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Introduction

The United States has, and will continue to, become more ethnically and racially diverse. '
In 1980, 74 percent of children under 18 years were White, not Hispanic; by 1990 this had
declined to 69 percent, and projections suggest that by 2030, less than 35 years from now, only 50
percent of U.S. children will be White, not Hispanic. The population of minority children consists
mainly of two groups (which overlap slightly). In 1990 Black children accounted for 15 percent
of all children, with a projected increase to 18 percent by 2030. Hispanic children accounted for

12 percent of children in 1990, and is projected to double to 24 percent by 2030. 2

Although Blacks and Hispanics account for the largest prbportions of the one-third of American
children in 1990 who belong to non-white or Hispanic minority groups, minority children trace
their backgrounds to many different sources. One percent of U.S. children were American Indian,
Eskimo, and Aleut in 1990, with the 2030 projection remaining at one percent. In 1990, 3 percent
were Asian or Pacific Islander, with a projection of more than doubling to 7 percent by 2030.

The Asian and Pacific Islander group in turn was very diverse in 1990, with 20 percent Chinese,
19 percent Filipino, 12 percent Korean, 11 percent Asian Indian, 10 percent Vietnamese, and 8
percent Japanese. The Hispanic population also was quite diverse in 1990, with 67 percent of
Mexican origin, 12 percent Puerto Rican, 5 percent Central American, 3 percent Cuban, and 2

percent Dominican Republic.?
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There is much to celebrate in the enrichment that diversity brings, but there are some added
challenges as well. To meet the needs of families from these culturally diverse communities,
organizations and agencies and the staff that comprise them are challenged to discover and

implement innovative and effective strategies for working in a multicultural environment.

The federal Maternal and Child Health Bureau (MCHB) demonstrates a long commitment to
culturally competent care for children with special health care needs. Through its block grants to
states and a discretionary grant program entitled Special Projects of Regional and National
Significance (SPRANS), MCHB encourages the development of family centered, community based,
culturally competent, and coordinated programs for mothers, infants, children, and families.
MCHB's position on promoting programs and policies that assure culturally competent services to
children with special health needs and their families is:
The Maternal and Child Bureau develops, implements, and monitors a nationwide program
to improve the health of mothers, infants, children, youth, and children with special health
needs in concert with the Year 2000 National Health Objectives. The Bureau administers
a program of block grants to states to enable them to develop a plan, based upon a needs
assessment, to promote the health of all mothers and children, and to provide quality health
care services through a system of care that is family-centered, community-based, culturally
competent, and coordinated for all children and their families. The block grant program
assures health care services to low income populations who otherwise would have limited
access to such services.*

The Omnibus Budget Reconciliation Act of 1989.(OBRA '89), Public Law 101-239 amended Title

V of the Social Security Act to extend the authority and responsibility of the MCHB to fully address

the needs of children. OBRA '89 also redefined the mission of the state programs for Children with
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Special Health Care Needs (CSHCN) under the MCH Services Block Grant. It "provided an
opportunity for Maternal and Child Health/Children with Special Health Care Needs
(MCH/CSHCN) programs to assess needs and gaps in services, especially for culturally diverse
populations. It also provided for the development of statewide systems of accessible, acceptable,
available, affordable and appropriate health care for all mothers and children, regardless of race,
ethnicity, or culture. In addition, it provided the opportunity to develop permanent systems of care
that are responsive to the values, traditions, and needs of the various cultural groups served, and

to assure competent planning, delivery and evaluation of services. 5

Beginning in 1990, MCHB convened working groups with directors from selected state CSHCN
programs (or their designated representatives) and other interested and knowledgeable individuals.
They discussed strategies that states could employ in meeting their newly expanded mission of
improving health care delivery and related services to children from culturally diverse communities.
The states participating in these early discussions, as is true today, were in varying stages of
development in their level of cultural competence. It became clear that a defined and coordinated
approach toward cultural competency guided by MCHB and CSHCN leadership would benefit State

CSHCN programs.

In 1992, MCHB issued a call for proposals to establish a NATIONAL MCH RESOURCE
CENTER ON CULTURAL COMPETENCY with the purpose of providing state CSHCN Programs

and SPRANS projects with technical assistance and consultation; opportunities for networking;

9
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useful tools and products related to cultural competence; training via workshops and conferences;
access to a resource library; sharing of information; and development of databases in collaboration

with other MCH resource centers.

The materials and training sessions, to be designed, were to assist the states in developing culturally
competent systems of care that address:

1. the elements of cultural competency created at the state and community levels within the
framework of family-centered care;

2) the role of the state agency program for CSHCN in relation to the development of a
system of care that is culturally competent and community based; and

3) linkages between community and parent networks and the specialized services in the
state.

The grant application guidance defined cultural competence and introduced eight essential elements
that: “contribute to a systems'/agencies' ability to become more culturally competent. Each of these
elements must function at every level of the system: policy, administration, practices, and
advocacy.” ¢ Cultural competency refers to a program’s ability to honor and respect beliefs,
interpersonal styles, attitudes, and behaviors of families who are clients, as well as the multicultural

staff who are providing services. It incorporates these values at the levels of policy, administration,

and practice. ’

The MCHB uses the term “cultural competency” for programatic reasons. Cultural sensitivity
basically means knowing that cultural differences as well as similarities exist, without assigning

values, i.e., better or worse, right or wrong, to those cultural differences. One needs to move to

10
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another level - that of cultural competence - to apply this sensitivity in planning, implementing, and
evaluating service systems that are family-centered and at the community level. Competency
implies more than a knowledge of beliefs, attitudes, and tolerance. Competency implies skills
which help to translate beliefs, attitudes, and orientation into action and behavior in the daily

interaction with children and families.

The eight essential elements, enunciated by MCHB, that contribute to a system’s/agency’s ability
to become more culturally competent are:

conduct needs assessments for service planning purposes

value diversity

have the capacity for cultural self-assessment

be conscious of the dynamics inherent when cultures interact

institutionalize cultural knowledge via policies, administration, and practices
develop adaptations to diversity when necessary

separate the effects of poverty and geographic ramifications from cultural values
guard against creating stereotypes in an effort to be culturally competent.

Cultural characteristics must always be viewed within the context of each individual family.
Gaining knowledge of other groups should be used to broaden our perceptions and eliminate
misconceptions, not to assign fixed characteristics to groups of people. In addition, it must be

remembered that within cultural groups, there is much diversity.

The three-year grant to establish The National MCH Resource Center on Cultural Competency was
awarded to the Texas Department of Health and a consortium consisting of eleven states (Arizona,

Colorado, Maryland, Michigan, Montana, New Mexico, New York, Oregon, Texas, Virginia,

11
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Washington) and the District of Columbia. Pennsylvania joined the consortium in June, 1994, and
Nevada established affiliation in October, 1994. (See Appendix A for names, addresses and
telephone numbers of the contact persons for each state, as well as the staff of the National MCH

Resource Center on Cultural Competency.)

This report highlights the diverse initiatives and many accomplishments of The National MCH
Resource Center on Cultural Competency and the twelve states and the District of Columbia for the
period October 1, 1992 through September 30, 1995. Often, one can learn as much from what
didn't work as well as what did. Thus, this document explores not only the helping, but also the
hindering forces, as state representatives attempted to move their staff and agencies toward greater
cultural competency. It must always be emphasized that moving towards cultura]l competency is
a continuous process that requires a multi-faceted and multi-level approach. This report will discuss
the various approaches utilized, the many levels on which the initiatives were launched, and the key
players needed. We hope that other organizations and agencies can benefit from the lessons learned
from the consortium participants' experiences in their journey toward greater individual, agency,

and system cultural competency.

Some observations of the Center’s experiences by the Principal Investigator is provided as a
separate document entitled “An Epistemology of the Journey Toward Cultural Competency.” A
theory of the nature and principles of cultural competency training procedures, standards, and

outcomes is explored based on the experiences of the National Maternal and Child Health Resource

12
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Center on Cultural Competency activities. The focus provides an assessment of the realities of

implementing change relating to organizational settings and individual behaviors.

Copies of the Epistemology may be acquired from the Texas Resource Center on Cultural

Competency if it is not available with this publication.

1. Bureau of Census, 1980

2. Day, Jennifer Cheeseman, “Population Projections of the United States, by Age, Sex, Race, and
Hispanic Origin: 1993-2050.” U.S. Bureau of the Census, Current Population Reports, Series P25-1104
U.S. Government Printing Office, Washington, D.C. 1993

3. Hernandez, Donald, J., “We the American Children,” U.S. Bureau of the Census, Series WE-10, U.S.
Government Printing Office, Washington, D.C. 1993

4. This is an excerpt from MCHB’s mission statement when the grant was in effect.

5. Improving State Services for Culturally Diverse Populations: Focus on Children with Special Health
Needs and their Families, Work Group Report, 1990

6. “Grant application Guidance for a National Maternal and Child Health National Resource Center for
Cuitural Competency” Spring, 1992, Habilitative Services Branch, Division of Services for Children
with Special Health Needs, Maternal and Child Health Bureau, HRSA, USPHS, DHHS, Washington,
D.C.

7. Roberts, R., et al., Developing Culturally Competent Programs for Families of Children with Special

Needs, 2nd Edition, Georgetown University Child Development Center, Washington, D.C., 1990
[Monograph].)
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The Role Of The National MCH Resource Center On Cultural Competency

I I \he mission of this National Center during its funding period was to improve the quality of
care and effectiveness of leadership in state CSHCN agencies by creating culturally
competent systems of care through policies and procedures, staff training, and service delivery. The

Center accomplished this mission through the following goals and objectives:

Goal 1: Assure that state procedures and policies for programs for children with special health
care needs include provisions for delivery of culturally competent services to children
and families.

Objective 1:  Develop and distribute principles of culturally competent care;

Objective 2:  Suggest to states policies and procedures that reflect principles of
cultural competency;

Objective 3:  Monitor and provide consortium states with technical assistance for
implementation of policies and procedures;

Objective 4:  Distribute organizational needs assessment tools.

Goal 2: Assure that Title V CSHCN staff is culturally competent.

Objective 1:  Develop and distribute assessment instruments to identify training
needs for key staff;
Objective 2:  Develop and distribute training material for key staff;

Objective 3:  Provide training and technical assistance to state staff.

15
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Goal 3: Implement culturally competent services through policy, services, and training to
families of children with special health care needs in selected communities.
Objective 1:  Develop and implement demonstration projects as models for
culturally competent care;
Objective 2:  Review policies and procedures in target communities to document
the effects of policy changes;
Objective 3:  Model the importance of parental input by inclusion of parents on

Executive Committee of the Center.

The National Resource Center also provided the consortium states with funding for trainers,
presenters, consultant services, and the purchase and development of materials to support their
cultural competence efforts. In addition, the Center assisted the consortium states and other
interested states and agencies with the following:
a. provided a toll free number for information and material requests;
b. established a clearinghouse for resources relating to working with culturally
diverse communities and clients;
c. provided training and technical assistance relating to moving the states' CSHCN
programs towards cultural competence including work with the U.S. Public Health
Regional offices, as well as community-based CSHCN programs;
d. produced a quarterly newsletter to share information among the consortium states;
e. sponsored conferences and meetings designed to provide opportunities for states
to share theﬁ experiences and learn new strategies for moving toward cultural

C« ‘ competency. . 1 6 B
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Guiding Principles or Assumptions of Culturally Competent Programs

ne of the first tasks of the newly created National Resource Center was to develop some
guiding principles that would be used as “beacons” or “benchmarks” by those individuals
and organizations aspiring to be culturally competent. A research of the literature pertaining to

culturally competent organizations and services yielded the following observations. !

+ Cultural competence, on a system's level, requires a comprehensive and coordinated
plan that includes interventions on the individual, policy, programmatic and
structural levels. It needs to be congruent with, and an integral part of, the overall

mission of the organization.

+ Cultural competency refers to the effectiveness and efficacy of a multicultural work

force as well its functional interactions with a culturally diverse client group.

L 4 Cultural competence is a dynamic, on-going process - not a goal or an outcome.
Often it is said that it is “a journey not a destination”. It is a continuing process of

growth in knowledge, experience, and understanding.

+ Cultural competence is never perfect or permanent and requires a long term

commitment.

18
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+ Since organizations are often slow to change, there is no single activity or event that
will ensure the cultural competence of an agency or staff. In fact, a one-time single

activity reinforces the notion that "we've done that, now the problem is solved".

+ The entire organizational staff must be trained. It is not sufficient for front line staff
to enhance their cultural competence in the absence of similar efforts on the part of

administrators, managers and policy makers.

+ Cultural competence requires more than a knowledge about racial, ethnic, religious,
gender, and sexual preference differences. It requires application of this knowledge
in specific behaviors, policies and practices that acknowledge, respect, and value the

integrity of clients and staff from all cultural backgrounds.

+ Cultural competence also requires and values the active participation of clients and
communities at all stages of program design including development, implementation,

evaluation, and policy making.

CSHCN programs (and other agencies and organizations) can better meet the needs of the children
receiving their services by using these principles in an effort to enhance their own cultural
competency. A useful model for examining cultural competence is the one developed by the
CASSP (Child and Adolescent Service System Program) Technical Assistance Center at

Georgetown University. It conceptualizes the move towards cultural competence as a continuum

P 19
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beginning with cultural destructiveness at one end and moving towards cultural proficiency at the
other end. A complete description of this model and the characteristics for each point on the
continuum are described in Appendix B. It is important to underscore the notion that movement
along this continuum is often not linear and can be slow. For example, an organization can move
back and forth on this continuum as it struggles with organizational change. Patience, persistence,

and understanding are all essential ingredients in this change process.

1. It should be noted that these observations not only represent the experiences of many human services
organizations, they are also extracts from human interactions between different attitudes, values, and
social mores.
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Factors To Consider In Developing Cultural Competency

Interviews were conducted with staff from each of the consortium states in order to ascertain
what they perceived to be the major factors which facilitated their efforts in moving toward
cultural competency and which factors hindered their efforts. The journey towards cultural
competency is a complex one that involves many different players and requires multiple and varied
approaches in order to be effective. Listed are areas which the state representatives felt were

major facilitating or helping factors.

Support from high level administration was critical to the efforts of many states. Especially
important was the support of an administrator at the highest policy and decision making level.
This person was able to promote the concepts and activities of cultural competency by:
a. validating the importance of the initiative;
b.  supporting time for staff to plan and implement cultural competency activities and attend
trainings;
c. providing funding for cultural competency activities (i.e. staff training and materials/
resource development);
d. assuring cultural competency principles were discussed at high administrative levels;

e.  assuring changes were implemented at the administrative and policy levels.

22
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Development of a department-wide task force or work group was instrumental in providing

a mechanism for staff from a variety of programs to come together to work on cultural

competency issues. It provided a broad base of support and opportunity for many people to
participate and share responsibility for agency-wide cultural competency issues. States whose
cultural competency efforts were exclusively the purview of the CSHCN program felt that other
programs perceived cultural competency as "their pet project” rather than as an important issue

that cuts across programs/sections/departments.

Designation of a lead person to coordinate activities of the workgroup proved to be instrumental,
over time, in keeping the group focused. A number of consortium states indicated that the work
group kept its momentum and focus when there was a designated staff person with the
responsibility of creating agendas, scheduling meetings, and developing tasks. It is also important
for the work group to recruit mid-management level staff with special interest, knowledge, and
experience in cultural competency issues to commit to attending regularly scheduled meetings.
Management level representation is important to reiterate the importance of cultural competency

in the work force.

Collaboration with the Office of Minority Health (where it exists) and other departments doing

policy and development, outreach, and service provision to culturally diverse communities and
clients. These collaborative coalitions further enhanced and validated the efforts of the agency
workgroup by providing an important linkage as well as additional support, resources, and ideas

for approaches and intervention. .
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Having a vision of cultural competency principles incorpo into everyday work
program, rather than as a separate initiative, enabled staff to appreciate the far reaching

importance of this work. For example, some states included cultural competency standards in
Requests For Proposals, local health department contracts, agency and individual work plans, and

procedure manuals.

The impo e of training of all levels of was mentioned by almost all consortium states.
Training took the form of specially designed workshops, incorporation of cultural competence
training into on-going conferences, e.g., annual MCH conference; brown bag lunch groups;
special presentations by persons from culturally diverse communities at regularly scheduled staff
meetings; attendance by staff at other workshops on cultural diversity; and participation of staff
in community cultural events.

Note: Some states started training at the local level with health departments and programs

and some started with central and regional office staff. All agreed that staff at all levels

needed training by a skilled and non-judgmental trainer.

entral, easily-accessed b ion of all sta urces including hand-outs, materials, lists,

videos, guidelines, and model program descriptions facilitated sharing of resources related to

cultural competency.

24
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The importance of a network of parents, (including those representing diverse populations,
advocates, community leaders, and concerned citizens to serve on advisory committees/task

forces; review documents, brochures and hand-outs; review policies; and provide training to staff

was a key element to a successful cultural competency initiative.

The importance of receiving financial assistance, resources, and technical assistance from the

Resource Center was described by many programs as an important help in moving their cultural

competency efforts forward.

Networking and learning from other states in the consortium was critically important in

sharing ideas, support, and problem solving.

Identification of consultants knowledgeable about Title V, the state system, and cultural diversity
issues was critical in helping programs operationalize cultural competency principles highlighted

during staff training and in helping to translate these concepts into specific actions and products.

Establishing and renewing personal relationships with individuals of different cultures inside and
outside of the work environment to garner support for the cultural competency initiative was
invaluable in moving this important work onto the agendas of key administrators and policy

makers.

25
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Technical assistance and resource support from the regional MCH staff and the federal MCH

project officer in addition to what was available from the National Center facilitated the cultural

competency efforts of some states.

The downside of all the items mentioned as facilitating forces could be seen as obstacles with

other state staff. Barriers encountered include the following:

<+

<+

lack of networking with other staff members.

negative attitudes on the part of administrators as well as middle managers who
are and remain unsupportive of the cultural competency initiative.

staff turnover at all levels of state government.

lack of adequate time and financial resources for training and work group
meetings.

reorganization within state government which led to the need to redefine
activities, additional training, and reluctance to begin new initiatives of any type,
including cultural competency.

belief that cultural competency was not a top priority because the numbers of
people of color were relatively low in relation to the total population.
conflicting priorities for staff time and resources.

government downsizing leading to elimination of some staff positions and
redesign of current staff job descriptions so that staff felt overloaded and resistant

to assuming additional assignments and new efforts.

26
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+ lack of coordination and communication among various state programs and
initiatives that have similar goals and common client groups.

+ the autonomy of local health departments can make it more difficult for state
office staff to introduce cultural competency initiatives at the local level.

+ a narrow definition of "culture" to include only racial and ethnic minorities rather
than a broader definition which includes individuals from religious and socio-
economic backgrounds, sexual orientation of individuals, rural residents, etc.,
makes it more difficult for some staff to "sell" the concepts of cultural competency
to other staff.

+ a perceived narrow focus on "children with special health needs" rather than
"all children" or "all MCH clients" or "all Department of Health clients", make it
more difficult for some staff to "sell" the concepts of cultural competency to other
staff.

+ difficulty locating qualified consultants to work on implementation of the cultural

competency principles on a policy and procedure level.

In order to optimize efforts in implementing cultural competency initiatives, it will be helpful to
consider these barriers and the lessons they presented to the consortium states. In the next chapter,
the consortium representatives describe the steps they took toward cultural competency and the

lessons they learned so others might benefit from their experience and hindsight.

_27
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Lessons Learned

I I \he process of moving an organization or agency towards cultural competency is not an easy
one. There are numerous steps that should occur to assist in this process. The National
Resource Center’s consortium states outlined these steps, including the “lessons learned” and

recommendations on how to accomplish them.

It is difficult to outline a linear strategy proceeding sequentially from one step to the other.
However, from experience reported by consortium members, it appears that certain steps should
precede others. Several different steps can occur simultaneously. Not all of the states in the
consortium have completed all of the steps. The lessons discussed below have been identified as
being the key to facilitating this process, and it is recommended that all of these steps be included
somewhere in a state's plan for developing a more culturally competent system. Following each

lesson are examples from the states noted in italics.

1. Gathering Information

+ Client
a. Review existing data systems to determine if appropriate information is being
collected to identify specific racial/ethnic groups. Ethnic groups should at a
minimum be broken down into the following groups: White (not Hispanic),
Black (not Hispanic), Native American, Hispanic, and Asian/Pacific Islander.
Focus on the smallest subgroup possible that will still yield reliable statistics.

(e.g., Hispanics can be broken down into Mexican Americans, Puerto Ricans,
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Cuban Americans, Guatemalans, Salvadorans, and other Hispanics;
Asian/Pacific Islander could be broken down into Chinese, Japanese, Korean,
Vietnamese, Thai, Laotian, Hmong, Filipino, Hawaiian, Samoan, Tongan,
other Asian/Pacific Islander). It will depend on the numbers of each
ethnic/racial group in the state to determine the feasibility of breaking down
the larger categories into stnaller ones.

b.  Utilize multi-method and multi-source data collection tools. Be sure to utilize
case studies, focus groups, and other ethnographic and qualitative methods to
fully capture the cultural values, attitudes, beliefs, and behaviors of clients
from culturally diverse communities. These qualitative data can be combined
with quantitative data such as population statistics, service utilization, health
status, and client satisfaction surveys to form a more complete picture of

clients from culturally diverse communities.

+ Staff
a. Gather information on the race/ethnicity of staff in various agencies, including
data on specific levels of employment (e.g., administrative, managerial, line
staff, support personnel, etc.). These data are usually available in EEO reports
required from agencies receiving federal funds.

b. Collect data on staff knowledge, attitudes, and skills relating to working in a
multi-cultural work place and with culturally diverse clients (individual cultural

assessments).

30
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+ Process Information
a. Establish a baseline at the beginning of the effort towards increased cultural
competency and measure progress against this baseline at least yearly.

b. Both quantitative and qualitative data should be used in the process data

collection effort.

+ Collaboration
a. Develop a collaborative partnership between researchers, practitioners, policy
makers, and the community.

b. Focus community level data on community strengths as well as needs.

Arizona developed procedures for obtaining input from families with children with special
health needs in eight pilot communities through the following mechanisms: a) held town hall
discussions with families to ascertain their perspectives on the strengths and barriers of the
current system; b) conducted interviews with local leaders and providers (representatives
from public health/ medical care, education, business, community leaders/elected officials,
social service providers and advocacy groups) to ascertain their perspectives on the
strengths and barriers of the current system; c) utilized parents to survey other parents to
determine impact of child's health condition on family functioning. This data was used to
establish a baseline to measure the success of the Office for Children with Special Health
Care Needs interventions. Oregon established a consortium of researchers and people from
culturally diverse communities to look at health services research and ascertain its relevance
to communities of color. Montana’s work group formed a task force to work with The

Population Institute at the University of Montana in order to devise better data collection
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methods for capturing information on Native Americans and chronic illness. Many states
used the data describing culturally diverse communities to raise consciousness regarding
the appropriateness and necessity of cultural competency initiatives. Some used demographic
data describing staff diversity to highlight the need for targeted efforts to recruit, retain, and

promote staff from culturally diverse communities.

2. Top Management Support

+ It is recognized that “unless senior leaders understand what it [cultural competency]
is about, what their own attitudes and biases are, and what the systemic issues of
discrimination are [in their agency], they can’t be effective leaders. And unless they
lead, the [cultural competency] initiatives cannot be operationalized.”! To request
support from top administrators and policy makers, use their concerns and objectives
to "sell" the importance of cultural competency. "Selling" points might include:

a. Data indicating that racial and ethnic groups have a poorer health status, higher
infant mortality and morbidity rates, under-utilize existing services, and are
under-represented in the work force.

b. Funding sources increasingly require a demonstrated commitment to cultural
competency in order to receive grants, contracts, etc.

c. Improving interpersonal communication skills can lead to a more efficient,
productive, and effective work place.

d. A diversified work force will increase creativity, problem solving capability,

and connection to a wider array of resources and communities.
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e. Services to culturally diverse clients and communities will be enhanced and
improved.

f. It is a morally and ethically sound practice.

While all of the consortium states agreed on the importance and necessity of management

support, Michigan has a unique approach. Legislators are invited into parents' homes to

discuss issues related to care for their children with special health needs.

3. Work Group/Task Force

<+

The establishment of a working group or task force that is dedicated to the issue of

cultural competency signals a real commitment on the part of the administration.

- The composition of a work group is critical and deserves careful consideration.

From the consortium states' experiences, it seems the more diverse the work group

is, the greater its impact and effectiveness. Diversity includes:

a. staff from a variety of programs, departments, and projects;

b. individuals representing ethnic, racial, and cultural backgrounds, as well as
age, gender, educational level, sexual orientation, and other cultural factors;

c.  people from different levels of staff and different roles within the organization.

It is recommended that a facilitator be elected by workgroup participants to provide
the logistics and keep up the momentum. This person should possess a genuine

interest in cultural competency issues as well as group facilitation skills.
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Rotating leadership within the group allows the feeling of ownership on the part of

work group members.

As in any group, the clearer the roles, responsibilities, and mission, the more

productively and effectively the work group will operate.

Having a regular meeting time that work group members can put on their schedules

well in advance will help with consistent participation.

All work groups reach plateaus from time to time. Listed are suggested strategies

for re-vitalizing the participants:

a. schedule a retreat that is facilitated by an outsider who can help the group
appreciate their successes and plan ways to effectively and creatively approach
challenges;

b.  build in activities that focus on professional development, e.g., paid attendance
at cultural diversity conferences or leadership development workshops in other
departments and/or states;

c. invite someone from another state or department which can share their
organization's experiences in implementing cultural diversity initiatives;

d. hire an outside consultant who can lead the group in problem solving or

brainstorming.
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A sample of mission statements, goals, a membership screening questionnaire, and scope

of work for a workgroup or task force are located in Appendix "E".

4. Organizational Assessment

4

Often one of the first tasks that a work group will undertake is an

organizational assessment. Although it may require the assistance of an

_external agent such as a consultant, its purpose is to help focus attention on

specific attitudes, beliefs, and behaviors promulgated by or reflected in the
organization. (Examples of conducting organizational assessments are listed in
Appendix "C".) It is important to emphasize that regardless of the assessment
tool used, those conducting the assessment need to approach it as a process

and not as an end point.

The assessment helps an organization become more aware of the many
dimensions involved in cultural competency and points out areas needing
improvement. A comprehensive assessment is carried out on a number of
different levels: staff; administrative policies and procedures; organizational
structure; and the relationship between the organization and the community

and clients it serves.

The organizational assessment should help indicate possible staff training

needs.
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4 Upon completion of the organizational assessment, the work group can
prioritize the identified problems and determine which areas will be addressed
in the immediate future. This prioritization will leséen the feeling of being
overwhelmed by the many identified problems and will help the work group

develop a comprehensive plan for the organization.

While some states focused their assessment efforts on the individual staff member level,
others, like Oregon and the District of Columbia, undertook an assessment of the entire

organization.

5. Long Range Plan

+ Generally, once an organizational assessment has been conducted, the work group
develops a long range plan based on the assessment evaluation. This plan includes
specific goals, objectives, activities, timelines, resources needed, mechanism for
evaluating progress, and staff responsible for each activity. Goals for each individual

or department builds in specific accountability.

+ Eliciting input from agency staff not involved in the work group is an important part
of prioritizing and developing a long range plan. Involving as many agency staff as

possible promotes buy-in and ownership of the plan.

+ In order to evaluate the progress toward long term and short term goals, an
organizational review or evaluation should be performed on at least a yearly basis
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since it is important to determine benchmarks of progress early in the effort.
Michigan, New York, Virginia and Washington were some of the states in the consortium
that developed a long range plan that incorporated cultural competency goals at all levels

of the organization.

6. Training
+ Training of staff and providers, based on organizational and individual assessments,
is an important aspect in moving an organization toward cultural competency. There
are several different levels of training, including:

a.  Pre-readiness - which raises awareness of the need for cultural sensitivity and
competency.

b. Knowledge of one’s own cultural values and beliefs and the biases one might
bring when interacting with the cultural values of the clients and communities
served by the organization.

c. Increasing knowledge base regarding the cultural attitudes, beliefs, values, and
practices of the clients served by the organization.

d.  Skill development in cross-cultural communication and service delivery.

e. Advocacy training focusing on how providers can work with culturally diverse
communities and clients to facilitate empowerment.

f.  Training in conflict resolution.

g. Training on how to provide technical assistance and consultation to

contractors/local agency staff concerning cultural competency issues.
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The Chronically Ill and Disabled Children's Services Bureau of Texas requires all
contracted case management staff offering direct services to the Bureau’s clients to
participate in cultural competency training that is selected or presented by the
Bureau’s staff. New York requires cultural competency objectives in work plans of
case management projects which are funded through local health departments.
Washington mandated staff (within one division of the Department of Health) to
attend a one-day self-assessment training and strongly encouraged them to
participate in a minimum of one cultural diversity training activity per year. New
Mexico’s employees of the Children’s Medical Services are required to obtain at

least eight hours of cultural training per year.

+ Training for consumers of Maternal and Child Health services, especially those
families receiving services for children with special health care needs, should not be
overlooked as an organizational objective. While organization staff are targeted as
legitimate recipients of cultural competency training, it should also be recognized
and emphasized that collectively they comprise and represent an organizational
culture. It is this culture of the organization that presents possible obstacles to
recipients of its services. Given these observations and the recognition of obvious
barriers such as “isms” (age, sex, class, race, etc.), language, and culture, it would
be reasonable and inclusive to train consumers to recognize and negotiate the culture
of the organization. Although members of the service organization may be made
aware of these differences through cultural competency training, members of the

consumer population are rarely if ever provided an opportunity to participate. The
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inclusion of consumers in organizational cultural competency training, or providing

community-based training through neighborhood charitable service or faith-based

organizations could create some opportunities to:

increase organizational constituency and credibility;

promote outreach activities by including marginal participants and new
residents or immigrants;
provide experiential learning for both staff and consumers regarding cultural
differences;
collect and disseminate information regarding community needs and
organizational services;
develop partnerships in achieving mutual objectives for services; and,

recruit and retain diverse staff to ensure cultural representation of community .

The identification of skilled trainers is crucial. The most effective training is non-

confrontational and conducted in a manner that creates a feeling of psychological

safety for the trainees. Sources of potential trainers include:

University based staff in anthropology, public health, sociology, social work,
psychology, education, health education, etc.

Trainers affiliated with, or recognized by, the National MCH Center on
Cultural Competency

Private trainers (see Appendix "D")
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d. Community-based organizations serving racial/ethnic minorities
e. Parents of children with special health needs or other community residents

from culturally diverse communities.

+ A combination of different training approaches are needed for different individuals
and levels of staff. Some staff respond better to experiential learning, others
respond better to data based and more didactic approaches. Training always needs
to be tailored to the audience. Administrators, by virtue of their job responsibilities,
are often concerned about data and outcome, but their learning styles may be
experiential. Ideally, staff should recognize their own culture and values, and be

aware of the biases that their culture brings to the training sessions.

+ Training needs to be reinforced with repeated opportunities and approaches. It
should be conducted in numerous locations to increase accessibility. A one-time

training event is not adequate.
+ New employee orientation should include training on cultural competency.

+ Training must be multi-level to ensure integration into all agency activities. Each of
the following levels are important:
a. Administrative and central office staff;

b. Regional staff and local providers;
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c.  Consumers of services including parents of children with special health needs.
Unlike workers attending a training, most consumers are not paid for their
time spent in training. Therefore, providing funding for consumers to cover

costs of travel, child care, and time is critical in assuring their participation.

+ Informal as well as formal training opportunities are effective, e.g., attendance at
cultural events such as pow wows, festivals, etc., in communities served by the

organization.

+ A resource library that includes books, journal articles, videotapes, audiotapes and
other materials reinforces knowledge gained through training. It is helpful for these
materials to be centrally located and easily accessible by staff at all levels of the

organization, including local providers.

Almost all of the states in the consortium have provided staff training in order to increase
awareness of their own cultural attitudes, values and beliefs, and to increase understanding
of the cultural values, attitudes and beliefs of their clients. A needs assessment was
conducted in order to ascertain the most appropriate training for the staff before planning
and implementing a training series. Some states used a needs assessment developed by the
National Resource Center and others used assessment tools developed by the consultants
who provided the training. The most extensive assessments were conducted by the District

of Columbia, New Mexico, Oregon, and Washington.
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There was some variation in the topics covered, but generally the training focused on some
or all of the following areas: definition of culture; elements of cultural competency; cultural
competency continuum; cultural attitudes, values and beliefs of providers and their effect
on services; cultural attitudes, values and beliefs of clients and their effect on the utilization
of services; dynamics of difference; implications of the above on MCH services;

and the culture of the organization.

Training was provided by knowledgeable staff within the agency, the National Resource
Center’s staff, and/or other local, regional or national consultants. Almost all states in the
consortium offered training workshops; Texas and Washington organized brown bag
lunches; New Mexico encouraged staff attendance at culturally diverse community events;
and Oregon and Montana sponsored staff participation at conferences.  New York and
Michigan provided training for parents and other members of culturally diverse

communities.

Texas utilized a unique approach for educating eligibility specialists. In order to increase
their understanding and compassion, the CSHCN program gave them an opportunity to

make home visits and learn more about the strengths and challenges faced by their clients.

7. Collaborators
+ The consortium states learned that collaboration is an important function in putting
their organization on the right track towards cultural competency. Collaborators

may be found in both the public and private sector. They can provide technical

—
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assistance, moral support, financial support, shared resources, and training, and they

can facilitate accessibility to culturally diverse communities and clients.

Michigan, New York, Arizona, Maryland, New Mexico, and Texas collaborated with parents
of children with special health needs to increase the effectiveness of their programs.
Montana worked with tribal leaders to improve services to clients from the Native American
communities in their state. Just as important, are collaborations within the state systems,
such as: Office of Minority Health or its counterpart (Michigan, Montana, New York,
Oregon, Virginia, Washington); Office of Civil Rights and Bureau of Human Resources
(Texas); Department/Division of Developmental Disabilities (Arizona, New York); Local
universities, e.g., School of Public Health (New York); School of Social Work (Texas);
Medical School (Maryland); Population Institute (Montana); Regional Head Start Health

and Nutrition Networking Initiative (Arizona).

Nerworking with and learning from other states in the consortium were highly effective.
This was accomplished through meetings, conferences, telephone contacts, and technical

assistance Visits.

8. Implementation
+ Long range plans should include implementation of culturally competent principles
at the individual, policy, administrative, and service provision levels. The need
to proceed with well thought out and carefully considered actions will facilitate any

Q systematic change. Change is a process and doesn't happen overnight.
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+ Moving the location of the program/clinic to culturally diverse communities will

improve access and acceptability for clients.

+ Reflect the diversity of the communities the organization serves with the decor,

posters, and reading materials in offices and waiting rooms.

+ Increase diversity of the agency’s governing board of directors, policy and decision
making bodies, and consultant roster.

Michigan, New York, Arizona, and New Mexico made an effort to bring diversity into their

governing bodies by selecting minorities to serve on their boards. District of Columbia,

Michigan, Montana, New Mexico, New York, Oregon, Pennsylvania, Texas, Virginia, and

Washington hired consultants from culturally diverse communities to train agency staff.

+ Recruit and promote staff from culturally diverse backgrounds.

+ Incorporate changes at the policy level to include:
a. An organizational mission statement that demonstrates a commitment to
cultural competency;
New York’s Department of Health broadened the mission of its Office of Affirmative
Action and renamed it the Office of Diversity and Multicultural Services to reflect
an expanded scope that includes the agency's responsibility to provide "quality

health services which are accessible as well as culturally relevant to New York
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States's increasingly ~multicultural/multilingual  constituency. "2 Colorado
incorporated a sentence on cultural competency into the program's mission

statement.

b. Create organizational performance standards that reflect culturally competent
practice;

A program outcome objective was written by the staff of Colorado’s Department of

Health to increase the number of children from different cultures served by the

program. New York developed case management standards that incorporated

cultural competency principles. Texas revised all case management contracts to

include a new requirement that contractors provide culturally competent services to

children with special health needs.

c.  Develop job descriptions and performance appraisals to include the ability to

work effectively with culturally diverse clients;

d. Develop personnel policies that are flexible and responsive to the needs of a
diverse staff. Leave policies and insurance benefits should recognize the
diversity of the work force;

Washington has done extensive work in this area.
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e.  Write policies and protocols for outreach to clients from culturally diverse
communities;

Michigan developed a brochure entitled "From Words to Action: Notes on Serving

a Culturally Diverse Population” which provides guidelines for working with

culturally diverse communities and clients.

f. Mandate in policies that parents and consumers from culturally diverse
communities be included to serve on advisory boards, task forces, work groups
and other policy making bodies;

Michigan, New York, Arizona, Maryland, New Mexico, and Texas incorporated

policies that included parent and consumer involvement.

g. Adopt dispute resolution and grievance procedures that are responsive to
culturally diverse client groups and staff. It is important to recognize the
inevitability of conflict between and among cultural mores when training

diverse groups;

h. Instill a system with the local providers for- monitoring grants, awards,
contracts, and work plans to ensure the inclusion of cultural competency at the
community level;

New York and Washington contracts with local vendors to provide direct services
to clients. This monitoring system gives the staff at state level the ability to ensure

the clients are receiving culturally competent services.

—
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i.  Incorporate cultural competency principles into guidelines, standards,
procedure manuals, and other agency publications.

Arizona developed child care provider guidelines and individual family services

plans. New York and Texas incorporated cultural competency principles in their

case management contracts. Washington incorporated these principles in guidelines

for use in service-delivery and grant writing.

+* Implement changes in practice or programs to include the following:

a. Employment of interpreters and translators to work with non-English speaking
clients will enhance the program’s efforts towards a more culturally competent
system of care;

New Mexico purchased Spanish/English medical dictionaries for use by local

providers; New York employed bilingual case managers; Virginia hired Spanish-

speaking interpreters, and had program materials translated into Spanish and
certain Asian languages; Colorado, Maryland, New Mexico, and Texas developed
interpreter and translator guidelines. (See Appendix "F" for examples.)

b. Agencies must ensure that their community needs assessments are culturally
sensitive and they must involve parents and residents from culturally diverse

communities in their conceptualization and implementation;
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c.  Special programs targeting clients from culturally diverse communities should
be expanded and/or implemented;

Arizona established the Children’s Information Center (a bilingual hotline) for

families of children with special health care needs attempting to access services,

and developed a Project OCSHCN Tsunami which contracts with 200 parents

throughout the state to provide parental input, review documents and policies, and

serve on advisory committees.

New York created “Partners in Health”, made possible through a SPRANS grant that
was funded by MCHB. It assists families caring for children with special health
needs by linking them to local community service agencies, fostering self-help and
mutual help networks, and training parents to be more actively involved in advocacy

efforts.

Michigan, also through a MCHB funded SPRANS grant, developed “Project
Uptown” (Urban Parents, Together Organizing Within Networks) to provide peer
support for culturally diverse parents. Through this network, parents, siblings, and
grandparents of children with special health needs are linked with peers who provide

information, support, and friendship.

“Rural Oregon Minority Pre-Natal Project” is a five year demonstration project to

assess and provide outreach and culturally competent care to Native American and
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Latino women living in rural areas. Oregon also provides subsidies for local health
department providers to attend “Northwest Voices: People in Action for Health

Reform.”

Washington offered mini-grants to local communities to increase health care access
for low income mothers and children who are primarily from the African American

and Native American communities.

A Kellogg funded project, “Cherish our Children”, was granted to Montana for the
purpose of using a community-based approach to address the problem of fetal

alcohol syndrome among Native Americans.

d. Develop culturally and linguistically appropriate educational materials, consent
forms, and other agency forms;

Programs in Arizona, New York, Washington, New Mexico, Colorado, and Texas

translated their materials into languages that were appropriate for the population

they served.

e. Use appropriate formats for communicating with clients from culturally diverse
communities (€.g., community newspapers, tv or cable stations, radio talk

shows);
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f.  Develop and utilize networks within culturally diverse communities, such as

natural helpers, elders, traditional healers, religious and spiritual leaders;

g. Involve parents and clients from culturally diverse communities in ail levels of

program planning, implementation, and evaluation;

h. Collaborate with community-based organizations serving culturally diverse

communities;

i.  Develop culturally competent forms and approaches for intake, assessment,

interviewing, case planning, and treatment.

9. Consultants

+

It is recommended that agencies contract with outside consultants to assist them with
their cultural competency assessment. This assures that biases and opinions will not
interfere with the final recommendations, and allows staff to be more honest in their

responses without fear of retaliation or termination.

Decide what type of consultant the organization needs at the particular
developmental stage. For example, some consultants have expertise in training but

not in assessment or facilitation of group process.
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+ Before selecting a consultant, interview several using a standard format or set of
questions. Consultants with prior experience working with culturally diverse
communities and clients are most effective. Don't assume that a person of color
will be culturally competent and innately have the skills to lead your organization
towards cultural competency. Successful consultants integrate their knowledge and
experience in cultural issues with their skills in communication, group process,
facilitation, and organizational change. Consultants who have had experience
working in/with a state system may better understand organizational strengths,
challenges, and constraints than someone who has not had a similar experience. If
at all possible, check references with others who have employed the consultant. Be
clear as to what you expect of the consultant and obtain a written contract or

agreement of the scope of work.

+ A good consultant will facilitate a process in which organization staff and clients will
define their own problems and strengths, and then brainstorm solutions and
approaches. The consultant's role is not to "fix" things or to tell the organization

what to do, but rather one of a facilitator or guide.

+ Consultants will be most effective if they have an opportunity to interview or talk
with a variety of staff and clients as part of their involvement with the organization.
It is not sufficient for the consultant to interact only with managers or
administrators. Participation of clients and communities served by the organization

is critical to the success of the consultation.
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+ Possible sources of consultants are: University departments (anthropology, public
health, sociology, social work, psychology, education, health education, etc.);
consultants affiliated with, or recognized by, the National MCH Center on Cultural
Competency; private consultants; minority community-based organizations with
expertise in organizational development; Office of Minority Health staff or

consultants; and organizations and associations that promote minority groups.

The National Resource Center provided a great deal of consultation to the states in the
consortium either directly through training and technical assistance visits or through
recommendation and sometimes funding for a local, regional or national consultant.

Consortium states aided each other in their cultural competency efforts. For example, a
consultant from Washington provided training and technical assistance to Virginia and

Pennsylvania.
10. Dissemination of Information and Experiences

+ Experiences of states and organizations which have embarked on the cultural
competency journey were shared through the following mechanisms:
a. Presentations at conferences and workshops;
b.  Papers published in academic, professional and community journals, and print
media;
c. A quarterly newsletter published by the National Resource Center;

d. Training and technical assistance offered to others interested in this work.
ERIC . 92
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Several consortium states developed products that were shared with other individuals and
organizations. New York published a manual entitled "Partners in Health: Self-Help Mutual
Support for Culturally Diverse Children with Special Health Needs and Their Families "
The target audience is leaders of community-based organizations who have the interest and
resources to assist families of children with special health needs by establishing a parent
support group or responding in other creative ways. Although it is particularly geared to
the leaders and natural helpers within culturally diverse communities, it has more general

applicability. This publication is available in English and Spanish.

Washington developed a manual documenting its process for moving towards cultural

competency entitled "Building Cultural Competence: A Blueprint for Action”.

Michigan developed a brochure entitled " From Words to Action: Notes on Serving A
Culturally Diverse Population” which provides guidance on ways to encourage active
involvement of parents and other members of culturally diverse communities in the

organization's programs and other activities.

New Mexico wrote articles for the Children’s Medical Services (CMS) Advisor, a state

newsletter published jointly by the staff and CMS Medical Advisory Committee.
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Summary from the States in the Consortium

The consortium states have made tremendous strides in moving their organizations and staff towards
cultural competency. The “lessons learned” is their way of sharing with other agencies the

roadblocks and successes they encountered in their quest.

Reflecting of the past three years, consortium state representatives made a series of

recommendations based on their experiences in implementing cultural competency initiatives:

4 The definition of cultural competency should be expanded to include other types
of diversity within communities and organizations. These include, but are not
limited to, the following components: gender, age, socio-economic level,

educational level, sexual orientation, rural/urban residence, and religion.
4 The cultural diversity and competency initiative should encompass all maternal
and child health programs (rather than targeted for children with special health

needs) and all programs within the Department of Health.

4 Technical assistance should be targeted on the developmental stage of cultural

competency within the organization.
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4+ More communication, networking and sharing of ideas and resources should take
place among states working to incorporate cultural competency into their

programs.

4+ A regional roster of consultants would facilitate the process of locating qualified

and skilled trainers and facilitators.

4 Better collaboration is needed at the state and local levels. Increased coordination
among organizations and programs that serve similar populations would better

meet the needs of clients and communities.

This chapter highlighted some lessons learned in order to guide other organizations in their cultural
competency initiatives. It is hoped that those organizations desiring additional information will take
the opportunity to contact the states' representatives to the consortium and talk in greater depth

about their cultural competency efforts (see list in Appendix A).

1. The Diversity Factor, Winter 1995, Volume 3, Number 2

2. Plan for Enhancing and Integrating Cultural Diversity in Agency Operations, 1994, page 6

59

T eccons I earned 57



APPENDIX A

General
Information

ERIC 56



- [ T

The National MCH Resource Center on Cultural Competency was
housed in the Texas Department of Health. When the grant
period ended, the staff became the Texas Department of Health
(TDH) Resource Center on Cultural Competency. You may
contact the Texas Center by calling or writing:

Centers for Minority Health Initiatives and
Cultural Competency
Texas Department of Health
1100 West 49th Street, Suite M543
Austin, Texas 78756

Telephone: (512) 458-7658
Fax: (512) 458-7713

The Texas Center’s staff members are:

Mr.JohnE.Evans ............cooiiiennn Executive Director
Mr.DonLawson ........... .o Program Administrator
Ms. GiannaMartella ................... Information Specialist
Ms. Marcy Maldonado . .................. Executive Assistant
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CONSORTIUM STATE REPRESENTATIVES

ARIZONA

COLORADO

DISTRICT OF COLUMBIA

MARYLAND

Mr. Paul T. Newberry

Arizona Department of Health Services

Office for Children with Special Health Care Needs
1740 West Adams, Room 300

Phoenix, AZ 85007

(602) 542-1475 FAX (602) 220-6551

Ms. Joan McGill, Director *

Health Care Program for Children with Special Needs
Colorado Department of Health

FCHSD - HCP - A4

4300 Cherry Creek Drive South

Denver, CO 80220-1530

(303) 692-2370/2351 FAX (303) 782-5576

Dr. Barbara Hatcher, Acting Chief *
Office of Maternal and Child Health
Commission of Public Health

1660 L St., N.W.

Washington, DC 20036

(202) 727-0393 FAX (202) 727-0622

Mr. J. Bobbe Frasier, Jr. *

Maryland Dept. of Health/Mental Hygiene

Mental Care Policy Administration

201 West Preston St., Room 135

Baltimore, MD 21201

(410) 225-6538 FAX (410) 333-5185
(410) 333-5995
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MICHIGAN

MONTANA

*x NEVADA

NEW MEXICO

Ms. Beverly McConnell *

Children's Special Health Care Services
1200 Sixth St., N. Tower, 9th Floor
Detroit, MI 48226

(313) 256-1829 FAX: (313) 256-1844

Ms. Linda Lyles Daniels

Children's Special Health Care Services
1200 Sixth St., N. Tower, 9th Floor

Detroit, MI 48226

(313) 256-2184 FAX: (313) 256-1844

Ms. Felicia Jordan *

Children's Special Health Care Services
1200 Sixth St., N. Tower, 9th Floor

Detroit, MI 48226

(313)256-2183 FAX: (313) 256-1844

Ms. Deborah Henderson, RN *

Children's Special Health Services

Montana Department of Health and
Environmental Sciences

Cogswell Building, Room C-314

Helena, MT 59620-0917

(406) 444-2794 FAX (406) 444-2606

Judith Wright, Bureau Chief

Maternal-Child Health and Crippled Children
Family Health Services

505 East King Street

Carson City, Nevada 89710

(702) 687-4885

Mr. Manuel Green *

Children's Medical Services

State of New Mexico Department of Health
7704 Second St., N.W.

Albuquerque, NM 87107

(505) 841-8211 FAX (505) 841-8201
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NEW MEXICO Ms. Marilyn Sakara, DH, Program Manager
Children's Medical Services
State of New Mexico Department of Health
1190 St. Francis Drive, South 1250
Santa Fe, NM 87502
(505) 827-2548 FAX (505) 827-2329

NEW YORK Ms. Nancy Kehoe, Program Administrator
New York Department of Health
Corning Tower Building, Room 208
Empire State Plaza
Albany, NY 12237
(518) 474-2001 FAX (518) 473-8673

OREGON Ms. Elizabeth Gaston *
Maternal and Child Health Program
Oregon Health Division
800 N.E. Oregon St., #21
Portland, OR 97232
(503) 731-4290 FAX (503) 731-4083

***  PENNSYLVANIA Ms. Judith Gallagher *
Health and Welfare Building, Room 733
P. 0. Box 90
Harrisburg, PA 17108
(717) 787-7192 FAX (717) 772-0323

TEXAS Mr. Frank Jones *
Children's Health Services
Texas Department of Health
1100 West 49th St.
Austin, TX 78756
(512) 458-7355 FAX: (512) 458-7417
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VIRGINIA Ms. Nancy Bullock, RN, MPH *
Children's Specialty Services
Virginia Department of Health
P. O. Box 2448, Room 135
Richmond, VA 23218
(804) 786-3693 FAX (804) 225-3307

WASHINGTON Maxine Hayes, M.D., M.P.H., Assistant Secretary
Department of Health
Community and Family Health
P. O. Box 47888
Olympia, Washington 98504

Ms. Jan Fleming

Washington State Dept. of Health
Community and Family Health
P. O. Box 47880

Olympia, WA 98504
(306) 586-6721 FAX (306) 586-78568

* These representatives were interviewed for input on state’s activities and the Center’s
involvement for inclusion in this publication

** Nevada participated with the consortium from October, 1994

***  Pennsylvania joined the consortium in June, 1994
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FORMER EXECUTIVE COMMITTEE MEMBERS

Ms. Diana Denboba, Public Health Analyst
Maternal and Child Health Bureau

Parklawn Building, Room 18A-18

5600 Fishers Lane

Rockville, MD 20857

(301) 443-2370 FAX (301) 443-1728

Ms. Jan Fleming, State Representative
Washington State Dept. of Health
Community and Family Health

P. 0. Box 47880

Olympia, WA 98504

(306) 586-6721 FAX (306) 586-78568

Ms. Felicia Jordan, Parent Consultant
Children's Special Health Care Services
1200 Sixth St., N. Tower, 9th Floor

Detroit, MI 48226

(313) 256-2183 FAX: (313) 256-1844

Ms. Nancy Kehoe, State Representative
New York Department of Health

Corning Tower Building, Room 208
Empire State Plaza

Albany, NY 12237

(518) 474-2001 FAX (518) 473-8673

Ms. Trish Thomas, Parent Consultant
P.O.Box 1387

Laguana, New Mexico 86026

(505) 552-9889 FAX: (505) 552-6168

Ms. Dorothy Yonemitsu, Consultant
Southeast Asian Developmental Disabilities Prevention Program
San Diego Imperial Counties Developmental Services, Inc.
4355 Ruffin Road, Suite 205
San Diego, California 92123
© . (619)235-4270 FAX: (619) 235-9002 62
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Cultural Competence Continuum

Cultural
Proficiency
Cultural
Competence
Cultural
Pre-competence
Cultural
Blindness
Cultural
Incapacity
Cultural
Destructiveness
[ | | | Cultural Destructiveness

The most negative end of the continuum is represented by attitudes, policies, and practices that
are destructive to cultures and consequently to the individuals within the culture. The most
extreme examples of this orientation are programs/agencies/institutions that actively participate
in cultural genocide-—-the purposeful destruction of a culture. For example, the Exclusion Laws
of 1885-1965 (Hune, 1977) prohibited Asians from bringing spouses to this country, immigration
quotas restricted their migration, and laws denied basic human rights on the state and federal
level. Another example of cultural genocide is the systematically attempted destruction of Native
American culture by the very services set up to “help” Indians, i.e., boarding schools (Wilkinson,
1980). Equally destructive is the process of dehumanizing or subhumanizing minority clients.
Historically, some agencies have been actively involved in services that have denied people of
color access to their natural helpers or healers, removed children of color from their families on
the basis of race, or purposely risked the well-being of minority individuals in social or medical
experiments without their knowledge or consent.

One area peculiar to Native Americans is the Indian Child Welfare Act. This act is an example
of a legislative response to culturally-destructive practices. The Act sets up requirements for
states regarding placement procedures for Indian children. These requirements are designed to
protect children’s rights to their heritage and to protect children as the most valuable resource of
Indian people. States must deal with Indian tribes on a government-to-government basis.

While not many examples of cultural destructiveness are currently seen in the mental health

system, it provides a reference point for understanding the various possible responses to minority

communities. A system which adheres to this extreme assumes that one race is superior and

should eradicate “lesser” cultures because of their perceived subhuman position. Bigotry coupled

with vast power differentials allows the dominant group to disenfranchise, control, exploit, or
O rstematically destroy the minority population.
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| ] Cultural Incapacity

The next position of the continuum is one at which the system or agencies do not intentionally
seek to be culturally destructive but rather lack the capacity to help minority clients or
communities. The system remains extremely biased, believes in the racial superiority of the
dominant group, and assumes a paternal position toward “lesser” races. These agencies may
disproportionately apply resources, discriminate against people of color on the basis of whether
they “know their place,” and believe in the supremacy of dominant culture helpers. Such agencies
may support segregation as a desirable policy. They may act as agents of oppression by enforcing
racist policies and maintaining stereotypes. Such agencies are often characterized by ignorance
and an unrealistic fear of people of color. The characteristics of cultural incapacity include:
discriminatory hiring practices, subtle messages to people of color that they are not valued or
welcome, and generally lower expectations of minority clients.

[ | | | Cultural Blindness

At the midpoint on the continuum, the system and its agencies provide services with the express
philosophy of being unbiased. They function with the belief that color or culture make no
difference and that all people are the same. Culturally-blind agencies are characterized by the
belief that helping approaches traditionally used by the dominant culture are universally
applicable; if the system worked as it should, all people--regardless of race or culture--would be
served with equal effectiveness. This view reflects a well-intended liberal philosophy; however,
the consequences of such a belief are to make services so ethnocentric as to render them virtually
useless to all but the most assimilated people of color.

Such services ignore cultural strengths, encourage assimilation, and blame the victim for their
problems. Members of minority communities are viewed from the cultural deprivation model
which asserts that problems are the result of inadequate cultural resources. Outcome is usually
measured by how closely the client approximates a middle class, non-minority existence.
Institutional racism restricts minority access to professional training, staff positions, and services.

Eligibility for services is often ethnocentric. For example, foster care licensing standards in many
states restrict licensure of extended family systems occupying one home. These agencies may
participate in special projects with minority populations when monies are specifically available
or with the intent of “rescuing” people of color. Unfortunately, such minority projects are often
conducted without community guidance and are the first casualties when funds run short. These
agencies occasionally hire minority staff, but tend to be motivated more by their own needs than
by an understanding of the needs of the client population. Such hiring drains valuable resources
from the minority community.

Culturally-blind agencies suffer from a deficit of information and often lack the avenues through
which they can obtain needed information. While these agencies often view themselves as
unbiased and responsive to minority needs, their ethnocentrism is reflected in attitude, policy, and
practice.
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[ ] | ] Cultural Pre-competence

As agencies move toward the positive end of the scale, they reach a position called cultural pre-
competence. This term was chosen because it implies movement. The pre-competent agency
realizes its weakness in serving minorities and attempts to improve some aspect of their services
to a specific population. Such agencies try experiments, hire minority staff, explore how to reach
people of color in their service area, initiate training for their workers on cultural sensitivity, enter
into needs assessments concerning minority communities, and recruit minority individuals for their
boards of directors or advisory committees. Pre-competent agencies are characterized by the
desire to deliver quality services and commitment to civil rights. They respond to minority
communities’ cry for improved services by asking, “what can we do?” One danger at this level
is a false sense of accomplishment or of failure that prevents the agency from moving forward
along the continuum. An agency may believe that the accomplishment of one goal or activity
fulfills their obligation to minority communities or they may undertake an activity that fails and
are therefore reluctant to try again.

Another danger is tokenism. Agencies sometimes hire one or more (usually assimilated) minority
workers and feel they are then equipped to meet the need. While hiring minority staff is very
important, it is no guarantee that services, access, or sensitivity will be improved. Because
minority professionals are trained in the dominant society’s frame of reference, they may only be
a little more competent in cross-cultural practice than their co-workers. Minority professionals,
like all other professionals, need training on the function of culture and its impact on client
populations. The pre-competent agency, however, has begun the process of becoming culturally
competent and often only lacks information on what is possible and how to proceed.

| | | ] Cultural Competence

Culturally competent agencies are characterized by acceptance and respect for difference,
continuing self-assessment regarding culture, careful attention to the dynamics of difference,
continuous expansion of cultural knowledge and resources, and a variety of adaptations to service
models in order to better meet the needs of minority population. Such agencies view minority
groups as distinctly different from one another and as having numerous subgroups, each with
important cultural characteristics. ~Culturally competent agencies work to hire unbiased
employees, seek advice and consultation from the minority community, and actively decide what
they are and are not capable of providing to minority clients. Culturally competent agencies seek
minority staff whose self-analysis of their role has left them committed to their community and
capable of negotiating a bicultural world. These agencies provide support for staff to become
comfortable working in cross-cultural situations. Further, culturally competent agencies
understand the interplay between policy and practice, and are committed to policies that enhance
services to diverse clientele.
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L] Cultural Proficiency

The most positive end of the scale is advanced cultural competence or proficiency. This point on
the continuum is characterized by holding culture in high esteem. Culturally proficient agencies
seek to add to the knowledge base of culturally competent practice by conducting research,
developing new therapeutic approaches based on culture, and publishing and disseminating the
results of demonstration projects. Culturally proficient agencies hire staff who are specialists in
culturally competent practice. Such agencies advocate for cultural competence throughout the
system and for improved relations between cultures throughout society.

Cross, T.L., Bazron, B.J., Dennis, K.W., Isaacs, M.R., Towards a Culturally Competent System of Care. Vol. I.:
A Monograph on Effective Services for Minority Children Who Are Severely Emotionally Disturbed. Washington,
D.C., CASSP Technical Assistance Center, Georgetown University Child Development Center, 1989.
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CULTURAL DESTRUCTIVENESS

Policy Making Level

The culturally destructive organization tends toward policies that seek to break down minority
cultures. It is assumed that the dominant culture is the only viable culture. All others are
regarded as lesser, primitive or inferior. Policies do not value diversity. Knowledge about
cultures is based largely on negative myths.

Persons of minority cultures are restricted formally or informally from serving on or advising the
governing body. Policy makers often mandate services to save or civilize individuals of minority
cultures while participating in their disenfranchisement. Language differences are not tolerated.
Natural helping systems are regarded as bad and are eliminated if possible. Employment practices
effectively eliminate people of color from working in helping or administrative roles.

Administrative Level

The culturally destructive organization exhibits administrative procedures and infrastructure that
enables the organization to break down minority cultures. It is assumed that the dominant culture
is the only viable culture. All others are regarded as lesser, primitive or inferior. Neither
procedures nor facilities express a value on diversity. Knowledge about cultures is based largely
on negative myths.

Persons of minority cultures are restricted formally or informally from serving as or advising the
administrative staff. Administrators may plan and implement services to save oOr civilize
individuals of minority cultures while participating in their disenfranchisement. Language
differences are not accepted. Natural helping systems are regarded as bad and are eliminated if
possible. Employment practices effectively eliminate people of color from working in helping
roles.

Service Provider Level

Direct service providers use approaches that tent to define cultural differences as pathology.
People of minority cultures may be treated as objects to be civilized and saved or as inferior
beings who need to be suppressed, controlled, or eliminated. Knowledge about cultures is limited
to myth. and stereotype.

Persons of color are restricted formally or informally from access to services. Special service
agencies, and or skills may be employed to ensure separation, and control or to force assimilation.
Self determination is usually not valued. Natural helping systems are often the only available
resources for help but are seen by the dominant society as pathological.
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Community Level

Community of color are victims of oppression. Individuals who do not comply with culture
destroying activities of the dominant society are labeled as deviant. Communities of colors quietly
resist, natural helping goes underground and people may feel powerless to have their needs met.

Diversity is not valued. Communities of color usually know their problems but have nowhere to
report what they believe or know. Tension with mainstream may be high unless behavior is
adjusted to fit mainstream expectations. Organization-community relations are often adversarial.

CULTURAL INCAPACITY

Policy Level

Agency policy regarding people of color is virtually non-existent. The unwritten policy is to not
have policy. Minority cultures are regarded as not amendable to helping services and unworthy
of resources being allocated toward their needs. Policies do not value diversity. Diversity may
be regarded as a problem. Knowledge about cultures is stereotypical at best. No capacity for
self-assessment exists or is desired.

Persons of color are usually not regarded as appropriate for serving on or advising the governing
body. Organizations may not actively restrict their access to such roles, yet they do nothing to
make it possible. Policy makers mandate services that respond directly to the needs of the
dominant population, discourage outreach, and tend to blame minority communities when they
do not use the agency’s services. When these agencies must offer services to people of color there
is a tendency to offer a lower or more restrictive level of service or to have lower outcome
expectations.

Language differences may be used as a reason not to serve people of color. Natural helping
systems are not acknowledged or may be used as an excuse to not serve a population on the basis
that they “take care of their own.” Employment practice may comply with law but no attempt
is made to attract people of color into the helping or administrative workforce. People of color
who do get hired tend to stay unless they are very assimilated in the dominant soc. They usually
find themselves and their cultural group stereotyped, they receive lower pay than dominant culture
persons, and they find few opportunities to advance.

Administrative Level

Agency plans regarding people of color are virtually non-existent. Minority cultures are regarded
as not amenable to change and unworthy of resources being allocated toward their needs.
Diversity may be regarded as a problem. Knowledge about cultures is stereotypical at best. No
capacity for self-assessment exists or is desired.
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Persons of color are usually not regarded as appropriate for serving as or advising administrators.
Organizations may not actively restrict their access to such roles but they also do nothing to make
it possible. Administrators mandate services that respond directly to the needs of the dominant
population, discourage outreach, and tend to blame minority community when they do not use the
agency’s services.

Language differences may be used as a reason not to serve people of color. Natural helping
systems are not acknowledged or may be used as an excuse to not serve a population on the basis
that they “take care of their own.” Employment practices comply with law but no attempt is
made to attract people of color into the helping or administrative workforce. People of color who
do get hired tend not to stay unless they are very assimilated in the dominant society. They
usually find themselves and their cultural group stereotyped, they receive lower pay than dominant
culture persons and they find few opportunities to advance.

Service Provider Level

Providers view people of color as not amenable to treatment and avoid providing services when
possible. When services are provided, differential treatment is the norm. Outcome expectations

are often lower.

Providers have few if any cross-cultural skills and tend to deny that cultural issues are important
to treatment. People of color may be regarded as problems rather than clients and the primary
services rendered is referral. Knowledge about cultures is not seen as relevant to the provider and
training on the subject is resisted. Providers may use mainstream theory base to justify biases and
as confirmation of negative attitudes about minority groups. Providers may have unrealistic fears
of clients of color.

Clients who do not speak English are often not considered as part of the service population.

Community Level

Communities of color do not attempt to access these agencies, and often actively avoid contact.
Oral history labels theses services as threats to family integrity. Community may learn to
manipulate the organization to get basic needs met. Communities rely on their own natural
helpers even when these resources are strained.

Communities assess their own needs in order to advocate for access to rights and services. Race
relations may be difficult, with periodic negative interactions. Line of community are not open.
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CULTURAL BLINDNESS

Policy Level

The culturally blind organization often has policies that declare that the agency does not
discriminate on the basis of race. Unwritten policy tends to be that every person should be treated
equally. It is assumed that if the agency ignores culture or race and provides the same service to
all clients that they will meets needs equally. Culture is not a matter of consideration in planning.
Needs of minorities are not systematically studied. Cultures apart from the mainstream may be
viewed stereotypically. Equality is valued but diversity may be denied. Self-assessment regarding
cultural issues is not usually considered as necessary.

Persons of minority cultures may find their way into governing bodies or advisory groups but are
often treated as token members. They find most reinforcement when they assimilate to the norms
of the dominant society and may find themselves labeled if they raise concerns about cultural
issues. Policy makers often mandate that services should be equally provided and are careful not
to discriminate. Knowledge about cultures is not usually sought and no mechanism exists for its
retention.

Language differences are seen as a problem to be solved through referral and or volunteer
interpreters. The work of natural helpers may be accepted but “clinical” knowledge is regarded
as superior. Employment practices are equal opportunity (making sure everyone has a chance)
or affirmative action (taking steps to enhance access). Resistance against hiring policies from
agency personnel are often the norm. Turnover rates are high for people of color and their
performance is frequently rated as poor.

Administrative Level

The culturally blind organization has procedures that avoid discrimination on the basis of race.
Unwritten procedures tend to assure that every person is treated equally. It is assumed that if the
agency ignores culture or race and provides the same service to all clients that they will meet
needs equally. Culture is not usually a matter of consideration in planning. Needs of minorities
are not systematically studied. Cultures apart from the mainstream may be viewed stereotypically.
Equality is valued but diversity may be denied. Self-assessment regarding cultural issues is not
usually considered as necessary.

Persons of minority cultures may find their way into administrative positions but are often treated
as token members. They find most reinforcement when they assimilate to the norms of the
dominant society and may find themselves labeled if they raise concerns about cultural issues.
Knowledge about culture is not usually sought and no mechanism exists for its retention.

Language differences are seen as a problem to be solved through referral and or volunteer
interpreters. The work of natural helpers may be accepted but “clinical” knowledge is regarded
as superior. Employment practices are equal opportunity (making sure everyone has a chance)

BEST COPY Av,
71 AILABLE



or affirmative action (taking steps to enhance access). Resistance against hiring policies from
agency personnel are often the norm. Turnover rates are high for people of color and their
performance is frequently rated as poor.

CULTURAL PRE-COMPETENCE

Policy Level

Policy of these agencies begins to show the valuing of diversity. Policies may facilitate outreach,
demonstration projects and/or cultural sensitivity training. Policies may mandate specific
responses to specific needs of a cultural group. Policy makers realize that the organization’s
capacity to serve people of color needs to be enhanced. Efforts to enhance services are not
guided, however, by a plan. Resources within communities of color go untapped due to lack of
lines of communication. Policy makers or governing bodies may be not trust that communities
of color have the capacity to guide them. Self-assessment has begun but often lacks a systematic
approach.

Persons of minority cultures are encouraged to serve on advisory and or governing bodies. No
plan guides this effort, however. Policy makers may mandate cultural sensitivity or awareness
but often without service structure adaptions. Language differences are viewed as a management
issue. Bilingual staff or contract interpreters may be recruited. Natural helpers play a role in
developing sensitivity and awareness but are not seen as full partners in the helping process.
Employment practices remain Very much the same but agencies begin to look for bilingual,
bicultural staff persons. Knowledge about cultures is desired but no seen as very accessible.

Administrative Level

The infrastructure of these agencies begin to show valuing of diversity. Procedures may facilitate
outreach, demonstration projects, and or cultural sensitivity training. Procedures may mandate
specific responses to specific needs of a cultural group. Administrators realize that the
organization’s capacity to serve people of color needs to be enhanced. Efforts to enhance services
are not guided by a plan, however. Resources within communities of color go untapped due to
lack of lines of communication. Administrators may not trust that communities of color have the
capacity to guide them. Self-assessment has begun but often lacks a systematic approach.

Persons of minority cultures are encouraged to serve as consultants. Administrators may mandate
cultural sensitivity or awareness training but often without service structure adaptations.
Language differences are viewed as a management issue. Bilingual staff or contract interpreters
may be recruited. Natural helpers play a role in developing sensitivity and awareness but are not
seen a full partners in the helping process. Employment practices remain very much the same but
agencies begin to look for bilingual bicultural staff persons. Knowledge about cultures is desired
but not seen as very accessible.

ERIC 72 BEST COPY AVAILABL o

IToxt Provided by ERI



Service Provider Level

The direct service provider has beginning awareness that culture makes a difference. The worker
at this point on the continuum is uncomfortable with lack of success for clients of color. They
desire to do a better job but are unsure of how to proceed. Providers may attend cultural
awareness or cultural sensitivity trainings. They begin to experiment with new helping
approaches. Providers may become over identified with communities of color at this stage and
adopt dress, mannerisms or slang. Others may use new (but limited) knowledge to form new
stereotypes about people of color. A process of self examination begins to contribute to
professional growth and an expanded knowledge of the persons own culture. Providers begin to
ask the role of culture in all human behavior.

Community Level

Communities respond to these agencies with optimistic caution. Tension may grow as people of
color are invited to advise and inform the organization but can become productive if managed
well. Lines of communication may become blurred and organization may become embroiled in
conflicts about who speaks for a specific community or about with culture diversity. Community
are usually willing to keep communicating as long as progress is being made.

CULTURAL COMPETENCE

Policy Level

Policies express a valuing of diversity. Cultural differences are acknowledged and accepted as
important to service delivery effectiveness. Empowerment of people of color is embraced. All
cultures are seen as viable with the capacity to generate effective solutions for human problems.

Persons of color are an integral part of the governing, policy making process. A plan for
obtaining and keeping a diverse policy making body is written and communicated well to the
community. Policy makers mandate culturally competent service delivery and adjust service
delivery to be responsive to diverse needs. Information about people of color and their needs is
accessible and systematically included in planning. Language differences are managed via
institutionalized capacity. Natural helpers may be regarded as consultants or as liaisons with
communities of color. Employment practices include job description requiring the capacity to
work effectively cross-culturally and performance evaluations review this capacity.
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Administrative Level

Procedures, facility and management €Xpress a valuing of diversity. Cultural differences are
acknowledged and accepted as important to service delivery effectiveness. Empowerment of
people of color is embraced. All cultures are seen as viable, with the capacity to generate
effective solutions for human problems.

Persons of color are an integral part of the administrative team. A plan for obtaining and keeping
a diverse management team is written down. Administrators assure, to the extent possible,
culturally competent service delivery and adjust service delivery to be responsive to diverse needs.
Information about people of color and their needs is accessible or institutionalized and
systematically included in planning. Language differences are managed via an institutionalized
capacity. Natural helpers may be regarded as consultants or as liaisons with communities of
color. Employment practices include job description requiring the capacity to work effectively
cross-culturally and performance review this capacity.

Service Provider Level

The service provider is aware of and accepting of cultural differences. Cultures are seen from a
more balanced view of having both strengths and weaknesses. Awareness of the cultural values
and norms that shape the providers professional practice is understood. Personal history regarding
feeling about difference or various cultural groups is under continual review. Steps toward
personal and professional growth are taken.

Cultural knowledge is added routinely and avenues to information are used as needed. Knowledge
about unique issues of mental health and service delivery is secured. Consultation with natural
helpers and/or professionals of color are an integral part of practice. The provider uses a variety
of cross-cultural practice skills, such as cross-cultural interviewing techniques, as standard parts
of their practice. Interventions are designed to meet the need as defined by the client.

Community Level

Communities of color develop a sense of ownership of agencies they have a key role in leading.
Community leaders become advocates for the programs of the agency. Information about the
community is provided to the organization freely and planning suggestions may include joint
ventures, community development or other empowering activity. Process becomes as important
as outcome and the dynamics of difference are understood and managed.
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CULTURAL PROFICIENCY

Policy Making Level

Policy makers regard culture highly and view the agency as a vehicle for community
empowerment. Policies promote diversity as a desirable context for services and community life.
Each culture is regarded as having unique qualities to offer the whole society.

Persons of minority cultures share policy making roles. Policy makers mandate that the
organization test the boundaries of possible service approaches, including use of natural helpers.
Language is used as a means to enhance understanding of the world. Employment practices
promote leadership by searching out talent for cross-cultural practices and fostering it.

Administrative Level

Administrators regard culture highly and view the agency as a vehicle for community
empowerment. Procedures and facilities promote diversity as a desirable contest for service and
community life. Each culture is regarded as having unique qualities to offer the whole society.

Persons of minority cultures share administrative roles. Administrators test the boundaries of
possible service approachers, including use of natural helpers. Employment practices promote
leadership by searching out talent for cross-cultural practice and fostering it.

Service Provider Level

The provider assists in the development and testing of new practice techniques. They serve as
teachers, mentors or advocates for cross-cultural practice. Work with natural helpers is standards
and health and healing are defined by the client population. The service provider uses advanced
skills and may consult with other agencies on cross-cultural issues. Diversity is promoted as a
desirable social environment. Race relations are influenced positively through active efforts. The
practitioner may contribute to the field through writing, publishing or supervising.

Community Level
Communities of color contribute new understanding of human behavior and helping approaches.
Communities participate in program design, testing and evaluation. New approaches to problem

resolution are generated and adopted by the mainstream agency. New means of enhancing
intercultural relations are introduced. New knowledge is contributed to the field.
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GUIDELINES FOR MEASURING CULTURAL COMPETENCE IN APPLICATION
AND CONTRACT REVIEWS AND PROGRAM MANAGEMENT OF CURRENTLY
FUNDED PROGRAMS

PREAMBLE

Recognizing that there are not specific parameters along which program staff can follow to
measure the cultural criteria of a program, the following guidelines are proposed.

Cultural competence refers to a set of congruent behaviors, languages, belief systems, attitudes,
and polices that reflect the capacity and capability of an individual, agency, or services system to
respond appropriately and effectively to the cultural history, norms, values, and needs of targeted
populations and communities in the conduct of prevention activities. The targeted population may
include any group that has an established set of norms, values, beliefs, and practices that define
the identity of that group.

The cultural competence guidelines are intended to stimulate an interactive and ongoing process
of developing and continuing to maintain the capacity for addressing the cultural issues within a
community from a prevention perspective. They attempt to objectively assess the cultural
competence of an individual, agency, or service system along a continuum of overall cultural
adequacy thus avoiding the tendency to view cultural competence as an absolute and finite
measurement.

GUIDELINES

1. Is there a track record and recent history of programmatic involvement with the cultural
target population or community to be addressed in the grant application? What have been
the experiences of the applicant organization or individuals?

2. Have the staff of the program received clear and specific training in the cultural pattern
of the community proposed for services? Is there clear evidence that the staff have been
effective in providing services within that community? Are there staff members proposed
for the project for leadership and direct service roles due to their personal membership,
training, or experience in the cultural community? Are designated staff ready and
prepared to train and translate community cultural patterns to the remaining staff?

3. Are there working mechanisms in place for members of the cultural group to be served to
influence the pattern of planned interventions? Is there an advisory council or
organizational board of directors of the organization (with legitimate and working
agreements) for decision-making to affect the course and direction of the proposed
program? Are sufficient members of the cultural group represented on the advisory
council and organizational board of directors?
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Is there evidence that the cultural community at large, not just a token few, has had a
significant role in the development of the proposed project? Is there evidence that the
needs of the community have been assessed, and alternative strategies proposed and
considered to address the defined issues of concern? Is there evidence that there has been
opportunity for contributions or changes to be made to the policies and procedures as a
result of community meetings?

If multi-linguistic competency is important in the cultural community to be served, does
the organization to provide services have this resource among its staff (proposed
professional and non-professional) sufficient at all levels of service delivery or the
proposed program? Are there plans for obtaining such resources?

If curricula, media materials, PSA’s training guides, and other materials are to be
employed in the planned program, is there adequate pre-testing to insure that these
materials are culturally appropriate or will be made culturally consistent with the
community to be served (using community representatives as one method of validation of
cultural appropriateness)?

Have the evaluation instruments for the project been developed for the culturally specific
group or groups targeted for interventions and subsequent assessment? If the instruments
have been imported from another project using a different cultural group, has there been
an adequate evaluation and/or revision of the instruments so the instruments are now
demonstrably culturally specific to the target group(s) planned? Are evaluators sensitized
to the culture the program is serving?

Are there other objective indicators in the proposal of cultural competence? Does the
agency have a history of projects that include the cultural community proposed for service?
Is there a presence of a narrative description in the proposal to assure staff cultural
competence by experience or training or membership with the group proposed for
prevention services? Is there evidence the organization includes the community in its
planning, program development and post service assessments with services given to the
community and from within the community? Is there objective evidence in the application
that the applicant is knowledgeable of cultural aspects of the community that will be
important to the success or failure of the prevention effort?
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WASHINGTON STATE DEPARTMENT OF HEALTH
CULTURAL COMPETENCY CHECKLIST TO ACCOMPANY GRANT PROPOSALS

Purpose: In writing grants, applicants are asked to describe how their services are culturally
competent. Often the responses are very limited, perhaps mentioning the availability of
translated materials and the addition of a bilingual outreach worker. Although applicant
agencies intend to provide culturally competent services, they are often unaware of what that
means.

This checklist does not replace a thorough agency self-assessment, rather it is a way for an
agency to begin asking questions on what it means to be culturally competent. The checklist
was developed from the self-assessment resources listed below.

1. The agency collects and analyzes culturally specific data.

2. The agency conducts needs assessments involving members of the cultural communities
served, including the use of focus groups to develop and evaluate programs and
services.

3. The agency has a clear process for evaluating the short and long term impact of its

programs and policies on culturally diverse clients and communities.

4. The agency consults with organizations or individuals who represent cultural groups
in the community served before finalizing programs and policies that may have a
cultural impact.

5. The agency considers cultural factors such as language, race, ethnicity, customs,
family structure, and community dynamics in developing its policies and services.

6. Administrators and board of directors include all levels of staff, including
paraprofessionals, in the decision-making process, to the maximum extent possible.

7. The agency provides all staff, including managers, with cultural competency training.
8. Agency actively recruits a diverse work force.
0. Job descriptions and performance evaluations include an employee’s understanding of

and sensitivity to serving diverse populations.

10.  The agency staffing includes managers and key administrators from diverse cultural
backgrounds.

79

87



11.

12.

13.

Agency staff includes natural healers or other non-credentialed cultural group
members.

The agency makes available bilingual services when needed.

Agency staff develop case plans and conduct client assessments in a manner that is
culturally specific and involves the client.

Self-Assessment Resources

Cultural Competence Self-Assessment Instrument, Child Welfare League of America,
440 First Street, N.W., Suite 310, Washington, D.C. 20001-2085, (202) 638-2952.
Publication ISBN #0-87868-506-5

Cultural Competence Self-Assessment Questionnaire, James L. Mason, The Portland
Research and Training Center on Family Support and Children’s Mental Health,

Graduate School of Social Work, Portland State University, P.O. Box 751, Portland,
Oregon 97207

Project Turning Point, The Children’s Alliance, 172 20th Avenue, Seattle, Washington
98122, (206) 325-6291.

Cultural Competency Checklist, Institute for Child Health Policy, University of

Florida, and the National MCH Resource Center on Cultural Competency, 1100 West
49th Street, Austin, Texas 78756. Contact: Don Lawson, (512) 458-7658.
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Service Delivery Assessment

Please mark the appropriate box that best represents your organization’s service delivery

Yes

2

1. Do you provide interpreter services for your clients?

2. Do you provide culturally specific, translated material for your clients?
3. Do you provide special outreach programs for cultural groups?

4. Do you provide any type of transportation for your clients?

5. Do you provide access, other than regular 8 to 5 working hours?

6. Do you market health prevention messages to cultural groups?

7. Are people from cultural groups depicted in poster and brochures?

8. Do staff members belong to the same cultural group they serve?

O OO 0o oo oo d
O O 0O 0o oo oo d

9. Does staff have close ties with the community they serve?
10. Does staff know the culture and health status of the cultural groups

they serve?
11. Is staff accepted by the cultural groups they serve?
12. Is there in-service training on cultural diversity for staff?
13. Is there in-service training on cultural health barriers for staff?

14. Has staff been trained to work cross-culturally?

O oo oo ad
O O o o o ad

15. Are culturally aware staff members placed in agency points of entry?

16. Do you accept and make referrals to and from cultural specific

alternatives? o 0O
17. Do you use culture specific assessment tools for diagnosis and treatment? o o
18. Do service/management plans integrate the individual’s traditional

beliefs and practices? o 0O
19. Do you use culture specific treatment approaches? o 0ad

Developed by the National MCH Resource Center on Cultural Competency in collaboration with the Washington State Department
Q"’ Health in January, 1995. ’
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TRAINING NEEDS ASSESSMENT FORM

Please check the appropriate areas that would be beneficial to you and your staff:

1.  Needs Assessment of Staff Training in Cultural Competency

Assessment of organizational structure for cultural competency

How to incorporate cultural competency assessment into Title V block
grant needs assessment

Assessment of identified staff - organizational, contractual, local health
department, and/or private provider

2. Policy, Procedures, and Committee Structures

How to assess your policy and procedures as they relate to cultural
competency

How to incorporate cultural competency principles into policy and
procedures

How to include diverse cultures in organizational structures for
planning and evaluating services at state and local levels

3. Staff Training

Resource identification
Develop local resources

Relating organizational/staff training to the cultural competency

4. Demonstration Site for Cultural Competency Programs

Provision of delivery models for culturally competent Services

Coordinating existing models of cultural competency within states

Developed by the National MCH Resource Center on Cultural Competency for Children with Special Health
Q Tre Needs
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STAFFING ASSESSMENT

Demographics*
What is the composition of your agency/program staff?

Number of Asian/Pacific Islanders
Number of Blacks

Number of Hispanics/Latinos
Number of Native Americans
Number of Whites

Others

TOTAL

T

What is the racial composition of staff in the following job categories?

Number of administrative % minority
Number of professionals % minority
Number of support staff % minority
Hiring/Promotion
Does your agency advertise job postings in minority media
such as Black/Hispanic newspapers? OYes O No
Does your agency hire bilingual staff? OYes 0O No
Does your agency offer special developmental training
to minority employees? OYes 0O No
Does your agency offer any mentoring programs for
minority employees? OYes 0O No
Does your agency have a career ladder for minorities? OYes 0O No
Inclusion

Does your agency have minority representation on...

Executive committees O None O Some O Many
Policy/decision making committees O None O Some O Many
Health care/prevention planning committees [ None O Some O Many

* State agencies can obtain much of this information from Equal Employment Opportunity form #4.

Q
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CULTURAL COMPETENCE ASSESSMENT FOR
(Title of Organization or Work Center)

The following questions are being asked for research purposes only and will not be used to identify you.
Please circle the appropriate number or fill in where requested.

Demographic Information for Administration and Staff

A. Sex: 1. Female 2. Male

B. Race/Ethnic Origin:

1. Asian/Pacific Islander 4. Hispanic or Latin American
2. Black/African American 5. Native American / American Indian
3. Caucasian 6. Other (please specify)
C. Age: 1.18-21 2.22-35 3. 3645
4. 46-55 5. 56-65 6. over 65

D. Marital Status:
1. Married or marriage-like living arrangement 4. Separated

2. Single 5. Widowed
3. Divorced

E. Highest level of education:

1. Some high school or less 5. College degree
2. High school diploma or GED 6. Some graduate school
3. Business or trade school 7. Graduate degree
4. Some college
F. Your position: Administration
Staff
Clerical
Custodial
Dietary

How long have you held this position?
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Personal Involvement

G.

Do you attend cultural, ritual, or ceremonial functions sponsored or presented by specific
cultural groups?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you interact with people of various cultures within your service area?
1. Not at all 2.. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cuitural group:

Do you consider these interactions: 1. Professional 2. Social 3. Both

If you speak any language other than English, please list.

1. 2. 3.

Do you purchase any goods or services from businessmen or businesswomen of various
cultures?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do any of your recreational or leisure pursuits occur within communities of various cultures?
1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you feel unsafe in communities of various cultures?
1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Describe how your personal involvement with groups from various cultures has impacted your
work.
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Staffing

The following questions are being asked for research purposes only and will not be used to identify you.
Please circle the appropriate number or fill in where requested.

1. Are there people of different cultures on the staff? yes no
2. Is training provided that helps the staff work with people of different cultures?
yes no
3. Are people of different cultures actively recruited for staff positions?
yes no
4. Does staff routinely discuss issues and concerns relating to working with people of various
cultures? yes no
5. Does administration routinely discuss their comforts and discomforts of working with
consumers and professionals of different cultures? yes no
6. Is there ethnic group representation on your:
- board of directors  yes no . If yes, what percentage
- professional/community consultants yes no
- policy-making bodies yes no
7. Are translators and interpreters hired to help communication with the various cultures being
served? yes no
8. Are there policies and procedures that promote cultural competency?
yes no
9. From your perspective, what improvements could be made in staffing and/or staff training

to facilitate working with various cultural groups?
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Organizational Policies and Procedures

The following questions are being asked for research purposes only and will not be used to identify
you. Please circle the appropriate number or fill in where requested.

1. In general, how well are policies communicated to service providers from administration?
1. Notatall 2. Barely 3. Fairly Well 4. Very Well
2. Is information on the ethnicity or culture of patients specifically recorded in TCID's

management information system?

yes no don't know

3. Are you aware of any existing policies or procedures that reflects the provision of
culturally competent care? yes no . If answered yes, please
specify:
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CULTURAL COMPETENCE ASSESSMENT FOR
(Title of Organization or Work Center)

The following questions are being asked for research purposes only and will not be used to
identify you. Please circle/check the appropriate number or fill in where requested.

Demographic Information for Patients

A. Sex: 1. Female 2. Male

B. Race/Ethnic Origin:

1. Asian/Pacific Islander 4. Hispanic or Latin American
2. Black/African American 5. Native American / American Indian
3. Caucasian 6. Other (please specify)
C. Age: 1. 18-21 2. 22-35 3. 3645
4. 46-55 5. 56-65 6. over 65

D. Marital Status:
1. Married or marriage-like living arrangement 4. Separated

2. Single 5. Widowed
3. Divorced

E. Highest level of education:

1. Some high school or less 5. College degree

2. High school diploma or GED 6. Some graduate school
3. Business or trade school 7. Graduate degree

4. Some college

F. Before being admitted to the hospital, where did you live?
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Personal Involvement

G.

Do you attend cultural, ritual, or ceremonial functions sponsored or presented by
specific cultural groups?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you interact with people of various cultures within your service area?
1. Not at all 2.. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you consider these interactions: 1. Professional 2. Social 3. Both

If you speak any language other than English, please list.

1. 2. 3.

Do you purchase any goods or services from businessmen or businesswomen of
various cultures?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do any of your recreational or leisure pursuits occur within communities of various
cultures?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you feel unsafe in communities of various cultures?
1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:
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YOUR EXPERIENCE:

M.

Upon arrival, did you and your family members feel welcome?

yes no don't Know

If you answered yes, please state what made you feel welcome.

During your admission, were there:

sufficient seats in the waiting area to accommodate you and your accompanying family
members; yes no

staff members to greet and appropriately assist you; yes no

members of the staff that belong to the same race/ethnic group as you? yes no

Were the forms you had to complete easy to understand? yes no

If you answered no to the above question, was there help available if the forms were
difficult to understand. yes no

The forms that you needed to complete were written in a language that you understood?
yes no

If you answered no, were there translators or interpreters to assist you? yes no

Did you have difficulties finding your way around? yes no

If you answered yes, please state the difficulties:

Did you notice whether or not there were signs that provided directions to various places?
yes no

If you answered yes, were the signs written in a language that you understood?
yes no
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Did you find reading materials in the offices and waiting rooms that reflected some aspect
of your culture? yes no

If you are not on a special diet because of your illness, did you find the menu to include
food from your culture? yes no

Were you addressed or talked to in a manner that was acceptable to you?
yes no

Were you asked by any staff member how you would like to be addressed?
yes no

Were you ever asked by any staff member if you had spiritual or religious practices that
needed to be included in your treatment? yes no

Were you asked by any staff member about your beliefs and practices concerning your
health care? yes no

If you answered yes to the above, were your beliefs and practices incorporated into your
treatment plan.yes no

Do you believe that the staff included your culture, beliefs, and living practices into the
treatment that you are now receiving? yes no

If you answered no to the above, please state what you feel the staff could have done to
include your culture, beliefs, and living practices into your treatment plan.
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CULTURAL COMPETENCE ASSESSMENT FOR
(Title of Organization or Work Center)

The following questions are being asked for research purposes only and will not be used to identify you.
Please circle/check the appropriate number or fill in where requested.

Demographic Information for Observers

A. Sex: 1. Female 2. Male

B. Race/Ethnic Origin:

1. Asian/Pacific Islander 4. Hispanic or Latin American
2. Black/African American 5. Native American / American Indian
3. Caucasian 6. Other (please specify)
C. Age: 1.18-21 2.22-35 3. 3645
4. 46-55 5. 56-65 6. over 65

D. Marital Status:
1. Married or marriage-like living arrangement 4. Separated

2. Single 5. Widowed
3. Divorced

E. Highest level of education:

1. Some high school or less 5. College degree

2. High school diploma or GED 6. Some graduate school
3. Business or trade school 7. Graduate degree

4. Some college

F. Occupation :
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Personal Involvement

G.

Do you attend cultural, ritual, or ceremonial functions sponsored or presented by specific
cultural groups?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you interact with people of various cultures within your service area?
1. Not at all 2.. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you consider these interactions: 1. Professional 2. Social 3. Both

If you speak any language other than English, please list.

1. 2. 3.

Do you purchase any goods or services from businessmen or businesswomen of various
cultures?

1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do any of your recreational or leisure pursuits occur within communities of various cultures?
1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Do you feel unsafe in communities of various cultures?
1. Not at all 2. Seldom 3. Sometimes 4. Often

If you circled 2, 3, or 4, please specify cultural group:

Describe how your personal involvement with groups from various cultures has impacted your
work.
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Survey

1.

Did you feel welcome by the staff/management of this clinic? yes no
Were the staff members you had contact with friendly and open? yes no
Did the staff include people of various cultures?  yes no

If you answered yes, 1) what cultures

2) types of positions held (if known)

Did the pictures on the walls represent people of various cultures? yes no

If you answered yes, what cultures

Was the reading material available in waiting rooms and offices sensitive to/representative of
various cultures? yes no

If you answered yes, what cultures

Was the reading material available written in languages other than English? yes __  no
If you answered "yes", was most of this material in English?  yes no
Were there signs written in languages other than English? yes no

If you answered "yes", were there enough signs for patients who do not speak English to find
their way around the hospital? yes no

Were the forms given to the patients written only in English?  yes no

If you answered "yes", were forms written in languages other than English easily available?
yes no

Were the religious needs of various cultures met? yes no

Did you observe any menus that were appropriate for the needs of various cultures?
yes no
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CULTURAL COMPETENCY & DIVERSITY
TRAINING AND ASSESSMENT CONSULTANTS

ARIZONA

Frank Dukepoo

National Center on Parent-Directed Family

Resource Center

1625 North Prairie Way

Flagstaff, Arizona 86043
§520-523-7227 Fax 520-523-7500

CALIFORNIA

Florene Poyadue

Parents Helping Parents

3041 Olcott Street

Santa Clara, California 95054-3222
408-727-5775 Fax 408-727-0182

Dorothy Yonemitsu

Southeast Asian Developmental
Disabilities Prevention Program

San Diego Imperial Counties
Developmental Services, Inc.

4355 Ruffin Road, Suite 205

San Diego, California 92123

619- 235-4270 Fax 619-235-9002

Eleanor W. Lynch, Ph.D.

Department of Special Education

San Diego State University

San Diego, California 92182
619-594-6630 Fax 619-594-6628

Linda Compton

Stir Fry Seminars & Training

470 Third Street

Oakland, California 94607

1-800- 370 STIR  510-419-3830
Fax 510-419-3934

DISTRICT OF COLUMBIA

Leticia Patino

Bazelon Mental Health Law

1101 Fifteenth Street NW, Suite 1212
Washington, D.C. 20005-5002

) )
Y 02-467- -223-
,E RIC 02-467-5730 Fax 202-223-0409

IToxt Provided by ERIC

DISTRICT OF COLUMBIA

Ms. Rohini Anand, Training Director
National MultiCultural Institute
Training and Consulting Services
3000 Connecticut Avenue, NW, #438
Washington, DC 20008-2556
202-483-0700 Fax 202-483-5233

Mareasa Isaacs Shockley, Ph.D.
Human Service Collaborative
2262 Hall Place, NW, #204
Washington, DC 20007
609-455-4899 & 202-333-1893
Fax 202-333-8217

Mende! Denise Service
1831 Gallaudet Street, N.W. #1
Washington, D.C. 20002

GEORGIA

Justine Strickland

RAP Coordinator

Chapel Hill Training-Outreach Project
1618 Clark Lake Drive

Acworth, Georgia 30102
770-421-8306 Fax 770-421-8301

Melanie Miller

21st Century Consulting, Inc.

152 Cityline Ave., NE

Atlanta, Georgia 30308-2440
404-888-9246 Fax 404-881-9571

HAWAII

East-West Center

Institute of Culture and Communication
1777 East-West Road

Honolulu, Hawaii 96848
808-944-7666

B BEST copy AVAILABI ¢
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MARYLAND

Claudette Renee Yanssaneh
Technical Director

Macro International, Inc.

11785 Beltsville Drive

Calverton, Maryland 20705-3119
301-5672-0200 Fax 301-572-0999

Carmen L. Vazquez

The Paradigm Group

404 New Mark Esplanade

Rockviiie, Maryiand 20852
301-424-3675 Fax 301-424-2664

MASSACHUSSETTS

Andrea Ayvazian

Communitas, Inc.

245 main Street

Northhampton, Massachusetts 01060
413-586-3088 Fax 413-585-0688

Gloria Johnson-Powell, M.D., Director
Partnerships in Prevention

Professor of Psychiatry

Judge Baker's Children's Center

295 Longwood Avenue

Boston, Massachussetts 02115
617-232-8390 Fax 617-232-8399

MICHIGAN

Guadalupe Lara

Children’s Hospital of Michigan

3901 Beaubien Blvd.

Detroit, Michigan 48201-2196
313-745-5281 Fax 313-993-7106
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OREGON HEALTH DIVISION
February, 1994

GOALS OF THE DIVERSITY DEVELOPMENT TASKFORCE

The taskforce will (1) assess the organization’s culture and develop initiatives for creating organization
cultural change, (2) establish diversity competencies and develop a training program to assist
employees in achieving those competencies, and (3) review and make recommendations on policy and
procedural changes.

Goal 1:  Assess the organization’s culture and develop initiatives for creating organization cultural
change.

a. The taskforce will review organizational cultural auditing tools and select one to be
used or modified for use to assess the organizational culture of the division.

b. The taskforce will conduct a cultural audit of the division and will analyze the audit
results.

c. Based on the audit assessment, the taskforce will develop and initiate a plan including
goals, objectives, and timelines to Create an organization which is more diverse and
inclusive in its organization’s cultural values, standards, and norms.

Goal 2:  As part of its plan, the taskforce will establish diversity competencies (skills, knowledge,
experience, and perspective) and develop a training program to assist employees in
achieving those competencies.

a. The taskforce will become familiar with the issues of diversity development through a
review of the current literature and by attending informational presentations scheduled
for the purpose.

b. Based on the information acquired, the taskforce will develop a list of diversity
competencies.

c. The taskforce will design and initiate a training program including priorities, timelines,
and outcome measures to assist employees in achieving those competencies.

Goal 3: A component of the plan will be the review of agency policies and procedures to ensure
that they do not pose a barrier to diversity development.

a. The taskforce will develop a set of criteria to be used to review agency policies and
procedures from a diversity development perspective.

b. Using the criteria, the taskforce will review agency personnel policies and procedures.

c. Based on the review, the taskforce will make recommendations for specific policy and
procedural changes and will establish protocols for review of other agency policies and
o . procedures.
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DIVERSITY DEVELOPMENT TASKFORCE
OREGON HEALTH DIVISION

Membership Application Interview Questions

Each applicant will be interviewed and asked to respond to the following questions:

1.

7.

What skills, knowledge, information, resources, experiences, and perspectives would you bring
to the taskforce?

What is (are) your culture(s) of origin?

Please provide information you are comfortable in sharing about your cultural attributes:
birthplace, region where reared, age, gender, religious preference, length of service - Health
division/state, sexual orientation, socioeconomic status - family of origin/current,

physical/mental status, education level, and any other cultural attributes you think relevant.

List any cultural group(s) with which you have an informal or formal affiliation (e.g. Masons,
Elks, Girl/Boy Scouts, and ethnically based group, a religious or spiritually based group, etc.).

Which cultural group(s) would you feel comfortable in representing on the taskforce ( e.g.
single parents, an ethnic group, babyboomers, working class, a gender group, etc.)?

What cultural attribute(s) do you have that, if understood by your co-workers, would improve
your working relationships with them?

Is there anything you would like to add?

The interview should take between 15 and 30 minutes. The information provided by the interview,
combined with the data sheet and matrix, will be used to select members for the taskforce.
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CULTURAL COMPETENCE COMMITTEE
REPORT TO FAMILY AND CHILDREN HEALTH SERVICES (F&CHS)
PROGRAM MANAGERS
Colorado Department of Health

Proposed Missions Statement:
A mission of the F&CHS Division is to develop the cultural competence of our staff and of the
programs we administer and/or support.

Value Statement of the F&CHS Division:
Our division will work toward valuing cultural differences and similarities, without assigning
values, in order to apply this sensitivity in planning, implementing, and evaluating services
which effectively meet the needs of our diverse clients.

Proposed Actions To Be Taken:

a. Provide cultural awareness/cultural sensitivity training for balance of F&CHS staff.
b. Establish 2 mechanism to increase communication skills among staff.
c. Develop or adopt an assessment tool to assess cultural competency and identify areas

of unmet need of the programs we administer and/or support.

d. Survey local providers and constituencies regarding identified areas of need.
Recognizing that courtesy, fear, and other factors may inhibit candid expression of
client satisfaction with services, develop culturally appropriate means of making this

assessment.

e. Establish a mechanism for assuring reasonable capacity to calls in languages other than
English.

f. Establish a mechanism for providing on-going training in cultural competency issues -

for management staff as well as health service providers.

g. Establish a mechanism for providing high-quality translation of written materials,
including health education materials.

h. Develop mechanisms to encourage increased representation of minorities at all levels -
advisory boards, division staffing, local program staffing.

i. Identify and address issues of discrimination and prejudice at all levels.
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Role of Cultural Competence Committee:
The role of the Cultural Competence Committee is to facilitate the development of the cultural
competence of our division staff and of the programs administered and/or supported by
F&CHS.

Proposed Activities:

a. Serve as an information clearinghouse through maintaining a library and preparing a
newsletter (semimonthly?)

* training resources

* training materials

* articles

* program initiatives

* best practices

* public and in-house display (“Wall of Pride™)
b. Facilitate Ad Hoc sub-committees

* assessment (tools, policy)

* interpretation/translation (policies, resources)

* hiring/recruiting (policies, initiatives)
c. Provide structure for on-going, in-house training

* identify training needs
* identify internal and external training resources
* organize training sessions
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Community and Family Health
Multicultural Workgroup

’

MISSION STATEMENT

The mission of the Community and Family Health Multicultural Workgroup is to promote
a respectful and inclusive atmosphere where all employees are encouraged to do effective
work in assuring optimal health for communities, families, and individuals in the state of
Washington.

This two-fold aspect of the workgroup’s mission is achieved through the following steps:
1. Promote a respectful and inclusive work atmosphere by:

a. Developing an awareness and understanding of individual differences
among employees;

b. Developing an appreciation of these differences;

c. Developing acceptance and respect among employees as we work
together to achieve our goals.

2. Assure optimal health for communities, families, and individuals by:
a. Promoting an atmosphere within the agency that encourages employees
to recognize the individual differences and needs of all its clients;
b. Meeting the needs of clients with different health beliefs and norms;

c. Creating a system that will allow for creative and flexible solutions to
meet these health needs.

Washington State Department of Health, Community and Family Health - Mission Statement, Version 3, August 1994
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Guidelines for
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FACT SHEET:

WORKING WITH AN INTERPRETER

The expression "dynamics of difference" has
been coined to illustrate the interaction
between a system belonging to one culture
and a population from another. Since both the
agency and the client bring a different set of
experiences to the interaction, they may also
bring culturally-prescribed stereotypes of
underlying feelings about serving or being
served by someone who is "different”.
(Denboba 2)

Without an understanding of cross-cultural
dynamics, misinterpretation and misjudgment
may happen. This misunderstanding occurs
on both sides, and is generally rooted in
cultural differences.

One way to bridge the cultural and language
gap is to use the services of an interpreter. An
interpreter is a professional who not only
speaks the language of the client and provider,
but is also thoroughly familiar with both
cultures and well trained in cross-cultural
issues. Ideally, he or she should have a
background in the health care field, as well as
have good interpersonal skills. The interpreter
will thus be able to convey the messages and
avoid misunderstandings not only in what
pertains to language, but also to nonverbal
communication. For example, among certain
cultures, interpersonal space can be very
small. Too great a distance may make the
client feel like the provider is being distant, or
putting him or herself in a position of
superiority. At other times the client, for
cultural reasons, may not want to disclose
some private information that the provider
sees as essential for a better informed
diagnosis. A professional interpreter will be
able to help in these types of situations.

Using a family member as the interpreter can
lead to the client withholding information out
of shame or from a desire to keep the
information within the family. The provider
should always be sensitive to the client's
wishes for confidentiality and right to privacy,
and make sure the family member is aware of
these issues as well.

Helpful hints:

& Meet with the interpreter before the
interview to clarify expectations, explain the
client's background, and establish a working
relationship. At this time the provider should
also find out as much as possible about
communication techniques in the client's
culture such as interpersonal distance, eye
contact, proper greeting, and meanings of
emotional expressions.

@ If possible, the interpreter should meet
informally with the client before the date of
the formal interview.

@ The provider should look at the client, not
the interpreter, when either the provider or
client is speaking. This will also allow the
provider to observe nonverbal
communication.

@ The interpreter should try to communicate
at the client's level, and convey to the provider
exactly what the client says without polishing
it, omitting anything or adding the interpreter's
own ideas or explanations.

& Ask the client to repeat important
information to confirm accuracy and
understanding.

Denboba, D. (1992). Cultural Competency.

Randall-David, E. (1989) Strategies for
Working with Culturally Diverse
Communities and Clients. Bethesda,
Maryland: Association for the Care of
Children's Health.

)
E lk\l'c sared by the Texas Department of Health, Center on Cultural Competency, 1100 West 49th Street, Austin, Texas 78756 (512)458-7658
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RECOMMENDED PROCEDURE FOR TRANSLATION
OF WRITTEN MATERIALS

INTERPRETATION/TRANSLATION COMMITTEE
FAMILY & COMMUNITY HEALTH SERVICES DIVISION
COLORADO DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT
MARCH 1995

The purpose of the following recommendations is to assure the quality and accuracy of
translated health education and promotional materials used by the programs of the Family
and Community Health Services Division. This will help to assure that the residents of our
state who do not read and speak English well will have access to information which may
improve their health and well-being.

The recommended translation procedure uses two translators. The first translator provides
the original translation. The second translator provides a back translation to English. The
back translation step provides a method to review the translation for accuracy and
appropriate tone and an opportunity to correct or edit the original. The services of paid,
qualified translators should be utilized for the original translation. The back translation
should also be done by a qualified translator, who is either paid or is a member of the
program’s staff. If a member of the program staff is used to provide the back translation,
it is recommended that this work duty be included in that individual’s job description or
PACE.

It is also recommended that the advice of community members, consumers, or staff
members who have knowledge of the cultural values of the group for which a translation
is being prepared be sought to help to assure the material is understandable, and sensitive
to the values of that group or community. A field testing of the translated materials with
the actual target audience is also recommended before the final printing of the materials.

Program directors are encouraged to set aside funds in their program budgets to provide
for payment for the translation of materials by qualified translators on a fee-for-service
basis. Programs are encouraged to utilize translators who have established contracts with
the Department. The Translation Subcommittee maintains a listing of qualified translators
and welcomes recommendations for additional qualified individuals.

PROGRAM RESPONSIBILITIES:

A designated staff member should be assigned responsibility for the completion of a given
translation. That person will be responsible for the preparation of the material to be
translated, working with the two translators through the actual translation process, field
testing of the translation, and production of the final printed materials.
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KEY STEPS IN THE TRANSLATION PROCESS:

1.

Preparation of Material:

The material to be translated from English should be carefully selected or written
to be at the literacy level of the target audience. The general rule for educational
materials is to write them at a seventh grade level. The program staff need to
determine the literacy level which will be appropriate for the majority of individuals
who will utilize the materials.

A list of the key messages should be developed to guide the writing or editing of
the English material.

A time line for the completion of the translation, utilizing interim dates for each
step, should be developed. A checklist of the Key Steps is attached to assist in this
step.

Selecting Translators:

A listing of qualified translators is available from the F&CHS Translation
Committee. These individuals have been oriented to the back translation process
and have agreed to participate as described herein. (Programs have the option of
obtaining translation services from other translators or through the Spanish
Translation Service of the Design Center.)

The program staff member who is responsible for the particular translation should
arrange to meet with the two translators at the outset. The translators should be
provided information regarding the mission and scope of the program as well as the
purpose of the material to be translated. The key health message(s) to be conveyed
should be discussed and key words in English, e.g., medical terms that may not be
familiar, should be discussed. The literacy level of the target audience and the
context in which the materials will be used should be explained. The translators
should be encouraged to ask questions and present recommendations which they feel
will make the translation understandable and culturally appropriate. The translation
should convey the message in the intended tone and should use the natural speech
patterns of the second language. Word-for-word translation is discouraged.

Initial Translation:

The translator should read and understand the message(s) to be translated; prepare
a first draft of the translated material; review the translation for accuracy and
understandability; edit the draft for typographical, spelling, or grammatical errors.
Back-translation:
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The draft translation should be given to the second translator who also reviews it
for accuracy and understandability, spelling, grammar, appropriate tone, and
literacy level. The second translator provides a back translation into English
which is submitted to the responsible program person in writing. Suggestions of
corrections or changes which may improve the translation are made to the program
person.

If there are changes to be made, the program person discusses the proposed
changes with both translators who arrive at an agreement as to the final version.
If agreement cannot be reached, the staff person makes the decision or seeks the
advice of a neutral third party who has experience in reviewing translated materials.
The assistance of the Translation Committee is available to provide resources for
review of the draft document if there is difficulty in resolving differences of opinion
regarding the best translation.

5. Final Review:

A field test of the draft translation, through distribution to representatives of the
target audience, is recommended. A sample field test questionnaire is attached for
use in this step. The draft is returned to the first translator for final changes and
editing.

6. Final Production:

A final version is typed or printed for reproduction. The Translation
Subcommittee maintains a listing of resources for typing or type-setting in
languages which do not use English script.

The final version is reviewed by the original translator for typographical errors.
Corrections are made.

The document is sent for reproduction.

7. Post Production:

It is requested that copies of final versions of translated materials be sent to the
Interpretation/Translation Committee to be included in a resource library for the
Division.

This procedure was adapted from the Translation Procedure of the Department of Public Health of the Commonwealth

of Massachusetts, developed by that Department’s Committee for Culturally and Linguistically Relevant Health
Education.

Q
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COLORADO DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT
FAMILY AND COMMUNITY HEALTH SERVICES DIVISION

PREPARING TO DO TRANSLATIONS:
1. ___ Designate staff person to coordinate translation procedure.

STEPS IN THE TRANSLATION PROCESS:

1. ___ Determine what materials need to be translated and their reading levels.

2. ___ Decide what language(s) to use.

3. ___ Assess literacy level of target group.

4. ___ Develop a list of key health messages to be included.

5. ___ Develop a time-line for translation completion.

6. ___ Choose translators from existing pool of qualified contractors.

7. ___ Review and assign health education material to translators (explain key messages and

unfamiliar medial terms) and review translation process.

8. Estimate cost. Current contract rates are $0.18 per translated word. $20.00 per hour
is the rate for editing already translated material.

Count the number of English words, add 20% of the total (the translated
document will have more words), and multiply by 2 to include initial and
back translations. Typesetting and printing will be an additional and
separate COst.

Formula: Number of English words x 1.2 x $0.18 x 2= Total Estimated Cost.

9. ___ Obtain first draft from first translator and give to second translator.

10. __  Obtain back-translation (into English) from second translator.

11. __  Negotiate any changes/discrepancies, if needed.

12. __  Field test translated material for cultural appropriateness and make any changes.
13. ___  Final review by translator for typographical and other errors before printing.




Time-Lines: Program staff should develop a realistic time-line for the completion of a translation,
building in additional time for review and revisions. It usually takes longer than expected to
complete a translation.

Selecting Translators: Translation/Interpretation Committee has a listing of translators from which
program staff should select. Suggestions for additional translators to supplement the list are
welcome. Program staff should meet with both of the translators, if possible, to discuss the purpose
of the material and the appropriate reading level of the material for the target population. Program
staff should explain the key health messages and review English words (e.g. medical terms that are
not familiar to the translators). Staff should encourage the translator to ask any questions she/he
has about the translation at any time, and also review rates with the translator.

During the translation: The translator should follow these steps:

Read the entire document.

Prepare the first draft aiming for full expression of the thoughts.
Read the draft aloud for style, rhythm, and flow.

Revise and proofread printed copy for errors.

peoos

After the initial translation is submitted: The translation should be given to the second translator
to check style, grammar, and comprehension of the messages. The second translator should
carefully review the literacy level of the translation and provide a back translation from the other
language into English, either verbally, over the telephone, or in writing to the program staff person
to make sure that the intended messages are clear.

If there are any changes in the translation, the program staff person should arrange a meeting with
the two translators to discuss and negotiate these changes. If the translators cannot reach an
agreement about the changes, the staff person will be responsible for making a final decision on the
translation. The staff person should seek input from a neutral third person who speaks the language
and has experience in translation review for a final resolution.

The Translation/Interpretation Committee suggests that the translated material be field tested with
members of the target audience. Considerations for whether to field test include available program
resources and staff, time-line for the translation, and the purpose and cost of the material.

After final proof is ready: When the final version is ready for reproduction (i.e., a proof for

xeroxing or a camera-ready typeset proof for printing), one of the translators should do a final
review of this proof for typographical or other errors.
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