questions that she did not seem to understand.  She checked “Yes” to question 16 “Does the requirement include adherence to a code of professional ethics” but was unsure as to what that code was or if it was a hospital code or a professional code.  The same was true for question 20 “What is the target reading level for written translations?”  She said, “Yes” but did not know how or when the target reading level was measured.  She also thought that most hospitals would have a hard time with this survey, because unlike her hospital, they do not have special departments for language.  In her experience, most hospitals do translations and interpretation as needed.  
Leadership, Climate and Strategies

The CEO of the hospital, filled out the Leadership survey but was unavailable for questions.  The coordinator, did mention that question 21 “Does you hospital monitor or track formal complaints or grievances that are related to culture or language?’ and question 22 “How is this data from monitoring or tracking used?” were difficult to answer.  The hospital does monitor complaints and grievances, and addresses each regardless of the nature of the complaint.  he was not sure how to answer.  

2. Hospital B (Pennsylvania)

Hospital B is currently working on its Cultural Competency and Diversity so many of their programs are still being developed.  This caused some difficulty answering questions throughout the survey.  The coordinator, is assisting in the development of the diversity initiative at the hospital

Coordinator

The coordinator took about 6 hours to coordinate the survey.  She contacted Robert Weech-Maldonado to be involved with this research so there was an initial strong interest.  Although if she had received the survey in the mail she would not have filled out as it was too time consuming. 

In order to determine who should fill out each question she met with her supervisor and they reviewed each question in each survey.  She than photocopied sections and gave the appropriate questions to the vice-president for clinical administration, human resources directors, medical departments, public relations, staff development and others.  She sent some sections to their off-site office to be filled out.  She then took the photocopied sheets and transcribed them on to the appropriate survey.  She felt that since no two hospitals are alike, it very difficult to separate the questions into separate surveys.  Our four separate surveys did not match the types of departments at her hospital.  On the last questions of each survey the coordinator wrote the person who completed the most questions.  

Another issue was that human resources does not use the same identification of the race and ethnicity of staff as the survey used.  Also, the medical staff definition is not the same.  As with Hospital A, in order to answer these questions, a programmer had to re-run the data causing delays in the return of the surveys.  
Hospital B is also currently having a JCAHO inspection and was asked about diversity in all levels of hospital care including hiring, community initiative, and board representation.  She suggested that a site visit might be a better way to get the needed information or to combine our questions with a JCAHO visit.

A hospital administrator, answered several of the translations questions.  She is responsible for many aspects of the hospitals “service excellence” program, which includes translations and interpretations.  She had difficulty answering several sections of the survey that contained statistics.  She explained that her hospital uses different breakdowns of medical and non-medical staff and that the information is difficult to re-categorize.  She was also unsure of how her hospital categorizes race and ethnicity but suggested we ask their Human Resources Department.  Human Resources was unavailable.

3. Hospital C (California)

Despite several attempts to contact the Director of Patient Relations, she was unavailable.  The coordinator, an employee at this hospital for 20 years, filled out the majority of the survey and did not mention many difficulties.

From the coordinator’s notes:  She was unable to answer the Human Resources Survey’s race and ethnicity questions as their data is unavailable in our request form.  She answered all of the questions on all but the human resources surveys.  On the human resources survey, she received help from human resources and the education department.  At this point a suspect that this information may not be as accurate as the others, due to the fact that each of the other hospitals required contacted many departments to fill out the information and it appears that only one person filled out all four surveys.

4. Hospital D (Pennsylvania)

Although I did not have an opportunity to talk with Hospital D due to their late return of the surveys, notes indicate that they did not have much difficulty answering the questions.  The notes also indicate that multiple members of the management staff answered the Leadership survey and that the Human Resources survey required the help of a statistician. 

5. Hospital E (California)

Hospital E was also a late return but notes indicate that the Human resources sections took extra time and some answers were left blank because the information was unavailable. 

6. Hospital F (Massachusetts)

Hospital F did not return any of the surveys but I spoke with the coordinator.  Our coordinator helped out on both the Culturally Competent Care and the Human Resources questionnaires.  For the Culturally Competent Care, she said that her hospital has an on-going assessment of the staff’s capability to handle language and cultural issues.  For the human resources survey, the questions asked for specific statistics, which were not readily accessible.  
She also said that it was much more tedious than expected.  Most people she asked to help out were stunned at the length and wordiness of the questions.  Many questions required the respondent to sit and think, “What is this question asking?” As the coordinator, she did distribute the surveys to the appropriate people and attempted 3 or 4 follow-up phone calls but with no results.  I asked the site to return the uncompleted surveys but they have not.

Recommendations

I have found some common experience with the sites I have spoken with.  Based on these experiences, I recommend that we consider the following items:

· Significantly shorten the survey, the respondent burden is too high

· Change the definition of medical staff to be consistent with hospital use 

· Revise the definition of the racial and ethnic categories

· Discuss whether a single point of contact is the best approach

Exhibit 6

CCATH Focus Group Discussion Guide

	I.  Welcome (1 min)
	Thanks very much for coming this morning. Your participation is very important for our study.  



	II.  Introduction (1 min)
	Let me start by introducing the research team.  I’m Kelly Sand and I’m from RAND.  With me is Ron Hays, also from RAND, he is the principal investigator on this project



	III. Informed Consent 

(2 min)
	I would like to record today’s discussion so that we don’t have to take a lot of notes.  We will use the tape to make sure we accurately reflect your opinions in the summary report, and to help us understand where and how we might need to revise our survey instrument.

Once we’ve written up a summary of the discussion, we will destroy the audiotape. 

The report will “quote” from what different people say in the groups.  We will never attribute a quote to a given individual, or provide any information that would let a reader identify the person or hospital.  We are taking all possible measures to protect your confidentiality and privacy. For example, note that your nametags have only your first name, again to protect your confidentiality.  Please use only yours and others first names during the focus group.  

Do you have any questions for me about this project?

Is everyone willing to take part in the group discussion?

Do I have your permission to tape the discussion?



	IV.  Ground Rules

(2 min)
	We appreciate you taking time out of the conference today to join in this discussion.  In order to make the best use of your time, I’d like to go over a few ground rules before we begin. 

· Open conversation --only one person should speak at a time

· Feel free to ask for clarification if you did not understand a question.

· There are no right or wrong answers.  We want to hear from everyone.

· Please give us your honest opinions.  We’re here to learn from you. 

· All your responses are confidential.

· The name of your hospital will not be included in any summary reports. 

· As you know, we will be recording the discussion.



	V.  Group Introduction

(9 min)
	The focus of our discussion today will be the CCATH survey instrument.  We are looking for your help in improving the survey content and its administration.

Let’s start by having you introduce yourselves with your first name and how long you’ve been involved in hospital management. 



	VI.  Survey Administration & Application (25 min)
	OK, now that we know each other I’d like to start by asking about the survey.  I hope everyone had a chance to read it over but to refresh your memories; let’s take a couple of minutes so that everyone could look of the survey again.  Also, if there is anything we don’t discuss during the group, feel free to make a note of it on your survey.

Let’s start by everyone telling me about your initial reaction to the instrument.  What was your first impression?  Who at your hospital would be the best person to complete the survey?  Would more than one person be involved in completing the survey?
Is there a need for a data coordinator at your hospital to manage the collection of data from different departments?  Who would be the best person for that job?
Now that we’ve talked about who would be the best person to complete the survey.  What do you think is the best way to fill it out?  Would your hospital answer a survey like this if it came in the mail as a paper questionnaire? What about if you received a letter with a PIN code and a link to a website?
How long do you think it would take to complete this survey? 

What, if anything, would deter your hospital from participating in this survey? Are there any other practical concerns we should keep in mind when we field the survey?
What concerns would you have about biases in this survey given that it is a self-reported? Should there also be site visits to supplement the data collection?
How would as assessment like this fit with other organizational activities (e.g. quality improvement efforts)?

If this data were to be used to prepare hospital reports, what would be the best way of presenting this data? Would it be better used for public reporting or just for internal reporting purposes?  Would it be used for benchmark reports with state, regional, or national averages over time? 



	VII. Survey Content – Section A (5 min)
	If we take a look at the first 5 questions about Culturally Competent Care (section A), was there anything you liked or didn’t like about this section?  Is there anything we could do to improve these questions?  

Does the layout of the questions 1 and 5 make sense to everyone? Which, if any, of these questions are problematic? Why are they problematic? 

Who in your organization would be the best person to complete this section of the survey?

Any other thoughts on these questions?



	VIII. Survey Content – Section B (5 min)
	Let’s look at the next section on Human Resources Management (starting on page 5, Questions 6 - 12).

What did you think of these questions? Is there anything we could do to improve the way these questions? 

Which, if any, of these questions are problematic? Why are they problematic? 

Who in your organization would be the best person to complete this section of the survey?

Any other thought on these questions?



	IX. Survey Content – 

Section C (5 min)
	Now lets take a look at section C on Translations and Interpreters (page 7, question 13 –19) Was there anything you liked or didn’t like about this section?  

Who in your organization would be the best person to complete this section of the survey?

Which, if any, of these questions are problematic? Is there anything we could do to improve these questions?  

Is this data available? Is it recorded somewhere?



	X. Survey Content – 

Section D (5 min)
	Let go on to the Leadership, Strategy and Climate section (page 10, questions 20-27) 

Was there anything you liked or didn’t like about this section?  Is there anything we could do to improve these questions?

Who in your organization would be the best person to complete this section of the survey?



	XI Survey Content 

- Section E (2 min)
	The last page of the survey contains a table on workforce composition. This table is covers the same information as the EEO-1 report.  Does any one have any comment or thought on the table?



	XII – Additional Thoughts

(3 min)
	Is there any other questions you think we should ask in this survey? Is there something we didn’t cover about culturally competent care in hospital that you think should be included?

If you have any other thought or comments please feel free to talk to me after the group. 



	Thank you
	That’s the end of my questions.  Thanks very much for taking part in this discussion today.  




Exhibit 7

CCATH Focus Group Summary

NRC/Picker Annual Meeting, San Diego, CA

Robert Weech-Maldonado, August 18, 2005

The focus group had 9 participants and it lasted approximately 2 hours.  Participants were hospital administrators and their years of experience ranged from 1.5 to 28 years.  Overall, they thought the survey was covering the right issues.  Some of the participants were able to relate the survey content to their own institutional experiences with cultural and linguistic diversity: 

“I was in one position for about fourteen years in Northern Illinois and I moved to Central Illinois.  And in looking at this, it made me think that our own institution is not culturally appropriate in its care.   It’s not a very ethnically diverse area of Illinois and there’s been a few instances where we’ve had some non-English speaking patients in the emergency department and we really had our backs against the wall so we really don’t have anything in place to handle these types of situations.”

 “Because it’s a university community, pretty much everybody speaks English because they’re going to university.  But we don’t do the other pieces of diversity, cultural backgrounds, preferences and those kinds of things.  And I saw that in here and obviously you encourage to make sure in circumstances like that where people are already speaking a language but that doesn’t mean you’re on the same level and the same cultural issues.  Making sure that that’s brought out.”

Participants noted that completing the survey would most likely be a group effort since no single individual/department would have all the required information.  Furthermore, there would be variation across hospitals in terms of the departments/individuals with access to the required data.  Therefore, they felt that the survey should be directed to the CEO to ensure distribution to the appropriate individuals.  Another possibility is sending the survey to the EEO office or diversity coordinator if available.  Given that the survey would most likely require input from multiple individuals across the organization, participants estimated that it would take anywhere from 2 weeks to one month to complete the survey.  An online version of the survey would facilitate the process, especially in routing the survey from one person to another. 

Participants noted that hospitals have many competing priorities, so it was important to have some positive outcome from the survey process to motivate hospitals to participate.  It would be helpful if survey participants could receive feedback as to the specific areas that need attention.  Another suggestion was providing survey results that could be used in benchmarking.

When asked what would be the most appropriate format to present survey results, most participants considered internal reports more useful than public reporting.  One respondent expressed concerns that public reporting would not take account of geographic differences in racial/ethnic diversity: 

“We’re not that diverse and so we’re probably not going to be really one of the things that a diverse hospital would be doing.  And so, but we wouldn’t necessarily know that so if this information is posted, it would look like we’re not doing what we need to do, but we don’t really have the need for it.  There are some needs that we do need to improve on, obviously.  But we don’t have the needs that some places do.”

Ultimately, one participant noted that the type of survey reporting format would depend on the purpose of the survey: 

“I think that goes back to what’s the intent of this.  Is it to improve individual hospital performance or to assess this at a national level as to where the resources need to be directed?”

When asked about potential biases given the nature of self-reported data, participants did not consider this a major issue as long as the purpose of the survey was clearly stated.   For example, stating that it was not for regulatory purposes would help.  One suggestion given was that survey respondents could send certain documentation to support the data reported, for example, training information.  
Other general recommendations were to

1. Include services to the blind and deaf in the translation and interpreter items.  
2. Consider other entry points to the hospital, such as emergency room and out-patient services.  
Specific recommendations to the survey: 

1. Item 1- “linguistic” is a little vague and unclear.  The term “communication” might be more concrete.   

2. Item 1- the response scale: No; Yes, some departments; Yes, Most departments, was considered subjective.  Suggestions were to use: No; Yes, less than half; Yes, half or more, or whether it was a system-wide policy or departmental policy.  
3. Item 1a, 1b- one participant recommended using “ethnic and language needs” instead of “cultural and linguistic needs.” However, another participant considered the term “cultural” more inclusive of other groups such as the Amish.  
4. Item 1e- use “Are cultural beliefs considered in clinical guidelines?” instead of “Use clinical guidelines that incorporate information about cultural beliefs?”

5. Item 1f- use “assessment tools” instead of “diagnostic tools.” 

6. Item 6e- delete “cafeteria style” reference.  
7. Item 6g- does not address other work/life balance programs such as in-house fitness programs, daycare, and elder care.  
8. Item 9- the employee survey does not “address” issues of diversity but rather serves as a data-gathering tool on issues of diversity.  Potential rewording: Does the employee satisfaction include measures of diversity climate? 

9. Item 10- is it referring to an online or classroom type program? 

10. Item 11- should differentiate between staff with patient contact and those that do not.  
11. Item 11- some training is voluntary, while other is mandatory.  
12. Item 13- languages listed (Chinese, Vietnamese, Korean) reflect a California bias.  
13. Item 13- face-to-face professional might also be interpreted as staff (e.g. nurse).  Consider adding “other than staff.” 

14. Item 17- is it both employees and patients? Or just patients?

15. Items 23 and 24- add “ongoing” category. 

16. Item 24- expand to cover situation where hospital gets data but does not collect it directly. 

17. Item 24f- “health conditions profile” is ambiguous.  Suggested adding instead “community needs assessments.”

18. Item 26- suggest changing wording to “report information to the public.” 

19. Item 28- place a note indicating that this is a standard EEO form and that the EEO office would be likely to complete it.  Also establish the relevant timeframe. 

Exhibit 8 

CCATH Cognitive Interview Protocol

Item 1

When you answered (less than half/ half or more), how many departments were you thinking about?

In question 1A, what types of languages are you including in this question?  (Are you considering sign language?)

Is linguistic the same thing as language to you?  What about communication need, would that be the same as linguistic or language needs?

Please explain, cultural needs in your own words?

In question 1d, what are some examples of patient education materials?  How are cultural beliefs incorporated into these materials?

In question 1e, please explain how cultural differences can be considered in the use of clinical guidelines. 

In question 1f, what are some examples of assessment tools that could be used to address differences of culture or language? 

Item 2 

How and when is this information collected?

How would you describe the difference between culture and ethnicity?  What do you consider the Amish to be, a culture or ethnicity?

Item 3

How easy or hard is it for you to come up with this information? 

IF ANSWERED, how confident are you in your answer? 

Is this information you would have access to or would you need to talk to someone to get this information?  Where is it kept?  (What department?)

Item 4

How and when is this information collected?

Item 5

What other languages are common at your hospital?

How easy or hard is it for you to come up with this information? 

IF ANSWERED, how confident are you in your answers? 

Is this information you would have access to or would you need to talk to someone to get this information?  Where is it kept?  What department? 

How much time do you think this section would take to complete?  Who in your hospital would you have to contact to get this information? Anyone else?

Item 6

Looking at the types of staff, where would a head nurse fit in the categories?  What is the difference between top management and department heads/supervisors?

What are flexible benefits, in your own words? (What are some examples?)  What are work life balance programs (in your own words)?

Does your hospital offer any other benefits that are not mentioned here?

What category would you put day care or elder care under? Or would it be a separate benefit category?

Item 7 

IF YES, what are the purposes of collecting this data? 

IF NO, how does the hospital comply with EEO reporting requirements? 

Note: I assume that every hospital will respond yes since this is required for EEO reporting. 

Item 8

Could you tell me a little more about this?  How often?  How are they conducted?  

Item 9

What is diversity climate to you?  How is diversity climate measured in the survey?  

Item 10

What types of training were you thinking about when you answered this question?  How / when would it take place? 

Item 11 

How easy or hard is it to answer this question?  Is this information you would have access to or would you need to talk to someone to get this information?  Where is it kept?  What department?

If you take a look at the format of this question, is it easy /hard to follow?  

Does the type of staff influence whether training is mandatory or voluntary?

IF BOTH, what types of trainings are mandatory?  Does it depend on the type of staff?

If there is(are) mandatory program(s), how do you track compliance? 

Item 12

How much time do you think this section would take to complete?  Who in your hospital would you have to contact to get this information? (Which departments?  Any others?)

Item 13

What types of staff do you use as bilingual interpreters (If used)?

At your hospital, whom do you consider to be face-to-face professional interpreters?  What about face-to-face volunteer interpreters?   

Item 14

IF YES, how is this information distributed to the public?

Item 16

IF YES, what type of assessment is administered? (Written exam? Oral exam? Both?)

IF IN-HOUSE, Who at the hospital conducted the assessment?  (What type of staff?  How often is it done?)

Item 18

How are the materials translated?  Are they sent out? (IF YES TO DISCHARGE) What about discharge instructions?  Are they translated at the hospital?


Item 19

What signs were you thinking about when you answered this question?

How much time do you think this section would take to complete?  Who in your hospital would you have to contact to get this information? (Which departments?  Any others?)

Item 20

In your own words, what is a culturally diverse work force?

What are culturally appropriate services to you?  

Item 22

What are your hospitals current cultural diversity goals?

What is an organizational assessment to you?

Item 23

If yes to any of the above, how are the assessments tied to the hospital’s quality improvement activities? 

IF LESS THAN ONCE PER YEAR, MORE THAN ONCE PER YEAR OR ON-GOING, how often does this happen?

Item 24

In your own words, could you tell me, what are health risk profiles?  What is a community needs assessment? Is a health conditions profile the same as a community needs assessment?

How is this information collected or received?
Item 25

How are community representative involved? What type of community representative where you think about when you answering this question?

Item 26

Could you tell me a little more about the cultural or language difference training?  

Item 27

If YES, Could you tell me a little more about this?  How does the reporting happen?  Where is it reported?

How much time do you think this section would take to complete?  Who in your hospital would you have to contact to get this information? (Which departments?  Any others?)
Item 28.  Workforce Racial/Ethnic Composition

Where would you go to get this information?  Would it be easy to access?

OTHER QUESTIONS

Would any of the questions be hard for you to answer?  

How long would you expect the entire survey to take to complete?

Is there anything we should include in the survey that we didn’t?

Any other comments?

Exhibit 9

CCATH Cognitive Interviews Summary Report

Kelly Sand, April 4, 2006
Introduction

Nine cognitive interviews were conducted between February 1 and March 2 of 2006.  The respondent’s location varied from California to Boston, and their titles included:  Vice President of Community Health, Nurse Executive Fellow for Diversity, Director of Diversity, Director of Work Life Diversity, Cultural Competency Manager, Diversity Director, System Vice President Diversity, Chief Diversity Officer, and Ethnic Resources Coordinator.  Respondents were recruited through personal contacts.  All respondents received $50 in appreciation for their time. 

Summary

The majority of issues were based on confusion over the definitions of certain terms.  There were a few additional problems with the comprehension and understanding of some questions.  Below is a section-by-section summary of the issues.  

In the culturally competent care section, question 1 had some issues with a few of the terms including “cultural need” and “assessment tool.”  There was also some confusion with some of the sub-questions under question 1.  When probed respondents, were unsure how cultural beliefs could be incorporated into educational materials (Q1d) and how cultural differences could be considered in the use of clinical guidelines (Q1e).  No other major problems were found in this section.

In the human resources section, there was some confusion with a few of the benefit categories in question 6.   The respondents found “flexible benefits” and “work/life balance” to be overlapping.  There was also a slight problem with the interpretation of the voluntary or mandatory training question (Q11), where one person was not answering for the entire hospital, just her department.  No other problems were found in this section.

In the next section on translation and interpreters, there might be a problem with the way in which question 14 on outreach materials is interpreted.  The only outreach materials respondents report having are brochures available at the information desk.  No other problems were found in this section.

The final section on leadership there were a few problems with the definitions of culturally appropriate services, organizational assessment, health risk profile, and community needs assessment.  There might also be a problem with question 25 on the involvement of community representatives.  A couple of the respondents answered “yes” to this but were unsure of any of the details of the involvement.  Also, two sites would say “yes” to question 27 (reporting to the public about meeting the cultural and language needs of the area), because their hospital files the EEO report.  

Time to complete the survey ranged from one to three hours.  Respondents reported no problems with locating the correct department or contact to access the information needed to complete the survey.  Details about the findings are below.

Question-by-Question Results

Item 1

1a.  One site had a problem with this question, as only one department does in-patient admission screening so the answer would simply be “Yes” so “Yes, less than half of the departments” and “Yes, half or more of the departments” would not apply.  She was initially unsure which she would pick and said ultimately she would just make a note of it and leave it blank.  Two other sites interpreted the question as who is responsible for seeing that the needs are met (who provides the language services).  These two sites would only be considering interpreter services and patient services.  

1a& b.  When asked about the difference between language, linguistic and communication, four of the nine sites stated that  linguistic means the same thing as language, the others thought linguistic was different from language (“linguistic is broader than language, it includes semantics,”  “linguistic is the ability to express in a given language,”  “linguistic includes the written & spoken origins of the words, communication and denotation,”  “Linguistic is the study of language,” and “Linguistic includes dialectic and literacy”).  None of the sites thought communication was the same thing as either language or linguistic, stating that communication encompasses more than language or linguist.  According to some of the sites, communication includes language but also: listening (two-way interaction), non-verbal forms of communication, and body language.

When asked about cultural needs, three of the sites said, “looking at the patient as an individual and considering his or her cultural needs,”  “needing to address the concerns of the patient in their culture not ours,” and “things like not discharging a patient on the Sabbath, thinking about their needs.”  Six of the sites only explained culture (spiritual beliefs, traditions, common threads of a particular group) and then when asked about needs, three didn’t know and the three others said things like needs related to their culture.  When these three sites were probed for an example, all three came up with dietary examples.   

1c.  No problems found

1d.  When asked about educational materials, one site could not come up with any examples.  The remaining sites came up with examples such as discharge materials, side effects of medication, advance directive, dietary restrictions, disease information sheets, and informed consent.

When asked about how cultural beliefs are incorporated into these materials, only four out of nine hospitals had an answer.  Two of these related diet changes to culture (certain cultures don’t eat certain foods or don’t have fiber in diets).  The other two talked about how a person’s culture can affect how they might understand health guidelines.  One site pointed out that the question could be interpreted as if we are giving patients information about their cultural beliefs.  
Recommendation:  Possibly include an example of how cultural beliefs could be included in educational materials.

1e.  For this question, there were four respondents who said they did not know how cultural beliefs could be considered in clinical guidelines (two of which completed the survey and marked “yes” for this item).  The other four gave examples, which included having special kosher diets, having a Muslim face east after death, considering Asian use of homeopathic treatments, and allowing Hispanic families to have more visitors.  Another site wanted to know if it meant allowing people who do not speak English participate in clinical a trail (which was not allowed until recently at this hospital).  

Recommendation:  Possibly include an example of how cultural beliefs could be included in clinical guidelines.

1f.  Seven sites did not know or were unsure of the definition of an assessment tool.  Two of the sites thought it could be some kind of survey (Gallop or Kleinman tools).  Two of the people who completed the survey checked “yes more than half” for this question and neither of them knew a definition of an assessment tool.

Recommendation:  Define assessment tool or give example such as the universal pain scale.  
Item 2:   

No problems were found with this question.  There was a difference in the definition of Cultural and Ethnicity, most of the respondents agreed that culture was more the environment a person grows up in (religion, economic class, customs & beliefs) and the ethnicity was more what a person was born into (or simply said race)  

Item 3:   

No problems were found with this question.  Three sites stated that would be an estimate (including the two sites that do not collect this data).  All seven sites that collect the information said it would be easily available; three would have it and four would have to call some other department (Interpreter Services, Research and Development, Information Services and Patient Services)

Item 4:   

There were no problems with this question.  All but two sites collects this information on the admissions form.  One of these sites said that Patient Advocate Department notifies interpreter services when the preferred language is not English.  The other site one does not collect this information.  

Item 5:   

There were no problems with this question.  Everyone interviewed either had access to this information or would know how to get it and who to ask about it.  

Item 6:   

When asked what category head nurse would fall into, seven on the departments said department heads/supervisors, one would put the title in top management, and one for nursing allied health.  Although with further probing, the person who put the head nurse in top management considered the head nurse to be the head of nursing which is a VP position at the hospital.  The person, who put the position in nursing, was thinking of a head nurse as a nurse manager.  The categories seem to work.  All sites listed top management as CEO, CFO and VPs.

There was some confusion with the flexible benefits and work / life balance programs.  Most found them to be overlapping to some extent.  In flexible benefits, some respondents would included vacation, health & dental benefits in flexible benefits and others included other types of programs like 403b and job share.  Other included retirement and job share as work/life balance.

When asked about other benefits not included in the above categories,  respondents mentioned retirement program, gym, health center, credit union, sell back vacation, partner’s benefits, having a living wage instead of minimum wag, and childcare.

Four sites put child/elder care in flexible benefits, one would put it in work life balance, two were undecided between the 2 categories and  two other sites thought it should be a separate category all together.  

Recommendations:  Include definitions for flexible benefits and work/life benefits, mention which category childcare should be included in. 

Item 7:   

No problems

Item 8:   

No problems

Item 9:
No problems were found with this question.  Four of the sites had satisfaction surveys that touched on diversity climate.  All the sites seem to have a similar understanding of the term “diversity climate.” When asked about the terms, responses included: diversity is valued at the work place; understanding of the differences among individuals both their thoughts process as well as work process;  an institution that values a diverse workforce;  the capacity to have a welcoming environment for people of all ages and backgrounds, and willingness and openness of staff  and leaders to accept people of different backgrounds and promote equally.

Item 10:
One site had some confusion with the question although they ultimately would have answered the question correctly.  This sites confusion was with the term systematic; the person thought that it meant that there must be a system wide training in which the whole hospital participates on a regular basis.  
Item 11:
At five hospitals the type of staff did determine the type and length of training, in two of these situations it determined voluntary vs. mandatory.  The distinction was typically between doctors and the rest of the staff. One person checked 100% mandatory but then when I asked about it, it was mandatory for her staff (nursing) and that other types staff did participate in the training.  

Recommendations:  Possibly add the word “total” before hospital staff.  So it would read, “What percentage of the total hospital staff attend the voluntary training?  

Item 12:
No problems were found with this question.  Four of the sites said it was integrated, part of another type of training.  Most people described it as a part of their regular new employee training.  Three said stand-alone and integrated but were a little unsure what to check since they had stand-alone training that was voluntary and integrated training which was mandatory.  

Item 13:
No problems.  Only two sites use bilingual staff as interpreters, these staff members have other positions at the hospital but help by interpreting when needs.  These sites do not pay bilingual staff extra for interpreting.  No one uses volunteers as interpreters.  Face-to-face professional interpreters are staff or consultants who are hired specifically to interpret.  All the sites participating also used the language line for translations.

Item 14:

All the sites said “yes” to this, but when probed, the respondents all said that this information is available at the information desk; no one distributes it to the community.  

Recommendation:  Depending on the intent of this question, the term “marketing brochures” could be used instead of “brochures.”

Item 16:

No problems.  Two of the sites did this assessment in house, one of these had an assessment conducted through the interpreter services department and the other was through patient services.  Six had an outside agency do assessment of interpreters and four of these were unsure if the assessment included accuracy and completeness but all would check “yes,” since they would assume it was included in a standard interpreter assessment.

Item 18:

No problems were found with this question.  All except one site sends its materials out to be translated.  All of these sites are in the process of having materials translated into different language translated so for some materials the answer is “yes” and “no” for others.  One of the sites has software that translates materials into Spanish that is used for all types of materials.  Two hospitals stated that discharge materials are not as high priority as consent and advance directives.  
Item 19:

When asked about the types of signs included in this question, the hospitals came up with direction signs, elevator and bathroom signs.  One person was unsure how to answer this question as her hospital has a universal map, which is a pamphlet with a map of the hospital in 8 languages.  One hospital has universal symbols and English on the signs, but the respondent assumed these symbols would be included in this question.

Item 20:

All of the sites stated that they had a copy of their hospitals strategic goals or they knew how to get a copy.

20a.  No problems were found with this question.

20b.  No problems were found with this question.  Example of a culturally diverse walk force included,  “people from all walks of life,” “a staff that mirrors the community you work in,” “one that represents the various ethnic and religious groups that the hospital is servicing,”  and “a work force made up of different backgrounds, represents the community it services, not all the same gender, sexuality and age.”

20c.  There was some confusion in the definition of culturally appropriate services.  Two sites stated that they couldn’t come up with an example of culturally appropriate services.  Other examples included “services that are designed around different aspect of people’s cultural needs like diet,” “ being able to communicate in certain instances, sensitive to religion, religious preferences,  “ offering multicultural needs of diverse community we service,”  and  “service that respect other people cultures.”

Recommendation:  Add a definition and/or an example of culturally appropriate services.

Item 21:

No problems were found with the question.  Titles of the responsible person or committee included: Office of diversity and inclusion,  Director of diversity,  Diversity Council,  Diversity Committee, Executive Fellow dedicated to Diversity Services, Diversity Advisory Committee, Diversity Department, and the Diversity Advisory Team.

Item 22:

This question caused some confusion.  All the respondents said that they had goals but when probed, four of the sites did not have hospital goals as much as personal goals for improving current competency.  Two sites where still working on getting hospital administration buy-in and another two were still trying formulate their goals.  All of the sites said they would answer, “yes” to this question.  

Another issues found with this question is the interpretation of “organizational assessment.” (Although its seems that it might be “assessment” that is causing the problems as there was a problem with “Community Needs Assessment” - Q23 and “Assessment tool”  - Q1f.  When I asked about an organizational assessment , respondents said “ looking and seeing what needs to be done…(how would that be done?) it just is I’m not sure,”  “look at the needs of the population, ” “a process by which we determine if we have met our goals …(how would that be done?),  we just look to see if we have,”  “look at the strategic goals and develop a plan to get there” “a tool used to review the completeness of your organization make up,” “ looking at where you want to go and develop a plan to get there,” and ”an opportunity for every employee to express feelings about quality of care, services providers” and “a whole hospital assessment… I’m not sure.”

Recommendation:  Add a definition of organizational assessment

Item 23:

Three of the sites said “yes” to one or more of these items but did not know how these activities were part of the quality improvement activity but were sure that these assessments took place at their hospital.  

No problems were found with addition of “on-going” to this question.  Three sites said that “ongoing” meant “continuous,” four sites said that is was “regularly” and one site stated that it was “more than 3-times a year.”

Item 24:

No problems were found with a – d.  Most sites pointed out that this information could be found at the census bureau or other location.  

24a.  There was some confusion with “health risks profile,” although five sites stated that it was disease or conditions that affect a certain population (either based on race, ethnicity, community or socioeconomic status).  Other sites gave vague explanations that included “medical error that are common in a population,” and “we get some info from census, I’m not sure.”

Recommendation:  Add definition of Health risks profile 

24b.  There was also some confusion with community needs assessment.  When asked how this information is assessed three sites said that they did not know.  Other sites gave explanation that included:

-What a community needs or what they say they need

-A process through which the health and human service agencies and other service providers engage the community residents in discussions and process to analyze community need (includes race/transportation and education)

-Looks at community at large to identify barriers and opportunities that exist for certain population base on race and ethnicity

-Aligns with health risk profile, looking at types of programs that can help the risk

-That would be collecting data from a community in terms of what their needs are, not sure how

- We meet with community leaders to decide what is important then we meet with neighborhood representatives

When asked about a “health conditions profile” which was removed from the previous list, only one site had heard of the phrase and stated that it was “analysis of the disease and conditions that affect a population.”

Recommendation:  Add definition of Community Needs Assessment

Item 25:

Two of the five who said “yes” to this question, were unsure how community representative are involved.  The three who said they knew, said that they were involved through “community outreach,” “talking to speakers of a community, focus groups,” and “advocacy groups who come talk to us.”

The community representatives mentioned included community meetings, faith community, business leader, Chamber of Commerce.

Item 26:

No problems.  The four people who said “yes” to this question, said that this type of training is something everyone involved in the complaint and grievance process receives.  
Item 27:

Two people thought that this could be “yes” because they report to the EEO, one said they report to their board members yearly and would count this as reporting to the public, the remaining said “no.” 

Recommendation:  Change the question to say “Other than EEO reporting, does this hospital routinely report information to the public about its performance in meeting the cultural and language needs of the service area?”

Item 28:

None of the sites thought this would be hard to come up with this information.  All of them stated that it is available from Human Resources.

OTHER QUESTIONS

The only questions respondents reported difficulty with were the “culturally appropriate services” and “health risk profile” questions.

Estimates for the amount of time to complete ranged from one to three hours, this number varied based in part on whether or not the respondents had to ask other for the information or if they had the information.  
One site mentioned that we should ask about whether or not the hospital met the JCAHO standards.

Several sites mentioned that they were grateful for the opportunity to discuss their hospital and four of the hospitals thought they were advanced in cultural competency when compared to the nation. 
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