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Abstract
Background and Objectives—The diverse US population requires medical cultural
competency education for health providers throughout their pre-professional and professional
years. We present a curriculum to train pre-health professional undergraduates by combining
classroom education in the humanities and cross-cultural communication skills with volunteer
clinical experiences at the University of California, Los Angeles (UCLA) hospital.

Methods—The course was open to a maximum of 15 UCLA junior and senior undergraduate
students with a pre-health or humanities major and was held in the spring quarters of 2002–2004.
The change in students' knowledge of cultural competency was evaluated using the Provider's
Guide to Quality and Culture Quiz (QCQ) and through students' written assignments and
evaluations.

Results—Trainees displayed a statistically significant improvement in scores on the QCQ.
Participants' written assignments and subjective evaluations confirmed an improvement in
awareness and a high motivation to continue learning at the graduate level.

Conclusions—This is the first evaluated undergraduate curriculum that integrates
interdisciplinary cultural competency training with patient volunteering in the medical field. The
didactic, volunteering, and writing components of the course comprise a broadly applicable tool
for training future health care providers at other institutions.

An increasingly diverse patient population requires that medical cultural competency be an
integral part of the training for health care workers.1–8 As an example of the diverse US
population, the 2000 US Census indicated that 30.9% of US citizens belong to a racial or
ethnic minority group.9 By 2050, the US population is projected to exceed 394 million
people, with nearly 90% of the growth from minority populations.10,11 The diversity of the
population challenges medical providers to care for patients whose primary language and
culture differ from those of the provider. Failure to provide culturally appropriate care can
lead to patient dissatisfaction, poor adherence, and adverse health outcomes.4,12–20 In
addition, lack of empathy for a patient's cultural values can result in stereotyping and biased
treatment by a provider.4,21–23
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Cultural competency training is primarily offered at the medical school, residency, and post-
residency levels.24–26 Existing curricula for this training incorporate language training,
interactive workshops, and adjunct clinical experiences in foreign countries or in North
American regions with majority ethnic populations5,6,8,27–31 Discussions about ethical and
cultural traditions related to health beliefs improve students' understanding of the patient's
outlook on health care.5,6,8,24,27 Another component in current professional graduate
education is the use of the humanities—such as art and literature—to foster cultural
competency.24–26

Despite existing curricula, as described above, cultural competency training for college
students interested in health careers is scarce and lacks in formal evaluation methods.32,33

Such instruction for pre-health professionals is attractive for multiple reasons. First, early
exposure raises awareness about the importance of providing culturally sensitive patient
care. Second, students learn early in their education how to interact with patients in a
culturally appropriate way, which facilitates future unbiased interactions. Third, teaching
undergraduate, pre-health professional students allows education of all future members of
the health care team, including nurses, pharmacists, therapists, and physicians.

Here we describe an innovative cultural competency curriculum for undergraduate college
students based on didactic discussions in the humanities integrated with volunteer clinical
service. Students learned culturally appropriate communication methods with patients
through lectures on literature, art, religion, and medicine. Students then applied these newly
learned communication skills by interacting with hospitalized patients.

Methods
The curriculum for the Cultural Aspects of Medicine course was designed to increase
awareness of cultural differences in health beliefs and practices among college students
interested in health care-related professions. The objectives of the curriculum were
threefold: (1) to train students in clinical cultural competency, (2) to teach cross-cultural
communication skills, and (3) to provide practice through volunteer clinical opportunities.
The course was open to all junior and senior undergraduate students enrolled at the
University of California, Los Angeles (UCLA). The only pre-requisite for the course was a
pre-health or humanities declaration of major. The course was offered annually with a
maximum enrollment of 15 students.

Course Instructors
All course directors had medical and cultural competency training and direct experience in
primary patient care and patient interpreting. Course directors included an assistant clinical
professor in family medicine; an MD/PhD student; and an assistant professor in pediatrics.
A fourth course instructor was responsible for development of the medical communication
training module as the director of Patient Affairs and Volunteer Services. This instructor
also oversaw student volunteering and visiting at the UCLA Medical Center. The students
interacted with course directors during each weekly seminar and during scheduled office
hours weekly.

Course Structure
The 4-hour weekly seminar was primarily taught by three course directors with
contributions from expert guest speakers. Each session was divided between a lecture and a
small-group discussion (Table 1). In addition to weekly seminars, students volunteered 2–3
hours per week visiting patients. The purpose of these interactions was to give the students a
chance to practice talking to patients from different cultures and ask patients about their
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health care beliefs, look for nonverbal cues, and to learn the patients' perspective as they
interact with the health care system. Students who were multilingual and passed interpreter
tests were also able to act as medical interpreters for the medical team. This latter interaction
was entirely voluntary and not required for the course. Patient visits also allowed students to
apply and practice skills learned in the weekly seminars.

Course Content
Introduction—The first lecture of the course was an overview of major cultural beliefs,
and it was followed by a discussion on clinical cultural competency and its relationship to
inequity in health care. The purpose was to introduce students to different cultural beliefs, to
discuss specific differences in health outcomes for different populations, and to define
cultural competency. Students also learned the difference between generalizing and
stereotyping and how to elicit the individual patient's cultural beliefs. After the lecture, the
students participated in a role-playing game where they adopted practices of two different
cultures that were forced to interact to achieve a common goal. The game allowed students
to understand the types of communication conflicts that can arise in cross-cultural
interactions. This lecture was given by a guest speaker with extensive expertise in cultural
competency.

Medical Communication—In this seminar, UCLA Patient Affairs liaisons taught
students how to start a conversation, listen actively, and end a clinical encounter. Students
learned about nonverbal communication and how patients' body language offers clues about
their attitude toward the provider and Western medicine. For example, a role-playing
exercise among students demonstrated how gender roles could be important for patients with
different cultural beliefs. Students discussed a case of a female patient from a Middle
Eastern background who avoided eye contact with a male provider. This exercise showed
students that a patient's behavior might have a cultural explanation.

Role of Religion in Health Care Encounters—This seminar was taught by a panel
with representatives from the Christian, Jewish, Muslim, and Buddhist faiths. Each
representative gave an introduction of their religion and provided examples of beliefs a
patient of their faith may hold in a medical setting. Students learned that a patient's religious
beliefs influence medical decisions and influence interaction with the medical team. For
example, a critically ill patient from a Buddhist tradition may need religious leaders and
multiple family members at the bedside. Although this request may violate hospital policy
on the number of allowed visitors, honoring such beliefs would be critical for a patient's
comfort.

Cultural Aspects of Grieving—This seminar focused on understanding cultural
differences in end-of-life care and on exposing students to the role of community-based
organizations in support of terminally ill patients and their families. Students visited a
community bereavement center where they interacted with individuals who experienced
medical treatment of a terminally ill family member. They learned the importance of honest
communication among the medical team, the patient, and the patient's family, including (1)
listening to the individual needs of the patient, (2) incorporating the family's needs, and (3)
being open to alternative methods of treatment without endangering the patient. Students
also learned how these experiences might differ depending on the patient's culture.

Art and Music as Forms of Communication in Healing—Lectures on art and music
focused on experiences and beliefs of patients from minority groups and of patients who
have survived concentration/isolation camps, natural and manmade disasters, forced
immigration, ethnic cleansing, and being victims of violence in areas of conflict. By viewing
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artwork and listening to music of different groups, students analyzed how critical life
experiences and exposure to a global conflict lead to acute and chronic medical conditions.
Students also learned how to interpret a patient's history with increased social awareness.

Cultural Perspectives From Health Care Professionals—This seminar allowed
students to interact with a panel of medical providers comprised of nurses, resident training
physicians, and faculty physicians. Medical providers shared examples of how
understanding the patients' culture allowed them to improve patient care. For example, a
diabetic patient from a Hispanic background may have difficulty adjusting to a low-fat diet
due to many of their culturally accepted foods having a higher fat content. In this case,
students learned how the provider can discuss which foods are most essential to the patient
and which foods can be exchanged for a low-fat alternative.

Cultural Competency Through Literature—Ann Fadiman's The Spirit Catches You
and You Fall Down was the main text for the course. Examples of cultural clashes illustrated
in the book between providers and the Hmong family provoked classroom discussion of
factors that lead to cross-cultural misunderstandings in a medical setting and how to resolve
such conflicts appropriately. Students also read articles on health care disparities and the
patient–doctor relationship.34–36

Hospital Volunteering—Students completed at least 20 hours of hospital volunteering by
visiting patients. During visits, students discussed how the patient's cultural background
influenced their experiences in the hospital. They were also able to practice the
communication skills learned in class, such as nonverbal cues, opening and ending a
conversation, and understanding how patients' cultures may change the patient's perception
of the medical environment. This exposure allowed students to witness patient-provider
interaction at all levels of the health provider team. Examples of successful and unsuccessful
communication skills were then discussed in the weekly seminars. Students with a second
language who wished to also serve as interpreters were trained in medical interpreting
through the UCLA Patient Affairs Department and interpreted in a provider-patient context
in Tagalog, Mandarin Chinese, Cantonese, Arabic, Spanish, Farsi, French, Vietnamese,
Russian, and Italian.

Student Evaluation
Students were evaluated on class discussion (15%), final paper and presentation (45%), and
on completion of volunteer hospital hours (40%). In weekly journals, students discussed
how their hospital experiences integrated with the knowledge obtained from lectures and
readings (Table 2). For the final paper, students selected a culture and analyzed how the
beliefs of a patient from that culture influence the patient's medical experience as well as
how a health care provider can contribute to a successful medical interaction.

Course Evaluation
Students were asked to take the Provider's Guide to Quality and Culture Quiz (QCQ) as one
objective measure to evaluate the effectiveness of the course in teaching cultural
competency. The QCQ is a 21-item multiple-choice and true/false questionnaire (Version
2002, created jointly by the Management Sciences for Health, US Department of Health and
Human Services, US Health Resources and Services Administration, and Bureau of Primary
Health Care).37 This questionnaire has been used to “reflect on one's experience, knowledge,
and attitudes toward culturally diverse populations.”37 The questionnaire was chosen to
assess students' prior knowledge of different cultures, common perceptions of health care
practices by people from different cultures, and beliefs about the importance of culturally
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competent care. The UCLA Institutional Review Board approved administration of this test,
and each student provided written, informed consent.

The course was taught during the spring quarters of the 2002, 2003, and 2004 academic
years. A course facilitator administered the QCQ on the first (pre-QCQ) and last sessions
(post-QCQ) of the course. To match student tests and maintain anonymity, students were
asked to use a 6-digit identification code. Correct answers were assigned 1 point, and
incorrect, missing, or unclearly marked answers were assigned no points.

Data Analysis
Student score distribution was analyzed for normality using the Kolmogorov-Smirnov test.
Student scores on the QCQ deviated significantly from normality (Kolmogorov-Smirnov
test, P<.03). Therefore, a nonparametric Wilcoxon Rank Sum Test was applied to assess the
difference in median test scores between unpaired pre-QCQ and post-QCQ. Histograms and
box and whisker plots show differences in score distributions and percentiles. All tests were
performed using R-based programs (version 2.3) (www.R-project.org).

Results
The authors used the pre- and post-QCQ tests to assess student knowledge in cultural
competency before and after taking the course. Twenty-seven students took the pre-QCQ,
and 24 students took the post-QCQ (unpaired group). A total of 18 students took both the
pretests and posttests (paired group). Fewer paired responses were due to enrollment after
the pre-QCQ administration or students dropping out of the course before the post-QCQ. We
combined responses for the three quarters during which the course was taught.

Post-QCQ scores were statistically significantly higher in both the paired and unpaired
groups compared to the pre-QCQ (Wilcoxon Signed Rank test, P= .0034, Wilcoxon Rank
Sum Test P= .0037, Figure 1A, B). The improvement was most pronounced for the 0th and
25th score percentiles for the pretests and posttests and the distribution of scores became
tighter for the post-QCQ groups (Figure 2, Figure 1 A, B). In the paired group, 66.7% of
students improved their score by 1–5 points, 22.2% did not have a change in score, and
11.1% performed worse by 1–3 points (Figure 1 C).

Students also completed subjective comments about their learning experiences (Table 3),
reporting that the course had high value in their overall undergraduate education. Students
stated that they had high interest in continuing to learn about cultural competency in future
postgraduate training and that they expected to apply the knowledge in real life. Course
directors' evaluation of student journals and final projects provided further evidence that
students gained deeper appreciation for the cultural ramifications of clinical interactions.

Discussion
The course objective was to embark undergraduate students on a lifelong development of
critical skills as future providers of culturally competent health care. Through interactive
class presentations, discussions, and written assignments, students were taught proper ways
to communicate with patients from different cultures and ways to reduce cross-cultural
conflicts in a hospital setting. Students also exercised multiple opportunities to apply skills
learned in the course through cross-cultural patient interactions.

Quantitative evaluation of the curriculum illustrated that students significantly improved in
cultural competency knowledge. QCQ Score assessment suggested that students who
entered the class with cultural competency skills improved their skills further. Students
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lacking cross-cultural skills before enrollment became more culturally competent after the
course. We acknowledge that the QCQ is not the sole, or perhaps even the best, measure of
students' proficiency in cultural competency. Yet, a significant improvement in scores on the
posttest—together with student course evaluations and course directors' evaluation of
student journals and final projects—suggest that our curriculum exerted significant, positive
effects on the students.

Current health care training emphasizes students' mastery of basic and clinical sciences.
However, medicine is as much subjective art as objective science, and effective clinical
communication skills are requisite to best clinical practices. We propose that starting
cultural competency training at an undergraduate college level is optimal given the fertile
learning experiences at this stage and the receptiveness of younger learners. Offering a
medical cultural competency course along with accepted pre-health professional courses
emphasizes the importance of the subject. Undergraduate education also exposes students
across all the health professions. Even for students who do not become culturally competent
from undergraduate experiences, early exposure increases awareness and helps to cope
better with future challenges in training and practice.

Our study design was limited by the convenient availability of experts, small budget (under
$1,000), short curricular time to encompass all cultural themes, and lack of validated tools to
evaluate cultural competence, at the time of our study (2002). In future iterations of this
course, the instructors wish to include expertise from other religions (eg, animistic Hindu
and Wiccan traditions) and to extend coverage to humanitarian disasters (eg, the Trail of
Tears, the Armenian genocide, and ethnic cleansing in the former Yugoslavia). It is clear
that one individual cannot adequately represent the rich variations within a distinct tradition
(comparing, say, Catholic, Orthodox, and Protestant Christians). We also emphasize to
readers the need to structure the volunteering activities under certified interpreters, not only
to enhance training but also to reduce potential medical-legal risk. Despite its initial
weaknesses, this novel curriculum in cultural competency for undergraduates improved
students' cultural competency prior to formal clinical training. General acceptance of
definitions for cultural competencies, specific outcome measures, and larger learner sample
size would greatly assist future research in this field.

Conclusions
The presented curriculum integrates the humanities (art, literature, religion, and music) and
practical experiences to motivate students to attain cultural competency. The writing
components and volunteering aspect of the course comprise universal, cost-effective tools
for training providers who are challenged by cross-cultural conflicts in health care training
and delivery. This curriculum can be applied to train undergraduate pre-health professional
students at institutions with diverse patient and student populations.
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Figure 1.
Histograms of Student Scores on the Quality and Culture Quiz (QCQ)*
* There is a right shift in the direction of higher scores in the post-QCQ distribution
compared to the pre-QCQ. 66.7% of students improved their score by 1–5 points, as shown
in C.
A. Pre-QCQ scores, unpaired group. B. Post-QCQ scores, unpaired group. C. Score
difference (post-pre), paired group.
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Figure 2.
Box-and-Whisker Plot of Student Scores on the Pre- and Post-Quality and Culture Quiz
(QCQ)*
The plot shows the range (scores between tick marks), 25th% (left-most border of colored
blocks), 50th% (dark vertical line on colored blocks), 75th% (rightmost border of colored
blocks), circles are judged to be outliers by standard criteria (1.5× interquantile range
method).
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Table 1

Lecture Topics from the Course Syllabus

Course Meeting Lecture Topic

1 Course Introduction and Overview of Major Cultural Beliefs

Small-group Discussion/Role Playing/Communication Workshop

2 Communicating With Hospital Patients

Small-group Discussion/Role Playing/Communication Workshop

3 Exploring Inequity in Health Care

Small-group Discussion/Role Playing/Communication Workshop

4 Faith Panel: Role of Religion in Health Care

Small-group Discussion/Role Playing/Communication Workshop

5 Cultural Aspects of the Grieving Process

Small-group Discussion/Role Playing/Communication Workshop

6 Music and Healing in Medicine: Examples From the Native American Culture

Small-group Discussion/Role Playing/Communication Workshop

7 Traditional Medicine Beliefs and Practices Cross Culturally With Ethnographic Examples From Mexico and Latin
America

Small-group Discussion/Role Playing/Communication Workshop

8 The Effect of the Holocaust and Other Global Conflicts on the Health of Future Generations

Small-group Discussion/Role Playing/Communication Workshop

9 Art as a Form of Communication in Healing

Small-group Discussion/Role Playing/Communication Workshop

10 Cultural Perspectives From Health Care Professionals: Doctors, Nurses, Social Workers

Student Final Project Presentations
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Table 2

A Student's Journal Entry Answering Arthur Kleinman's “Eight Questions”

Arthur Kleinman's “Eight
Questions”

A Korean Patient's Response An American Patient's Response

1. What do you call the problem? I don't know. It seems that he/she loses control of
her brain. It is a sort of a shock.

Epilepsy

2. What do you think has caused the
problem?

The mother was shocked or surprised during her
pregnancy.

A structural or metabolic abnormality in
neuronal firing.

3. Why do you think it started when it
did?

When the mother undergoes a shock during her
pregnancy, it disturbs the baby's mental state. After
birth, the baby will always be affected, and it will
be noticed by other people.

There may have been a specific trigger
which led to the development of seizures.

4. What do you think the sickness does?
How does it work?

It destabilizes a person's mental energies. Epilepsy results in synchronous neuronal
firing in the brain.

5. How severe is the sickness? Will it
have a short or long course?

I don't know. I expect my doctor to determine this. I
am eager to know.

I don't know, but I am sure my doctor will
tell me. I may also seek a second opinion
from a tertiary hospital.

6. What kind of treatment do you think
the patient should receive? What are the
most important results you hope he/she
receives from this treatment?

She needs an herbal medicine, or a traditional
mixture or potion. If the right medicines are taken,
then her mind will be able to slowly come back to
harmony.

We need to get the most up-to-date
medications. The newest treatments will
offer the most hope for controlling
epilepsy.

7. What are the chief problems the
sickness has caused?

This problem worries the family and friends. In
addition, other people may wonder what is
happening. It doesn't look good.

Epileptic seizures have led to self injury
and asphyxiation. It has also been
stigmatizing.

8. What do you fear most about the
sickness?

We fear that our child will never have a normal life. I am confident we will solve the problem. I
just hope this disease is curable.

* These questions are designed to elicit the patient's perspective on his/her illness and therefore help the provider become aware of important
cultural perceptions.Students were asked to answer the eight questions for the American and non-American cultures based on readings, class
discussions, and patient interactions.
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Table 3

Sample of Student Subjective Comments About the Course

“Thank you for the class. I stumbled onto it by chance, and I've been telling everyone about it ever since. It's one of the classes that I've taken at
UCLA in my 4 years that I know I will put the knowledge to use in the future.”—CN

“Thank you so much for organizing a very interesting class. I loved it. This class is one of the best classes I've ever taken.”—RI

“I really enjoyed this class. I learned a lot of useful information, and I know I will be applying it to real life unlike many other classes that I
take, where the information comes in and out. This is sad but it's the truth. However, learning about being culturally sensitive as health care
providers is something I've never thought about and have taken for granted. Thanks to this class, I am much more aware of the problem.”—NT

“I really enjoyed the class and I definitely learned how to be a better future physician.”—KT

“Thanks again for a great class. I am really looking forward to applying the skills I learned in the class to my hospital interactions in the future.”
—JR
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