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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Describe cultural beliefs and values and discuss their effect on behaviors and beliefs about health care.

2. Acknowledge the heterogeneity within groups of ethnic elders and that there are patterns of morbidity for each ethnic group.

3. Assess client position on acculturation, education, and income and relate these to client ability and desire to access the health care system.

4. Recognize the cultural and religious beliefs, practices, and life experiences of ethnic groups and the influences of these on attitudes toward aging.

5. Discuss the roles, attitudes, and influences of family and support systems toward caregiving within ethnic groups.

6. Conduct culturally appropriate assessments that are respectful of individuals and families.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Recognize the effect of one’s own cultural background on their attitudes toward the care of older adults
	· Reflective Journaling

· Interview an older adult of a specific ethnic background different from the learner 
	
	
	
	
	

	2. Deliberately use culturally competent strategies to bridge or mediate between the patient’s culture and the biomedical health care system
	· Direct observation of patient teaching activities

· Age-appropriate dosing and avoidance of interactions of multiple medications
	
	
	
	
	

	3. Alter the therapeutic environment by incorporating appropriate cultural elements
	· Use of translator, bilingual print or electronic media

· Translate clinical tool

· Assist other health care providers to understand culturally driven decisions
	
	
	
	
	

	4. Obtain a culturally sensitive nursing assessment, reviewing thoroughly past medical history
	· Direct observation of a patient assessment, identifying risk factors for disease by ethnic population
	
	
	
	
	

	5. Apply LEARNING mnemonic to ensure culturally sensitive patient interaction.
	· Direct observation
	
	
	
	
	


Competency 1.  Describe cultural beliefs and values and discuss their effect on behaviors and beliefs about health care.

A. There is a lot of debate about multiculturalism, integration, assimilation, and acculturation that can bring about insensitivities.  Many health care workers are still unfamiliar with multicultural needs and requirements despite the fact that the movement of people from country to country as tourists, refugees, or immigrants, has increased in recent decades.

B. Host cultures, such as the United States, are often viewed as intolerant of differences, while peoples of other cultures expect the host culture to permit them to live and function as they would in their native land.

C. What is cultural competence?  It is a continuum based on degree of effectiveness of skills and service delivery in caring for older adults from diverse ethnic backgrounds.  The American Academy of Nursing (1992) suggests that cultural competence refers to: “care that is sensitive to issues related to culture, race, gender, and sexual orientation.  This care is provided by nurses who use cultural nursing theory, models and research principles in identifying healthcare needs, and in providing and evaluating the care provided.  It is also care that is provided within the cultural context of the client.”
 

D. It is critical to develop cultural competence because:

D.1. There is a growing diversity of older Americans and of health care providers

D.2. It is critical to recognize the importance of critical issues in health, and

D.3. Heterogeneity within the older population adds to the complexity of health care for health care providers.

E. Distinguish the terms culture, race, ethnic, and ethnicity.

E.1. Culture is the way of life of a population, or part of a population.  Although it is used more often with reference to different societies or national origins, it can also reflect differences by geographic regions or other subgroups within a nation.  It consists of beliefs and values that give individuals a sense of identity, self-worth and belonging, and rules for behavior, which enable the group to survive and provide for the welfare and support of its members
E.2. Race implies physical or biological groupings of people.
E.3. Minority is used to describe not only a numerical, but also a power disadvantage.
E.4. Ethnic or Ethnicity most often identifies a difference based on culture.  It is also used to refer to groups identified by racial or religious differences.
F. Self-examination through discussion or written work:
F.1. Examine the influence of your own cultural background and attitudes toward people of your own and of different cultures
F.2. Examine how your orientation influences caregiving practices generally and older people specifically (including miscommunication, stereotypes, disrespect, and breakdown of delivery of culturally competent care).
Learning Activities
A. Interview and older adult from an ethnic background other than your own to recognize cultural and religious beliefs and practices.

B. Research the health beliefs, customs, and family systems of different ethnicities.

C. Ask each learner to write reflective narrative about their own ethnic background, values, and beliefs about health, health care, the interaction between spirituality and health, and death.

Competency 2.  Acknowledge the heterogeneity within groups of ethnic elders and that there are patterns of morbidity for each ethnic group.

A. One of 14 people on Earth in 2002 was age 65 or over.  In 2002, the globe held 440 million people age 65 or over.  This was approximately 7% of the earth’s population.  The older adult population is projected to grow much more quickly than the total population in all parts of the world.  In the future, the relative size of the older adult population will double to over 9% by 2020 and triple to almost 17% by 2050.
  

B. Within categories, there are many subgroups and older adults vary in all significant demographic variables. The face of the aging population is changing in the twenty-first century:

B.1. American Association of Retired Persons Profile of Older Americans (2003): 

B.1.1. Today's older Americans are predominantly White, but the demographics of older America will undergo a dramatic transformation in the next few decades.

B.1.2. Gender: There are more older adult women than men in every culture

B.1.3. Minorities:  In 2002, 17.24% of persons 65+ were minorities.  Here is their breakdown
:

B.1.3..1. 8.1% were African-Americans; 2.7% were Asian or Pacific Islander

B.1.3..2. less than 1% were American Indian or Native Alaskan

B.1.3..3. 5.5% were persons of Hispanic origin, who may be of any race

B.1.3..4. 0.5% identified themselves as being of two or more races.

B.2. Non-Hispanic White Older Adult.  In March 2002, 69% (194.8 million) of the United States population was non-Hispanic White.  33% lived in the South; 27% lived in the Midwest; 21% lived in the Northeast, and 19% lived in the West.  By 2050, the percentage of the older population that is non-Hispanic White is expected to decline from 84% to 64%.

B.3. Hispanic Older Adult.  Although the older populations will increase among all racial and ethnic groups, the Hispanic older population is projected to grow the fastest from about 2 million in 2000 to greater than 13 million by the year 2050. The older Hispanic population will increase 11 fold, going from representing fewer than 4 percent of today's older adults to representing nearly 16 percent of older adults. 

B.4. Black Older Adult
.  The number of older Black Americans will triple by 2050, moving them from 8 to 12 percent of Americans over age 65.  In March 2002, there were 36 million Blacks, that is, 13% of the civilian noninstitutionalized population. 55% lived in the South; 18% lived in the Northeast and the Midwest; 9% lived in the West.  Of the 36 million, 8% (2.8 million) were age 65 and older.  By 2050, the non-Hispanic Black population is projected to increase to 12% of the population.

B.5. Asian and Pacific Islander Older Adult.  On March 2002, there were 12.5 million Asian and Pacific Islanders, and 7.2% (898,000) of the population were 65 and over.

C. There are some major differences in the aging of the minority population as compared to the aging of White Americans. 

C.1. According to a survey by The Commonwealth Fund, minority Americans do not fare as well as Whites on a wide range of healthcare quality measures, including: 

C.1.1. Effective patient-physician communication

C.1.2. Overcoming cultural and linguistic barriers, and

C.1.3. Access to health care and insurance coverage. 
C.2. The onset of chronic illness in minorities is usually earlier than in Whites. 

C.3. Minorities have a higher incidence of obesity and late onset diabetes. 

C.4. Health problems among minorities are underreported to healthcare practitioners. 

C.5. Minorities frequently delay seeking health-related treatments. 

C.6. Minorities have often been excluded from drug research. 

C.7. Some of the factors contributing to poor mental health among minorities include poverty, segregated and disorganized communities, poor education, unemployment, stereotyping, discrimination, and poor healthcare. 


Competency 3.  Assess client position on acculturation, education, and income and relate these to client ability and desire to access the health-care system.

A. Acculturation is the adoption of behavior patterns of the surrounding culture; the “socialization of children to the norms of their culture”; all the knowledge and values shared by a society; the process of assimilating new ideas into an existing cognitive structure.  Acculturation is acquiring the capability to function within the dominant culture, while retaining one’s original culture. 

B. There are multiple degrees of acculturation and assimilation.  People acquire cultures to varying degrees so it must be viewed as a continuum.  In acculturation, one sees a gradual acquisition of the second culture, followed by a state of equilibrium in which both cultures play a role.  The first culture may play a role of much greater importance throughout the older adult’s entire life than the second culture.  For others, the second culture may take over completely, and this is referred to as assimilation, an extreme case of acculturation, in which the second culture completely dominates the older adult’s life. 

C. Acculturation and assimilation are critical in addressing the health care issues faced by health care professionals when caring for older adults.  Some indicators of acculturation are: 

C.1. Usage of the English language:  this is measured by the amount of English or Other Languages spoken in different situations.  A relatively high degree of acculturation into the second language while preserving the first language is an indicator of acculturation.

C.2. Length of US residency: this is an indicator of exposure to the U.S. mainstream.  It is the number of years of US residency divided by the age.  This provides a fraction that indicates the proportion of an individual’s life spent in the second culture.  For example, if an older adult aged 65 immigrated to the United States in the year 1994, that is, 10 divided by 65, then, .15 is the proportion of the individual’s life spent in the United States.

C.3. Expression of values: These are attitude statements that reflect cultural orientations are of great value in the measurement of acculturation.

C.4. Ties to people in country of origin and interpersonal network composition: the proportion of friends who are of one’s own cultural background

C.5. Media behavior:  number of hours of exposure to each medium (radio, television, internet) and language (English or Native Language)

D. Research indicates that minorities are less likely than Whites to receive needed services.  The following are some research findings from the March 2002 Institute of Medicine Report:

D.1. African Americans and Hispanics tend to receive a lower quality of healthcare across a range of disease areas (including cancer, cardiovascular disease, HIV/AIDS, diabetes, mental health, and other chronic and infectious diseases) and clinical services

D.2. African Americans are more likely than Whites to receive less desirable services such as amputation of all or part of a limb

D.3. Disparities are found even when clinical factors, such as stage of disease presentation, co-morbidities, age, and severity of disease are taken into account

D.4. Disparities are found across clinical settings, including public and private hospitals, teaching and non-teaching hospitals, etc.

D.5. Disparities are associated with higher mortality among minorities who do not receive the same services as White, such as surgical treatment for small-cell lung cancer.

E. Potential sources of racial and ethnic disparities and minority Americans’ abilities and desires to access health care vary, and these include:

E.1. Patient-level Factors. These include the clinical appropriateness of care, patients’ attitudes, and preferences, expectations regarding healthcare, mistrust, treatment refusal, biological differences, and overuse of services by White patients.  Racial and ethnic differences in patient preferences and care-seeking behaviors and attitudes are believed to be due to either a general mistrust of or negative experiences in their clinical encounters with health care providers.  Refusal of or a delay in seeking healthcare may be attributed to a poor culture match between the patient and healthcare professional, misunderstanding of provider instructions, poor interactions with the health care systems, inadequate access to private physician offices and clinics, and lack of knowledge of how to use the healthcare system.

E.2. System-Level Factors. Those related to health system administration, financing, accessibility, and geographic location.  

E.2.1. Insurance Coverage.  Lack of health insurance is linked to less access to care and more negative care experiences for all Americans.  Hispanics and African Americans are most at risk of being uninsured, and are even more likely than Whites to experience problems obtaining access to health care, to report little or no choice in their source of health care, and to be disconnected from the health care system and regular sources of care.

E.2.2. Limited English Proficiency.  For example, complicated reimbursement procedures and structures may deter patients with low literacy or limited English proficiency (LEP) from seeking care.  For Hispanics and Asian Americans, speaking a language other than English as a primary language nearly doubles the risk of having a communication problem when receiving health care.  When linguistic barriers exist, the time pressures on doctors may influence their ability to accurately assess the patient’s presenting symptoms.  The failure of both patients and providers to communicate effectively may result in misunderstandings of patient concerns, misdiagnosis, or unnecessary testing, poor patient compliance, inappropriate follow up, and poor patient satisfaction.  

E.2.3. Ad hoc Interpretation.  Healthcare institutions commonly provide interpretation services through (a) professionally trained interpreters who demonstrate proficiency in mediating communication between languages, or (b)ad hoc interpretation from family, friends, non-clinical employees, bilingual bystanders.  Ad hoc interpretation raises concerns regarding patient privacy and has a high likelihood of introducing error into the interpretation.

E.2.4. Access to Service and Lack of Stable Relationships with Primary Care Providers.  It is a commonly accepted belief that private, teaching, and high-volume settings generally provide better quality care than public, non-teaching facilities.  Minorities’ access to quality facilities is often limited by the geographic distribution of health care facilities and residential segregation.

E.3. Care-Process Factors.  These include physician biases, stereotyping, and uncertainty factors from healthcare providers and financial forces.

E.3.1. For instance, when patients present themselves to healthcare providers (physicians or institutions), access and financial forces begin to influence the care due to personal discretion of the clinical caretakers, utilization managers, and the patients.  How patients present their clinical conditions, the information they provide, histories, compounded by their language barriers, could trigger physicians’ differences in perception, cultural and psychological sensitivity, and conceptual frameworks in evaluating illness.  When providers treat patients that are dissimilar in cultural and linguistic background, physicians’ decisions regarding appropriate therapeutic interventions are influenced by feelings of uncertainty about the patient’s condition, the best course of treatment, and other complex medical problems that may influence the patient’s course of treatment.  The subtle stereotyping can influence how a healthcare professional processes and recalls information.  Managed care arrangements, where utilization or case managers authorize physicians’ and patients’ requests for reimbursement for services create variation and subjectivity in healthcare practice, thus laying the foundation for healthcare disparities.

Learning Activities.

A. Survey a clinical setting for the prevalence of ethnic diversity in both the older patient population and the healthcare staff.

B. Labeling exercise:  Assign an ethnic and aging identity to a learner.  Attach this label on the participant, identifying them as a person with Limited English Proficiency and have them walk into a clinic and evaluate the environment and care from that ethnic and aging perspective (signage, language, etc.)

C. Interview a patient’s family member about caregiving issues.  Include family and community support systems and attitudes about responsibilities.

Competency 4.  Recognize the cultural and religious beliefs, practice, and life experiences of ethnic groups and the influences of these on attitudes toward aging.

A. Discuss the categories of beliefs and practices common to any culture that influence health-care seeking behavior in relationship to aging.  Be sure to discuss such categories as:

A.1. Respect:  What do various cultures believe about the role and responsibilities of elders, children, “wise men,” doctors, nurses, and society?

A.1.1. Providers may misinterpret the minority patient’s expression of respect.  Respect is demonstrated by avoidance of direct eye contact (Native American Indians, Mexican Americans, and African Americans).  Silence may indicate several things: (a) respect, (b) acknowledgement of the discussion, or (c) opportunity to weigh an appropriate response to the healthcare provider.

A.1.2. In general, one should address the Hispanic older adult by his / her last name.

A.1.3. Another expectation is that health care providers maintain a professional dressing pattern as a sign of respect.

A.2. Death and Dying:  What do different cultures believe constitute a “good death”? What do different cultures believe happens after a person dies? What are various cultures’ attitudes toward life-sustaining treatments (resuscitation, DNR, etc.)?

A.3. Pain:  What do different cultures believe about how older people experience pain?  For example: Is it purely biological or is it punishment?  What behaviors are socially acceptable concerning pain (stoicism, wailing)?

A.4. Medicines / Nutrition:  What is the role of folk medicines and remedies in caregiving practices and care compliance with old age?

A.4.1. For example, folk medicine, such as the use of home remedies, herbs with medicinal properties, and the use of traditional healers are incorporated into the care of the Hispanic client.

A.5. Independence:  How does the culture value independence with old age?  Are older people expected to live and make healthcare decisions independently or in a family context?

B. Discuss life experiences that can influence ability and desire to access health care:

B.1. Racism and discrimination

B.2. Influences of income (i.e. ability to buy needs)

B.3. Traditions and Rituals (taboos)

B.4. Attitudes of trust and mistrust toward healthcare providers

Competency 5.  Discuss the roles, attitudes, and influences of family and support systems toward caregiving within ethnic groups.

A. Power relationships among family members:

A.1. Who controls flow of information to the patient?

A.2. Who makes decisions?

A.3. What would be the role of the family in decision making particularly in situations when a health care proxy, a personal representative, would be necessary?

A.4. What are the values of independence and community?

B. Care-giving settings engender different issues for varying ethnic groups:

B.1. Home Care:  Family care-giving responsibility and burdens differ among cultures.

B.2. Nursing Home:  Foods, holidays, interpersonal relationships differ among cultures.

B.3. Hospital:  Information about health status, level, and intensity of care differ among cultures.

Competency 6.  Conduct culturally appropriate assessments that are respectful of individuals and families.

A. Assessment instruments should be culturally sensitive and scored appropriately for cultural differences.  Examples:

A.1. All scales and instruments should be translated or given orally or in writing with use of drawings or illustrations.  Clinical tools usually take the form of questionnaires or checklists administered by nursing staff to facilitate nursing practice, audit, and research.  Because they are increasingly becoming an integral component of nursing practice, clinical tools must be translated to address inequalities in health care for minority Americans.

A.2. Verify accuracy of translation, when translators are used, by encouraging the translator to report exactly the patient’s own words, check for accuracy by asking the patient to repeat information or instructions while monitoring facial expression and body language.  When using ad hoc translators, such as family, discuss the purpose of the session so that the translator’s comfort level with topics that are sensitive can be ascertained.  Determine the patient’s preference in using a translator (ad hoc or professional)

A.3. Interpretations of the results of assessment instruments will vary among cultures and will influence care plans.

A.4. Apply LEARNING mnemonic to ensure a culturally sensitive response.

A.4.1. Listen to the person’s explanation of what is wrong and what caused it.

A.4.2. Explain what you think may have caused the problem.

A.4.3. Acknowledge areas of agreement and differences.

A.4.4. Recommend your treatment or course of action.

A.4.5. Negotiate for what is important.

A.4.6. Involve the person in the interaction

A.4.7. Never negate the other person’s beliefs or views.

A.4.8. Gather the family or decision makers whenever necessary.

B. Use all the Assessment Instruments in this guide as a basis of discussion.
Learning Activity
Special Project:  Select an assessment tool in the Try This Series, and translate into the patient’s native language using an ad hoc translator, and compare with a trained translator’s version.
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Web Sites

1. www.stanford.edu/dept/medfm/gec/page1.html
The Stanford Geriatric Education Center provides a variety of ethnogeriatric programs and curriculum resource materials to educate health care professionals on the cultural issues associated with aging and health. The SGEC promotes cultural sensitivity and cultural competence to improve the quality of health care delivered to the rapidly growing population of ethnic minority elders in the United States. 

2. www.diversityRx.org
This website promotes language and cultural competence to improve the quality of health care for minority, immigrant, and ethnically diverse communities.

3. www.ncoa.org/nagec
Founded in 1950, The National Council on the Aging is a national network of organizations and individuals dedicated to improving the health and independence of older persons; increasing their continuing contributions to communities, society and future generations; and building caring communities.

4. www.hsc.wvu.edu/coa/msgec/links.htm
This site, the Robert C. Byrd Center on Aging based in West Virginia University offers geriatric and gerontology links to geriatric education centers, US Government sites, advocacy sites, etc.










Six Immigrant Gateway Types Explained


(Source:  Singer, Audrey, (February 2004).  The rise of new immigrant gateways. The Brookings Institution Center on Urban and Metropolitan Policy, Retrieved April 19, 2004 from � HYPERLINK "http://www.brookings.edu/dybdocroot/urban/pubs/20040301_gateways.pdf" ��http://www.brookings.edu/dybdocroot/urban/pubs/20040301_gateways.pdf�)





Urban gateways serve as immigrants’ residential entrance point to the United States.  Immigrants settle in these places to live, work, and raise families.  They represent a phenomenon of consequences for the population residing in those places and for the institutions, services, and people that are affected by the movement of immigrants who may be culturally, socially, and linguistically different than the resident population.  The work “gateway” implies that the region functions as a symbolic destination.


Former Gateway (Cleveland, Buffalo, and St. Louis) – attracted immigrant in the early 1900s but no longer do.  In 2000, they had a high share of European, and a lower share of Mexican arrivals.


Continuous Gateway (New York, Chicago, and San Francisco) – are dominant residential choices for immigrants, consistently registering high immigrant growth in the last three decades.  These gateways show greater diversity of national origins of immigrants: 22% Europeans, with a high share of Caribbean and non-Mexican Latin Americans.


Post-World War II Gateway (Los Angeles, Miami, San Diego, and Houston) – were attractive immigrant residential choices during the later part of the 20th century.  Now, more than 2/3 of all immigrants hail from Latin America, with the largest group coming from Mexico except for Miami which is dominated by immigrants from Cuba, Nicaragua, Colombia, Haiti, Dominican Republic, and Jamaica.


Emerging Gateway (Dallas, Washington, D.C., and Atlanta) – experienced tremendous growth in their foreign-born population in the last decade or two.  These areas, particularly Washington, D.C. (11.2% of immigrants, that is, 93,000) and Atlanta (8/7% of immigrants) have the largest share of Africans in residence.


Re-emerging Gateway (Portland, San Jose, Denver, and Seattle) – harbored foreign-born immigrants in the early 1900s, declined in the 1970s, but rose again in the 1990s.  These gateways are more Asian, representing more than half of the immigrant population in San Jose, Seattle, and Oakland.  


Pre-emerging Gateway (Charlotte, Greensboro-Winston-Salem, and Salt Lake City) – experienced a sudden, very rapid growth of immigrants in the 1990s.  For example, Charlotte’s immigrant population jumped to 315% from 1980 to 2000.  Mexicans and other Latin Americans are now dominating these gateways.





THIS MODULE INCLUDES: 





Expected Staff Cognitive Competencies


Expected Staff Clinical Competencies


Content Outline including Learning Activities


REMINDER TO INSTRUCTOR: Read activities in Instructor Guide and prepare materials for activities in advance 


Scripted PowerPoint Presentation


10-item Post Test
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