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abstractCONTEXT: Culturally sensitive interventions in the pediatric primary care setting may help
reduce health disparities. Less is known on the development of these interventions, their
target groups, and their feasibility, acceptability, and impact on health outcomes.

OBJECTIVE: We conducted a systematic review to describe culturally sensitive interventions
developed for the pediatric primary care setting.

DATA SOURCES: PubMed, Web of Science, Cumulative Index to Nursing and Allied Health
Literature, and PsycInfo (January 2000 to July 2020).

STUDY SELECTION: Studies were eligible for inclusion if they were (1) original research on an
intervention with an evaluation, (2) within a pediatric primary care setting, (3) not limited to
education for providers, (4) not limited to interpreter use, and (5) based in the United States.

DATA EXTRACTION: The following were extracted: study topic, study design, intervention, cultural
sensitivity strategies and terminology, setting, target group, sample size, feasibility,
acceptability, and health outcomes.

RESULTS: Twenty-five studies described 23 interventions targeting a variety of health topics.
Multiple cultural sensitivity strategies were used, most commonly sociocultural (83%). Most
interventions (57%) were focused on Hispanic/Latino families. Interventions were generally
reported as being feasible and acceptable; some also changed health outcomes.

LIMITATIONS: Small samples and heterogenous methods subject to bias were used. Relevant
articles may have been missed because of the variety of terms used to describe cultural
sensitivity.

CONCLUSIONS: The included articles provide preliminary evidence that culturally sensitive
interventions can be feasible and effective and may help eliminate disparities for patients
from communities with barriers to equitable care.
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In pediatric primary care, disparities
in access, quality, and care delivery
exist for children and families of
color,1 those living in poverty,2 and
those whose primary language is not
English.3 According to a review of
pediatric health care access and
quality, parents who identify as
Indigenous, Black, Latino, Asian
American, or Pacific Islander are
less likely than non-Hispanic white
parents to report receiving high-
quality health care for their
children.4 Many of these disparities
are rooted in structural inequities,
including racism,5 xenophobia,6 and
poverty.2 Similarly, children whose
parents’ primary language is not
English face health care access and
quality disparities7,8 and are less
likely to have a medical home.9

Eliminating these disparities is a
priority of the American Academy of
Pediatrics,10 the American Board of
Pediatrics,11 and the National
Academy of Medicine.12,13

There has been a growing
awareness that providing culturally
sensitive pediatric primary care,
especially during well-child visits, is
a potentially modifiable way to
address health care disparities and
promote health equity.14,15 The
American Academy of Pediatrics
defines culturally sensitive care as
“the delivery of care within the
context of appropriate physician
knowledge, understanding, and
appreciation of all cultural
distinctions leading to optimal
health outcomes” and has
recognized cultural sensitivity as an
important aspect of providing all
children high-quality comprehensive
care.10 Two influential publications
from the National Academy of
Medicine, Crossing the Quality
Chasm12 and Unequal Treatment,13

also describe how the provision of
culturally sensitive care may help

reduce racial and ethnic health care
disparities. Culturally sensitive care
is also a key component of the
patient-centered medical home
model.16 A recent study revealed
that parent-reported culturally
sensitive care within pediatric
primary care settings was associated
with higher-quality well-child care.17

Culturally sensitive interventions,
defined here as interventions
specifically incorporating tenets of
culturally sensitive care, have been
developed for the pediatric primary
care setting over the past 2 decades
in alignment with the call to action
to address child health disparities.

An important example of a culturally
sensitive intervention that is
considered standard of care is
ensuring that language supports (ie,
professional medical interpreters or
health care providers with
professional language proficiency)
are available to all patients.18,19

However, language represents only
one component of delivering
culturally sensitive pediatric health
care.20 Kreuter et al21 provide a
framework for how to develop
culturally sensitive interventions
more broadly, which includes the
following strategies: peripheral
(packaging materials in a way likely
to appeal to a given group),
evidential (providing evidence of a
health issue’s impact on a given
group), linguistic (providing health
education in the dominant language
of a group), constituent involving
(drawing directly on experience of
members of the target group), and
sociocultural (framing health issues
in relation to broader social or
cultural values). In addition to the
framework by Kreuter et al,21

addressing structural factors (ie,
poverty, racism) is also a key tenet
of culturally sensitive care.22

As reports of culturally sensitive
interventions increase, a description
about how culture is incorporated

into intervention development, into
groups included in these
interventions, and into intervention
feasibility, acceptability, and impact
on health outcomes would allow
pediatric health providers to assess
the current state of the literature
and identify opportunities for
improvement in their own practices.
In this systematic review, our
objectives were to (1) summarize
the existing primary literature on
studies in which researchers applied
culturally sensitive interventions in
the pediatric primary care setting,
(2) explore how authors used
specific culturally sensitive
strategies, and (3) assess whether
these adaptations are feasible and
acceptable and/or lead to a change
in health outcomes.

METHODS

Eligibility Criteria

We followed the Preferred
Reporting Items for Systematic
Reviews and Meta-Analyses
guidelines to complete this
systematic review.23 To be included
in this review, studies were required
to be (1) original research on an
intervention or program, including
evaluation; (2) within a pediatric
primary care setting; (3) not limited
to education for providers; (4) not
limited to interpreter use; and (5)
based in the United States. We
excluded articles that described only
provision of interpreters because it
is now expected standard of care in
all health care settings.18,19

Conference abstracts and
dissertations were excluded.
Because of the rapidly changing
demographics in the United States in
recent decades,24 only studies from
2000 or later were included.

Data Sources and Search Strategy

An electronic literature search was
conducted in July 2020 by using
PubMed, Web of Science, the
Cumulative Index to Nursing and
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Allied Health Literature, and
PsycInfo. A diagram of the search
process can be found in Fig 1. The
search terms used were as follows:
(“cultural resilience” or “cultural
sensitivity” or “culturally sensitive”
or “cultural adaptation” or
“culturally adapted” or “culturally
humble” or “culturally appropriate”
or “culturally competent” or
“culturally grounded” or “cultural
background” or “cultural values” or
“cultural navigator” or “culturally
responsive” or “culturally relevant”)
AND (“pediatric” or “well-child” or
“pediatric primary care” or
“pediatric medical home” or
“primary care”). Of 3111 unique
titles and abstracts, 85 relevant
articles were downloaded for
further screening. Screening for
inclusion was done independently
by 2 study team members (W.O. and
M.S.), who thoroughly reviewed each
article to determine if each inclusion

criterion was met. Discrepancies in
terms of whether an article should
be included were resolved by
discussion and consensus, as well as
arbitration by a third team member
(M.R.) if necessary. Screening was
performed in Covidence, an online
tool for systematic reviews.25

Twenty-five studies on 23 unique
interventions were included after
screening by full text. The
references for each article that met
inclusion criteria were searched for
additional relevant articles; no new
articles were found.

Data Extraction

Study interventions and results were
abstracted and evaluated by 1
researcher (W.O.), with verification by
2 additional researchers (M.R. and
M.S.). To summarize and synthesize
articles, we developed an abstraction
codebook that included the following
topics: (1) populations studied, (2)

intervention design, (3) how
culturally sensitive care was defined,
(4) how culturally sensitive care was
incorporated into the intervention
(considering the framework by
Kreuter et al21 as well as structural
factors), (5) evaluation design, and
(6) feasibility, acceptability, and/or
health outcomes reported. We used
the evidence levels described in
Table 1 to assess risk of bias for
each study.26 Study quality and risk
of bias were evaluated
independently by 2 study team
members (D.C.G and K.M.), with
discrepancies resolved by
discussion and consensus. We
anticipated high variability and low
standardization between studies,
precluding meta-analysis and
assessment of publication bias.

The protocol for this systematic
review was prospectively registered
in the International Prospective
Register of Systematic Reviews
(identifier CRD42020083916). The
University of Pittsburgh deemed
this study non–human subjects
research.

RESULTS

Summary of Included Articles

Twenty-five articles were included
in this review.27–51 Descriptions of
study characteristics are shown in
Tables 2 and 3. The most common
study design was intervention arm
only with pre-post assessment,
which was used in 11 (44%)
articles.* Seven studies (28%) used
randomized controlled trial (RCT)
designs.27,30,33,38,42,43,45 Two (8%)
conducted fully powered RCTs,30,43

3 (12%) were pilot RCTs,38,42,45

and 2 (8%) RCTs were
underpowered.27,33 Four (16%)
studies used cross-sectional
designs,34,36,46,50 1 (4%) used an
adaptation scoring design,29 1 (4%)

FIGURE 1
Flow diagram of study selection for the identification of peer-reviewed publications on culturally sen-
sitive interventions in pediatric primary care settings in the United States, January 2000 to July 2020.

*Refs 28, 32, 35, 37, 39–41, 44, 47, 48, and
51.
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used an intervention arm with a
historical control,31 and 1 (4%) used
retrospective chart reviews.49 Per
the description in each study’s
methods section, 16 (64%) used
primarily quantitative methods,† 1
(4%) was primarily qualitative,34

and 8 (32%) used mixed
methods29,31,32,40,46,47,49,50 (Table
3). Evidence levels varied among the
studies (Table 1). Studies describing
the same intervention (those by
Bender et al28,29 and by Falbe
et al33,34) have been combined,

resulting in a denominator of 23
(instead of 25) for percentages
reported below.

Intervention Topics, Locations, and
Timing

Interventions addressed a wide
variety of topics. Ten (43%) were
focused on obesity prevention‡ and
4 (17%) on depression.32,39,40,51

One (4%) each was focused on
asthma,38 sexual health,35 smoking
cessation,47 parental education for
prevention of infant musculoskeletal
disorders,44 bicycle helmet safety,48

child behavior,41 provision of family-
centered primary care,50 care
coordination,36 and development of
a cultural health advisor position
within a clinical practice.46 All
interventions took place in primary
care centers or clinics, with some
including components located
online,30 at schools,47,49 or at local
community centers.31,49 For
longitudinal interventions, session
length ranged from 20 minutes50 to
2 hours,33,34,40,41,46 and intervention
length ranged from a single
session36,44,48 to sessions spread
over 2 years43 (Table 2).

Terms Used to Describe Cultural
Sensitivity

Authors used a total of 23 terms to
describe how their interventions
related to culture, with many studies
including >1 term (Table 4). The 2
most frequent terms, “culturally
sensitive”§ and “culturally
appropriate,”k were each used in 12
(52%) interventions. Eight (35%)
interventions used “culturally
tailored,”28–31,33,34,37,41,44,48 8 (35%)
used “culturally
adapted,”28,29,32,40,41,43–45,51 7 (30%)
used “culturally
relevant,”27–29,32–34,39,41,48 7 (30%)
used “culturally
competent,”28,29,36,38,41,43,46,50 and 4
(17%) used “culturally
specific.”31,33,34,41,51 Other terms
included the following: culturally
centered,45,51 culturally accepted or
acceptable,35,44 culturally safe,46

culturally congruent,33,34 culturally
aware,32 culturally inclusive,50

culturally familiar,31 culturally
equivalent,51 culturally representative,51

culturally suitable,28,29 culturally
modified,28,29 culturally effective,36

culturally respectful,33,34 culturally
based,35 culturally targeted,44 and
culturally accurate.49

TABLE 1 Evidence Quality Assessment (N 5 25)

Author (Year)

Evidence level 1: systematic review of evidence
level 2 studies

—

Evidence level 2: RCT Chen et al30 (2019)a

Mirza et al43 (2013)a

Evidence level 3-I: pseudo-RCT (ie, alternate allocation
or some other method)

Arauz Boudreau et al27 (2013)b

O’Connor et al45 (2020)b

La Roche et al38 (2006)b

Mazzeo et al42 (2014)b

Falbe et al33 (2015)b

Evidence level 3-II: comparative study with concurrent
controls (nonrandomized experimental trial, cohort study,
case-control study, interrupted time series)

—

Evidence level 3-III: comparative study without
concurrent controls (historical control study, $2
single-arm interrupted time series without a
parallel control group)

Cronk et al31 (2011)

Evidence level 4: case series with either posttest or
pre- and posttest outcomes or cross-sectional design

Bender et al29 (2014)c

D’Angelo et al32 (2009)
Bender et al28 (2013)
Herbst et al37 (2019)
Falbe et al34 (2017)c

Feutz and Andresen35 (2013)
Hamilton et al36 (2013)
Landback et al39 (2009)
Lewin et al40 (2015)
L�opez et al41 (2018)
Nitsos et al44 (2017)
Reavy et al46 (2012)
Rice et al47 (2003)
Ryan et al48 (2020)
Serpas et al49 (2013)
Svetaz et al50 (2016)
Valdez et al51 (2013)

—, not applicable.
a Described a power analysis.
b No power analysis or authors stated they were underpowered.
c Included here because the evaluation is described in another article.

†Refs 27, 28, 30, 33, 35–39, 41–45, 48, and
51. ‡Refs 27–31, 33, 34, 37, 42, 43, 45, and 49.

§Refs 27–29, 32–34, 37, 40–42, and 48–51.
|Refs 28–30, 35, 37, 40, 43, 44, 46, 47, 49,
and 50.
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TABLE 2 Description of Included Interventions (n 5 23)

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

Arauz Boudreau
et al27 (2013)

Obesity Latino children Children and
caregivers
received 6 total
wk of “Power
Up” group health
classes and 6
mo of coaching
designed to help
families
incorporate
healthy lifestyles
and address
barriers to
change

Urban community
health primary
care center
(Boston, MA)

Power Up: 5 weekly
sessions, sixth
session 3 mo
later; health
coaching: 1
meeting followed
by periodic
contact over 6
mo

Latino children
(N 5 41) with
BMI >85
percentile,
aged 9–12 y,
and their
caregivers;
average age
10, 62% female,
>75% primary
household
language non-
English, all
participants
first- (54%) or
second-
generation
(46%)
immigrants

Bender et al28

(2013)
Obesity Low-income

Hispanic
mothers with
preschool-aged
children

Vida Saludable: 4
biweekly group
classes on
avoiding sugar-
sweetened
beverages,
increasing
physical activity,
and maternal
role-modeling,
followed by 6 mo
of community
group activities

Urban community
health center
(San Diego, CA)

Phase 1: 4 biweekly
group lessons

Mothers (N 5
33): average
age 27 y, 100%
born in Mexico,
88% below
poverty level,
97% Spanish
speaking, 100%
unemployed;
children:
average age
3.6, 52%
female, 100%
in preschool,
97% with
MediCal
insurance

Bender et al29

(2014)
— — — — Phase 2: 6 monthly

group activities;
delivered over 9
mo

—

Chen et al30

(2019)
Wt loss Chinese-American

adolescents
iStart Smart for

Teens: online
educational
modules
designed to
increase self-
efficacy and
promote physical
activity and
healthy diets,
followed by
tailored biweekly
text messages;
Fitbit Flex
devices were
provided to
monitor activity

Community clinics;
online (San
Francisco, CA)

Online modules: 3
mo; tailored text
messages: 3 mo;
Fitbit: entire
6-mo period

Chinese-American
adolescents
(N 5 40),
mean age 14.9,
43% female,
mean BMI 28.3,
mean BMI
percentile 94,
95% with
family income
<$40 000
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TABLE 2 Continued

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

levels and track
dietary intake

Cronk et al31

(2011)
BMI, quality of life Spanish-speaking

Latino families
and children

Familias Sanas y
Activas: family-
centered, child-
focused health
presentations by
bilingual and/or
bicultural staff;
emphasis on
healthy lifestyles,
not wt change,
with family- and
self-selected
goals; staff
support,
coaching, and
additional
activities
available

Community FQHC
and/or local
service
organization
community
center
(Milwaukee, WI)

6 weekly sessions;
follow-up at 6
and 12 mo

Spanish-speaking
Latino families
with children
8–11 y and BMI
>85th
percentile
(N 5 54):
average age
9.4, 52%
female,
average
parental age
36, 97%
Mexican origin,
average 11 y in
United States,
68% children
without
insurance

D’Angelo et al32

(2009)
Depression Latino families Culturally adapted

from the
Beardslee
Preventive
Intervention
Program for
Depression: 6
modules with
structured
discussion topics
delivered over a
variable
duration,
designed to
enhance
strength and
resilience in
children whose
parents are
depressed

Mental health clinic
(Boston, MA)

Flexible timing
offered, range of
3–7 mo

Latino families
with children
7–17 y and
parent with
depressive
disorder (N 5
9): child
average age
11, 56% female,
78% bilingual,
22% English
only; 100%
parents female,
average
maternal age
40 y, 78%
income
<$20 000,
average 14 y in
United States,
78% Spanish
only, 22%
bilingual

Falbe et al33

(2015) and
Falbe et al34

(2017)

Obesity Latino children Familias Activas y
Saludables:
weekly group
classes led by a
dietician,
physician, and
promotora
covering healthy
behaviors

Pediatric primary
care FQHC
(Martinez, CA)

Five 2-h group
medical
appointments,
every other
week for 10 wk

Spanish-speaking
Latino families,
child 5–12 y
and BMI >85th
percentile
(N 5 53):
children 51%
female, mean
age 8.9 y, mean
BMI 24.4, 87%
BMI >95th
percentile;
parents 94%
female, 67%
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TABLE 2 Continued

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

first-generation
immigrants,
76% food
insecure

Feutz and
Andresen35

(2013)

Sexual risk
behaviors

Latino adolescents Cuidate: modules
on the Cuidate
theme (“take
care of
yourself”) and
safe and unsafe
sex delivered in
various formats,
including small
groups, music,
videos, games,
role-playing, and
skill-building
activities

Pediatric primary
care center in
federally
designated
medically
underserved
area (Urbana, IL)

Six 1-h modules,
delivered over 2
d (3 h each day)

Latino adolescents
13–18 y, fluent
in English

Hamilton et al36

(2013)
Care coordination Children with

special health
care needs

Pediatric Medical
Home Program:
standard
medical home
requirements
plus a focus
on care
coordination, a
bilingual family
liaison, and a
pediatrician to
develop and
manage written
patient care
plans

Pediatric medical
home (Los
Angeles, CA)

Years Children with low
SES, minority
racial and/or
ethnic status,
and serious
chronic
conditions

Herbst et al37

(2019)
Obesity Racially diverse,

low SES children
in urban
underserved
area

Developed
standardized,
culturally
tailored
educational
resources and
used
motivational
interviewing to
assess readiness
for discussion of
healthy diet and
lifestyle changes
and to develop
SMART goals

Outpatient urban
pediatric
primary care
center
(Cincinnati, OH)

Provider training:
20-min monthly
seminars over 9
mo; innovations:
6 mo

Racially diverse,
low SES
children (N 5
137): mean age
44 mo, 61%
female, 60%
with
overweight,
40% with
obesity, 71%
Black, 16%
White, 10%
multiracial,
93% with
public
insurance

La Roche et al38

(2006)
Asthma Racial and/or

ethnic minority,
low SES, urban
children

Multifamily Asthma
Group Treatment:
group modules
discussed
asthma
prevention,
treatment, and
resources in an
allocentric

Inner-city pediatric
community
health center
(Boston, MA)

Three 1-h modules,
conducted on
different days

Racial and/or
ethnic minority,
low SES, urban
children aged
7–13 y (N 5
22): 73%
Hispanic, 27%
African
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TABLE 2 Continued

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

manner
consistent with
the allocentric
orientation

American, 41%
female

Landback et al39

(2009)
Depression Adolescent patients

with
subthreshold
depressive
symptoms

Project CATCH-IT:
Internet
module–based
intervention
designed to
enhance
resiliency, coping
skills, and
prevent
depression

Primary care clinic,
and online
(Chicago, IL)

14 self-directed
Internet
modules, with
15-min
motivational
interviews
before and after
with PCP

Adolescents aged
14–21 y (N 5
25): mean age
18 y, 68%
female, 88%
white,
8% African
American,
4% Asian
American,
mean Center
for
Epidemiological
Studies
Depression
Scale score 24

Lewin et al40

(2015)
Depression Urban, low-income

minority teen-
aged mothers
and male
partners

Strong Foundations:
prenatal group
educational
sessions for
married or
cohabiting
couples, led by a
male and female
facilitator, and
individualized
postnatal
sessions
integrated into
well-child
pediatric visits
held over the
course of the
child’s first year

Primary care
pediatrics
(Chicago, IL)

Five 2-h prenatal
group sessions;
9 individualized
postnatal
sessions in
child’s first year

Prenatal pilot
data: N 5 32
couples:
mothers
average age 17
y, 83% Black,
90% in school;
fathers average
age 18 y, 85%
Black, 55% in
school, 35%
employed

L�opez et al41

(2018)
Child behavior Latino families Criando a Nuestros

Ni~nos hacio el
�Exito: parenting
program aimed
to improve
family dynamics,
decrease
problematic
child behavior,
and help
manage stress
through sessions
with a
promotora

Pediatric primary
care clinic (rural
SC)

Eight 2-h sessions
conducted
weekly

Sociodemographic
data measured
but not
reported

Mazzeo et al42

(2014)
Obesity African American

children
Nourishing Our

Understanding of
Role Modeling to
Improve Support
and Health:
parent-only
group sessions

Community-based
clinic (VA)

Originally 12 weekly
90-min sessions,
reduced to 6
after participant
feedback

Baseline: N 5 84
families;
children mean
age 8.6 y, 67%
female, mean
BMI percentile
98; caregivers
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TABLE 2 Continued

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

emphasizing
role-modeling of
healthy eating
and exercise,
and enhancing
parents’ self-
efficacy in eating
and exercise
behaviors

mean age 40 y,
86% female,
mean BMI 34;
61% African
American, 37%
White, 42%
income
<$35 000

Mirza et al43

(2013)
Obesity Hispanic American

children and
adolescents

LGD: nutrition
modules on
reducing
carbohydrate
intake and
promoting intake
of proteins and
fats, weekly
meetings with
interventionist,
and sessions
designed to
increase
physical activity;
LFD: identical to
LGD but given
nutritional
information
focused on
reducing fat
intake

Community-based
pediatric clinic
(Washington, DC)

Weekly modules
and meetings for
12 wk; dietary
intervention: 2 y

Hispanic American
children and
adolescents
(n 5 57 LGD,
n 5 56 LFD):
mean age 12 y,
mean BMI 31,
mean age at
obesity onset
6 y, 70% with
obesity family
history, mean
income
<$30 000

Nitsos et al44

(2017)
Parent education Latino parents with

limited English
proficiency

Tummy Time:
education and
educational
materials in
Spanish provided
to parents on
Tummy Time, in
which adults
play and interact
with awake,
prone infants to
strengthen neck
muscles and
prevent
musculoskeletal
conditions

Obstetric clinic
waiting rooms
(West Columbia,
SC [urban], and
Lancaster, SC
[rural])

Single sessions
while parents
waiting in clinic,
intervention run
for 13 mo

Parents and
expectant
parents or
caregivers of
infants who
self-identified
as Latino or
Hispanic,
having limited
English
proficiency, and
having Spanish
as first
language

O’Connor et al45

(2020)
Obesity Hispanic children

and fathers
Papas Saludables

Ninos
Saludables:
group-based
healthy lifestyle
program that
encourages
fathers as
healthy role
models, teaches
authoritative
parenting, and
recommends
reciprocal
reinforcement

Primary care
pediatric clinic
(Houston, TX)

Weekly 90-min
sessions for
10 wk

Hispanic children
(n 5 64) and
fathers (n 5
36): children
mean age 8.5 y,
56% female,
38% with
overweight or
obesity; fathers
mean BMI 29,
39% with
income
<$25 000, 83%
home Spanish
speaking, 89%
immigrants
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TABLE 2 Continued

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

(70% from
Mexico)

Reavy et al46

(2012)
Prenatal and

pediatric clinic for
refugees

US prenatal and
pediatric
refugees

Culturally
Appropriate
Resources and
Education Clinic:
nurse-led clinic
model for
prenatal and
pediatric refugee
patients, providing
access to health
care services and
education, and
implementing a
designated CARE
Clinic Health
Advisor

Outpatient family
center on
medical campus
(Boise, ID)

2-h group visits;
prenatal care: 6
times per
month; well-
infant care: 4
times per month

US prenatal and
pediatric
refugees

Rice et al47 (2003) Smoking Arab American
adolescents

Project TNT: pilot
focus,
intervention,
clinic, and
school focused
on smoking
cessation; health
educator met
with teenagers
in group setting
to discuss
tobacco use

Arab American
teenager health
clinic (Detroit,
MI)

Pilot intervention:
1 h once a week
for 4 wk

Arab American
adolescents
(N 5 9), mean
age 16 y, 78%
male, 67%
second-
generation
immigrants,
45% with
Arabic as first
language

Ryan et al48

(2020)
Bike helmet safety Urban children You Make the Call:

a video on bike
helmet use was
shown to parent-
child dyads
during pediatric
clinic visits,
children were
given a free
helmet, and
parents were
given a handout
to encourage
helmet use

Primary care clinic
(Baltimore, MD)

Single session,
phone follow-up
after 1 mo

Urban children

Serpas et al49

(2013)
Obesity Latino children San Diego Healthy Wt

Collaborative:
broad initiative
that included
primary care,
public health,
schools, and
community
organizations to
reduce obesity.
Primary care
interventions
included PDSA QI
cycles, training on
wt-related
documentation,
and creation of

Primary care clinic,
as well as other
medical and
community
centers, and
schools (San
Diego, CA)

Years Chula Vista Family
Clinic (N 5
8106 patients):
79% Latino,
obesity rate
not available,
27% uninsured,
86% <200%
federal poverty
level
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Interventions were focused on a
variety of cultural groups (Table 2),
with the majority of interventions
(19 [83%]) conceptualizing culture
as race and/or ethnicity. Of these,
13 (57%) were focused on
participants of Hispanic
background¶ and 1 each on those of
Chinese30 and Arab American47

backgrounds. Mazzeo et al42

were primarily interested in
reaching African American children,
although they allowed participants
of any race and/or ethnicity to
participate. La Roche et al38

focused on participants described as
“ethnic and racial minority
children.” Thirteen (57%)

interventions included non–racial
and/or ethnic elements of culture,
including urban
environment,37,38,40,48

income,28,29,37,40

adolescence,30,35,39,47,50

language proficiency,44 refugee
status,46 and special health care
needs.36

Cultural Adaptation Strategies

Eleven (48%) interventions
were developed de
novo,28–31,37–39,42,46,48,49 whereas
the other 12 (52%) were culturally
adapted from a previously existing
intervention.# Examples of

culturally adapted interventions
include adaptation of the Beardslee
Preventive Intervention Program
for Depression for use with
low-income Hispanic families by
D’Angelo et al,32 adaptation of the
Toward No Tobacco program for
use with Arab American
adolescents by Rice et al,47 and
adaptation of Healthy Dads,
Healthy Kids into Pap�as Saludables,
Ni~nos Saludables for Hispanic
fathers and children by O’Connor
et al.45

How Cultural Sensitivity Was
Incorporated Into Interventions

For this review, we have categorized
aspects of each intervention
according to the framework by

TABLE 2 Continued

Author (Year)
Topic of

Intervention Target Population

Title and Brief
Overview of
Intervention Setting Timing

Participant
Demographics

handout materials
for families

Svetaz et al50

(2016)
Family care Latino immigrant

teenagers
Aqui Para Ti: clinic-

based program
for youth and
parents that
provided family-
centered,
confidential,
parallel care for
Latino families;
team consisted
of a physician,
health educator,
and program
coordinator

Primary care
pediatrics
(Minneapolis,
MN)

Years Latino immigrant
youth (N 5 30)
and their
families: youth
80% female,
63% older than
14 y; parents
73% female,
60% 40 y or
younger; 67%
from Mexico

Valdez et al51

(2013)
Functioning in
maternal
depression

Latina immigrant
mothers with
depression and
families

Fortalezas
Familiares:
group meetings
(adults and
children
separate) and
booster sessions
designed to
improve
communication
and coping with
maternal
depression

3 community
outpatient clinics
(Madison, WI)

12 weekly sessions,
with 2 booster
sessions 1 mo
apart

Latina immigrant
mothers
(n 5 13) and
children
(n 5 17):
mothers mean
age 36 y, 77%
from Mexico,
92% income
<$29 000;
no data on
children
reported

CARE, Culturally Appropriate Resources and Education; CATCH-IT, Competent Adulthood Transition with Cognitive-Behavioral, Humanistic, and Interpersonal Training; FQHC, Federally
Qualified Health Centers; LFD, low-fat diet; LGD, low-glycemic diet; PCP, primary care physician; PDSA, plan-do-study-act; QI, quality improvement; SES, socioeconomic status;
SMART, specific, measurable, achievable, relevant, timely: TNT, Toward No Tobacco Use; —, not applicable.

¶Refs 27–29, 31–35, 41, 43–45, and 49–51.

#Refs 27, 32–34, 36, 40, 41, 43–45, 47, 50,
and 51.
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TABLE 3 Intervention Evaluation Type, Feasibility, Acceptability, and Health Outcomes (n 5 23)

Author (Year) Type of Study Type of Method Feasibility and Acceptability Health Outcomes

Arauz Boudreau et al27 (2013) RCT: underpowered Quantitative Feasibility: attendance rates
averaged 79%, 63%
completed follow-up;
acceptability: not
reported

Physical activity
significantly increased
in the intervention
group (P 5 .03), but
after demographic
adjustment this effect
was lost (P 5 .88); no
differences found
between groups for
BMI, physical activity, or
metabolic markers of
obesity (lipids, glucose,
insulin, HbA1C, AST and
ALT, C-reactive protein,
IL-6, TNF-a), health-
related quality of life
improved for both
groups (P 5 .33)

Bender et al28 (2013) Intervention arm only, pre-
post assessment

Quantitative Feasibility: 77% enrolled
were included in the
intervention; of the
intervention group, 100%
completed the program
with 100% attendance
and 91% completed 6-mo
follow-up. Acceptability:
high participant
satisfaction and
enjoyment of the
program (no additional
data reported)

Maternal BMI decreased
(P < .05) and children’s
BMI decreased (P >

.05); sugary drink
consumption decreased,
and water and milk
consumption increased
(all P < .02)

Bender et al29 (2014) Adaptation scoring Mixed methods Feasibility: no additional
data reported (see
Bender et al28);
acceptability: participants
highly complimented the
promotora, bonded with
each other, and continued
to meet post intervention

No additional data
reported; see Bender
et al28

Chen et al30 (2019) RCT: fully powered Quantitative Feasibility: 75% reported
accessing the Fitbit
program several times a
week, and 20% accessed
once a week; 90%
completed 6-mo follow-up.
Acceptability: 100% would
recommend this program
to others; 100% reported
the device was helpful in
tracking physical activity,
88% found it helpful for
tracking food intake; 91%
shared Fitbit data with
their PCP

Significantly greater
decrease in BMI in the
intervention group
(�4.89 vs �4.72; P <

.001), as well as sugar-
sweetened drink
consumption (P 5 .001)
and television and/or
computer time (P <

.001) and increased
self-efficacy in nutrition
(P 5 .02) and physical
activity (P 5 .05); no
difference in quality of
life physical health

Cronk et al31 (2011) Intervention arm only,
historical control

Mixed methods Feasibility: 80% attended at
least 4 of 6 sessions;
home coaching occurred
a median of 4 times over
12 mo; 57% completed
12-mo follow-up.
Acceptability: the

Significant reduction in
BMI z scores (average
�0.13) in intervention
compared with control
(P < .001); >40%
reduced their intake of
chips, fries, and
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TABLE 3 Continued

Author (Year) Type of Study Type of Method Feasibility and Acceptability Health Outcomes

sessions created a sense
of warmth and
camaraderie; children
enjoyed the structured
physical activity and play
sessions (qualitative)

desserts, and increased
milk intake; significant
improvements were
seen in all of the
Pediatric Quality of Life
subscales (all P < .001,
except emotional
subscale [P 5 .03])

D’Angelo et al32 (2009) Intervention arm only, pre-
post assessment

Mixed methods Feasibility: 100% completed
the intervention;
attendance was flexible,
with participants
averaging 7.3 sessions
over 3–7 mo.
Acceptability: mothers felt
they had benefited from
participation; 6 of
8 children were “glad to
be involved”; only 1 child
found the intervention
stressful

Maternal ratings of
therapeutic alliance
averaged 6.97 of 7;
parents reported
improved ability to
communicate and
improved relationships
and understanding with
their child; children’s
responses were similar;
maternal GAS ratings
revealed significant
improvement (P 5 .02)

Falbe et al33 (2015) RCT: underpowered Quantitative Feasibility: participants
attended a mean of 3.5 of
5 sessions, 71% attended
$4; 75% of randomly
assigned participants
were included in the final
analysis. Acceptability:
positive participant
feedback was noted (no
additional data reported)

Primary outcome: BMI,
decreased at 10 wk in
the AHF group (�0.50)
and increased in the
control group (10.32;
P 5 .004); triglyceride
levels decreased in the
AHF group compared
with controls (P 5 .03);
no differences found in
SBP and DBP, LDL and
HDL cholesterol,
glucose, HOMA-IR, or
HbA1C

Falbe et al34 (2017) Cross-sectional Qualitative Feasibility: all 23
participants at the final
session agreed to an exit
interview, which 91%
later completed.
Acceptability: promotoras
were felt to be an
efficacious tool for
helping clinicians provide
bridging communication
and to promote healthy
behaviors; parents found
the provider triad to
enhance comfort and feel
welcoming

Not reported

Feutz and Andresen35 (2013) Intervention arm only, pre-
post assessment

Quantitative Feasibility: 15 of 24 (54%)
registered for first
session attended, with 5
additional unregistered
participants (N 5 20);
100% retention rate to
second session; second
program (n 5 7) 70%
attendance and 86%
retention; and third

There was a significant
increase in HIV
knowledge test scores
(P 5 .001);
improvement seen in
intention to use
condoms (P 5 .01),
perceived self-efficacy in
using condoms (P 5
.001), ability to say no
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TABLE 3 Continued

Author (Year) Type of Study Type of Method Feasibility and Acceptability Health Outcomes

program 0% attendance
of 19 registered.
Acceptability: participants
evaluated the program
positively; they enjoyed
the activities and would
strongly recommend
Cuidate to others (no
data reported)

to sex (P 5 .04) and to
negotiate with partner
(P 5 .03)

Hamilton et al36 (2013) Cross-sectional Quantitative Feasibility: no data reported;
acceptability: mean
satisfaction scores for
the 15 Spanish-speaking
families were 8.5 points
higher (more satisfied)
than the mean scores
from the 7 English-
speaking families (P 5
.003)

Not reported

Herbst et al37 (2019) Intervention arm only, pre-
post assessment

Quantitative Feasibility: family attendance
of clinic follow-up
improved from 11% to
34% pre and post
innovation, respectively,
retention data N/A;
acceptability: not
reported

Increases were seen in
including: wt and BMI in
the visit diagnosis (P <

.001), HPI (P < .001),
and plan (P 5 .006);
providers were more
likely to offer follow-up
(P < .001); families
were more likely to
follow-up (P < .01)

La Roche et al38 (2006) RCT: pilot Quantitative Feasibility: 100% completed
the intervention, 92%
completed 1 y follow-up;
acceptability: not
reported

Mean ED visits in the
MFAGT group was 0.7,
which was lower than
the SPAI group (1.2) and
control group (1.4)
(P 5 .04); asthma
management scale
scores improved in both
the MFAGT and SPAI
groups (P > .05); no
differences found by
race and/or ethnicity

Landback et al39 (2009) Intervention arm only, pre-
post assessment

Quantitative Feasibility: 92% of
adolescents completed
the final product
intervention, which was
improved significantly
(P 5 .009) from the
prototype (57%);
retention not reported.
Acceptability: participants
rated that they would be
willing to recommend the
intervention to a peer
(8.59/10) and that the
program was useful in
identifying thoughts and
behaviors I would like to
change (8.30/10)

Not reported
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TABLE 3 Continued

Author (Year) Type of Study Type of Method Feasibility and Acceptability Health Outcomes

Lewin et al40 (2015) Intervention arm only, pre-
post assessment

Mixed methods Feasibility: couples attended
a mean of 3.2 of 5
prenatal sessions; 18% of
couples completed the
intervention. Acceptability:
participants rated classes
as very helpful (mean 4.4
of 5), and believed they
were likely to use what
they learned (mean 4.2
of 5)

Not reported

L�opez et al41 (2018) Intervention arm only, pre-
post assessment

Quantitative Feasibility: 100% of parents
attended at least 1
session, 50% attended at
least 75%; 92% retention
for postintervention
follow-up. Acceptability:
participants rated their
satisfaction with the
program an average of
4.50 of 5

No significant changes in
child or parent coping
competence; decrease
in child behavior
problems (P 5 .04) and
parenting stress (P 5
.01)

Mazzeo et al42 (2014) RCT: pilot Quantitative Feasibility: families attended
an average of 52.9% of
intervention sessions,
62% completed
postintervention testing.
Acceptability: 91.7%
strongly agreed they
would recommend this
group to others

No changes reported in
Child Feeding
Questionnaire
subscales; significant
difference in BMI
percentile, which
decreased in the
intervention group and
did not change in the
control group (P <

.008); no significant
changes in children’s
quality of life

Mirza et al43 (2013) RCT: fully powered Quantitative Feasibility: 79% of both
groups completed 3 mo
of treatment, 58% of LGD
and 55% of LFD
participants completed
the final follow-up at 24
mo; acceptability: not
reported

At 3 mo post intervention,
LGD participants had
decreased glycemic
loads per meal
compared with the LFD
group (P 5 .02): not
sustained at 12 and 24
mo, no between-group
differences in glycemic
loads or macronutrient
intake; both groups
decreased BMI z scores
at all measurements
post intervention (P 5
.0001, .003, and .002)
and decreased
metabolic syndrome
(NS); no significant
differences between
groups in BMI or HOMA-
IR

Nitsos et al44 (2017) Intervention arm only, pre-
post assessment

Quantitative Feasibility: attendance and
retention N/A;
acceptability: not
reported

Significant increase in
Tummy Time–related
knowledge (P 5 .04); all
participants reported
increased confidence
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TABLE 3 Continued

Author (Year) Type of Study Type of Method Feasibility and Acceptability Health Outcomes

O’Connor et al45 (2020) RCT: pilot Quantitative Feasibility: enrolled 90% of
the goal sample size,
retained 75% of
participants for post
assessment, and
maintained 72%
attendance; 72% had
most anthropometric and
behavioral data at follow-
up. Acceptability: achieved
100% excellent or good
satisfaction ratings
among parents; almost
all stated they would
recommend the program
to their friends

No statistically significant
differences observed in
wt, BMI, HR, BP, waist
circumference,
kilocalories (Food
Frequency
Questionnaire),
moderate and/or
vigorous physical
activity, or sedentary
time observed between
groups in children

Reavy et al46 (2012) Cross-sectional Mixed methods Feasibility: attendance and
retention N/A;
acceptability: advisors
reported enhanced
abilities for refugees to
navigate and/or
communicate with the
health care system

Missed clinic appointments
dropped from 25% to
2.5%; there was a drop
in the no-show rate for
clinic appointments;
childhood
immunizations rates at
100% compliance (no
previous data)

Rice et al47 (2003) Intervention arm only, pre-
post assessment

Mixed methods Feasibility: attendance was
100% at each of the
sessions in the pilot
intervention; 89%
completed follow-up.
Acceptability: participants
evaluated the information
provided as “very helpful”
or “somewhat helpful”

Pilot intervention: validated
tobacco quit rate of
37.5% at 1-mo follow-up

Ryan et al48 (2020) Intervention arm only, pre-
post assessment

Quantitative Feasibility: attendance N/A,
retention rate 60% for 1-
mo follow-up;
acceptability: not
reported

Of those who reported
riding their bikes post
intervention, 100%
“always” used helmets
(compared with 0%
preintervention); more
parents required helmet
use (35%
preintervention, 67%
post intervention); no
outcomes reached
statistical significance

Serpas et al49 (2013) Chart reviews Mixed methods Feasibility: attendance and
retention N/A;
acceptability: not
reported

Pediatric patients with wt
assessments charted
increased from 40% at
baseline to 90% (no P
value reported)

Svetaz et al50 (2016) Cross-sectional Mixed methods Feasibility: attendance and
retention N/A;
acceptability: 100%
reported being fully
satisfied with clinic
outcomes, and 29 of 30
would recommend Aqui
Para Ti; adolescents
reported high levels of
comfort and trust

Not reported
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Kreuter et al21, which has been
described above (Table 4).
Nineteen (83%) interventions used
sociocultural
strategies.27–35,37–43,45–47,50,51 Nine
(39%) included the provision of
content appropriate to the target
population,** 10 (40%) were
focused on culturally relevant values
and preferences,†† and 3 (13%)
incorporated use of family-centered
approaches.27,31,33,34 Four (17%)
interventions explicitly discussed
acculturative stress, or stress that
emerges from the acculturation
process.32–34,50,51 Examples of
tailored sociocultural strategies
include adaptation of sessions to be
more experiential and active (rather
than didactic) to promote parental
engagement by Lewin et al,40 and
Feutz and Andresen’s35 emphasis on
the Hispanic/Latino cultural beliefs
of familismo (the importance of
family relationships), machismo and
marianismo (men’s and women’s
gender roles), and respeto (respect).

From a constituent-level perspective,
9 (39%) used focus groups to inform

intervention development‡‡ and 7
(30%) used community-based
intervention staff (Hamilton et al36

incorporated a family
liaison).28,29,31–34,36,41,46 Three (13%)
interventions that were focused on
Hispanic families relied on the
expertise of promotoras (community
health workers).28,29,33,34,41 Other
constituent-level strategies used to
inform interventions included use of
community advisory boards, such as
the parent advisory group, which
provided a monthly feedback
mechanism for stakeholders in the
medical home program for children
with special health care needs by
Hamilton et al.36 D’Angelo et al32

reported use of bicultural research
staff for their multidisciplinary,
multiethnic adaptation research team.

Linguistic strategies were primarily
focused on conducting or having the
option to conduct the intervention in
a language other than English. Ten
(43%) interventions included
bilingual facilitators or research
staff,31–34,36,41,45–47,50,51 and 9 (39%)
involved translation of materials.§§

Two (9%) interventions adapted
reading materials to improve
accessibility and attend to health
literacy.28,29,37

Ten (43%)kk of the interventions
used peripheral strategies, such as
providing food commonly eaten by
the target population28–30,45,51 or
using culturally relevant images and
materials.28,29,35,39,41,46 Examples
include use of art from refugees’
native countries to decorate the
clinic by Reavy et al,46 use of
Internet-based rewards for
adolescents who completed
intervention modules by Landback
et al,39 and opportunities for
participants to sample healthy foods
from both Chinese and Western
cultures provided by Chen et al.30

Three (13%) interventions used
evidential strategies.32,38,47 D’Angelo
et al32 provided mothers with
information regarding the
similarities and differences about
raising children in the United States
versus their country of origin, Rice
et al47 informed Arab American
teenagers of tailored tobacco-related
epidemiology and smoking data, and
La Roche et al38 framed patients’

TABLE 3 Continued

Author (Year) Type of Study Type of Method Feasibility and Acceptability Health Outcomes

Valdez et al51 (2013) Intervention arm only, pre-
post assessment

Quantitative Feasibility: 76% of enrolled
families attended >90%
of the sessions; 76% of
enrolled families
completed the
postintervention
assessment. Acceptability:
questionnaire ratings of
satisfaction were highly
favorable; overall quality
of the intervention was
rated at 4.92 of 5 and
4.56 of 5 by mothers and
caregivers, respectively

Small improvements seen
in child
support–seeking
behaviors, decreases in
total conflict behavior
with mothers, and
improvements in
conduct problems,
emotional symptoms,
and prosocial behavior;
contrary to expectation,
children reported an
increase in peer
problems (No P values
reported)

AHF, Active and Healthy Families; ALT, alanine aminotransferase ; AST, aspartate aminotransferase; BP, blood pressure; DBP, diastolic blood pressure; ED, emergency department;
GAS, Global Assessment Scale; HbA1C, hemoglobin A1C; HDL, high-density lipoprotein; HOMA-IR, homeostatic model assessment estimate of insulin resistance; HR, heart rate; IL-6,
interleukin 6; LDL, low-density lipoprotein; LFD, low-fat diet; LGD, low-glycemic diet; MFAGT, Multifamily Asthma Group Treatment; N/A, not applicable; NS, not significant;
PCP, primary care provider; SBP, systolic blood pressure; SPAI, Standard Psychoeducational Asthma Intervention; TNF-a, tumor necrosis factor a.

**Refs 28–30, 33, 34, 37, 39, 41, 45, 50,
and 51.
††Refs 27, 30–32, 35, 41, 45, 47, 50, and
51.

‡‡Refs 28, 29, 31–34, 40, 46, 47, 50, and
51.
§§Refs 28, 29, 31, 32, 35, 44, 47, and
49–51. ||Refs 28–30, 33–35, 39, 41, 44–46, and 51.
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TABLE 4 Culturally Sensitive Strategies Used in Included Interventions (n 5 23)

Author (Year)
Cultural Terms

Used
Constituent
Strategies

Evidential
Strategies

Linguistic
Strategies

Peripheral
Strategies

Sociocultural
Strategies

Arauz Boudreau
et al27 (2013)

Sensitive, relevant Not described Not described Not described Not described Tailored sessions
to be family
centered to
cater to
participants’
sense of
familismo

Bender et al28

(2013) and
Bender et al29

(2014)

Sensitive, relevant,
appropriate,
adapted,
tailored,
competent,
suitable,
modified

Preprogram
stakeholders’
input,
incorporated to
develop the
culturally
relevant
intervention; an
experienced
promotora was
recruited from
the health
center and
trained by
investigators

Not described Study materials
were forward-
and back-
translated into
Spanish by 2
independent
translators,
according to
Eremenco and
colleagues’
guidelines.74

Surveys were
linguistically
tailored to
participant
education and
literacy levels

Program materials
included
pictures of
Hispanic
children and
families.
Meetings were
at familiar
community
locations and
incorporated
common cultural
foods

Program
materials and
curriculum
were designed
with special
attention to
culture.
Program
attendance
was extended
to family
members, and
child care as
well as
supplemental
health and
social services
assistance was
provided

Chen et al30

(2019)
Appropriate,

tailored
Not described Not described Not described Presented

opportunities for
participants to
sample healthy
Chinese and
Western foods

Modules
discussed
common
Chinese and
Western
dietary
practices,
concepts, and
beliefs
regarding
promoting
balance in
health

Cronk et al31

(2011)
Tailored, specific,

familiar
The primary staff

delivering the
program were
culturally Latino,
usually born in a
Latin American
country, and
native Spanish
speakers with
proficiency in
English

Not described The primary staff
delivering the
program were
Spanish
speakers with
proficiency in
English.
Materials
adapted and
translated for
use with Latino
participants

Not described Sessions were
family centered
and child
focused,
focusing on
culturally
familiar and
acceptable
approaches to
increasing
activity and
decreasing
caloric intake,
rather than wt
loss

D’Angelo et al32

(2009)
Sensitive, relevant,

adapted, aware
A multidisciplinary,

multiethnic
group of
researchers,
including
bilingual and/or

Information was
provided to
mothers about
the similarities
and differences
about raising

Scales and
interview
questions were
offered in both
Spanish and
English

Not described Several
modifications
were made to
better align
with the target
population’s
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TABLE 4 Continued

Author (Year)
Cultural Terms

Used
Constituent
Strategies

Evidential
Strategies

Linguistic
Strategies

Peripheral
Strategies

Sociocultural
Strategies

bicultural
preventionists,
developed the
adaptation;
feedback from
focus groups
was
incorporated

children in the
United States
versus their
country of origin

values, such as
placing more
emphasis on
respeto
(respect) and
confianza
(trust)

Falbe et al33

(2015) and
Falbe et al34

(2017)

Sensitive, relevant,
tailored, specific,
congruent

A promotora was
involved in each
intervention
session.
Feedback was
incorporated on
the basis of
focus groups
and interviews
with parents

Not described Promotoras and
the dietician
were bilingual
native Spanish
speakers. One of
the 2 physicians
was fluent in
Spanish, and the
other spoke
basic Spanish

Module on
immigration,
focused on foods
and recipes
common in the
target
population

Targeted cultural
perceptions
and practices,
such as
viewing
children with
obesity as
healthy. It was
also designed
to be family
centered, with
a focus on
parenting

Feutz and
Andresen35

(2013)

Appropriate, based,
acceptable

Not described Not described Used culturally and
linguistically
appropriate
materials and
activities that
relate Hispanic
cultural values

Used music and
videos relevant
to the population

Emphasizes the
Latino cultural
beliefs of
familismo,
machismo,
marianismo,
respeto, and
personalismo

Hamilton et al36

(2013)
Competent, effective A parent advisory

group that
meets monthly
provides a
mechanism for
families to
participate in
the development
of the program

Not described The family liaison is
bilingual in
English and
Spanish

Not described Not described

Herbst et al37

(2019)
Sensitive,

appropriate,
tailored

Not described Not described Handouts were
written at a
lower literacy
level to facilitate
greater
understanding

Not described Handouts were
tailored to
address
common
patient
barriers
associated with
social
determinants
of health

La Roche et al38

(2006)
Competent Not described Framed patients’

asthma
symptoms and
problems within
a historical and
socioeconomic
context in which
health
disparities are
aggravated by
social and
economic force

Not described Not described Discussed topics
in groups in a
manner
consistent with
the allocentric
orientation
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Author (Year)
Cultural Terms

Used
Constituent
Strategies

Evidential
Strategies

Linguistic
Strategies

Peripheral
Strategies

Sociocultural
Strategies

Landback et al39

(2009)
Relevant Preliminary tests in

2 clinics were
done, which
generated
feedback from
adolescents,
which was used
to adjust the
intervention
design

Not described Not described At the completion
of each module,
there was an
Internet-based
reward, which
directed the
adolescent to an
Internet site on
which they could
play a game or
listen to music

Each module
lesson included
teenager
stories, skill-
building
exercises, and
behavior
change
assignments

Lewin et al40

(2015)
Sensitive,

appropriate,
adapted

To inform the
adaptation, focus
groups and
interviews were
conducted with
teen-aged
fathers and
mothers

Not described Not described Not described Sessions were
adapted to be
more
experiential
and active than
didactic to be
more engaging
for the teen-
aged parents.
Homework
assignments
were
eliminated
because of a
negative
connotation

L�opez et al41

(2018)
Sensitive, relevant,

adapted,
tailored,
competent,
specific

The intervention
was delivered by
a clinic-employed
promotora to
help enhance
trust between
the clinic and
participants

Not described The PACE program
was translated
into Spanish and
the promotora
spoke Spanish
with participants

Included
videotapes,
posters, and
handouts as
part of the
intervention

The program
specifically
targeted
traditional
engagement
barriers, such
as child care,
transportation,
and food, to
help ensure
participation.
The
intervention of
the program
incorporated
cultural
differences in
parenting

Mazzeo et al42

(2014)
Sensitive Not described Not described Not described Not described Allowed all

participants to
consider how
culture
influences their
behaviors and
beliefs; the
intervention
was not
exclusively
tailored to
African
American
participants
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TABLE 4 Continued

Author (Year)
Cultural Terms

Used
Constituent
Strategies

Evidential
Strategies

Linguistic
Strategies

Peripheral
Strategies

Sociocultural
Strategies

Mirza et al43

(2013)
Appropriate,

adapted,
competent

Not described Not described Not described Not described Hypothesized that
a low-glycemic-
load diet might
be particularly
useful for
Hispanic
children; the
authors note
that they
adapted this
intervention for
the Hispanic
culture but do
not otherwise
specify how
this was done

Nitsos et al44

(2017)
Appropriate,

adapted,
tailored,
acceptable,
targeted

Not described Not described Materials were
translated to
Spanish for LEP
participants

Educational
handouts were
provided to
accompany
intervention
teaching

Not described

O’Connor et al45

(2020)
Adapted, centered Not described Not described All facilitators were

bilingual in
Spanish and
English. Families
were given the
option to
participate in
English or
Spanish

Foods and games
were modified to
be common ones
known to
Hispanic
families, and the
program
material’s
reading level
was lowered

The curriculum
was enhanced
with cultural
values and
addressed
barriers for
participation
and
engagement for
Hispanic fathers;
engaged
mothers more
by inviting them
to a closed
Facebook group
for the program
and sending
them weekly
videos of that
week’s content

Reavy et al46

(2012)
Appropriate, safe,

competent
Clinic peer health

advisors were
hired from
refugee
communities;
used focus
groups and
individual
interviews to
elicit feedback
from
stakeholders

Not described Peer health
advisors and
certified medical
interpreters
were available
for the following
languages:
Arabic, Burmese,
Dari, Farsi,
French, Karen,
Kirundi, Lingala,
Nepali, Pashtu,
Russian, Somali,
Swahili, and
Uzbek

The clinic is
decorated with
art from
refugees’ native
countries. A
large map
noting the native
homes of all
refugees hangs
on a prominent
wall

For the positions
to be culturally
safe, only
women can
apply for the
position of
health advisor
for the
prenatal and
pediatric
C.A.R.E. Clinic
because
refugee women
in the C.A.R.E.
Clinic have
experienced
trauma in their
home countries
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TABLE 4 Continued

Author (Year)
Cultural Terms

Used
Constituent
Strategies

Evidential
Strategies

Linguistic
Strategies

Peripheral
Strategies

Sociocultural
Strategies

Rice et al47 (2003) Appropriate Incorporated
feedback from
stakeholders in
4 pilot focus
groups, a pilot
intervention,
clinic, and
school trials

Project TNT
discusses
epidemiology of
tobacco-related
diseases and
prevalence of
smoking and
other tobacco
use among youth
and risk factors
related to
tobacco use.
Participants
were given
smoking data
tailored to Arab
countries

Materials were
provided in
Arabic as well as
English

Not described Participants
requested
same-sex
intervention
sessions and a
same-sex
health
educator

Ryan et al48

(2020)
Sensitive, relevant,

tailored
The research team

built a
partnership with
a local Baltimore
public charter
school and
engaged youth in
creating the
content and
filming

Not described Not described Not described Not described

Serpas et al49

(2013)
Sensitive,

appropriate,
accurate

Met with
community
leaders and
conducted focus
groups to help
inform strategy;
adapted
questionnaires
were piloted
with community
representatives
to ensure
cultural and
linguistic
accuracy

Not described The San Diego
Healthy Wt
Collaborative
Web site was
accessible in
both English and
Spanish, as were
educational
materials
provided by the
primary care
clinic; translated
health education
in examination
rooms

Not described Not described

Svetaz et al50

(2016)
Sensitive,

appropriate,
competent,
inclusive

Cultural
concordance
between patient
and provider
was a key
element. Parents
attended focus
groups

Not described Handouts are
available in both
English and
Spanish;
bilingual
intervention
facilitators

Not described Interventions take
into
consideration
Latino values
and
preferences,
cultural
navigation, and
challenges
related to
immigration.
Confidentiality
was
emphasized

Valdez et al51

(2013)
Sensitive, adapted,

specific,
equivalent,

Focus groups were
led by bilingual
facilitators after
delivery of the

Not described Native Spanish
speakers
facilitated the
adult groups in

A culturally
representative
meal was

The 4 following
sociocultural
concepts were
added: (1)
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asthma symptoms and problems
within a historical and
socioeconomic context in which
health disparities are aggravated by
social and economic force.

Discussions of Structural Factors

Three (13%) interventions made
explicit mentions of racism,
poverty, or other structural
inequities.32,38,51 La Roche et al38

used a social and economic lens to
view health disparities as part of an
evidential strategy within their
intervention. D’Angelo et al32 and
Valdez et al51 both studied
depression and focused on
structurally oppressive stressors,
including discrimination, prejudice,
poverty, and acculturative and
immigration-related stressors.

Intervention Evaluations:
Acceptability and Feasibility

Sample sizes for postintervention
evaluations were generally small,
ranging from 1732 to 227,46 with a
mean of 50 and median of 28
(Lewin et al40 did not report an
evaluation sample size). In 18 (78%)
evaluations, authors reported
feasibility data
(Table 3).27–35,37–43,45,47,48,51 For
example, Chen et al30 concluded that
their Internet-based intervention
was feasible on the basis of 75% of
participants accessing the Fitbit
program several times a week and
90% completing the 6-month
follow-up. Herbst et al37 proposed
that a motivational interviewing
intervention was both feasible and
sustainable on the basis of family
attendance of clinic follow-up

improving from 11% to 34%
preintervention and post
intervention. Sixteen evaluations
(70%) described
acceptability.28–36,39–42,45–47,50,51

Six (26%) surveyed whether
participants would be willing to
recommend the intervention to
others; all or almost all participants
recommended their respective
interventions.30,35,39,42,45,50 The
authors of another 6 (26%)
reported high participant
satisfaction.28,29,36,41,45,50,51 Specific
examples include Svetaz et al50

stating that 100% of pediatric
patients reported being fully
satisfied with clinic outcomes and
Feutz and Andresen35 reporting that
intervention participants evaluated
the program positively, enjoyed the
activities, and would strongly

TABLE 4 Continued

Author (Year)
Cultural Terms

Used
Constituent
Strategies

Evidential
Strategies

Linguistic
Strategies

Peripheral
Strategies

Sociocultural
Strategies

representative,
centered

intervention for
evaluation and
future
adaptation

Spanish.
Facilitators in
the youth groups
were trained
graduate
students in
counseling
psychology and
social work who
were bilingual in
English and
Spanish

offered at each
session

acculturative
and
immigration
stressors, (2)
parental
involvement
and monitoring
of children’s
activities
outside the
home, (3)
marital
relationships in
the context of
acculturative
stress and
maternal
depression,
and (4)
cultural assets,
such as
traditions,
support from
extended
family, and
ethnic
socialization
(ie, cultural
pride and
coping with
discrimination)

C.A.R.E., Culturally Appropriate Resources and Education; LEP, limited English proficiency; PACE, Parenting Our Children to Excellence; TNT, Toward No Tobacco Use.
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recommend the intervention to
others.

Intervention Evaluations: Health
Outcomes

Data on health outcomes were
reported in 19 (83%) evaluations
(Table 3).27–35,37,38,41–49,51

Seventeen of these 19 described
positive changes in health outcomes,
with the authors of 13 reporting
statistical significance.27–35,37,38,41–44

Examples include the validated
tobacco quit rate of 37.5% reported
by Rice et al,47 the decrease in child
behavior problems (P 5 .04) and
parenting stress (P 5 .01) reported
by L�opez et al,41 and the increase in
childhood immunization rates to
100% (no baseline comparison rate
reported) reported by Reavy et al.46

In other evaluations, authors
reported positive outcomes but did
not provide statistical analysis:
Valdez et al51 reported
improvement in child behaviors and
decreased conflicts with mothers,
and Serpas et al49 reported an
increased proportion of pediatric
weight assessments charted. Two
(9%) evaluations with statistical
analysis described no significant
observed changes in health
outcomes. O’Connor et al45 found no
statistically significant differences in
weight, BMI, heart rate, blood
pressure, waist circumference,
kilocalories (Food Frequency
Questionnaire), moderate or
vigorous physical activity, or
sedentary time. The study by Ryan
et al48 of helmet usage by children
and parental requirement of helmet
usage revealed no significant
differences.

Cost-effectiveness

In one (4%) intervention,33,34 the
authors examined cost-effectiveness,
reporting that the Active and
Healthy Families intervention series,
with 10 participating families, would
generate �$5000 in net income for
a practice after reimbursement.

DISCUSSION

The articles reviewed here offer
preliminary evidence (of mixed
quality) that culturally sensitive
interventions may be feasible and
acceptable, with some also revealing
that these interventions were
effective in changing in health
outcomes. These results were
observed in studies that used newly
developed interventions as well as
those that culturally adapted
existing interventions. However,
although many of the included
interventions revealed promising
preliminary data, few were
randomized clinical trials powered
to detect differences in outcomes.

Most of the strategies used to
incorporate culturally sensitive care
in interventions were aligned with
the framework by Kreuter et al.21 In
particular, many studies described
including perspectives of community
stakeholders in intervention
development and testing (ie,
constituent-level strategies).
Previous literature has called for
centering the voices of community
members52 and inclusion of
communities in cocreating and
conceptualizing research.53 In
addition, it has been suggested that
to be effective, the patient-centered
medical home should extend beyond
the health care setting to the
communities where patients and
families live, work, and play.54

Results of the studies included in
this review reinforce the feasibility
of including community stakeholder
perspectives when developing
interventions for pediatric primary
care settings.

The majority of studies developed
interventions for specific racial and
ethnic groups, particularly families
identifying as Hispanic and/or
Latino. Although a family’s racial
and ethnic background may be an
important factor in shaping their
identity and lived experience,

culture includes multiple
interweaving identities and
experiences. Intersectionality
describes how various identities
(eg, gender identity, income,
immigration) intersect to determine
social location, which, in turn,
shapes health and health care
quality and access.55,56 Although
some interventions considered
intersectional identities (eg,
non–English-speaking Hispanic/
Latino communities), many did
not. In addition, the majority of
interventions developed for families
of specific racial and ethnic
backgrounds considered groups in
an aggregated way (eg, Hispanic/
Latino, Asian American). There have
been multiple calls to disaggregate
racial and ethnic groups to better
account for within-group diversity
in disparities.57,58 Doing so in
cultural sensitivity interventions
would allow for a broader range of
cultures, including many that do not
appear in the summarized review, to
be considered and supported
through research and primary care
provision.

Important gaps were noted from
this review, such as few
interventions that considered
cultural differences between parents
and children, included structural-
level factors, and attended to health
literacy. Children, parents, and other
family members (ie, grandparents)
may have different language
preferences, cultural values and
practices, intersectional identities,
and experiences of acculturative
stress.59–62 Considering these
differences as part of culturally
sensitive interventions may enhance
communication between the family
and the provider (as well as
between family members), increase
feelings of respect and trust, identify
important nuances in how family
members understand diagnoses and
treatment recommendations, and
ultimately improve the effectiveness
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of care. Additionally, in the majority
of reviewed interventions, authors
conceptualized “culture” as
identities or values ascribed to
specific communities without
considering structural influences.
For example, few of the
interventions for Hispanic/Latino
communities considered xenophobia
and racist immigration policies and
practices63 that may influence a
family’s ability to access health care.
However, structural-level
oppressions, such as environmental
injustice,64 police violence,65 mass
incarceration,66 and redlining and/
or racialized residential
segregation,5,67,68 are deeply
impactful on health and well-being.
Finally, just 2 studies described
attending to health literacy, a critical
component of achieving health
equity, per Healthy People 2030
guidelines.69 Future interventions
should address health literacy on
multiple levels to ensure families
are able to make informed health-
related decisions.

This review is subject to several
limitations. Although we attempted
to develop an inclusive search term
strategy, we recognize that many
terms are used to describe concepts
related to cultural sensitivity.70 As a
result, we may have missed articles
that used a term related to cultural
sensitivity that was not included in
our search. Promising interventions
that have not been published are
also missing from this review. We
focused on US-based studies, so
these results may not be
generalizable to pediatric health
care settings in other countries.
Furthermore, only a small number
of cultural groups were addressed in
reviewed studies. Culturally
sensitive approaches are needed for
a much broader range of cultural
groups. Finally, this review was
focused on the pediatric primary

care setting. Future research is
needed to better understand how to
apply results from pediatric primary
care to other pediatric health care
settings. For example, inpatient and
subspeciality settings may require
different strategies for culturally
sensitive interventions based on
differences in length and frequency
that a patient engages with those
health care spaces. We were also
unable to determine the
effectiveness of specific aspects of
culturally sensitive care because of
the heterogeneity of the included
interventions. Finally, although not a
limitation of our review, we
recognize that the included studies
are subject to high risk of bias due
to their sample sizes and methods.
These studies nevertheless provide
a foundation for future efforts to
create and evaluate culturally
sensitive interventions.

CONCLUSIONS

This review highlights how pediatric
primary care settings have
incorporated tenets of culturally
sensitive practices into interventions
for children and families and
elucidates several areas for future
research. More work rigorously
testing culturally sensitive
interventions is necessary. We
recognize that RCTs, considered the
gold standard for intervention
evaluation, may be less feasible in
primary care settings. Alternative
designs (eg, stepped wedge
[intervention implemented
sequentially at different sites],
interrupted time series) may be
more feasible and less cost-
prohibitive while still providing
high-quality evidence for
intervention efficacy and/or
effectiveness.71 Additionally, use of
hybrid effectiveness-implementation
trials and adaptive trials may help
measure clinical outcomes while

also taking practical issues of
implementation, scaling, and cost-
effectiveness into consideration.72

Future researchers should examine
similarities and differences among
family members regarding their
cultural needs and preferences as
well as develop culturally sensitive
interventions that disaggregate
racial and ethnic groups and
consider how intersecting identities
may impact families’ needs. Future
interventions focused on culturally
sensitive care should also
incorporate structural-level factors
that underlie inequities. Examples
include providing training for
intervention facilitators on
structural inequities (eg, for asthma
interventions, facilitators should
know about housing policies and
poor air quality), including content
on how structural inequities have
impacted health, and measuring
constructs such as racism as part of
intervention evaluation.
Additionally, institutional-level
changes to dismantle structural
inequities in health care (eg,
recruitment, retention, and support
of underrepresented minority
medical staff) are essential to
providing effective culturally
sensitive interventions in pediatric
health care settings (see study by
Jindal et al73 for a more extensive
discussion). This systematic review
provides preliminary evidence to
support how culturally sensitive
interventions in pediatric primary
care settings are feasible and
acceptable and underscores how
future work is needed to test,
implement, and scale these
interventions so they can be used as
a tool to promote health equity.
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