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Introduction

Numerous studies and institutions, including the Institute

of Medicine and the National Institutes of Health, have

documented the potential impact of culture in both health

care and the health care delivery system.1–5 The consider-

ation of cultural factors by health care professionals is

referred to as ‘‘cultural competence.’’6–10 Although there

currently is no standardized definition of cultural compe-

tence, the definition by Cross et al10 is commonly cited:

‘‘Cultural Competence is a set of congruent behaviors,

attitudes, and policies that come together in a system,

agency, or among professionals and enables that system,

agency, or those professionals to work effectively in cross-

cultural situations.’’ While the manner in which cultural

training should best be provided varies in the literature, the

need to acknowledge the potential impact of cultural

factors is widely supported.3,9,11–13

A seminal 2005 study by Weissman et al14 found that

the majority of residents (96%) recognized the importance

of cultural issues in health care and that 92% of them felt

prepared to address general culturally related care issues;

however, with regard to specific components of culturally

sensitive approaches to care, only 75% responded affir-

matively. An overly generic approach (ie, lack of explicit

cultural training) may underestimate the diversity of the
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Abstract

Background Cultural competency is an important skill
that prepares physicians to care for patients from
diverse backgrounds.

Objective We reviewed Accreditation Council for
Graduate Medical Education (ACGME) program
requirements and relevant documents from the ACGME
website to evaluate competency requirements across
specialties.

Methods The program requirements for each specialty
and its subspecialties were reviewed from December
2011 through February 2012. The review focused on the 3
competency domains relevant to culturally competent
care: professionalism, interpersonal and communication
skills, and patient care. Specialty and subspecialty
requirements were assigned a score between 0 and 3
(from least specific to most specific). Given the lack of a
standardized cultural competence rating system, the
scoring was based on explicit mention of specific
keywords.

Results A majority of program requirements fell into the
low- or no-specificity score (1 or 0). This included 21 core
specialties (leading to primary board certification)
program requirements (78%) and 101 subspecialty
program requirements (79%). For all specialties, cultural
competency elements did not gravitate toward any
particular competency domain. Four of 5 primary care
program requirements (pediatrics, obstetrics-gynecology,
family medicine, and psychiatry) acquired the high-
specificity score of 3, in comparison to only 1 of 22
specialty care program requirements (physical medicine
and rehabilitation).

Conclusions The degree of specificity, as judged by use
of keywords in 3 competency domains, in ACGME
requirements regarding cultural competency is highly
variable across specialties and subspecialties. Greater
specificity in requirements is expected to benefit the
acquisition of cultural competency in residents, but this
has not been empirically tested.
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patient population and may fail to recognize variables beyond

basic ethnic and cultural factors, including geography, type of

institution (private and public hospitals), and specialty

(psychiatry vs. surgery). Within the framework of cultural

competency training, the Accreditation Council for Graduate

Medical Education (ACGME) outlined general or common

program requirements for specialty and subspecialty programs,

which serve as the basis for all ACGME-accredited curricula.

This study examined the use of specific keywords in all

ACGME requirements to assess the degree of specificity in

current ACGME specialty and subspecialty program

requirements.

Methods

Data Sources and Selection Criteria

All cultural competency data, program requirements, and

related documentation in graduate medical education were

obtained for ACGME-accredited specialties and subspecial-

ties.15 An initial review of these requirements, which focused

on professionalism and interpersonal and communication

skills, was undertaken in 2008–2009. An update and more

in-depth review (eg, adding the patient care competency) was

conducted from December 2011 through February 2012. All

specialties and subspecialties were included. There are 27

main specialties with 101 subspecialty programs for an

aggregate of 128 specialties. According to the National

Research Council and the World Health Organization

(WHO), primary care specialties were identified as family

medicine, internal medicine, obstetrics and gynecology,

pediatrics, and psychiatry (n 5 5).16,17 The remaining main

specialties are classified as specialty care programs (n 5 22).

The program requirements for each specialty and its

respective subspecialties were searched and subsequently

rated for the 3 main domains of cultural competency/cross-

cultural health care: professionalism, interpersonal and

communication skills, and patient care.18 Examples of

notable practice in particular programs were obtained from

the ACGME Review Committees.19 In scoring the inclusion

criteria, we examined specific keywords of these particular

themes, which included variances in spelling and usage

context (eg, society, societal, social, socially, socio-):

(1) society: community, family, personal, education; (2) race:

ethnicity, diversity, minority; (3) religion: spiritual, beliefs;

(4) class: economic, political, occupation; (5) gender/sex

identity; (6) psychosocial elements: emotion, mental, be-

havioral; and (7) others: morality, ethics, age, and disability.

Analysis and Scoring Criteria

Using the appearance of these keywords in the specialty

requirements, the lead author assigned each specialty and

subspecialty a score between 0 and 3, from least specific to

most specific requirements, for each domain of culturally

competent health care (provided as online supplemental

material). The scoring was based on explicit mention of

culturally related keywords in the program requirements of

each specialty and subspecialty. Redundant mention of the

cultural keyword, such as reiteration or repeating the same

context, was not counted toward the final score. A score of 0

signified no specificity in/no mentioning of culture or terms

related to culture aside from the general guidelines of

ACGME’s common program requirements (CPR) or 1-year/

transitional year program requirements. A score of

1 denoted a low level of specificity, which spans either only

1 domain or scant details (less than 3 keywords) in more

than 1. A score of 2 typified a moderate level of specificity,

which spans 2 domains and contains sufficient details (more

than 3 keywords). A score of 3 exemplified a high level of

specificity, which spans 3 domains with extensive details.

Results

Cultural Competency Specificity in ACGME

Program Requirements

In scoring the cultural competency domains of the main

ACGME-accredited program requirements, there were 12

specialties that attained the score of 1 or higher, which

represented approximately 44% of the total (F I G U R E 1 ).

The majority of specialty requirements (56%) did not

contain any specificity in cultural competency elements

beyond the general CPR guidelines and 21 specialties

(78%) scored in the low-/no-specificity groups of 1 and 0.

For all specialties, cultural competency elements did not

gravitate toward any particular competency domain.

Primary Care and Specialty Care Program Requirements

In the comparison between requirements of the primary

care group and the specialty care group, the primary care

What was known

Cultural competency is an important skill that prepares physicians to
care for patients from diverse backgrounds.

What is new

Accreditation Council for Graduate Medical Education (ACGME) program
requirements for each specialty and its subspecialties were reviewed for
presence and specificity of keywords in 3 competency domains relevant
to culturally competent care: professionalism, interpersonal and
communication skills, and patient care.

Limitations

Data were collected from 2011 to 2012 and may not reflect recent
revisions to the program requirements; scoring system is not validated.

Bottom line

The degree of specificity in ACGME requirements regarding cultural
competency is highly variable across specialties and subspecialties.
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group outlined more specific and comprehensive cultural

competency elements and, thus, received higher scores.

Four of 5 primary care specialties acquired a score of 3,

compared to only 1 of the 22 specialties in the specialty

care group. Fourteen of the specialty care disciplines

received a score of 0, in contrast with only 1 of 5 primary

care specialties. In the primary care group, only internal

medicine scored a 0; in the specialty care group, only the

physical medicine and rehabilitation specialties earned a 3.

Subspecialty Requirements

In the summary of the specialty and subspecialty require-

ments, the degree of specificity of the subspecialty

requirements mirrored that of the main specialty programs

(F I G U R E 2 ). Fifty-one specialties and subspecialties (40%)

received a score of 1 or higher. The score of 0 was shared

by the majority of all specialties and subspecialties (60%);

subsequently, the scores of 1, 2, and 3, consecutively,

follow in the most numerous to the least numerous of

specialties and subspecialties. Furthermore, 101 (79%)

scored in the low- or no-specificity group of 1 and 0. For all

subspecialty groups, cultural competency elements did not

gravitate toward any particular domain.

Discussion

To our knowledge, this is the first comprehensive review of

cultural competency requirements of all ACGME-

accredited specialties and subspecialties. Our results show

wide variability in the specificity of requirements and are in

agreement with previous smaller studies.14,20 Not surpris-

ingly, primary care specialties, typically viewed as having

more intensive patient interaction, made more specific

mention of culture in their training requirements. Special-

ties like surgery were found to have less specific cultural

training requirements. Whether ‘‘more specificity’’ can be

equated with ‘‘more effective’’ and ‘‘more culturally

competent’’ care is not known. Clearly, local cultural

characteristics will vary and need to be considered by

individual training programs.

F I G U R E 1 Cultural Competency Scores of Requirements for all ACGME-Accredited Specialties (N = 27)

Score of 3 5 5 (18%); score of 2 5 1 (4%); score of 1 5 6 (22%); score of 0 5 15 (56%).

Abbreviation: OB-GYN, obstetrics and gynecology.
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The study by Weissman et al reported that surgical and

emergency medicine residents were less likely to deem

cultural issues as very important (43% and 47%, respec-

tively) compared with the other specialties, of which 67%

to 94% felt it was very important.14 Similar findings were

presented in a qualitative study conducted from February

2003 through June 2003 of resident perceptions of their

experiences learning cross-cultural care.20 Study partici-

pants included 68 residents (7 focus groups and 10

individual interviews) at various institutions in the United

States. Mirroring the results of the quantitative study,

although all of the residents viewed culture as an important

factor in patient care, the degree of importance varied

among the specialties. Family medicine and psychiatry

residents held the strongest views on the importance of

cross-cultural care in order to provide high-quality care to a

diverse patient population. These 2 specialties also noted

having received formal training to develop these skills.

Surgical and emergency medicine residents felt that

culturally sensitive care was important, but unrealistic

because of time constraints. Residents from both specialties

were significantly more likely to report little or no training

in areas such as how to address a patient from a different

culture. Emergency medicine and surgical residents re-

ported that any skills related to cross-cultural care were

largely acquired on an informal and ad hoc basis.

Our study has several limitations. The data from the

ACGME program requirements were collected from De-

cember 2011 through February 2012 and may not reflect

recent revisions to the program requirements. In addition,

the scoring system used to rate the requirements with

estimated specificity via the use of keywords is an untested

method and may not be accurate. Finally, there may be

significant differences in individual programs’ interpretation

and implementation of these program requirements.

Conclusion

This review of specialty and subspecialty requirements for

key terms used to describe cultural competency in the areas

of patient care, professionalism, and interpersonal and

communication skills found great variation among

specialties, including among primary care specialties. The

majority of programs (60%) received the lowest specificity

score. Whether a specificity score, low or high, correlates

with the acquisition of cultural competence is unknown.
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