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Improving Cross-cultural Skills of
Medical Students Through Medical
School-Community Partnerships
LOIS MARGARET NORA, MD, JD; STEVEN R. DAUGHERTY, PhD; and

AMY MATTIS-PETERSON, Chicago, Illinois; LINDA STEVENSON, Minneapolis, Minnesota;
and LARRY J. GOODMAN, MD, Chicago, Illinois

Postulating that a program integrating language skills with other aspects of cultural knowledge could
assist in developing medical students' ability to work in cross-cultural situations and that partnership
with targeted communities was key to developing an effective program, a medical school and two or-
ganizations with strong community ties joined forces to develop a Spanish Language and Hispanic
Cultural Competence Project. Medical student participants in the program improved their language
skills and knowledge of cultural issues, and a partnership with community organizations provided con-
text and resources to supplement more traditional modes of medical education.
(Nora LM, Daugherty SR, Mattis-Peterson A, Stevenson L, Goodman LI: Improving cross-cultural skills of medical students
through medical school-community partnerships. West I Med 1994; 161:144-147)

M any health care professionals lack important knowl-
edge about the minority cultures that they serve.

Although some teaching models and specific programs
designed to improve professionals' ability to deal with
diverse patient populations have been developed, the pro-
grams are neither widely publicized nor generally avail-
able.',' Some programs train people in foreign languages;
others address cultural sensitivity generally; still others
train health care professionals about the needs of specific
minority groups.

We postulated that a program integrating language
skills with other aspects of cultural knowledge was criti-
cal for developing skills, attitudes, and behaviors of med-
ical students necessary to improve this health problem.
We further postulated that a partnership with the targeted
communities was a key factor in the development of an
effective program.

Rush Medical College faculty worked with represen-
tatives of the Hispanic Health Alliance, a community-
based organization in Chicago, Illinois, and the Center for
Global Education of Augsburg College in Minneapolis,
Minnesota, an organization with a strong presence in cen-
tral Mexico, to develop a Spanish Language and Hispanic
Cultural Competence Project to improve the medical
Spanish language skills and enhance Hispanic cultural
awareness of undergraduate medical students.

The reasons for concentrating this program on Span-
ish language and Hispanic cultures were as follows:

* Hispanics are the fastest-growing minority popula-
tion in the United States. Currently numbering more than
20 million persons, the Hispanic population is expected to
increase to more than 30 million persons by the year
232000.~
* Many factors work against Hispanic persons, par-

ticularly recent immigrants, receiving the best possible
medical care. Disease prevalence and presentations differ
from those of the majority population."

* Language can be a barrier-many Hispanics speak
only Spanish. Cultural beliefs, values, and health prac-
tices may also affect access to, participation in, and, ulti-
mately, benefit from care."

* Linguistic and cultural barriers are further compli-
cated by the frequent perception of Hispanics as a single
group.5 Despite a common language, Hispanics represent
a variety of cultures. These heterogeneous populations
differ in health problems and practices as well as in cul-
tural systems. To be effective, interventions must be
geared to specific populations;"

* The lack of Hispanic health care professionals is
another barrier to receiving the best medical care. The
number of Hispanic medical students and physicians is
not proportional to the size of the population.'2"3 Although
the need to increase the number of Hispanic medical stu-
dents and physicians has been recognized, and intensive
efforts to accomplish this are underway, it is unlikely that
there is a short-term solution."'-13 Therefore, all medical
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students and physicians must be prepared to provide med-
ical care to Hispanic persons in a way that is culturally
competent.

Program Description
The Spanish Language and Cultural Competence Proj-

ect has three component parts. The first is Spanish lan-
guage training. Curricular blocks of 20 hours are offered
in weekly two-hour class sessions, concentrating on med-
ical terminology and physician-patient conversation. Ad-
ditional informal Spanish conversation groups, led by
bilingual volunteer faculty, are offered to reinforce class-
room activities.

The second component, cultural competence train-
ing, also consists of 20-week curricular blocks offered
in weekly two-hour sessions. This training includes
didactic and small group sessions led by community
experts who discuss a variety of topics. Demographic
data, including geographic and regional differences
in Hispanic populations, are provided, with particular
emphasis placed on local demographics. Cultural dif-
ferences between Hispanics and Anglo-Americans, the
heterogeneity of the Hispanic community, and impli-
cations for health care are discussed. Nutrition, the
acquired immunodeficiency syndrome, the status of
women, traditional healing practices, and necessary
skills for using interpreters are examples of class topics.
Some classes involve excursions into the community.
A course syllabus, developed by the Hispanic Health

Alliance, is provided to all attendees. In addition, supple-
mental materials are distributed by course faculty. By the
end of each course, students have copies of articles, bilin-
gual patient information sheets, and other materials that
they can refer to in the future.

The third program component is an international sem-
inar exploring issues of health care in a developing His-
panic country. The pilot eight-day experience was offered
in June 1992. This experience afforded students an inten-
sive learning experience concentrating on health policy
and health practices in rural and urban areas of Mexico.

Students had a variety of experiences in Mexico. They
planned and shopped for a meal using the average daily
wage of a Mexican worker. They met with and observed
practicing physicians, lay health promoters, and tradi-
tional healers. Students toured private and government-
run hospitals, comparing these settings with those in the
United States. Most important, students met with the citi-
zens of Mexico-government officials, middle-class Mex-
ican families, and indigenous peoples-and learned the
health care situation from these perspectives. The impor-
tance of the social context of health care was emphasized
through exposure to Mexico's culture and history and
concerns related to its underdeveloped status, political
system, and indigenous groups.

Local programming was the result of a partnership be-
tween the medical college and the Hispanic Health Al-
liance. The Hispanic Health Alliance is a nonprofit,
community-based organization founded in 1983 and ded-
icated to improving the health status of Hispanics in

Chicago. The alliance accomplishes its mission, in part,
through the Provider Education Project, which is de-
signed to improve the language skills and cultural aware-
ness of health care professionals. Language curriculum
had been developed by the Provider Education Project.
The coordinator of that program and a medical school
representative worked together to develop the cultural
competence curriculum.

The local curriculum used the resources and talents
available through Hispanic groups and agencies in the
Chicago area. In this way, Hispanic community members
acted as the primary faculty in the cultural competence
portion of the course. In addition, students had the oppor-
tunity to visit several ongoing projects addressing the
needs of local groups.

International programming was developed by the
medical college in partnership with the Center for Global
Education at Augsburg College. Founded in 1982, the
center has a commitment to provide experiential edu-
cation programs that expand people's world view and
deepen their understanding of issues related to global
justice. A unique aspect of the center's work is that par-
ticipants have the opportunity to learn from the disen-
franchised and poor of the region studied as well as the
decision makers.

The center maintains on-site staff and facilities in
Mexico. It provided pertinent pretrip and posttrip back-
ground materials and coordinated local programming in
Cuernavaca and surrounding areas of Mexico. The pro-
gramming was developed by a medical school repre-
sentative working with the center's staff. Through the
partnership, the center developed new programming, and
medical college participants were able to benefit from ex-
periences that would have otherwise been impossible.

All program components were available to students in
good standing in the medical college. Total costs of the
local programming were about $3,000. Course partici-
pants were asked to contribute $80, although need-based
assistance was available. The medical college underwrote
the remaining costs. Costs of the international seminar
were $1,200 per participant. On average, participating
medical students contributed 60% of the cost; substan-
tial scholarship assistance was made available through
two private donors and the Kellogg National Fellowship
Program.

Cultural competence training was the only required
component for all students involved in any aspect of the
project. No student was permitted to limit participation to
language training. This requirement evolved from a
strong conviction that language training without cultural
competence has the potential to do more harm than good;
others concerned with the language and cultural compe-
tence have also presented similar concerns.14 This compo-
nent was so successful that it has since been opened to the
entire university community.

Program Evaluation
Participants in the medical Spanish language part of

the project completed pre- and postcourse written tests of
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Spanish into English and English into Spanish transla-
tions. This test had been previously developed and used
by the language teacher as an assessment instrument for
health care practitioners learning medical Spanish.

Cultural competence component participants and a
control group of nonparticipants completed tests of
knowledge of Hispanic health and cultural issues before
beginning and near the end of the session. This test con-
sisted of multiple-choice questions about disease preva-
lence, demographics, cultural perceptions, and traditional
health practices of Hispanic communities. The test had
been developed by our community-based organization
partner and used previously to evaluate Hispanic cultural
knowledge of physicians and other health care workers.

Participants and the control group also completed the
misanthropy scale of Sullivan and Adelson."5 This scale
modifies the ethnocentrism scale used by the University
of California public opinion study and replaces reference
to specific minority groups with more general wording.
The test was used to measure general openness to those
not like oneself. We included the misanthropy scale to
help assess if students participating in such a program
were more likely to be open toward other groups than
nonparticipants and whether a course focused on a
specific ethnic population could increase sensitivity to
groups beyond the population studied. All participants at-
tended discussion sessions. In addition, participants in the
international seminar completed questionnaires specifi-
cally geared toward that experience.

Results
Local Programming

In the combined language-cultural knowledge pro-
gram, 19 students began the course; an additional 4
students began cultural competence training. Common
reasons for nonparticipation, despite initial interest, in-
cluded time constraints and financial pressures. A total
of 15 students completed the combined training. Reasons
for discontinuing included academic difficulties (one
student), dissatisfaction with language instruction (one
student), and competing time demands from simultaneous
required clinical clerkships (two students). Most partici-
pants were preclinical students, with time constraints a
frequent reason given for nonparticipation of students in
the third and fourth years of training.

Spanish language skills showed notable improvement
as a result of the course. Test scores changed from an ini-
tial average of 60% to a posttest average of 75% profi-
ciency. Some students had a dramatic improvement; one
student raised her precourse score of 13% to a postcourse
test score of 54% proficiency.

Testing of cultural knowledge also suggests a benefit
of the course. For the control group, average precourse
scores were 46% and postcourse, 42%. The participant
group averaged 40% precourse and 58% postcourse.
While control group scores did not change from pretest to
posttest, course participants showed a significant im-
provement (paired comparison t = 3.10, P = .007).

Misanthropy scale results revealed no differences be-

tween course participants and the control group at the
outset. Postcourse results show a trend, although non-
significant, toward an increase in general acceptance of
others in course participants compared to control group
members. The small number of persons tested provides
only limited power for this comparison and may account
for the nonsignificant results.

Course discussion sessions provided important quali-
tative information not available through the testing. One
student with no precourse Spanish language ability de-
scribed being able to assist a Spanish-speaking woman
during labor and childbirth as a result of her new skills. A
second student detailed how the course helped her to rec-
ognize and intervene when inadequate language interpre-
tation occurred in a clinical situation. Examples such as
these offered inspiration to the entire participant group as
well as to faculty. Many students noted the value of going
into the community during the course. Students were en-
thusiastic about the course and its continuation.

International Seminar Component
In the international seminar, 11 persons, including 8

medical students, took part. Most students were at the end
of their second year of medical school and preparing to
begin clinical work. Of the 8 medical students, 6 were
women. The most common reason for nonparticipation,
despite initial interest, was a lack of financial resources.
Some form of scholarship assistance was given to 7
students.

All students completed anonymous surveys. The re-
spondents were uniformly positive about the experience,
and all said that the seminar far exceeded their expecta-
tions. Two respondents had some concern about the in-
tense scheduling, which included several 15-hour days,
but could not identify any experience that they would
eliminate or shorten.

Comments from these surveys and postseminar fol-
low-up sessions are enlightening. Several students noted
that experiencing the health issues of potable water,
plumbing, and infrastructure firsthand was dramatic. The
opportunity to meet with Mexicans, including indigenous
persons, in their homes was an eye-opener for many.
More than one student expressed awe in the presence of a
traditional healer when she discussed various methods of
diagnosing and treating health problems. In comments six
months after the trip, four participants characterized the
seminar as a life-changing experience.

Discussion
Several areas of knowledge are important for provid-

ing culturally competent health care. Specific information
about disease prevalence and presentation in various pop-
ulations must be known. Basic language skills, including
medical terminology, may be useful. Scientific knowl-
edge and language skills are inadequate by themselves,
however.

Health care professionals should understand the effect
that different language and nonverbal communication pat-
terns, explanatory models of disease, and contextual fac-
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tors may have on the expectations of patients and their
perceptions of the behavior of physicians."41" An appreci-
ation of cultural practices and possible ways to incorpo-
rate them into medical treatment can further enhance
health care delivery.

The Spanish Language and Cultural Competence Proj-
ect demonstrates a way to improve language skills and
cultural competence in undergraduate medical students.
This study shows that many medical students wish to en-
hance their language and cross-cultural skills and are
willing to devote substantial energy toward doing so. Four
hours per week of scheduled time is valuable for any per-
son and particularly so for medical students. Most lan-
guage training does require a regular and substantial
commitment of time, however. Most students completed
the program despite competing demands on their time.
We see this as a testament to the perceived need and ded-
ication of the students. This impression is supported by
the number of students who attended (and requested ad-
ditional) informal conversation groups.

Language skills and cultural knowledge were assessed
using written examinations. Written tests may not ade-
quately evaluate students' ability to communicate with
Spanish-speaking patients. Although students noted that
patient encounters were improved with their developing
language skills, other methods of testing oral communi-
cation abilities are needed. We plan to develop simulated
patient experiences to reinforce and evaluate language
skills and other challenges faced by clinicians treating pa-
tients from another culture.

Course participants showed improvement in their cul-
tural knowledge after the course compared to a control
group. We think that the degree of improvement shown is
what might be expected given the length of the program.

Our initial concern that students volunteering for a
cultural awareness program might be those that least
needed such a course was not supported by study results.
Course participants and those who opted not to participate
were equally tolerant at the beginning of the experience.
On the other hand, there is a suggestion that the experi-
ence improved the tolerance of participants toward other
groups. If further study supports this conclusion, an
important implication may be that cultural competence
programs directed toward one group may improve accep-
tance of persons across multiple other groups.

Two aspects of this program are particularly impor-
tant. Cultural competence training was required of all par-
ticipants. We thought that language training without
associated cultural training could ultimately work against
providing the best training and patient care. Second, the
program was developed in partnership with community-
based representatives. We thought that cultural compe-
tence training would be enhanced by having the
community participate in designing and implementing the
program.

Using community expertise was, in fact, critical to the
cultural competence programming at the local and inter-
national levels. Partnership with a community-based or-
ganization helped identify issues to be addressed and

facilitated access to the community in a nonvoyeuristic
fashion. Community experts provided insights that stu-
dents would not have obtained from course readings or
noncommunity-based speakers.

Working with community members presented certain
challenges as well. Comfort with the teaching role varied
among community experts. Instruction style frequently
varied from that typically found in the medical school set-
ting. Questions and comments from course participants
were sometimes unwittingly insensitive. The tolerance
and sense of humor that most local experts exhibited as
they responded to insensitive remarks were extremely ef-
fective models for medical students hoping to perform
credibly in cross-cultural settings.

Participants in the international seminar benefited
from the trust that the local people placed in the local or-
ganizers and their willingness to extend this trust to our
students. This was particularly important in the case of
the indigenous and marginal communities visited. With-
out these previously established relationships, it is un-
likely that our medical students would have had the
opportunity to meet with a practicing traditional healer or
to discuss personal medical histories with local residents.

Our study shows that medical students' ability to care
for diverse patient groups may be enhanced by programs
that link language study and training in cultural compe-
tence. Traditional modes of medical education are im-
proved by community partnerships that provide an
important context and resources to the student experience.
As a result, medical students may be more adept at over-
coming barffers present in multicultural situations, and
the quality of health care provided to all populations can
be improved.
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