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Abstract
Objective—The Tucker-Culturally Sensitive Health Care Provider Inventory – Patient Form (T-
CSHCPI-PF) is an inventory for culturally diverse patients to evaluate provider cultural sensitivity
in the health care process. The T-CSHCPI-PF is novel in that it assesses provider cultural
sensitivity as defined by culturally diverse patients. The purpose of the present study was to
determine the factor structure and internal consistency reliability of the T-CSHCPI-PF.

Method—A sample of 1648 adult patients was recruited by staff at 67 health care sites across the
United States. These patients anonymously completed the T-CSHCPI-PF, a demographic data
questionnaire, and a patient satisfaction questionnaire.

Results—Confirmatory factor analyses of the TCSHCPI-PF revealed that it has three factors
with high internal consistency and validity.

Conclusion—It is concluded that the T-CSHCPI-PF is a psychometrically strong and useful
inventory for assessing the cultural sensitivity of health care providers. Practical implications: The
T-CSHCPI-PF may be a useful inventory for obtaining patients’ feedback on their providers’
cultural sensitivity and for assessing the effectiveness of trainings to promote patient centered
cultural sensitivity among providers.

1. Introduction
Recommendations for reducing health disparities include improving quality of care for
racial/ethnic minorities and individuals with low household incomes. These
recommendations include increasing cultural sensitivity in health care systems [1],
advocating for patient-centered care [2,3], and increasing the cultural competency and
cultural sensitivity of health care providers [2,4,5].

Cultural competence in health care has been defined as a set of behaviors, attitudes, and
policies that generates and demonstrates understanding, appreciation, and respect for
cultural differences and similarities within, among, and between groups [6,7]. Cultural
sensitivity has been defined as services that are relevant to patients’ needs and expectations
[8]. Herman et al. [9] provides an in-depth discussion on the differences and implementation
of these terms. It has been asserted that cultural competence and cultural sensitivity of
providers are positively associated with patient satisfaction [10], treatment adherence [11],
and health outcomes [2]. The paucity of empirical evidence of these associations [12] is
likely due in part to the lack of appropriate health care quality assessments [13].
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According to the American Association of Medical Colleges [14], standardized and valid
measures of patient-centered culturally sensitive health care are needed. A review of the
literature reveals that there are a few published measures of culturally competent health care
[5,14–17] and no published measures of culturally sensitive health care or of providers’
cultural sensitivity. However, there is one report on the development of race/ethnicity
specific patient-centered culturally sensitive health care assessments that include a subscale
to assess provider cultural sensitivity [18]. Unfortunately, factor analyses were not
performed to examine the factor structure of these inventories, and their reliabilities were
determined using small samples.

Mirsu-Paun et al. [4] claim that the limitations of existing cultural competence and cultural
sensitivity assessments are as follows: (a) the items in these assessments are not data-based;
(b) the perspectives of professional “experts” rather than the perspectives of patients were
used in the development of these assessments; and (c) these assessments focus on testing
specific knowledge pertaining to racial/ethnic groups, failing to attend to broader aspects of
culturally sensitive health care or of provider cultural sensitivity such as provider
communication skills.

The focus of the present study is on evaluating the Tucker- Culturally Sensitive Health Care
Provider Inventory – Patient Form (T-CSHCPI-PF). This inventory is of interest particularly
because the procedures involved in its development were designed to address the above
identified limitations of similar inventories. Specifically, the following inventory
development procedures were used in the development of the T-CSHCPI: (a) focus groups
consisting of racially/ethnically diverse primary care patients were asked to identify specific
behaviors and attitudes of providers that enable patients to feel comfortable with, respected
by, and trusting of health care providers [19]; (b) an independent sample of racially/
ethnically diverse patients rated the importance of the items generated in the focus groups
using a 1–5 rating scale, and only the health care provider items with mean ratings of 3 or
higher were retained in the T-CSHCPI-PF [18]; and (c) the factor analysis performed on the
items retained in the T-CSHCPI-PF (based on the importance ratings of these items)
revealed factors that focus on areas other than providers’ knowledge of racial/ ethnic
minorities.

The purpose of the current study is to use a culturally diverse national sample to test the
reliability and validity of the pilot TCSHCPI- PF, which was developed in previous research
[18] to assess providers’ level of display of behaviors and attitudes that culturally diverse
patients identified as characteristics of culturally sensitive patient-centered providers. The
specific goals of the present study are to: (a) determine the factor structure of the TCSHCPI-
PF using ratings of the listed provider behaviors and attitudes on a pilot version of this
inventory that were provided by a culturally diverse national sample of patients, (b)
determine the internal consistency of the resulting T-CSHCPI-PF factors/subscales, and (c)
determine the construct validity of the T-CSHCPI-PF by examining the correlation between
patients’ scores on it and their scores on a measure of patient satisfaction. The T-CSHCPI-
PF is the first known inventory to assess provider’s patient-centered cultural sensitivity as
defined and assessed by adult patients, including large numbers of Hispanic/Latino patients,
African American/Black patients, and patients with low household incomes.

2. Method
Data were collected on 1681 patient participants from among 67 health care sites located in
four major geographical regions of the United States (i.e., northeast, midwest south, and
west). Patient participant inclusion criteria were: (a) being at least 18 years old; (b) being a
patient at one of the health care sites in the study for at least one year; (c) being able to
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communicate either verbally or in written form; and (d) signing an informed consent form
that documents an agreement to participate in the study.

There were twice as many women (66.7%) as men (33.3%) who participated. The racial/
ethnic composition of the participants is as follows: 21.4% African American/Black, 34.6%
White, 4.1% American Indian/Native American, 3.2% Asian/Pacific Islander, 33.2%
Hispanic/Latino, and 3.5% Other/Non-specified race/ethnicity. The age distribution among
the participants is as follows: 17.4% aged 18–24 years, 20.9% aged 25–34 years, 21.5%
aged 35–44 years, 22.6% aged 45–54 years, 12.6% aged 55–64 years, and 5% aged 65 years
or older. With regard to maximum level of attained education, 5.4% reported elementary
school, 9.5% reported middle/junior high school, 37.5% reported high school, 29.5%
reported some college/technical school, 13.3% reported college, and 4.6% reported graduate
school. These percentages reflect higher rates of women, African American, and Hispanic/
Latino patient participants than was reported for the population in the U.S. Census 2010
although all other demographic characteristics conform to what was reported for the
population.

Of the 67 health care sites recruited, 47.5% were community health care centers, 10.0%
were hospitals, 5.0% were private practices, 2.5% were health departments, and 35% were
other/nonspecified sites. With regard to site location, 53.8% were located in the west, 30.8%
in the south, 10.3% in the midwest, and 5.1% in the northeast.

Patient participants in this study anonymously completed an assessment battery (AB)
consisting of (a) a Demographic Data Questionnaire (DDQ), (b) the pilot Tucker-Culturally
Sensitive Health Care Provider Inventory – Patient Form (T-CSHCPI-PF), and (c) the
Patient Satisfaction Questionnaire – Short Form (PSQ-18). The DDQ was developed by the
Primary Investigator (PI) and contains questions to ascertain the following patient
participant information: race/ethnicity, gender, age, education level, household income,
employment status, and relationship status.

The pilot Tucker-Culturally Sensitive Health Care Provider Inventory – Patient Form (T-
CSHCPI-PF) assesses patients’ perceived levels of patient-centered cultural sensitivity
displayed by their providers. This inventory was originally part of a three-section pilot
inventory that also included patients’ perceived cultural sensitivity displayed by health care
center office staff and the physical environment and policies of their health care center [18].
A preliminary exploratory factor analysis was performed on the 72-item section of provider
behaviors and attitudes of the original inventory. The 27 items with the highest factor
loadings (see Table 1), which also demonstrated the best distributional properties (variance
and item subscale correlations), were used to construct the T-CSHCPI-PF, which consisted
of three hypothesized factors. These three factors are: Competence/ Confidence, Sensitivity/
Interpersonal Skill, and Respect/Communication Skill. The Competence/Confidence factor
assesses the provider’s ability to demonstrate his/her competence and confidence in his/her
medical knowledge and skills to the patient. The Sensitivity/Interpersonal Skill factor
assesses the provider’s ability to demonstrate his/her sensitivity to the patient’s religion,
culture, family, and financial background through his/her interpersonal skills. The Respect/
Communication Skill factor assesses the provider’s ability to demonstrate his/her respect
and trust of the patient’s concerns and experiences through his/her communication skills. All
items are rated on a 4-point Likert scale, ranging from 1 = “Strongly Disagree” to 4 =
“Strongly Agree.”

The Patient Satisfaction Questionnaire – Short Form (PSQ-18) [20] is an 18-item scale
which assesses patients’ attitudes toward their health care providers, and their satisfaction
with the health care they receive. The PSQ-18 consists of seven subscales: Accessibility and
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Convenience, Communication Interpersonal Manner, Technical Quality, Financial Aspects,
Time Spent with Doctor, and General Satisfaction. Additionally, the Technical Quality,
Interpersonal Manner, Communication, and Time Spent with Doctor subscales can be
combined to produce a measure of satisfaction with provider care, the Satisfaction with
Physician subscale. For the purpose of this paper, only the Satisfaction with Physician
subscale will be examined. The PSQ-18 has been reported to have a high internal
consistency that exceeded .90 among population samples with various ethnic and racial
groups [20]. All items on the scale are rated on a 5-point Likert scale, ranging from 1 =
“Strongly Agree” to 5 = “Strongly Disagree,” such that higher scores indicate greater patient
satisfaction.

This study was part of a larger study that included patient participants as well as provider
and office staff participants at participating health care sites. Only the patient participants
and their data are the foci of the present study.

Data collection for the present study involved a three-step process. In Step One, a list of
national organizations with some focus on health care (e.g., National Medical Association,
American Medical Association, Commission on Minority Health) and health care sites in the
four major regions of the nation were identified. The identified organizations and health care
sites were sent an invitation letter that: (a) explained our study; (b) requested their
participation and/or assistance in recruiting health care sites; and (c) provided a number and
email address for contacting our research team to express study participation interest and/or
to learn more about the study. Telephone meetings were scheduled with those who contacted
our research team in response to the invitation letter. In these telephone meetings the
research purpose, potential benefits, participation tasks, timeline, and compensation were
explained in more detail and study related questions were addressed.

A total of 665 sites initially responded for more participation information and of these sites:
10% confirmed participation, 20% declined confirmed participation, and 70% were
unresponsive after the initial contact. These participation rates reflect lack of site resources
such as available staff members, conflicting timelines for the sites that were also doing
training and other orientations, site administrator’s shifting roles (that no longer allowed
them at the time to be the point person for the project), and a high turn-over rate amongst the
staff members at some sites.

In Step Two, a site administrator who has the authority to agree to have her/his health care
site participate in the study identified a staff person to be a Data Collection Coordinator
(DCC), who in turn identified two community members to be Data Collectors (DCs). The
DCC was mailed recruitment and study participation materials. Study materials were
available in Spanish, Chinese, Vietnamese, and English. Upon receipt of the materials, the
DCC and administrator at each site and our research team worked collaboratively to obtain
institutional review board (IRB) approval at the site. Next, the DDC and the DCs were
trained by our research team via telephone to execute their roles, which are described in Step
Three.

In Step Three, the DCs distributed recruitment flyers to patients in the waiting rooms of their
sites, and posted these flyers. Patients who met the participant inclusion criteria and decided
to participate in the study completed the following steps with any needed assistance from the
DCs: (a) read and signed the informed consent form; (b) completed the assessment battery
(AB) without placing a name on it; (c) signed a form that included a name and address for
payment to be mailed; and (d) returned all forms that included their names to a DC in one
sealed envelope and the completed AB in another sealed envelope. The latter action avoided
connection of a participant’s name to her/his assessment battery, thus protecting the
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confidentiality of the patient participants. These sealed envelopes were returned to the DCC
to be mailed to the researchers at the end of the 3-month data collection period. All data
were processed in accordance with the ethical standards of the IRB at the university where
the research team members are based. For study participation, patient participants were each
paid $15 via money orders, each DCC was paid $50 via a money order, and each DC was
paid $8 per hour for a maximum of 16 hours and the resulting maximum payment of $128
was made via money order. All patient participants, DCCs, and DCs were paid within six
weeks following the end of the study at their site.

Data analyses were performed to determine the factor structure, reliability, and validity of
the pilot T-CSHCPI-PF and involved the following steps. An examination of basic
distributional characteristics of the 27 items of the pilot T-CSHCPI-PF was conducted. The
Blom transformation [21] was used to improve item distribution and reduced skewness and
kurtosis for all items. Skewness remained significant for most variables although it was
generally reduced by 50% or more for all variables and kurtosis was no longer significant. A
confirmatory factor analysis of the 27 item factor structure was conducted using item
parceling. The internal consistency and validity of the final proposed factor using the full set
of 27 items combined into parcels were examined.

3. Results
Three item parcels each comprised of 3 randomly combined items from within a given
hypothesized factor were generated for each factor for a total of 9 parcels. Parcels were
generated using Blom-normalized item scores, yielding indicators with minimal skewness
and kurtosis. Parceling produces composite items with improved variance that are more
congruent for factor analysis while preserving the internal consistency of expected factors
[22]. A confirmatory factor analysis were conducted of the proposed 3 factor structure with
the set of 9 parcels using full information maximum likelihood of the available sample [23].

Model fit was very good. The model chi-square statistic was significant [χ2(24) = 51.06, p
< .001], and was slightly more than twice the model degrees of freedom (χ2/df ratio = 2.1).
All fit indices exceeded 0.9 (NFI = 0.99, RFI = 0.99, IFI = 1.00, TLI = 0.99, CFI = 1.00).
The RMSEA was 0.02, which was not significantly different from the criterion value of
0.05. Thus, most indicators were suggestive of excellent model fit. Table 2 shows the
standardized factor loadings for the estimated solution; all factor loadings were significantly
greater than zero.

Internal consistency was computed using the Blom-transformed scores for the 27 items.
Cronbach alphas for each factor were: Competence/Confidence, a = .96; Sensitivity/
Interpersonal Skill, a = .94; and Respect/Communication, a = .94. The T-CSHCPIPF
evidenced excellent internal consistency reliability for each of its three factors.

A Pearson correlation analysis was conducted to examine the associations between the mean
scores for the three factors of the TCSHCPI- PF and the mean score for the Satisfaction with
Physician Care subscale of the PSQ-18. Results revealed significant positive correlations
between the Satisfaction with Physician Care subscale and the Competence/Confidence
factor (r = .439, p < .001), the Sensitivity/Interpersonal Skill factor (r = .455, p < .001), and
Respect/Communication factor (r = .414, p < .001). Correlations were low to moderate,
which can be explained by the conceptual differences between patient satisfaction and
perceived patientcentered cultural sensitivity, which are similar but independent constructs.
These results suggest that the 27-item T-CSHCCEI-PF is a valid measure when used with
the national sample in the present study.
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4. Discussion and conclusion
4.1. Discussion

There is a critical need for the development of reliable and valid assessments of cultural
sensitivity in health care provision. The TCSHCPI- PF was developed in an effort to address
this need. The TCSHCPI- PF is unique in that (a) its items are patient-defined rather than
expert-defined, (b) it consists of specific health care provider behaviors and attitudes that
culturally diverse patients have identified as indicators of patient-centered cultural
sensitivity, and (c) it serves as a vehicle for patients to provide feedback regarding their
health care providers’ behaviors and attitudes. The current paper examined the factor
structure, reliability, and validity of the T-CSHCPI-PF using a national sample of patients.

The factor analyses confirmed the hypothesized factor structure of the three subscales of the
T-CSHCPI-PF: (1) Competence/ Confidence, (2) Sensitivity/Interpersonal Skill, and (3)
Respect/ Communication. These subscales were found to have excellent internal consistency
reliability and high validity, thus suggesting that the T-CSHCPI-PF is a psychometrically
strong inventory that may be useful for assessing patients’ perceived cultural sensitivity of
their providers’ behaviors and attitudes in the health care delivery process.

There are three major limitations of the current study. The first limitation is that participants
who were receiving health care at a health care site and thus patients who do not receive
regular health care may not be represented in the present study. Furthermore, item ratings
may be inflated because patients who are not satisfied may not return or seek services
elsewhere. In spite of this limitation, the present study did have the strengths of involving
many culturally diverse patients from a variety of health care sites across diverse
geographical locations. Additionally, efforts were made to include health care sites that
serve low income patients and racial/ethnic minority patients – groups that are often
underrepresented in health care quality research and who are less likely than majority
Americans to experience comfort, trust, and respect in interactions with their health care
providers due to the cultural divide between the mostly majority providers in the U.S. and
both the low income patients and racial/ethnic minority patients they serve.

The second limitation of the present study is that the participating sites were not randomly
selected from among the major geographical areas of the U.S. Because of the known
difficulty of recruiting participating health care sites, multiple site recruitment strategies
were used including asking for volunteer sites and asking participating sites to recruit other
sites to participate in the study. As a result a large number of participating sites are from
urban settings and from larger states.

The third limitation of the present study is that the T-CSHCPIPF is a self-report inventory.
Self-report measures may actually encourage socially desirable responses, such as under-
reporting or over-reporting the occurrence of the behaviors and attitudes that are listed on
the T-CSHCPI-PF. Yet, self-report measures are commonly used in health care quality
research and have been found to generate reliable data [24]. In this study, patients’ ratings of
their providers were negatively skewed or in other words, overly positive (e.g., agreeing or
strongly agreeing that their providers demonstrate the desired behavior or attitude).
Overreporting by patients could be due to their desire to give socially desirable responses
regarding their providers, particularly for patients who prefer paternalistic relationships with
their providers [25]. For example, some cultures, such as many Asian cultures, view
providers with the same level of respect as elders and parents, which may result in patients
from these cultures preferring paternalistic patient-provider relationships [26,27]. A future
research direction is to determine if the factor structure varies for the different racial/ethnic
cultural groups in the present study.
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4.2. Conclusion
Based on the findings in the present study suggesting that the TCSHCPI- PF is a reliable and
valid measure, support is provided for using this inventory at diverse health care sites for
long periods of time in order to further assess its reliability and validity with patients who
have various levels of utilization of health care providers. Additionally, an important future
research direction is to use data from the T-CSHCPI-PF at a particular site to develop
culturally sensitive health care provision training for the providers at that site and then
determine if there are changes in pre-training to post-training scores on the T-CSHCPI-PF.
Results of such research will have implications regarding the usefulness of the T-CSHCPI-
PF for addressing calls for assessments and training to promote cultural sensitivity in the
health care process. Finally, the evidenced strong psychometric properties of the TCSHCPI-
PF in the present study provide support for the plan to develop a clinical tool version of this
inventory that can be used to customize patient-centered culturally sensitive health care by
health care providers. This clinical tool will have the same items as the T-CSHCPI-PF but
will have the instruction to patients to rate how important it is that each listed provider
behavior and attitude is displayed by their provider. A glance at this patient feedback by a
provider prior to seeing the patient who provided the feedback could result in “customized”
patient centered culturally sensitive health care that reflects the reality that there are
individual as well as cultural group differences regarding desired provider behaviors and
attitudes in the health care delivery process.

4.3. Practice implications
The support for the T-CSHCPI-PF’s strong psychometric properties in the present paper has
three important implications. One implication is that this inventory can be used to promote
patient-centered culturally sensitive provider behaviors and attitudes by providing health
care providers and site administrators with feedback regarding the level of occurrence of
these behaviors and attitudes. This feedback can be used in the training of health care
providers to be culturally sensitive, which in turn will likely increase patients’ health care
satisfaction – a variable that has been linked to more continuous health care, adherence to
medical regimens, and ultimately better health [28,29]. A second implication is that this
inventory may be a useful instrument for promoting patients’ health care self efficacy. This
is important given the finding that patients with high self-efficacy in relation to their health
care experience demonstrated better health outcomes [30,31] and higher levels of health care
satisfaction [32]. An important predicator of the adoption and maintenance of health
behaviors is health self-efficacy [33]. Health self-efficacy has been associated with
treatment adherence, health promoting behaviors, and decreased physical and psychological
symptoms [34,35].

A third implication is that this inventory may call the attention of health care providers and
administrators to the importance of psychosocial aspects of health care quality that are not
typically emphasized in medical training. These psychosocial aspects of health care quality
primarily is impacted by how providers interact with their patients, which include providers’
interpersonal skills that enable patients to feel comfortable and trusting, and displaying
provider behaviors and attitudes that connote sensitivity to and respect for patients.
Promoting these aspects of health care quality are particularly important given that the
quality of patient-provider communication affects patients health outcomes, such that the
more trust and comfort patients feel with their providers, the more likely they are to adhere
to treatment, including engagement in recommended health promoting behaviors [36–39].

Acknowledgments
This work was supported by the Robert Wood Johnson Foundation (grant number 59281).

Tucker et al. Page 7

Patient Educ Couns. Author manuscript; available in PMC 2014 June 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
1. American College of Physicians. Racial and ethnic disparities in health care. Ann Intern Med. 2004;

141:226–232. [PubMed: 15289223]

2. Beach MC, Saha S, Cooper LA. Patient centeredness and cultural competence: their relationship and
role in healthcare quality. The Commonwealth Fund Report. 2006

3. Institute of Medicine. Improving medical education: enhancing the behavioral and social science
content of medical school curricula. Washington, DC: National Academy Press; 2004.

4. Mirsu-Paun A, Tucker CM, Herman KC, Hernandez CA. Validation of a provider self-report
inventory for measuring patient-centered cultural sensitivity in health care using a sample of
medical students. J Comm Health. 2010; 35:198–207.

5. Thom DH, Tirado MD. Development and validation of a patient-reported measure of physician
cultural competency. Med Care Res Rev. 2006; 63:636–655. [PubMed: 16954311]

6. Lavizzo-Mourey RJ, MacKenzie E. Cultural competence—an essential hybrid for delivering high
quality care in the 1990’s and beyond. Trans Amer Clin Climatol Assoc. 1995; 107:226–235.
[PubMed: 8725573]

7. U.S. Department of Health and Human Services; Health Resources and Services Administration.
[Retrieved January 17, 2007] Definitions of cultural competence. http://bhpr.hrsa.gov/diversity/
cultcomp.htm.

8. U.S. Department of Health and Human Services; Office of Minority Health. [Retrieved January 17,
2007] National standards for culturally and linguistically appropriate services in health care: Final
report. http://www.omhrc.gov/ clas/index.htm.

9. Herman KC, Tucker CM, Ferdinand LA, Mirsu-Paun A, Hasan N, Beato C. Culturally sensitive
health care and counseling psychology: an overview. Couns Psychol. 2007; 35:633–649.

10. Betancourt JR. Cultural competence in health care: emerging frameworks and practical approaches
2002. http://www.commonwealthfund.org/usr_doc/betancourt_culturalcompetence_576.pdf.

11. Wilson E, Grumbach K, Heuebner J, Agrawal J, Bindman AB. Medical student, physician, and
public perceptions of health care disparities. Fam Med. 2004; 36:715–721. [PubMed: 15531986]

12. Betancourt JR, Green AR, Carrillo JE, Ananeh-Firempong O. Defining cultural competence: a
practical framework for addressing racial/ethnic disparities in health and health care. Public Health
Rep. 2003; 118:293–303. [PubMed: 12815076]

13. Fortier, JP.; Bishop, D. Brach, C., editor. [Retrieved January 15, 2010] Setting the agenda for
research on cultural competence/sensitivity in health care. Office of Minority Health and Agency
for Healthcare Research and Quality. 2004. http://www.ahrq.gov/research/cultural.htm.

14. American Association of Medical Colleges. Cultural competence education. 2005 http://
www.aamc.org.

15. Campinha-Bacote JA. Culturally competent model of care for African Americans. Urol Nurs.
2009; 29:49–54. [PubMed: 19331277]

16. Campinha-Bacote J. The process of cultural competence in the delivery of healthcare services: a
model of care. J Trans Nurs. 2002; 13:181–184.

17. Schim SM, Doorenbos AZ, Miller J, Benkert R. Development of a cultural competence assessment
instrument. J Nurs Meas 2003. 2003; 11:29–40.

18. Tucker CM, Mirsu-Paun A, Van den Berg JJ, Ferdinand L, Jones JD, et al. Assessments for
measuring patient-centered cultural sensitivity in community- based primary care clinics. J Natl
Med Assoc. 2007; 99:609–619. [PubMed: 17595929]

19. Tucker CM, Herman KC, Pedersen TR, Higley B, Montrichard M, Ivery P. Cultural sensitivity in
physician-patient relationships: perspectives of an ethnically diverse sample of low-income
primary care patients. Med Care. 2003; 41:859–870. [PubMed: 12835610]

20. Marshall, GN.; Hays, RD. The Patient Satisfaction Questionnaire Short-Form (PSQ,-18). Santa
Monica, CA: RAND; 1994. RAND publication no. P-7865.

21. Blom, G. Statistical estimates and transformed beta variables. New York, NY: John Wiley and
Associates; 1958.

22. Little TD, Cunningham WA, Shahar G, Widaman K. To parcel or not to parcel: exploring the
question, weighing the merits. Struct Equ Modeling. 2002; 9:151–173.

Tucker et al. Page 8

Patient Educ Couns. Author manuscript; available in PMC 2014 June 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://bhpr.hrsa.gov/diversity/cultcomp.htm
http://bhpr.hrsa.gov/diversity/cultcomp.htm
http://www.omhrc.gov/clas/index.htm
http://www.commonwealthfund.org/usr_doc/betancourt_culturalcompetence_576.pdf
http://www.ahrq.gov/research/cultural.htm
http://www.aamc.org
http://www.aamc.org


23. Arbuckle, JL. AMOS 16.0 user’s guide. Chicago, IL: SPSS Inc.; 2007.

24. Bhandari A, Wagner T. Self-reported utilization of health care services: improving measurement
and accuracy. Med Care Res Rev. 2006; 63:217–235. [PubMed: 16595412]

25. Stewart, M.; Roter, D., editors. Communicating with medical patients. Newbury Park, CA: Sage
Publications; 1998.

26. Hui, E. Chinese health care ethics. In: Coward, H.; Ratanakul, P., editors. A crosscultural dialogue
on health care ethics. Waterloo: Wilfred Laurier University Press; 1999. p. 128-137.

Tucker et al. Page 9

Patient Educ Couns. Author manuscript; available in PMC 2014 June 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Tucker et al. Page 10

Table 1

27-item exploratory factor analysis on normalized T-CSHCPI-PF items, using listwise deletion (N = 920).

Competence/
Confidence

Sensitivity/
Interpersonal

Skill
Respect/

Communication

Item 08 Knows what he/she is doing 0.92 0.05 0.01

Item 09 Confident in ability 0.92 0.02 0.06

Item 06 Well educated 0.92 0.07 0.02

Item 07 Knowledgeable about medicine 0.91 0.03 0.02

Item 04 Dedicated 0.87 0.03 0.02

Item 05 Enjoys what he/she is doing 0.78 0.07 0.00

Item 03 Honest and direct 0.72 0.02 0.10

Item 10 Right about why I am sick 0.70 0.11 0.02

Item 12 Interested in my problems 0.61 0.24 0.02

Item 68 Respectful of religious beliefs 0.04 0.86 0.01

Item 67 Shows care/concern for my children 0.02 0.81 0.02

Item 70 Understands my culture 0.00 0.81 0.03

Item61 Provides race/ethnicity health info 0.09 0.80 0.02

Item65 Understands financial situations 0.05 0.77 0.01

Item 50 Follows up with me 0.06 0.75 0.01

Item 62 Prepares me for next steps 0.08 0.75 0.06

Item 66 Shows appreciation 0.07 0.74 0.09

Item 49 Doesn’t make me wait long 0.04 0.66 0.01

Item 30 Doesn’t talk down to me 0.05 0.03 0.91

Item 29 Doesn’t psychologize everything 0.06 0.12 0.90

Item 35 Doesn’t embarrass me 0.07 0.03 0.71

Item 31 Communicates with me 0.11 0.09 0.71

Item 28 Doesn’t question truth/accuracy of what I’m feeling 0.04 0.09 0.69

Item 34 Takes patient concerns seriously even if considers them not serious 0.07 0.22 0.58

Item 32 Tries to educate me 0.06 0.24 0.54

Item 36 Certainty before prescribing 0.19 0.18 0.51

Item 27 Takes my concerns seriously 0.20 0.25 0.47
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Table 2

Standardized factor loadings for the 9-parcel confirmatory factor analysis on normalized TSCHCI-PP parcels,
using full-information maximum likelihood estimation (N = 1681).

Competence/
Confidence

Sensitivity/
Interpersonal

Skill
Respect/

Communication

Competence/Confidence Parcel1 (Items 5,12,7) 0.94

Competence/Confidence Parcel2 (Items 4,10,6) 0.93

Competence/Confidence Parcel3 (Items 9,3,8) 0.92

Sensitivity/Interpersonal Skill Parcel1 (Items 61,65,66) 0.91

Sensitivity/Interpersonal Skill Parcel2 (Items 49,68,70) 0.89

Sensitivity/Interpersonal Skill Parcel3 (Items 50,67,62) 0.93

Respect/Communication Skill Parcel1 (Items 28,36,29) 0.80

Respect/Communication Skill Parcel2 (Items 31,32,35) 0.91

Respect/Communication Skill Parcel3 (Items 27,30,34) 0.93

Note: All loadings significantly greater than zero, p < .01.
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