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[bookmark: _Toc100507930]Abstract
[bookmark: _Hlk94952839][bookmark: _Hlk100404027][bookmark: _Hlk100403014]Background: Hispanics are the largest minority group in the United States and account for an increasing number of poor health outcomes in treating and managing mental illnesses. The barriers to care include low socioeconomic status, lack of health insurance, clinician bias, low health literacy, and lack of effort around cultural care. A literature review was conducted to synthesize the effectiveness of cultural competency training supporting clinical practice and to evaluate areas that needs improvement. Purpose: To increase RN case managers’ cultural competency levels by completing an educational intervention based on a specific cultural competency model to improve quality of care and provider-patient relationship. Methods: RN case managers completed the Inventory for Assessing the Process of Cultural Competence among Healthcare Providers – Revised ( IAPCC-R). The IAPCC-R survey was conducted, pre- and post- intervention to evaluate the effectiveness of an educational intervention. Implementation Plan/Procedure: Cultural competency baseline levels of RN case managers (N = 5), working with adult Hispanic patients were assessed, followed by an educational intervention via PowerPoint presentation. A post-test evaluation survey was administered after the intervention. Results: Statistically significant increases were noted in mean cultural competency scores (9.8 points). Increases were noted in the measured constructs of cultural awareness (2.00 points), knowledge (3.00 points), and skill (2.20 points). Implications/Conclusion: Periodic educational interventions may lead to increased levels of cultural competence and may also foster meaningful working relationship among providers and minority populations. Future enhancements should focus on the effects of increased cultural competency on health outcomes. 
Keywords: Cultural competence, healthcare provider, Hispanics, mental illness, cultural competency, healthcare.

Improving Cultural Competency among RN Case Managers Serving Hispanic Adult Patients in Western Massachusetts
[bookmark: _Toc100507931]Introduction
[bookmark: _Hlk69723960][bookmark: _Hlk85662110][bookmark: _Toc100507932]	In the United States, healthcare providers are increasingly tasked to care for changing minority populations with diverse cultural, racial, and ethnic backgrounds (Crocker, et al., 2018). Hispanics are among the fastest-growing minority groups, and they are expected to increase to 28% of the total U. S. population by 2050 (Platonova, et al., 2016). The 2020 U. S. population census indicated that Hispanics represent 18.7 % of  all ethinic groups in the United States (Jensen, et al., 2021). As a community, this group faces cultural, linguistic, and socioeconomic barriers that contribute to poor management of several chronic conditions, including mental health disorders such as anxiety, and depression, hypertension and diabetes mellitus type II (Alcántara, et al., 2016). The COVID-19 pandemic has further exposed the vulnerabilities in physical, financial and psychological effects experienced by racial and ethnic minorities, including Hispanics (Slobodin & Cohen, 2020). Hispanics are less likely to seek mental health care and receive a low quality of care than non-Hispanic Whites (Alcantara et al., 2016). Some of the more common obstacles that prevent Hispanics from obtaining physical and mental health services and contribute to Hispanic healthcare disparities are low socioeconomic status, lack of health insurance, clinician bias, language barriers, low health literacy, and stigma to mental illness (Gonyea, et al., 2016; Nielson, et al., 2016). Cultural competency training increases awareness of the influence of culture and reduces Hispanic health disparities by shaping attitudes, values, and beliefs in diverse populations (Crocker, et al., 2018). 
Background
One in six residents living in Massachusetts is foreign-born and non-White (U. S. Census, 2021). The state’s minority population comprises 12.4% Hispanic, 9% Black, 7.2% Asian, and 0.5% American Indian (U. S. Census, 2021). The terms Hispanic and Latino are often used interchangeably; Hispanic refers to Mexican, Puerto Rican, Cuban, Central American, and South American descent in the United States (Jensen, et al., 2021). On the other hand, Latino refers to persons coming from Latin American countries, cultures and may be Spanish speaking or not (Platonova, et al., 2016). In Worcester, Massachusetts, people who identified as Hispanics made up 21.9% of the population, and 20% live in poverty (U.S. Census, 2019). Hispanics represent the youngest and fastest-growing population among all minority groups in Massachusetts (U.S. Census, 2021). As an ethinic group, Hispanics in particular, receive less treatment for mental health care and face disadvantages in access and high quality of care (Gonyea, et al., 2016). 
The Hispanic population is at risk of mental illness due to several stressful related experiences such as a history of systemic racism that has resulted in higher risk for
[bookmark: _Hlk69723920][bookmark: _Hlk69723897][bookmark: _Hlk100494034]low economic status, low education level, immigration, acculturation, lack of mental health resources, and stigmatization (Alcántara, et al., 2016). Mental illness carries a social stigma, and for this reason, individuals and their families may not seek care (Gonyea, et al., 2016). Stigma refers to the shame and secrecy associated with revealing mental illness to family, friends and the lack of desire to seek help to address the condition or disorder (Eghaneyan & Murphy, 2020). The Hispanic population has complex cultural beliefs and value systems. Their perception is influenced by cultural values, including personalized interaction, reciprocal respect, paternalism, fatalism, and machismo (Nesbitt & Palomarex, 2016). 
There have been several debates about the use of the term cultural competence versus cultural humility (Campinha-Bacote, 2019).  Cultural competency assumes that healthcare providers can learn a set of skills, attitudes, and communication techniques to help healthcare providers meet their patient care needs at the cultural level (Prasad, et al., 2016). The authors advocating for a shift from cultural competency to cultural humility contend that cultural competency has the potential to stereotype cultural groups (Campinha-Bacote, 2019). Academically, some authors argue that cultural competence is a broad concept to include in an already rigorous academic curriculum (Prasad, et al., 2016). Others posit that cultural competency is about mastery of quantifiable knowledge but cultural competency is short on accountability (Fisher-Borne, et al., 2015).
For this reason, cultural humility has gained some traction in the social work field, and among some healthcare providers (Fisher-Borne, et al., 2015). Cultural humility involves constant self-reflection and personal critique (Campinha-Bacote, 2019). In the medical context, cultural humility stresses accountability using the process of awareness to understand culture and its impact on a person’s health behaviors (Prasad, et al., 2016). The cultural humility framework uses cultural awareness to improve on sensitive approaches in treating minority populations (Fisher-Borne, et al., 2015). There is no end in sight for cultural humility since healthcare providers are not required to demonstrate measurable levels of competency (Prasad, et al., 2016).  Cultural competence involves behaviors, attitudes, and policies that improves a system, agency, program, or individual to effectively interact in diverse cultural settings (Greene-Morton, 2019). Current trends indicate that cultural competence continues to have a far larger following (Greene-Morton, 2019) and the United States Department of Health and Human Services (HHS) guidelines for healthcare organizations support cultural competence as a concept (Greene-Morton, 2019).
The National Standards for Culturally and Linguistically Appropriate Services (CLAS) accept the broader relationships between cultural competency, health care quality, and patient outcomes in providing healthcare services to Hispanic and other minority groups (Health and Human Services [HHS], Office of Minority Health [OMH], 2018). Cultural and linguistic competence refers to the processes, structures, and policies adopted by organizations and individuals to shape attitudes, behaviors, and systems needed for effective cross-cultural interactions (HHS, OMH,  2018). Cultural competence is an ongoing effort on the part of healthcare providers to understand the values and beliefs of the population they serve and to promote patient engagement (HHS, OMH, 2018). Hispanics place a high value on provider respect, concern, courtesy, and education on prevention (Nesbitt & Palomarex, 2016). This quality improvement project aims to increase RN case managers’ awareness of culturally competent care using cultural competency education interventions to enhance culturally diverse care. RN case managers are nurses who provide holistic care to meet patients comprehensive health needs (Armold, 2019).
[bookmark: _Toc100507933]Problem Statement
[bookmark: _Hlk100495222]Lack of cultural competency among RN case managers, serving adult Hispanic patients population in the community health center setting is indicated by the presence of decreased patient engagement and contributes to poor patient outcomes in the management of physical and  mental health conditions that affects mood, thinking and behavior. The poor patient engagement results from decreased cultural knowledge, cultural sensitivity and lack of cultural competency training for RN case managers. The Campinha-Bacote transcultural nursing model provides a framework for delivering culturally competent care for RN case managers serving minority groups, including adult Hispanic population (Albougami, et al., 2016).
[bookmark: _Toc100507934]Review of the Literature
The keywords cultural competence and healthcare provider were input in the UMass Amherst Library website database and yielded 3502 results. The research fields were narrowed publications after 2014, reflecting the most current articles in the databases from academic journals and in English. Articles from the database Cumulative Index to Nursing and Allied Health Literature (CINAHL) were also included in the search. Exclusion criteria included articles that were not in English, not from research in the United States, and any articles published before 2014. This resulted in 408 articles. The search terms “cultural competency” and “healthcare” were completed using the same inclusion and exclusion criteria. Also included in the search were the keywords “Hispanic or Latino cultural competency,” which yielded 9198 articles. Inclusion criteria were adults, and exclusion criteria were children and adolescents. The same inclusion and exclusion criteria used earlier in the search were also adopted. This resulted in 1369 articles. 
Articles from the PubMed database were included in the search. Inclusion criteria were articles from nursing journals, age (only adults), articles in English, articles after 2013 and articles from the United States. Exclusion criteria included articles completed in a different country, articles that were not in English, articles published before 2013 and articles for children and adolescents. The keywords used were “Cultural Competence Training in nursing”. This search yielded 440 results. Articles from the database PsycINFO were also included in the search. Inclusion criteria were articles after 2014, articles in English, and completed in the United States. Exclusion criteria included articles from a different country and not in English. This provided 142 articles. Several articles reviewed as part of this literature search process included interventions related to cultural competency and outcomes post-implementation (Cagle & Wells, 2017; Govere & Govere, 2016; Pardasani & Bandyopadhyay, 2014). 
[bookmark: _Hlk98673212][bookmark: _Hlk68519297]The Johns Hopkins Nursing Evidence-based Practice Rating Scale (JHNEBP) was used to critique the level of evidence (Newhouse, et al., 2005) . Using JHNEBP rating scale, 16 articles were included in the literature review. Two of the articles chosen were rated level I, 10 articles were rated II, two articles were rated III and two additional articles were rated IV, class B (Newhouse, et al., 2005). Several salient themes were noted from the literature review which will be discussed in subsequent paragraphs and include benefits of cultural competency training, barriers to cultural competency training and educational intervention based on transcultural model.  
[bookmark: _Toc100507935]Benefits of Cultural Competency Training
[bookmark: _Hlk66997993][bookmark: _Hlk66998132]Cultural competency has long been part of Healthy People 2020 goal of reducing health disparities among minority populations (San, 2018). Several organizations, including hospital systems, and community health centers, have strived to meet this broad goal but continue to face challenges (Jeffreys & Zoucha, 2018; Neilson, et al., 2019). Educational intervention is effective in increasing nurses’ cultural competency (Crocker et al., 2018; Debias & Selleck, 2017). Cultural self-awareness helps providers to understand and reflect on their encounter with minority groups; Hispanics prefer providers who are warm, friendly, personal, and take an active interest in their care (Mohapatra, 2021). The consensus among all the literature is that cultural competency in providers improve the provider-patient relationship and patient engagement in their own care (Amirehsani, et al., 2017; HHS, OMH, 2018; Nesbitt & Palomarez, 2016; Nielson, et al., 2016). Cultural competency training improves healthcare providers' cultural competence and patient satisfaction (Campinha-Bacote 2018; Govere & Govere, 2016).  
Cultural education programs have been successfully implemented to enhance self-perceived clinical cultural competency for providers encountering minority patients (Martin, Parker, Mugambi, 2019; Neilson, et al., 2019). A qualitative study among health care providers (i.e. nurses and physicians) showed that educational intervention on cultural competence helped reduce biases and barriers related to language (Neilson, et al., 2019). Cultural values and family involvement are important to treatment adherence among Hispanics (Cagle & Wells, 2017). Furthermore, Hispanic caregiver inclusion in provider cultural competency training helps the patient-provider relationship (Cagle & Wells, 2017; Nesbitt & Palomarez, 2016). Other authors added that person-centered care principles and practices including clear understandable communication, culturally competent care, and consumer service skills increased provider and Hispanic patient interactions (Amirehsani, et al., 2017; Avila, Kamon, & Beatson, 2016). 
[bookmark: _Hlk100495581][bookmark: _Hlk77512283][bookmark: _Hlk52325382]Health care providers must utilize Spanish-language or interpreter services in all areas of patient care in compliance with the National CLAS Standards to minimize misunderstanding between providers and patients (Agency for Health Research Quality [AHRQ], 2014; Amirehsani, et al., 2017).  Cultural competency training module helped to increase knowledge and improved healthcare providers’ interaction with minority groups, including Hispanics (Albougami, et al., 2017; McElfish, et al., 2017). Although cultural competency training  programs showed an increase in provider knowledge, culturally informed care, and cultural sensitivity in the short term, it is important to maintain training regimen on a periodic basis to ensure the skills acquired by healthcare providers remain to enhance culturally appropriate care (Govere & Govere, 2016; Waite, et al., 2014). 
[bookmark: _Toc100507936][bookmark: _Hlk98391419]Barriers to Cultural Competency Training
[bookmark: _Hlk98391447]Several cultural competency training tools have been developed and utilized by healthcare facilities because of their effectiveness. However, the trainings are at the organizational level and do not adequately address provider specific cultural skills that facilitate patient-provider interaction (Nesbitt & Palomarez, 2016). One article noted that there is a need to create and introduce provider-targeted cultural competence training protocols. The protocols must conform to the healthcare specialties (Govere & Govere, 2016). In addition, it is important for providers to understand the root causes or factors such as discrimination, stereotyping, bias, and social injustice in a broader societal context (Waite, et al., 2014). Researchers indicate that although cultural competency training is effective in provider-patient relationship, staffing diversity must be incorporated in an overall strategy to enhance patient care outcomes (Bagchi, et al., 2012). Communication barriers, misunderstanding, and mistrust have contributed to ineffective provider-patient relationship. Hispanics and other minority groups have felt exploited for years in the United States which has caused fear among the population and created mistrust in traditional service establishment (Pardasani & Bandyopadhyay, 2014).
[bookmark: _Toc100507937]Educational Intervention Based on Transcultural Model
The assessment of baseline cultural competency is the first step in understanding areas of cultural care that needs improvement for healthcare providers and healthcare organizations (Albougami, et al., 2016; McElfish et al., 2017). The Campinha-Bacote model offers a framework for improving cultural competency (Albougami, et al., 2016; Campinha- Bacote, 2018). Campinha-Bacote transcultural model consists of five components, also known as constructs of cultural competency and include cultural awareness, cultural knowledge, cultural skill, cultural encounter, and cultural desire (Campinha- Bacote, 2019). The five constructs have been used to develop learning models for nursing students, and healthcare professionals with the goal of improving cultural competency using pre-and-post survey to see if there is an increase in baseline cultural competency levels (Albougami, et al., 2016; Campinha- Bacote, 2019). 
In a quasi-experimental study, students prepared and implemented a presentation about a cultural group in Israel to enhance cultural competency among the participants (Albougami, et al., 2016; Noble, et al., 2014). The presentation was based on Campinha-Bacote five construct’s and utilized the IAPPC-R assessment survey for pre-and-post testing (Albougami, et al., 2016; Nobel, et al., 2014). These studies were graded as Level IIB, Class B due to the quasi-experimental study design and good quality evidence. Another study attempts to address cultural competency at the healthcare professional cultural level using a training model (McElfish et al., 2017). The goal was to improve cultural competency among healthcare providers serving a growing minority population, including Hispanics (McElfish et al., 2017). Mixed-methods design was used based on the Kirkpatrick model of training evaluation to evaluate the training. The mixed-method approach was the strength of their research. Pre- and post-tests were utilized to observe for changes in baseline levels after the intervention (McElfish et al., 2017; Nobel, et al., 2014). 
Literature Synthesis
[bookmark: _Hlk100496162]As a result of the increasing number of Hispanics experiencing significant health conditions, comorbidity, and mortality, cultural competency training has become an important concept for providing culturally informed care to enhance patient engagement in their own care (Amirehsani, et al., 2017; HHS, OMH, 2018). Healthcare providers’ benefit from cultural competence training that aim to improve understanding, and knowledge on Hispanic cultures. Cultural competence training provides a strong foundation toward provider-patient relationship (Waite, et al., 2014). There are a variety of training programs that attempt to address this problem and most are found to be effective in increasing the knowledge of culturally competent care (Govere & Govere, 2016). 
[bookmark: _Toc100507938]Evidence Based Practice: Verification of Chosen Option
[bookmark: _Hlk96619287][bookmark: _Hlk94951594][bookmark: _Hlk99376727]The quality improvement project utilized an educational intervention via a PowerPoint presentation titled “Cultural Elements in Treating Hispanics and Latino Population” by Mohapatra (2021) from the National Hispanic and Latino Addiction Technology Transfer Center Network (see Appendix B). Best approaches for creating and implementing cultural competency educational intervention is based on cultural competence theoretical model framework in transcultural nursing (Albougami et al., 2016). The rational for using cultural competency training is that cultural competence educational intervention has been successfully implemented in variety of settings including a community health center to increase level of comfort among healthcare providers caring for diverse populations (Crocker et al., 2018; Debias & Selleck, 2017). 
[bookmark: _Toc100507939]Theoretical Framework
[bookmark: _Hlk76367808]	The theoretical framework for the project was Campinha-Bacote Model of Cultural Competence in Healthcare Delivery (Campinha-Bacote, 2018). This model defines cultural competence as a process in which healthcare providers, including nurses, endeavor to effectively work and serve culturally diverse patients, families, or groups (Campinha-Bacote, 2018). The process is rooted in the eagerness to know about patients lived cultural experiences and the ability to provide non-judgmental high-quality health care. There are five constructs to cultural competence in the Campinha-Bacote model that have proven to enhance high-quality care in a diverse cultural environment (Albougami, et al., 2016; Campinha-Bacote, 2018). The five constructs are cultural awareness, cultural skills, cultural knowledge, cultural encounter, and cultural desire.
[bookmark: _Hlk77283895][bookmark: _Hlk77283929][bookmark: _Hlk77283703]The first construct is cultural awareness which is a process that helps health care providers to be cognizant of their own cultural backgrounds and learn about biases toward other cultures (Albougami, et al., 2016; Campinha-Bacote, 2018). This construct reenforces cultural self-awareness about assumptions and understandings by RN case managers’ own cultural beliefs. The second construct is cultural skill which is defined as the process of collecting needed health, social, and other pertinent information from the patient using culturally-appropriate techniques and physical assessment (Albougami, et al., 2016; Campinha-Bacote, 2019). This construct is important in the day-to-day RN case managers’ encounters with patients to obtain good assessment information and develop an effective treatment plan.  
The third construct is cultural knowledge which is a process that enhances healthcare providers’ ability to remain open-minded about patients’ illnesses and health attitudes in different cultures and ethnic traits (Albougami et al., 2016; Campinha-Bacote, 2018). Hispanics have a complex cultural background; this construct implies that RN case managers should be open-minded about variety of patient cultural beliefs about their illnesses. The fourth construct is cultural encounter, a process that discourages healthcare providers from stereotyping patients during their encounters with members of different cultures (Albougami, et al., 2016; Campinha-Bacote, 2018). This construct is important in promoting health equity and avoiding putting certain groups in a particular bracket. The fifth construct is cultural desire which is a process by which healthcare providers, including RN case managers become educated, skilled, competent, and aware of culture care (Albougami et al., 2016; Campinha-Bacote, 2018). RN case managers must participate in an education intervention training on cultural competency which is needed to achieve this level of cultural care. 
The rational for choosing Campinha-Bacote's cultural competency framework in transcultural nursing is that the model blends concepts from the theories of Leininger, Pedersen, and Law (Sager & Sager, 2019). The theoretical framework of Campinha-Bacote is the only transcultural model to meet all six criteria sought in a theoretical framework of comprehensiveness, logical congruence, conceptual criteria, level of abstraction, clinical utility, and perspective (Albougami et al., 2016). The model has been used for nursing education, health care practice, administration, and research to enhance cultural competence (Sager & Sager, 2019).

[bookmark: _Toc100507940]
Goals, Objectives and Expected Outcomes
[bookmark: _Hlk98036288]The goals of this project were to: 1. conduct a quality improvement project related to cultural competency and adult Hispanic patients’ population. 2. improve RN case managers’ levels of cultural competency in providing culturally competent care to adult Hispanic patients. The objectives for the project were to: 1. plan and develop the educational intervention to be utilized for a quality improvement project by August 15, 2021. 2. deliver two (2) sixty-minute educational presentations from 8:30am – 9:30am each on Wednesday, September 01, 2021 and Friday, September 03, 2021 to staff via PowerPoint format. 3. assess for baseline cultural competency levels pre-intervention and post intervention from August 2021 to December 2021. 4. assess post intervention cultural competency levels October 2021 and December 2021.
The expected outcomes for the project:
At least 90% of providers will attend the educational presentations.
Increase cultural competency as evidenced by the post assessment of case managers who attended the educational presentation by 85%.
[bookmark: _Hlk85465915]Community health center RN case managers will report an increase in the level of comfort in providing culturally competent care in the final raw score by 85% as indicated by the five constructs of cultural competency.




[bookmark: _Toc100507941]Methods
[bookmark: _Hlk94951371][bookmark: _Hlk100402728]This quality improvement (QI) project was conducted at a federally qualified Community Health Center located in Western Massachusetts. The project included review of current literature and educational intervention via virtual PowerPoint presentation (see Appendix B) for RN case managers. Quantitative pre- and post-test  data were collected using the assessment tool, Inventory for Assessing the Process of Cultural Competence Among Healthcare Professionals- Revised (IAPCC-R) (see Appendix D).  The pre- test survey provided baseline levels of cultural competence and followed by the educational intervention. The post- test survey was conducted after the educational intervention. The IAPCC-R assessment tool was created by Dr. Campinha-Bacote to measure the level of cultural competence among healthcare providers (Campinha-Bacote, 2018).  Data collected was stored on a secured server and password protected. The Statistics Product and Service Solution (SPSS) was used to measure and analyze pre-test and-post-test quantitative data in a form of basic descriptive statistics with bar graphs, paired samples t-test and Wilcoxon signed-rank test (Plichta & Kelvin, 2013). 
[bookmark: _Toc100507942]Project Site and Population  
[bookmark: _Hlk94951913][bookmark: _Hlk98200507][bookmark: _Hlk98200564]The quality improvement project was implemented at a federally qualified health center in Western Massachusetts. The community health center is located in one of the largest cities in Massachusetts with approximately twenty-one percent of Hispanics living in poverty and account for twenty-two percent of the population (U.S. Census Bureau, 2018). The RN case managers included in the project worked directly with the Hispanic population. There were seven RN case managers; three White Non-Hispanics, three African Americans and one Asian American. All were RN case managers that worked directly with adult Hispanic patients and provided case management services at the community health center. The health center provides care to large minority populations across the lifespan; services include mental health (psychotherapy and pharmacotherapy), chronic disease management, health education, social services, nutritional counseling, dental care, optometry, addiction support treatment, HIV services, and referrals.  
[bookmark: _Toc100507943]Project Design
[bookmark: _Hlk78919881]The five constructs of Campinha-Bacote model of cultural competency (Campinha-Bacote, 2018), was used as a framework to assess baseline levels of cultural competency among RN case managers. The project leader reviewed current trends on effective cultural competence education for health care providers working with culturally diverse populations. The project incorporated an evidence-based educational intervention via PowerPoint presentation for health care providers to provide the education (see Appendix B). Other web resources, such as links to CLAS and AHRQ information on cultural competency were provided in a folder on the organization’s server to further support the training. Supplemental resources were also provided (see Appendix C). The educational intervention was followed by post-test questionnaire to evaluate the effectiveness of cultural competency education. A final evaluation was done using data collected through a post-test to assess if the outcomes of the interventions helped in improving cultural competence among RN case mangers caring to adult Hispanic population.
The specific steps to the quality improvement project were to obtain RN case managers baseline level of cultural competence. The purpose of the project was described to each RN case manager in an email. There were no identifiable risks to any of the RN case managers (see Appendix F). The nurses were recruited to participate in the project using in-person, email, tele-video invitations to notify them regarding the education intervention training on September 01, 2021 and September 03, 2021. Once the RN case managers chose to participate in the project, they received  an email link anonymously to complete the pre-test IAPCC-R online via a secured online survey that measured baseline level of cultural competence. RN case managers were given up to one week to complete the online pre-test before participating in the cultural competence education. 
An overview about Dr. Josepha Campinha-Bacote’s theoretical model was provided to offer a strong foundation and reason for using this framework. The assessment was done using Campinha- Bacote’s five components of cultural competence provided in a pre-test questionnaire. Immediately after each educational intervention, a different link was sent via email to the nurses with the same survey questions provided during the pre-test evaluation. This allowed for effective evaluation of the educational intervention.
[bookmark: _Toc100507944]Measurement Instruments
[bookmark: _Hlk85659074][bookmark: _Hlk94950266][bookmark: _Hlk85659159]A tool developed by Campinha-Bacote, Inventory for Assessing the Process of Cultural Competency among Healthcare Professionals-Revised (IAPCC-R) questionnaire, and Likert scale was used to measure levels of cultural competency (Campinha-Bacote, 2018). The IAPCC-R questionnaire (see Appendix D) is a 25-item scale that addresses the five constructs of Campinha-Bacote model of cultural competency (cultural awareness, cultural skill, cultural knowledge, cultural encounter, and cultural desire), including using a 4-point Likert scale to assess agreement, knowledge, comfort and involvement with cultural competence concepts (Campinha-Bacote, 2018). The tool takes ten to fifteen minutes to complete, and the scores may range from 25-100; where 25-50 indicates culturally incompetent, 51-74 culturally aware, 75-90 culturally competent and 91-100 culturally proficient (Campinha-Bacote, 2018). 
[bookmark: _Hlk94953504]The IAPCC-R assessment tool was used to measure quantitative data (Campinha-Bacote, 2018). Before providing the educational intervention, the IAPCC-R tool was administered to measure individual levels of cultural competency regarding the five constructs in Campinha-Bacote’s transcultural model. Post-test was done using the same assessment to measure levels of improved cultural competence among individual participants (see Appendix D). The tool has been utilized in the United States and has been tested for reliability and validity for health care professionals by various health organizations. Reliability studies showed an average reliability score ranging from a Cronbach alpha of 0.72- 0.90 (Campinha-Bacote, 2018).  This project received an approval from Dr. Campinha-Bacote to use her electronic format of IAPCC-R to ensure efficiency in data collection (see Appendix D). 
[bookmark: _Toc100507945]Implementation
Pre-Intervention
[bookmark: _Hlk85658818][bookmark: _Hlk85658878]A quantitative IAPCC-R pre-test assessment was completed by five RN case managers a week before the educational intervention. The purpose of the pre-test assessment was generally described to each RN case manager in an email. Each participant received an electronic format of IAPCC-R assessment tool via work email account anonymously. The IAPCC-R assessment was an electronic format survey, and password protected, therefore, data collected did not need to be transcribed. In collaboration with stakeholders at the facility, a conference room was reserved for the educational intervention training. The virtual platform RingCentral was also tested prior to the presentation. 
Intervention
On the day of the training, RN case managers were given the choice to attend the training in-person or via a virtual platform RingCentral video. The health center COVID-19 protocals were followed. All RN case managers opted to attend the presentation virtually through RingCentral video. The educational intervention titled, “Cultural Elements in Treating Hispanics and Latino Population” was presented virtually via PowerPoint presentation. The first educational intervention for this project took place on  September 01, 2021, from 8:30am to 9:30am and the second training took place on September 03, 2021, from 8:30am to 9:30 am. Each training took at least one hour to complete. Four RN case managers participated in the first interevention and one RN case manager attended the second intervention. There was a provision for refreshements but participants opted for virtual participation.  
Post-Intervention
After the educational intervention had been administered, participants were asked to complete an electronic format of IAPCC-R assessment tool, which contains the same IAPCC-R categories. Pre-and-post test scores for each participant was calculated to evaluate each construct's level of cultural competency and mean scores. Basic descriptive statistics were used in SPSS to measure and analyze the data (Plichta & Kelvin, 2013). Participants were informed that completing the project in no way affect their job status. The participants also received an email from the project leader thanking them for participating in the project.
[bookmark: _Toc100507946]Data Analysis 
[bookmark: _Hlk94954441][bookmark: _Hlk85659351]Data was analyzed with basic descriptive statistics to describe the IAPCC-R 25 item aggregate responses from pre-and-post test survey scores.  SPSS  for each participant's responses were analyzed in paired or dependent sample t-test statistical procedure (Plichta & Kelvin, 2013). A paired sample t-test was used to compare the means of two samples when each observation in one sample can be matched with observation in the other sample (Plichta & Kelvin, 2013). Pre-test scores and post-test scores for each participant was compared after the education intervention. Descriptive statistics such as a frequency-count table was constructed in SPSS to further analyze participant's responses with the appropriate bar graph. Individual scores and mean for cultural competency were calculated using each participant's pre-and-post test cultural competency scores. The mean scores for each construct were compared from the pre-test and post-test scores. 
[bookmark: _Toc100507947]Ethical Considerations/Protection of Human Subjects
[bookmark: _Hlk85659867][bookmark: _Hlk85660157]The University of Massachusetts, Amherst (UMass) Internal Review Board (IRB) approval was obtained before initiating the DNP Project (see Appendix F).  This was an educational training program on cultural competence that was administered to RN case managers. There was no patient specific information collected during the course of this project. The information that was collected for this project were those of participants’ responses. These responses and other pertinent information remained anonymous. The DNP student and others conducting this project followed the Standards of Care for practice in the community health center setting. There were no identifiable risks to any of the participants in this project. The RN case managers were educated on ethical considerations such as potential stigmatization, moral professional responsibilities of healthcare providers while working with vulnerable minority populations (Kue, et al., 2018). There was no IRB requirement from the site for this DNP project. The data collected was securely stored and password protected at the facility. The project leader was the only one with access to this information during the period of this project.
[bookmark: _Toc100507948]Results
[bookmark: _Hlk100403283][bookmark: _Hlk94953872]The project took place at a federally qualified community health center located in Western Massachusetts, where RN case managers are focused on serving minority groups, including adult Hispanic populations. The QI project was implemented over a period of three months. There were a total of seven RN case managers that worked with the population. All seven providers were recruited but five RN case managers chose to participate in the project. The other two RN case managers did not respond. Four of the participants were female; two White Non-Hispanics, two African Americans and one Asian American male. The first presentation  day had four participants who participated in the educational intervention. The second presentation day had only one participant who participated in the presentation. All five participants completed the intervention and assessment within the project timeline, meeting goal number one of the expected outcomes. 


Table 1
[bookmark: _Toc100507949]Demographic Characteristics
	Demographic Variable
	Intervention Group
(N=5)

	Gender
          Male                                                   1
          Female                                               4

Department 
          Case Management                             5

Race/Ethnicity
       White non-Hispanic                             2
       Black/African American                      2
       Asian                                                    1



Table 1 shows the demographic breakdown of all the participants.
[bookmark: _Toc100507950]Cultural Competence
The pre-test and post-tests assessment survey were scored based on the IAPCC-R scoring key by Campinha-Bacote. A score of 91 to 100 indicated culturally proficient; 75-90 is culturally competent; 51-74 is culturally aware; and 25-50 is culturally incompetent. Participants scores for the pre-test survey ranged from 70 to 82. Participants scores for post-test survey ranged from 80 to 91, with the highest possible score being 100. The average of the pre-test scores was 75 while the average for the post-test was 85. Participant 1’s score increased after the intervention from 82 to 91 and the level of cultural competency improved from competent to proficient. Participant 2’s score improved after the intervention from 73 to 80 and level of cultural competency improved from aware to competent post-intervention. Participants 3 and 4’s scores improved from 75 to 85 and 76 to 83 respectively, and cultural competency level remained at the competent level. Participant 5’s score improved from 70 to 86 and cultural competency level increased from aware to competent. Figure 1 depicts the pre-and post-test scores in a bar graph format, separated by each provider. All of the participants had an increase in their scores from pre-test to post-intervention.


Pre-test scores vs Post-test scores
[image: ]Figure. 1. Bar graph showing the difference in scores for each RN case manager between the pre-tests and post-tests.

Table 2
 Paired Samples Mean Pre-Post-Test Scores for Cultural Competency
	Paired Samples Statistics

	
	Mean
	N
	Std. Deviation
	Std. Error Mean

	Pair 1
	Pre- Test 
	75.20
	5
	4.438
	1.985

	
	Post- Test 
	85.00
	5
	4.062
	1.817



The pre- and post-test scores means were compared using a paired samples t-test, with the null hypothesis being that the pre-and post-test scores were equal (see Table 2). Mean post-test scores (M = 85, SD = 4.06) were greater than mean pre-test scores (M = 75.20, SD = 4.44). The cultural competency scores increased by 9.8 points overall, after completion of the educational intervention. Mean post-test scores (M = 85, SD = 4.06) were greater than mean pre-test scores (M = 75.20, SD = 4.44).
Table 3  
Paired Samples T-test of Pre-Post-Test Scores for Cultural Competency
	Paired Samples Test

	
	Paired Differences
	t
	df
	Significance

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	
	
	
	Two-Sided p

	
	
	
	
	Lower
	Upper
	
	
	
	

	Pair 1
	Pre- Test – 
Post- Test
	 -9.800
	   3.701
	   1.655
	  -14.396
	    -5.204
	-5.920
	     4 
	
	.004



The difference in scores was found to be statistically significant, rejecting the null hypothesis, t (4) = -5.920, p = .004 (see Table 3). 

[image: ]
Figure 2. Bar graph depicting mean overall competency score differences. 
The differences in mean scores are presented graphically in figure 2. Mean post-test scores (M = 85, SD = 4.06) were significantly greater than pre-test scores (M = 75.20, SD = 4.44). The Shapiro-Wilk test of normality was not statistically significant at p = .811 and p = .925 respectively for pre-and-post test scores, indicating that the data from both tests were normally distributed.
Mean pre-and post-test scores for each individual construct (i.e., awareness, knowledge, skill, encounter, and desire) of the framework were also examined (see Figure 3). Mean scores for cultural awareness increased from pre-test (M = 15.40, SD = .55) to post-test (M = 17.40, SD = 1.14). Mean scores for cultural knowledge increased from pre-test (M = 11.60, SD = 2.07) to post-test (M = 14.60, SD = 1.95). Mean scores for cultural skill increased from pre-test (M = 13.40, SD = 1.52) to post-test (M = 15.60, SD = 1.95). Mean scores for cultural encounters increased from pre-test (M = 14.80, SD = 1.10) to post-test (M = 16.20, SD = 1.48). Mean scores for cultural desire had an increase from pre-test scores (M = 18.00, SD = 1.41) to post-test (M = 19.80, SD = .45).
[image: ]
Figure 3. Mean differences in scores for each construct, comparing pre-and post-test results.

[bookmark: _Toc100507951]Cultural Awareness 
Table 4 
Paired Samples Mean Pre-Post-Test Scores for Cultural Awareness 

	Paired Samples Statistics

	
	Mean
	N
	Std. Deviation
	Std. Error Mean

	Pair 2
	AwarenessPre 
	15.40
	5
	.548
	.245

	
	AwarenessPost
	17.40
	5
	1.140
	.510



The pre- and post-test score means for cultural awareness were compared using a paired samples t-test to test the hypothesis that these scores were equal (see Table 4). The Wilcoxon signed-rank test revealed that there was statistically significant difference in mean cultural awareness between the two groups (z = -2.060, p = 0.039) and indicating that the educational intervention had a significant effect on cultural awareness construct. The scores for cultural awareness increased by 2 points overall, after completion of the educational intervention. Mean post-test scores for cultural awareness (M = 17.40, SD = 1.14) were greater than mean pre-test scores (M = 15.40, SD = 0.55).
Table 5

Paired Samples T-test of Pre-Post-Test Scores for Cultural Awareness

	Paired Samples Test

	
	Paired Differences
	t
	df
	Significance

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	
	
	
	Two-Sided p

	
	
	
	
	Lower
	Upper
	
	
	
	

	Pair 2
	AwarenessPre - AwarenessPost
	 -2.000
	   1.414
	   .632
	  -3.756
	    -.244
	-3.162
	     4 
	
	.034



The difference in scores was found to be statistically significant, rejecting the null hypothesis, t (4) = -3.162, p = .034 (see Table 5).
[bookmark: _Toc100507952]Cultural Knowledge 
Table 6 
Paired Samples Mean Pre-Post-Test Scores for Cultural Knowledge 
	[bookmark: _Hlk86263417]Paired Samples Statistics

	
	Mean
	N
	Std. Deviation
	Std. Error Mean

	Pair 3
	KnowledgePre 
	11.60
	5
	2.074
	.927

	
	KnowledgePost
	14.60
	5
	1.949
	.872



[bookmark: _Hlk96671592]The pre- and post-test score means for cultural knowledge were compared using a paired samples t-test to test the hypothesis that these scores were equal (see Table 6). The Wilcoxon signed-rank test revealed that there was statistically significant difference in mean cultural knowledge between the two groups (z = -2.060, p = 0.039) and indicating that the educational intervention had a significant effect on cultural knowledge construct. The scores for cultural knowledge increased by 3 points overall, after completion of the educational intervention. Mean post-test scores for cultural knowledge (M = 14.60, SD = 1.95) were greater than mean pre-test scores (M = 11.60, SD = 2.07). 
Table 7
Paired Samples T-test of Pre-Post-Test Scores for Cultural Knowledge
	[bookmark: _Hlk86263574]Paired Samples Test

	
	Paired Differences
	t
	df
	Significance

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	
	
	
	Two-Sided p

	
	
	
	
	Lower
	Upper
	
	
	
	

	Pair 3
	KnowledgePre - KnowledgePost
	 -3.000
	   2.828
	   1.265
	  -6.512
	    .512
	-2.372
	     4 
	
	.077



The difference in scores was found not to be statistically significant, accepting the null hypothesis, t (4) = -2.372, p = .077 (see Table 7).
[bookmark: _Toc100507953]Cultural Skill 
Table 8 
Paired Samples Mean Pre-Post-Test Scores for Cultural Skill 
	Paired Samples Statistics

	
	Mean
	N
	Std. Deviation
	Std. Error Mean

	Pair 4
	SkillPre 
	13.40
	5
	1.517
	.678

	
	SkillPost
	15.60
	5
	1.949
	.872



The pre- and post-test score means for cultural skill were compared using a paired samples t-test to test the hypothesis that these scores were equal (see Table 8). The Wilcoxon signed-rank test revealed that there was not statistically significant difference in mean cultural skill between the two groups (z = -1.826, p = 0.068) and indicating that the educational intervention had less effect on cultural skill construct. Although the test did not show statistical significance, the result still has significance in clinical practice. The scores for cultural skill increased by 2.20 points overall, after completion of the educational intervention. Mean post-test scores for cultural skill (M = 15.60, SD = 1.95) were greater than mean pre-test scores (M = 13.40, SD = 1.52). 
Table 9 
Paired Samples T-test of Pre-Post-Test Scores for Cultural Skill
	Paired Samples Test

	
	Paired Differences
	t
	df
	Significance

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	
	
	
	Two-Sided p

	
	
	
	
	Lower
	Upper
	
	
	
	

	Pair 4
	SkillPre – 
SkillPost
	 -2.200
	   1.924
	   .860
	  -4.588
	    .188
	-2.557
	     4 
	
	.063



The difference in scores was found not to be statistically significant, accepting the null hypothesis, t (4) = -2.557, p = .063 (see Table 9). 
[bookmark: _Toc100507954]Cultural Encounters 
Table 10 
Paired Samples Mean Pre- Post-Test Scores for Cultural Encounters 
	Paired Samples Statistics

	
	Mean
	N
	Std. Deviation
	Std. Error Mean

	Pair 5
	EncounterPre 
	14.80
	5
	1.095
	.490

	
	EncounterPost
	16.20
	5
	1.483
	.663



The pre- and post-test score means for cultural encounters were compared using a paired samples t-test to test the hypothesis that these scores were equal (see Table 10). The Wilcoxon signed-rank test revealed that there was not statistically significant difference in mean cultural encounter between the two groups (z = -1.890, p = 0.059) and indicating that the educational intervention had less effect on cultural encounter construct. Although the test did not show statistical significance, the result still has significance in clinical practice. The scores for cultural encounters increased by 1.4 points after completion of the educational intervention. Mean post-test scores for cultural encounters (M = 16.20, SD = 1.48) were greater than mean pre-test scores (M = 14.80, SD = 1.10). 

Table 11
Paired Samples T-test of Pre-Post-Test Scores for Cultural Encounters
	Paired Samples Test

	
	Paired Differences
	t
	df
	Significance

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	
	
	
	Two-Sided p

	
	
	
	
	Lower
	Upper
	
	
	
	

	Pair 5
	EncounterPre – 
EncounterPost
	 -1.400
	   .894
	   .400
	  -2.511
	   - .289
	-3.500
	     4 
	
	.025



The difference in scores was found to be statistically significant, rejecting the null hypothesis, t (4) = -3.500, p = .025 (see Table 11). 

[bookmark: _Toc100507955]Cultural Desire 

Table 12 

Paired Samples Mean Pre-Post-Test Scores for Cultural Desire 

	Paired Samples Statistics

	
	Mean
	N
	Std. Deviation
	Std. Error Mean

	Pair 6
	DesirePre 
	18.00
	5
	1.414
	.632

	
	DesirePost
	19.80
	5
	.447
	.200



The pre- and post-test score means for cultural desire were compared using a paired samples t-test to test the hypothesis that these scores were equal (see Table 12). The Wilcoxon signed-rank test revealed that there was no statistically significant difference in mean cultural desire between the two groups (z = -1.841, p = 0.066) and indicating that the educational intervention had less effect on cultural desire construct. Although the test did not show statistical significance, the result still has significance in clinical practice. The scores for cultural desire increased by 1.8 points after completion of the educational intervention. Mean post-test scores for cultural desire (M = 19.80, SD = 0.45) were greater than mean pre-test scores (M = 18.00, SD = 1.41). 
Table 13 

Paired Samples T-test of Pre-Post-Test Scores for Cultural Desire

	Paired Samples Test

	
	Paired Differences
	t
	df
	Significance

	
	Mean
	Std. Deviation
	Std. Error Mean
	95% Confidence Interval of the Difference
	
	
	
	Two-Sided p

	
	
	
	
	Lower
	Upper
	
	
	
	

	Pair 6
	DesirePre – 
DesirePost
	 -1.800
	   1.304
	   .583
	  -3.419
	   - .181
	-3.087
	     4 
	
	.037



The difference in scores was found to be statistically significant, rejecting the null hypothesis, t (4) = -3.087, p = .037 (see Table 13). 
[bookmark: _Toc100507956]




Discussion
The findings from this quality improvement project suggest that cultural competence education intervention increases cultural competence of healthcare providers, including RN case managers. There were significant increases in mean scores for the constructs of cultural awareness, knowledge, and skill, but there were less changes in the scores for cultural encounters construct and cultural desire construct. The construct of cultural knowledge, cultural skill, awareness recorded a remarkable improvement in scores. Knowledge scores increased by 3.00 points from pre-test to post-test. Skill scores increased by 2.20 points from pre-test to post-test. Awareness scores increased by 2.00 points from pre-test to post-test.  
The constructs of cultural encounter and cultural desire increased by 1.4 and 1.8 respectively. The cultural encounter and cultural desire scores showed less improvement in overall scores. Pre-test survey scores indicated that RN case managers had high baseline levels of cultural desire and the desire to increase their level of cultural competence still remained strong after the educational intervention. RN case managers were also interested in having more meaningful cultural encounters but the construct, cultural encounter, requires an actual direct interaction between RN case managers and Hispanic patients which was not possible to measure considering the time frame for this project.
[bookmark: _Hlk85463558]One of the goals for this project was to increase the level of cultural competence among RN case managers working with adult Hispanic patients. Five of the seven RN case managers working with this population completed the baseline assessment pre-test, educational intervention, and post-test. The level of cultural competency increased among the RN case managers after participating in the educational intervention. All of the five constructs recorded an increase in scores overall, but three of the constructs showed significant increases in scores. 
The goal was for 85% of participants to have an increase in their level of cultural competence. This goal was met as all participants had an increase in their scores. The pre-test survey scores indicated that 60% (n = 3) of RN case managers were at the level of culturally competent, and 40% (n = 2) were at the level of culturally aware. After the educational intervention, 40% (n = 2) remained at culturally competent, but the other 60% (n = 3) increased to the levels of competent and proficient. Mean scores increased from the pre-test to the post-test by 10.20 points. The findings from the project are consistent with similar studies done in 2019 by Martin et al., and 2017 by Debiasi & Selleck, that an educational intervention with pre-and post-tests can show an increase in cultural competence levels.
The last goal was to increase RN case managers level of comfort in providing culturally competent care in the final raw score by 85% as indicated by the five constructs of cultural competency. This goal was not fully met with only 60% (n=3) meeting the goal, but 40% (n= 2) did not meet the goal. The overall engagement in cultural competency training for healthcare providers, including RN case managers, is supported by Campinha-Bacote’s theoretical framework as an ongoing process that requires periodic training to enhance culturally appropriate care (Campinha-Bacote, 2018).
[bookmark: _Toc100507957]

Limitations and Strengths
The project was implemented over a short period of time. Ideally, a project to assess for practice changes would be conducted over a longer period to give time for RN case managers to make changes, to determine if change is lasting, and would include more participants. For this reason, it will be difficult to measure the long-term effects of the education intervention. Other limitations include the small sample size which may limit the statistical significance of the project, and not knowing if RN case managers carefully read and understood the IAPCC – R assessment tool. Though this project target population was RN case managers, the project can serve as a blueprint for a larger enhancement in the future in the general practice setting. Another limitation was the COVID-19 pandemic which affected in-person participation of the project. Though COVID-19 pandemic had an impact on the overall implementation of the project, significant clinical lessons can be drawn from the effective use of modern technologies such as virtual services, emails and other protected electronic devices in quality improvement projects. 
[bookmark: _Toc100507958]The results indicated that there was significant increase in cultural competency among RN case managers who participated in the project and serves adult Hispanic patients at the health center. Another strength to this quality improvement project was that the educational intervention took only one hour to complete and allowed RN case managers to participate without affecting work schedules for the day. The IAPCC-R assessment tool used to evaluate pre-test and post- test education intervention is a reliable and valid tool. The project was supported by the case management department, human resource department, quality improvement department and sought to promote cultural competency to effect a change overtime in the practice setting.
Implication for Practice
The findings from the project highlight the need for interventions aimed at improving cultural competency among health care providers serving minority populations. Cultural competency interventions may not only increase levels of cultural competence but may also foster meaningful working relationships among providers and minority populations served, including Hispanic patients (Neilsen, et al., 2016)). First, the findings suggested the need to develop and evaluate the effectiveness of population specific cultural competence education intervention. Second, there is the need to utilize reliable and valid cultural competence assessment tools for health care providers. Lastly, the educational intervention can be provided in the future to other healthcare providers at the health center who work in different departments to enhance cultural competence levels.
[bookmark: _Toc100507959]Conclusion
Health care providers are increasingly serving diverse patient population in the United States. The diversity in patient population has refocused attention on providing more equitable care by taking into consideration cultural beliefs, values and attitudes toward healthcare. The Covid-19 pandemic has further exposed health disparities among diverse patient population and access to mental health services. Hispanic populations in particular face barriers in accessing quality physical and mental health services. Hispanic patients also face stigma with their mental health but the stigma can be reduced through provider education and understanding of cultural underpinnings to serving this population. For this reason, it is important for healthcare providers to intentionally learn about cultural needs and how cultural competency affects overall health outcomes in this population. The project used Campinha-Bacote cultural competency model which consist of five main constructs; awareness construct helps to improve self-awareness and providers own cultural beliefs, skill construct helps providers to obtain good assessment information, knowledge construct helps providers to be open-minded about patient cultural beliefs and illness, encounter construct helps providers to provide non- judgmental care and desire construct reinforces providers readiness to participate in trainings that improves cultural care. For this project, RN case managers working with adult Hispanic patient population who successfully participated in the education intervention recorded an increase in cultural competency level at the community health center. Ongoing future cultural competency training and presentation may be needed to effectively enhance providers cultural competence on an organizational level and to further improve patients’ overall health outcomes.






[bookmark: _Toc100507960]
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Appendix C
[bookmark: _Toc100507964]Supplemental Resource on Cultural Competence

Substance Abuse and Mental Health Service Administration (SAMSHA), Improving Cultural Competence. TIP 59: Improving Cultural Competence | Official web site of the U.S. Health Resources & Services Administration (hrsa.gov) 
Variety of treatment improvement protocols aimed at helping providers and administrators understand the role of culture in the delivery of mental health and substance use services.

Health Resource and Service Administration (HRSA). Culture, Language, and Health Literacy. Culture, Language, and Health Literacy | Official web site of the U.S. Health Resources & Services Administration (hrsa.gov)
A guide to help health care providers to recognize and address unique culture, language and health literacy of diverse population, to improve individual health and build healthy communities. 

AHRQ Health Literacy Universal Precautions Toolkit, 2nd Edition. AHRQ Health Literacy Universal Precautions Toolkit | Agency for Healthcare Research and Quality
The AHRQ Health Literacy Universal Precautions Toolkit, 2nd edition, is aimed at helping primary care practices reduce the complexity of health care, increase patient understanding of health information, and enhance support for patients of all health literacy levels.

EthnoMed, Integrating Cultural Information into Clinical practice. Home - EthnoMed
A convenient source for social and cultural details relevant to clinical care. It provides cultural context when working with immigrants, refugees in our area and an entree to “cross-cultural” practice. 

National Alliance for Hispanic Health, Resources for treating Hispanic Population. Resources | National Alliance for Hispanic Health | United States (healthyamericas.org)
Brand-new volume in acclaimed series of health books, written by the president and CEO of the National Alliance for Hispanic Health, breaks stigmas associated with depression and dispenses invaluable science-based advice.
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11108 Huntwicke Place
Cincinnat, Ohio 45241

Date: August 17, 2021
To:  Victor Boadu

From: Dr. Josepha Campinha-Bacote

President, Transcultural C.A.R E. Associates

RE: Contractual Agreement for Limited Use of the
IAPCCR

‘This letter grants permission to Victor Boadu
to use the “Tnventory for Assessing the Process of Cultural
Competence Among Healthcare Professionals-Revised”
(1APCC-R) in an online administration format to assess S pre-
selected healtheare participants. I have received $200 for 10
t0ols to be used in this pretest/postiest study. Victor Boadu
agrees to the following requirements regarding use of this
copyrighted tool:

TIME FRAME: Permission to use the IAPCC-R, which is to
be administered on a secure website,is only granted for the
testing of 5 pre-selected participants (10 hits). The testing will
be administered online from August 24, 2021 to September 9,
2021. Upon September 10, 2021, Victor Boadu must
remove the IAPCC-R off the secure web-based format and
destroy any copies of the tool.

ADMINISTRATION: This permission grants Victor Boadu
to administer the IAPCC-R on a secure online web-based
format that has access to only 5 pre-selected participants 10
hits). For online use, the tool must be copied verbatim in a
secure online format as it appears on the hard copy that is
enclosed in this letter and must use the citation on the top of
the tool that reads:

Tnventory for Assessing the Process of Cultural Competence
Among Healthcare Professionals -Revised (IAPCC-R)
Copyrighted by Campinha-Bacote (2003)

RESTRICTIONS OF COPYING: Outside of placing the
TAPCC-R online on a secure a web-based format for 5
participants, Victor Boadu agrees that the IAPCC-R and its
25 items cannot be copied or reproduced for any other
reason. This includes, but not limited to, being copied in
formal or informal publications, a dissertation, DNP capstone,
or thesis, in an academic paper, handouts for presentations,
nor for any PowerPoint or Poster presentations or in any hard
copy or electronic formats. The APCC-R is only to be used
in the above project in which it is administered online for
access to only 5 individuals/ subjects.
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PUBLICATIONS: Victor Boadu agrees that any publication (formal or iformal) or presentations
of the findings of the study using my tool will be shared with me.

GOVERNING LAW: All parties acknowledge that this Contractual Agreement for Limited Use of
the IAPCC-R is a valid contract. This contract shall be governed and construed under the laws of
the State of Ohio, except as govened by Federal law. Jurisdiction and venue of any dispute or court
action arising from or related to this contract shallli exclusively in or be transferred to Hamilton
County Municipal Court, Hamilton County Court of Common Pleas, or the Federal Court situated
in the County of Hamilton, Ohio.

ATTORNEY'S FEES AND COSTS: In any action to enforce any provision of this Agreement,
the prevailing party wil be awarded reasonable attorney'’s fees and costs.

S Dr. Josep}fa Caripinha-Bacote — //D//
sipmane_ Vi PocOU e 3[2912]

Victor Boadu
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100 Venture Way. Suite 116
Human Research Protection Office :m?;?js,mx

Memorandum - Not Human Subjects Research Determin

Date: August 10,2021
“To: Victor Boadu, College of Nursing
Project Title:  Improving Culural Competency among RN Case Managers Serving Hispanic Adult Patienss
HRPO Determination Number 21-148

‘The Human Research Protection Office (HRPO) has evaluated the above named project and has made
the following determination based on the information provided to our office:

3 The proposed project does ot involve research that obtans nformation sbout living individuals
145 CFR 46.102(0)

3 The proposed project does not involve intervention or interaction with individuals OR does not use:
identifiable private information (45 CFR 46.102(6)(1), (2).

5 The proposed project docs not meet the definition of human subject rescarch under federal
regulations [45 CFR 46.102(d)).

‘Submission of an Application to UMass Amberst IRE is not required.

‘Note: This determination applies only to the activties described in the submission. If there are
changes to the activites described in this submission, please submit a new determination form to the
HRPO prior to iniiating any changes. Researchers should NOT include contact information for the
UMass Amberst IRB on any project materials.

A project determined as “Not Human Subjects Rescarch,” must sl be conducted ethically. The
'UMass Amberst HRPO strongly expects project personnel to:

- treat partcipants with respect at al imes.

- ensure project participation is voluntary and confidentiality s maintained (when applicable)

- minimize any risks associated with participation in the project

- conduct the project in compliance with al applicable federal, state, and local regulations as
well as UMass Amherst Policies and procedures which may include obtaining approval of
‘Your activities from other institutions or enitcs.

Please do not hesitate to call s at 413-545-3428 or email humansubjects/@ora umass.cdu if you
have any questions.

Sis L Goking

Iris L. Jenkins, Assistant Director
‘Human Rescarch Protection Office




