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The development of a cultural diversi-
ty curriculum in undergraduate med-
ical education is timely because of the
need to communicate with increasing
numbers of patients of diverse racial,
ethnic, linguistic, and religious back-
grounds. The key goals of the Ohio
State University College of Medicine
curriculum are to: 1) establish the
relevancy of cultural diversity training
to clinical practice; 2) contrast the
impact of non-Anglo and Anglo world
views on health behavior; 3) develop
basic cultural competency skills;

4) provide insights into the effects of
discrimination on minority patients
and professionals; and 5) understand
some of the complementary medicine
practices that patients use. The cur-
riculum employs a combination of
didactic lectures and demonstrations,
clinical cases and vignettes for prob-
lem solving, and simulated experi-
ences of discrimination through first-
person accounts, videotapes, and
patient and physician panels. We
speculate that the development of cul-
tural sensitivity in the undergraduate
medical student will aid in increasing
professional sensitivity to all patients.

The principal rationale for the inclusion
of cultural diversity within the under-
graduate medical curriculum is the need
to communicate effectively with the
increasing number of patients of diverse
racial, cultural, linguistic, and religious
backgrounds.'” Current and projected
changes in the racial and ethnic profile
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of both the US population and the
medical school class are of increasing
diversity.*” In addition, there are
national hospital and medical school
mandates on cultural sensitivity for both
health care delivery and medical educa-
tion.*? To address this need, the faculty
at the Ohio State University College of
Medicine (OSUCOM) initiated the
Human Diversity Curriculum within
the Medical Humanities Course for
first-year medical students in 1992-
1993. The curriculum has been steadily
expanded to its current 24-hour format
comprised of 16 hours on racial and
cultural diversity and 8 hours on com-
plementary medicine.

Our goals are to raise awareness of
how belief systems affect health behavior
and to provide basic strategies for effec-
tive communication with patients of
diverse backgrounds. Three teaching
approaches are used: 1) didactic lectures
to provide definitions of cultural diversi-
ty, population data, and contrasts in
cultural world views; 2) clinical cases
and vignettes on cultural misunderstand-
ing that require problem solving; and
3) simulated experiences to place the
medical student in the shoes of minori-
ties. The latter was felt to be critical, as
a way of providing deeper insight and
empathy into the experience of discrimi-
nation.

The Diversity Curriculum

To establish the importance of the
curriculum, we present students with
clinical examples of cultural misunder-
standing. In one example, a casual
comment made by the physician about
Santa Claus offends a Jehovah’s Witness
who does not believe in this figure. This
example illustrates how cultural beliefs,
which are often “invisible” in the absence
of evident physical differences, can
profoundly affect physician-patient
communication. The Multicultural
Experience Questionnaire provides an

aggregate profile of our students’ real
and hypothetical experiences (eg, inter-
racial dating) with diversity (unpub-
lished data, OSUCOM). In general,
70% to 80% of the student body
respond positively to the question about
perceived need for cultural diversity
training. We emphasize that cultural
sensitivity to diverse patients is simply
an extension of professional sensitivity
to the unique needs of all patients;
because nearly all patients differ in some
cultural beliefs from their physicians,
cultural sensitivity is required in
virtually all clinical encounters.

Differences among African, Asian, and
Anglo (European) world views are high-
lighted to illustrate how the patient’s
philosophy of life (eg, Asian acceptance
of disease as fate) and concepts of causa-
tion (eg, imbalance of yin-yang) alter
health care-seeking behavior (eg, use
of complementary remedies and practi-
tioners before allopathic physicians).'
Communication is affected by culture.
Because direct eye contact with authori-
ty figures is considered disrespectful in
Asian cultures, avoidance of eye contact
with physicians and nurses may be mis-
interpreted as evasiveness and insinceri-
ty. To whom you should communicate
serious diagnostic and prognostic infor-
mation varies by cultural group: to the
white and African American individual
patient or to their Hispanic and Korean
Jamily members."!

The Canadian Broadcasting Corpora-
tion documentary “A Choice for Kaila”
is used to present the dilemma of a
Canadian-Indian family whose newborn
infant developed life-threatening liver
failure. Because of their cultural and
spiritual beliefs, the parents chose not
to comply with the recommended liver
transplant, were reported to the authori-
ties, and fled to another province. A vis-
iting medical ethicist dissected the vari-
ous parental, cultural, societal, medical,
and legal points of view and challenged
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the medical students to seek a culturally
sensitive solution other than simply
handing the case over to social services.

Specific tips for communicating with
diverse patients (eg, show respect for the
patient’s cultural beliefs about illness)
are provided as basic tenets in a cultural
competency approach.'” In one case, an
African-American woman brought her
son for a school-mandated evaluation
for hyperactivity. She began by querying
whether the white physician was cultur-
ally competent to evaluate her son. A
guided discussion centers around how
the white physician felt when challenged
and what the mother meant. Mutual
understanding was eventually achieved
when the physician discovered that the
mother was concerned that, unless he
had evaluated other African-American
boys, he might label behavior that African
Americans call “exuberant” as hyperactive.

A visiting professor described how
cultural competency principles could be
applied on a broader scale to health care
delivery systems. Pregnant Hawaiian
women would not use Western prenatal
clinics, leading to excessive numbers of
low birthweight infants. The Malama
project moved prenatal nurses from the
clinics to community social centers to
work alongside native Hawaiian healers,
resulting in their acceptance and use. An
additional benefit was the shift in under-
standing of pregnancy from disease state
(eg, “you’ve gained too much weight”)
to the culturally appropriate Hawaiian
image (eg, “you are the most beautiful
when you are pregnant”). Additional
hypothetical cases are discussed in small
groups of 12 to 15 students with one or
two faculty facilitators (see sidebar). One
hour of faculty development is provided
to preview the cases, identify key discus-
sion points, and reinforce techniques for
handling small groups.

It became apparent through small-
group discussions that the medical stu-
dents who had gained prior experience
as “minorities” had the greatest insight
into the effects of discrimination. In one
example, a deeply tanned white medical
student was mistaken for an African
American by an elderly white patient
who refused to be touched until the
student, in desperation, showed his tan

prognosis?

® What will happen if you do so?

Kentucky better than 1.”

unwanted patient on you?

Cases and Vignettes For Small-Group Discussion

Mr. Sanchez, a 65-year-old Mexican-American man, is admitted for evaluation
of bright red rectal bleeding. The son draws you aside and requests that, if some-
thing serious is found, you not tell his father either the diagnosis or prognosis.
The son explains that in the Mexican culture, it is proper to inform the family
of a serious diagnosis and let them handle it as a group. As the gastroenterologist,
you perform colonoscopy and discover that he has colon cancer.

® How do you respond to the son’s request?
® s it your professional obligation to tell Mr. Sanchez the diagnosis? The

You are an African-American intern in general surgery at Ohio State who
recently graduated from Stanford. After a sleepless night on call in the surgical
ICU, your senior resident calls you over and assigns a new admission to you
stating that “you’ll understand this poor, black woman from the hills of

® What is your resident implying to you? Is your resident simply dumping an

® How do you respond to your resident?
® If you feel the resident’s treatment is unfair, who else can you turn to?

line! The student was sensitized to the
insidious psychological effects of racism.
We recognized that similar, simulated
experiences and videotaped vignettes
could enhance a visceral sensitivity to
the effects of discrimination.

A unique and moving personal
account of the arbitrary effects of racism
was given by our law school dean."
Before age 10, he led the life of an
apparently privileged white. But after his
parents’ marriage collapsed, he learned
that he was biracial with devastating
consequences. He was sent to live in the
projects with his black grandmother and
found that he faced many arbitrary bar-
riers to opportunity, despite his academ-
ic achievements and high ambitions.

A 1992 NBC documentary, “T'wo
Colors,” depicts the disparate treatment
of two young men, one black and one
white, as they relocate in St. Louis.
Within minutes of each other and from
the same individual, the white applicant
received encouragement and help, while
the black applicant was told either that
the job was filled or the apartment rent-
ed. Moderated panels allow the discrimi-
natory experiences to be seen through
the eyes of minority physicians and
patients. Representing one of the four

major racial groups, each panelist is
asked to recount one incident of bias or
discrimination, to describe how they
felt, and how they handled the situation.
Written cases and videotaped vignettes
on racial discrimination from the
American Academy of Family Practice
are discussed in small groups.'*

Many patients use complementary
medicine without the knowledge of their
physicians.” Our goal is to enhance stu-
dent awareness of alternative practices so
that they can ask appropriate questions
about their use. Practitioners not only
present the theory, but also demonstrate
chiropractic, acupuncture, Maharisha
Ayur-Vedic medicine, and other
approaches.’® A two-hour alternative
medicine health fair provides an oppor-
tunity for practitioners of mind-body
medicine, movement therapy, yoga,
transcendental meditation, guided
imagery, Shiatsu massage, acupressure,
rolfing, reflexology, homeopathy, and
others to demonstrate their approaches
on the students themselves.

Challenges for the Future

Written evaluations are gathered from
the medical students and used to contin-
ually revise the curriculum. We have
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found that the students express the most
appreciation for the first-person physician
experiences and the small-group discus-
sions that allow active exploration of cases.
We are planning to develop a pre- and
postcurriculum questionnaire on attitudes
toward minority patients and sensitivity
to cultural differences to see if an impact
on student attitudes can be objectively
measured. Our long-term goal is to
expand the hands-on diversity training
by using simulated patients to present
cultural barriers to communication and by
increasing opportunities to interact with
diverse patients in community settings
during the third and fourth year."”

We gratefully acknowledge the contributions to
the development of the Human Diversity Curricu-
lum (Jeri O’Donnell, MA; Mark-David Janus,
PhD; Seema Patel, MD; and Anna Nolen, MD),
Multicultural Experience Questionnaire (Seema
Patel, MD; Anna Nolen, MDj; and David Way,
MS), and Complementary Medicine Unit (Teena
Donaher and David Soskis, MD).

References

1. Kleinman A, Eisenberg L, Good B. Cul-
ture, illness and care: Clinical lessons from
anthropologic and cross-cultural research.
Ann Intern Med. 1978;88:251-258.

2. Farley ES Jr. Cultural diversity in health
care: The education of future practitioners.
In: Van Horne WAQ), ed. Ethnicity and
Health. Milwaukee, Wis: University of Wis-
consin Press; 1988;36-57.

3. Lum CK, Korenman SG. Cultural-sensitivity
training in US medical schools. Acad Med.
1994;69:239-241.

4. Jecker NS, Carese JA, Pearlman RA. Caring
for patients in cross-cultural settings. Hast-
ings Cent Rep. 1995;25:6-14.

5. Woloshin S, Bickell NA, Schwartz LM,
Gany F, Welch G. Language barriers in
medicine in the U.S. JAMA. 1995;273:
724-728.

6. 1990 Census of Population, General
Population Characteristics: United States.
Washington, DC: US Department of
Commerce, Bureau of Census; 1992.

7. Minority Students in Medical Education: Facts
and Figures I-VIII. Washington, DC: Asso-
ciation of American Medical Colleges; 1994.

8. Joint Commission Standards. Chicago, Ill:
Joint Commission on Accreditation of
Healthcare Organizations; 1995.

9. Taking Charge of the Future: The Strategic
Plan for the Association of American Medical
Colleges. Washington, DC: American Asso-
ciation of Medical Colleges; 1995.

10. Lin-Fu J. Ethnocultural barriers to health
care: A major problem for Asian Pacific
Islander Americans. Asian American
and Pacific Islander Journal of Health.
1994;2:290-298.

11. Blackhall L], Murphy ST, Frank G, Michel
V, Azen S. Ethnicity and attitudes toward
patient autonomy. JAMA. 1995;274:820-825.

12. Desmond J. Communicating with multicul-
tural patients. Life in Medicine. 1994:7-25.

13. Williams GH. Life on the Color Line: The
True Story of a White Boy Who Discovered
He Was Black. New York, NY: Dutton; 1995.

14. Race and Cultural Bias in Medicine. Costa
Mesa, Calif: American Academy of Family
Practice; 1992.

15. Murray RH, Rubel AJ. Physicians and
healers—Unwitting partners in health care.
N Engl ] Med. 1992;326:61-64.

16. Goldberg B. Alternative Medicine: The
Definitive Guide. Fife, Wash: Future
Medicine Publishing; 1995.

17. Nora LM, Daugherty SR, Mattis-Peterson
A, Stevenson L, Goodman LJ. Improving
cross-cultural skills of medical students
through medical school-community part-

nerships. West ] Med. 1994;161:144-147.

‘WELCH, CONTINUED FROM PAGE 123

16. Like RC, Steiner PR, Rubel AJ. Recom-
mended core curricular guidelines on
culturally sensitive and competent health
care. Fam Med. 1996;28:291-297.

17. Kristal L, Pennock P, Foote S, Trygstad C.
Cross-cultural family medicine residency
training. ] Fam Pract. 1983;17: 683-687.

18. Rankin S, Kappy M. Developing therapeutic
relationships in multicultural settings. Acad
Med. 1993;68:826-827.

19. Johnston M. A model program to address
insensitive behaviors toward medical
students. Acad Med. 1992;67:236-237.

20. Burton A, Orford R, Blackwell K. A clinical
experience in social medicine/cultural diver-
sity. Acad Med. 1994;69:410-411.

21. Rubenstein H, O’Connor B, Nieman L,
Gracely E. Introducing students to the role
of folk and popular belief-systems in patient
care. Acad Med. 1992;67:566-568.

22. Ytterberg S, Watson K, Kvasnicka J. Teach-
ing and evaluating awareness of cultural and
ethnic diversity in the medical encounter.
Acad Med. 1994;69:411-412.

23. Gonzalez-Lee T, Simon H. Teaching Span-
ish and cross-cultural sensitivity to medical
students. West ] Med. 1987;146: 502-504.

24. Pinderhughes E. Understanding Race, Eth-
nicity and Power —The Key to Efficacy in
Clinical Practice. New York: The Free Press;
1989.

25. Smith B, Colling K, Elander E, Latham C.
A model for multicultural curriculum
development in baccalaureate nursing
education. J Nurs Educ. 1993;32:205-208.

26. Eliason M, Macy N. A classroom activity
to introduce cultural diversity. Nurse Educ.
1992;17:32-36.

27. Branch W. Teaching models in an ambula-
tory training program. J Gen Intern Med.
1990;5:515-526.

28. Kohles RL, Brussow HL. Training Know
How for Diversity and Crosscultural Trainers.
Duncanville, Tex: Adult Learning Systems;
1995.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41

42.

43.

44.

45.

46.

47.

Monroe A, Goldman R, Dubé C. Project
ADEPT—Alcohol and drug education for
physician training. In: Lewis D, ed. Race,
Culture and Ethnicity: Addressing Alcohol
and Other Drug Problems. Providence, R I:
Brown University Center for Alcohol and
Addiction Studies; 1994.

Kavanagh K. Invisibility and selective
avoidance: Gender and ethnicity in psychia-
try and psychiatric nursing staff interaction.
Cult Med Psychiatry. 1991;15:245-274.
Welch M. Enhancing awareness of diversity
and cultural competence: A workshop series
for department chairs and course directors.
Acad Med. 1997;72:461-462.

Bennett M. A developmental approach

to training for intercultural sensitivity.
International Journal of Intercultural
Relations. 1986:179-196.
Millon-Underwood S. Educating for
sensitivity to cultural diversity. Nurse Educ.
1992;17.7.

Ogunranti J. Cultural and biological diver-
sity in medical practice. World Health
Forum. 1995;16:66-68.

Berlin E, Fowkes W. A teaching framework
for cross-cultural health care. West ] Med.
1983;139:934-938.

Lajkowicz C. Teaching cultural diversity for
the workplace. / Nurs Educ. 1993;32: 235-
236.

Bennett J. Modes of cross-cultural training:
Conceptualizing cross-cultural training as
education. International Journal of Intercul-
tural Relations. 1986;10:117-134.

Lemon M, Grier T, Siegal B. Implementa-
tion issues in generalist education. / Gen
Intern Med. 1994;9:598-S103.

Cole K. Cultures engaging cultures: Inter-
national medical graduates training in the
United States. Fam Med. 1994; 26:618-624.
Bess S. A staff development workshop on
cultural diversity. / Nurs Staff Dev. July/
August 1991:190-193.

. Smith BE, Colling K, Elander E, Latham

C. A model for multicultural curriculum
development in baccalaureate nursing edu-
cation. J Nurs Educ. 1993;32:205-208.
Brooks L, Gersh T, Currey D. Diversity
training evaluation—A report from the
University of North Carolina, Chapel Hill.
Presented at the Flora Hewlett Foundation
Pluralism and Unity Conference, Millbrae,
California, February 5-7, 1997.

Rubenstein L, Fink A, Gelberg L, Berkowitz
C, Robbins A, Inui T. Evaluating generalist
education programs. J Gen Intern Med.
1994;9:564-S72.

Sandok B, Orford R, Blackwell K. A clinical
experience in social medicine/cultural diver-
sity. Acad Med. 1994;69: 410-412.
Townsend J, Fulchon C. Minority faculty—
Recruiting, retaining, and sustaining. Fam
Med. 1994;26:612-613.

Jecker N, Carrese J, Pearlman R. Caring for
patients in cross-cultural settings. Hastings
Cent Rep. 1995;25:6-14.

Bicket J. Human values teaching programs
in the clinical education of medical stu-

dents. J Med Educ. 1987;62:369-378.

Supplement 1998 129



