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ABSTRACT

Objectives The purpose of this study was to identify
patient-centred quality indicators (PC-Ql) and measures for
measuring cultural competence in healthcare.

Design Scoping review.

Setting All care settings.

Search strategy A search of CINAHL, EMBASE, MEDLINE,
PsycINFO, Social Work Abstracts and SocINDEX, and

the grey literature was conducted to identify relevant
studies. Studies were included if they reported indicators
or measures for cultural competence. We differentiated
PC-Qls from measures: PC-Qls were identified as a unit
of measurement of the performance of the healthcare
system, which reflects what matters to patients and
families, and to any individual that is in contact with
healthcare services. In contrast, measures evaluate
delivery of patient-centred care, in the form of a survey
and/or checklist. Data collected included publication year
and type, country, ethnocultural groups and mention of
quality indicator and/or measures for cultural competence.
Results The search yielded a total of 786 abstracts

and sources, of which 16 were included in the review.
Twelve out of 16 sources reported measures for cultural
competence, for a total of 10 measures. Identified domains
from the measures included: physical environment, staff
awareness of attitudes and values, diversity training and
communication. Two out of 16 sources reported PC-

Qls for cultural competence (92 structure and process
indicators, and 48 outcome indicators). There was greater
representation of structure and process indicators and
measures for cultural competence, compared with
outcome indicators.

Conclusion Monitoring and evaluating patient-

centred care for ethnocultural communities allows for
improvements to be made in the delivery of culturally
competent healthcare. Future research should include
development of PC-Qls for measuring cultural competence
that also reflect cultural humility, and the involvement

of ethnocultural communities in the development and
implementation of these indicators.

INTRODUCTION

Racial and ethnic minorities in Western
countries experience greater adverse health
outcomes, such as higher rates of cardio-
vascular disease, cancer and diabetes,1 and
tend to receive a lower quality of care.”” It

Strengths and limitations of this study

Transparent and rigorous search strategy.
Involvement of community partners in the study.
Updated peer-reviewed and grey literature search
in 2017.

» Search strategy using only English terms.

» We did not assess the quality of the measures and/
or indicators identified.

vvyy

is recognised that patient-centred care (PCC)
can help improve health outcomes and is a
key dimension of high-quality care.* PCC is a
model of care involving patients and families
in the planning, development and assessment
of their care.” A PCC model has been asso-
ciated with improved interactions between
healthcare providers and their patients.”™
PCC benefits patients and families and
healthcare systems. For instance, decreases
in healthcare utilisations such as fewer
diagnostic tests and referrals,’ decreasing
patient’s length of stay in hospital and ulti-
mately improving the efficiency and cost
of care.'”" In addition, PCC that is cultur-
ally competent aims to reduce disparities in
health and healthcare."” The National Quality
Forum defines culturally competent care as
the ‘ongoing capacity of healthcare systems,
organizations, and professionals to provide
for diverse patient populations high-quality
care that is safe, patient and family-centred,
evidence based, and equitable.’14 PCC that is
culturally competent is necessary to meet the
healthcare needs of diverse populations.'’
With a growing population of immigrants
and refugees in Canada and other Western
countries, there is an increasing need to meet
their healthcare needs. For instance, Canada
welcomed 33 723 Syrian refugees between
November 2015 and November 2016."° In
response to a survey on accessing health
services, 49% of Syrian refugees reported
unmet healthcare needs, with access to care
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(time to see a healthcare provider, long wait times) and
cost of care being the main issues.'® Various ethnocultural
groups, especially those who are immigrants and refu-
gees, experience a number of barriers to accessing quality
care such as language and informational barriers, which
can impact efforts to deliver PCC."" ** Lack of communi-
cation between patients and healthcare providers leads
to distrust in both the provider and healthcare system,
which can affect care-seeking behaviour.? Limited levels
of culture-related knowledge, skills, and experience and
awareness of healthcare providers have been found to
contribute to patients’ low adherence to treatment."
Culturally competent care aims to address these barriers
and different expectations of care.” Further, evidence has
shown that greater cultural competence has been asso-
ciated with improved doctor communication and better
patient experiences.”’ ‘Cultural humility’ proposed by
Tervalon and Murray-Garcia provides a different perspec-
tive to cultural competence, by emphasising reflection
of one’s self and acknowledging existing power imbal-
ances between provider and patient.** Cultural humility
encompasses flexibility, acceptance of differences and
willingness to learn from others as cultural informants.*
Cultural safety, another reflective concept similar to
cultural humility, involves recognition of the range of
cultural influences on an individual including but not
limited to ethnicity, gender, age, sexual orientation, life-
style choices, beliefs and values.**

Measures such as surveys and checklists are ways to
assess delivery of PCC. These measures can be adminis-
tered to patients, healthcare providers and healthcare
staff to assess domains relating to the delivery of PCC and
cultural competence. Domains are categories assigned
to items within a measure (such as communication and
patient-centred decision-making). However, despite
efforts to develop measures for cultural competence,
there have been criticisms about the way some measures
assess cultural competence. Among these criticisms
include: a static view of culture, assumptions that knowl-
edge and confidence are enough to provide culturally
competent care and the lack of measures incorporating
cultural humility.” *® These criticisms and the complexity
of measuring cultural competence have hindered
measurement efforts.

Quality indicators (QI) are key metrics for evalu-
ating healthcare quality that can determine whether
improvements for care have been made, and allows for
monitoring and longitudinal evaluation of care.”” A
general definition provided by the Agency for Health-
care Research & Quality (AHRQ) defines Qls as, ‘stan-
dardized, evidence-based measures of health care quality
that can be used with readily available hospital inpatient
administrative data to measure and track clinical perfor-
mance and outcomes.’® * However, quality of care is a
difficult concept to measure as it is shaped by values of
the society and goals of the current healthcare system.”
Different jurisdictions may have different priorities for
the provision of quality care.” Developing a standard set

of indicators based on what matters to patients and fami-
lies allows for standardised measurement across jurisdic-
tions and healthcare facilities.

To ensure that the provision of care is truly
patient centred and culturally competent, there is a
need for development of PCC Qls to measure cultural
competence. Without indicators, it is difficult to monitor
whether improvements are being made in the delivery of
healthcare. The objective of this scoping review is to iden-
tify existing patient-centred quality indicators (PC-QI)
and measures for measuring cultural competence in
healthcare. The identification of QIs and measures for
cultural competence will contribute to the development
and evaluation of a standard set of QIs for PCC imple-
mented across healthcare settings.

METHODS

The Arksey and O’Malley’s scoping review method-
ology®' and Levac et al's framework® were used to guide
the scoping review. The six stages in undertaking the
scoping review were: (1) identifying the research ques-
tion; (2) identifying relevant studies; (3) selecting studies;
(4) charting the data; (5) collating, summarising and
reporting the results; and (6) consulting with relevant
stakeholders. A scoping review methodology was used,
as the goal of the study was to gain an overview of the
research into PC-QIs and measures for measuring cultural
competence. We searched the published peer-reviewed
and grey literature for cultural competence measures
and indicators in PCC that have been developed and/or
implemented across various point-of-care settings.

Stage 1: identifying the research question
Through consultation with the research team, the
research questions for the search were developed. The
search was guided by the questions: ‘Are there cultural
competence indicators for measuring patient-centred
care?’” and ‘Have PC-QI’s for cultural competence been
implemented and evaluated across various care settings?’
In defining a QI, we adapted the AHRQ definition to
incorporate the patient perspective as a unit of measure-
ment of the performance of the healthcare system, which reflects
what matters to patients and families, and to any individual
that is in contact with healthcare services. This working defi-
nition provided a guide for the identification of Qls. In
contrast, measures evaluate delivery of PCC, in the form
of a survey and/or checklist, and they can inform the
development of PC-QIs.

Stage 2: identifying relevant studies

Data sources and search strategy

The following electronic databases were searched
from 1 January 1990 to 31 December 2016: CINAHL,
EMBASE, MEDLINE, PsycINFO, Social Work Abstracts
and SocINDEX, using search terms in English devel-
oped in consultation with our research librarian (DLL)
such as ‘patient-centred care’, ‘cultural competence’,
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‘ethno-cultural communities’ and ‘quality indicators’
(24 January 2017) (online supplementary file 1). A
researcher and community partner both searched the
unpublished grey literature using the ‘Google’ search
engine and similar search terms (15 June 2017). The
reference lists of included studies in English were also
scanned to identify any other studies of additional rele-
vance from 1 January 1990 to 31 December 2016.

Citation management

All references were imported into a custom-written Java
software application, Synthesis for improved reference
management and data collection.”® Duplicate citations
were removed automatically by the software, with any
mismatched duplicates removed manually if detected.

Stage 3: study selection and data abstraction
Studies were included in the review if they reported on
PCC indicators or measures for cultural competence, as
identified by the author of the publications. Our search
was limited to published peerreviewed and grey liter-
ature in English from Canada, New Zealand, Australia,
the UK and the USA (countries with greater number of
immigrant populations). Data collected included publi-
cation year and type, country, ethnocultural groups and
mention of QI or measures for cultural competence.
Two reviewers (MJS, ML) independently screened
each identified title and abstract for eligibility. The
updated peerreviewed search was conducted by two
additional reviewers (FMS, KM) to capture all sources
up to December 2016, and the grey literature search was
conducted by two other reviewers (SA, TB) to capture all
sources up to June 2017. Any abstract selected for inclu-
sion by either or both reviewers was then retrieved for
full-text review. The reference lists of eligible full-text
papers were hand-searched to identify additional papers
of relevance to this review. Disagreements at any stage
were discussed between the two reviewers and resolved
through discussion with a third investigator and reached
consensus.

Stages 4 and 5: data collection and classification of measures
and indicators

A data collection tool was developed and adapted from
a previous study™ to include characteristics specific to
this review (online supplementary file 2). Extracted study
characteristics included country; year of publication; type
of study/article; ethnocultural, racial and/or diverse
groups; indicators; and measures. Additionally, domains
from all the measures were extracted.

A scoping review allows for main concepts from a
research area to be mapped and provides an idea of what
evidence is available for that research area.”’ The goal of
the review is to provide an overview of the research, rather
than assessing the quality of individual studies. For this
review, once QIs and measures were extracted, domains
identified from the measures were classified according
to the Donabedian model of quality of care assessment

as a way to summarise the findings.” The model cate-
gorises healthcare quality into the categories of ‘struc-
ture,” ‘process’ and ‘outcome’. This conceptual model
was used to classify the domains from the measures, as
it is a widely recognised and adopted model to evaluate
healthcare quality.” Additionally, the person-centred
care framework,”® developed by our research team, was
used to classify the indicators identified from the review
into person-centred care domains. The domains iden-
tified from the measures and from the person-centred
care framework will be compared to identify domains
specific to culturally competent care that can be used to
inform the development of PCC indicators for measuring
cultural competence.

Stage 6: consultation with stakeholders

Patient and public involvement

Levac et al recommend that consultation with stake-
holders should be an essential component of the scoping
study methodology.”® The involvement of community
partners allows for suggestions of additional references as
well as the provision of insights beyond those in the litera-
ture.” Partnerships with communities have been outlined
as a strategy by the WHO for improving PCC.” For this
scoping review particularly, we included two community
partners in the research team to consult on the research
questions, aid in the search strategy and provide input on
the grey literature search.

RESULTS

A total of 786 studies were identified through data-
base and grey literature searching. Of these, 196 full-
text sources were assessed for eligibility; and 16 met
the criteria for inclusion in this scoping review (peer
reviewed=b, grey literature=11) (figure 1). Twelve out of
16 sources reported measures for cultural competence,
for a total of 10 measures. Identified domains from the
measures included: physical environment, staff awareness
of attitudes and values, diversity training and communica-
tion. Two out of 16 sources reported PC-QIs for cultural
competence (92 structure and process indicators, and 48
outcome indicators).

Description of articles and types of cultural competence
measures

Table 1 presents the characteristics of the articles and
grey literature sources included in the review. The years
of publication of articles ranged from 1998 to 2017, and
countries of publication were Canada (n=6), USA (n=9)
and Australia (n=1). Sources were original research arti-
cles (n=b), guidelines/manuals (n=4), toolkits (n=3),
reports (n=2), a government document (n=1) and a
thesis (n=1).

Twelve sources included measures for culture
competence, for a total of 10 measures. Of these, five
were provider self-assessments, such as ‘Self-Assess-
ment Tool for Primary Health Care Professionals’ and
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Identification

716 Abstracts and/or titles identified
through database searching

GREY LITERATURE (n=70)

Screening

590 Excluded after abstract
and/or title review

\V/

126 Full text articles assessed for
eligibility

GREY LITERATURE (n=70)
PEER REVIEWED (n=56)

Eligibility

16 included in scoping review
GREY LITERATURE (n=11)
PEER REVIEWED (n=5)

66 Excluded after full text review
GREY LITERATURE (n=59)
> PEERREVIEWED (n=53)

2 articles hand

Included

searched from
reference lists

Figure 1

‘Diversity Awareness Self-Reflection tool’. Two measures,
the Consumer Assessment of Healthcare Providers and
Systems (CAHPS) Cultural Competence (CC) Item Set,*®
and the Interpersonal Processes of Care Survcs:y,39 were
specifically developed to assess patients’ perspectives of
their care. The remaining three were organisational assess-
ment tools: the Cultural Competency Assessment Tool
for Hospitals (CCATH),* the Organizational Assessment

Table 1 Characteristics for included sources (n=16)
Number (%) of 16

Country sources
Canada 6 (37.5)
USA 9 (56.3)
Australia 1(6.3)

Year of publication
2010-2017 5(31.3)
2000-2009 10 (62.5)
1990-1999 1(6.3)

Document type
Original research (peer reviewed) 5(31.3)
Guideline/manual 4 (25)
Toolkit 3(18.8)
Report 2 (12.5)
Government document 1(6.3)
Thesis 1(6.3)

Mention of quality indicator 2 (12.5)

Preferred Reporting ltems for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram of article selection.

for Diversity and Cultural Competence,*' and Workplace
Assessment Tool: Successful Practice Guidelines.**

Using the Donabedian quality of care assessment,
cultural competence domains identified from the
measures were categorised into structure, process
and outcome.” There was a greater representation of
measures assessing the processes and structures of care,
than outcomes of care (table 2). Structure domains identi-
fied from the measures such as the physical environment,
organisational policies and procedures for diversity and
inclusiveness, organisational composition and climate,
values and attitudes of staff, and workforce training and
skills were specific to assessing cultural competence.
Process domains identified from the measures assessing
cultural competence were communication, shared deci-
sion-making, access to interpreter services, equitable
treatment and trust.

Description of the cultural competence PC-Qls

Two sources (out of 16) identified cultural competence
indicators to measure PCC (for a total of 92 structure
and process indicators, and 48 outcome indicators), and
we classified them using the person-centred care frame-
work.”® Table 8 presents examples of the indicators iden-
tified from the two sources. The Lewin Group report
presented structure indicators that aim to create a PCC
culture and provide a supportive and accommodating
environment.” Examples included: ‘policies, protocols
regarding client/family/community input’ and ‘policy
in place that minimizes the use of family members as
interpreters’.*” The Lewin Group report also presented
guidelines to support the development of culturally
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Table 2 Domains identified from measures assessing cultural competence

Type of

domain Domains

Structure Physical environment, material, resources
Organisational composition and climate*'

Care delivery and supporting mechanisms*°

41 42 46-49

Organisational statements and documents on diversity and inclusiveness*'
Programme policies and procedures regarding diversity and inclusiveness*'
Programme practices regarding diversity and inclusiveness®’

Personnel policies and practices regarding diversity and inclusiveness*!

Values/attitudes*®=4° 2

Professional awareness of own cultural values and biases (attitudes and beliefs, knowledge, skills

Assumptions™®

Professional awareness of client’s world view (attitudes and beliefs, knowledge, skills

Gender-related issues*
Personal and professional development*?

Skills and training on diversity and inclusiveness®’

Workforce diversity and training*

46

)6

Integration into management systems and operations*

38-41 46-49

Process Communication

Shared decision-making®®*°
Community engagement*®
Equitable treatment®®
Trust®®

Access to interpreter services®®

>
>
2
>
2
>
>
>
>
>
>
» Understanding diversity and avoiding stereotyping*?
>
2
2
2
>
>
>
>
>
>
>

competent healthcare systems, but they were labelled as
‘indicators’ by the authors of the report. An example of
a guideline from the report: ‘Provides for staff training
on use of interpreters’.43 The authors of the Lewin
Group report defined indicators as ‘particular observable

or measurable characteristics of an organization that signify
cultural competence.** The National Standards for Cultur-
ally and Linguistically Appropriate Services, a review of
the published and unpublished literature, and an expert
panel of advisors that shared insights, information and

Table 3 Examples of indicators for cultural competence®, classified according to the person-centred care framework®®

Type of indicator Domains

Example indicators

Structure indicators Creating a PCC culture

Providing a supportive and
accommodating environment

Process indicators

» Policies, protocols regarding client/family/community
input*

» System for informing patients of right to free
interpretation/translation services*

» Percentage and retention of community members on
governing body and advisory committees*®

» Formal cultural competence-related policies exist
regarding: personnel recruitment/retention, training/staff
development, language access/communication, cultural
competence-related grievances/complaints, community/
client input*

» Policy in place that minimises the use of family
members as interpreters*?

Respectful and compassionate care » Per cent of immigrants, vulnerable women, Aboriginal,

and so on, receiving Pap test/colorectal and breast
cancer screening in a culturally appropriate manner**

*Almost all indicators (except for one) were identified from the Lewin Group report: Indicators of Cultural Competence in Health Care Delivery
Organizations: An Organizational Cultural Competence Assessment Profile.*®

PCC, patient-centred care.
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opinions informed the development of indicators in the
report.*’ To gain perspectives on the utility and feasibility
of the cultural competence indicators, the project team
also visited various healthcare delivery sites.*” Evaluation
and implementation of the indicators were mentioned as
future directions.*

The Strengthening Primary Care Access report
presented one potential process indicator: per cent of
immigrants, vulnerable women, Aboriginal, and so on,
receiving Pap test/colorectal and breast cancer screening
in a culturally appropriate manner.** This indicator is
presented as a potential indicator for primary care that
is ‘culturally safe’.** Derived from Health Quality Ontar-
io’s access-related indicators, this indicator was designed
to measure the experiences of immigrant populations,
vulnerable women and Aboriginal women.* The authors
of the report suggest that community-based participa-
tory research frameworks supporting collaborations with
community members can enhance the development of
appropriate ‘culturally safe’ indicators.** Evaluation of
indicators for primary care and implementation were not
discussed in the document.

DISCUSSION

This review identified a vast body of research on cultural
competence in PCC. While there is a number of measures
for assessing cultural competence in the form of surveys
and checklists, from the sources identified in the scoping
review, standardised measures used for assessing cultural
competence are lacking. Additionally, there is no current,
standard set of PCC Qls for assessing cultural compe-
tence from the sources identified. This review is the
first to examine PCC QIs for assessing cultural compe-
tence in healthcare. Measuring cultural competence
and PCC through indicators is necessary to ensure that
patients are receiving quality care that is sensitive to their
healthcare needs. The identified measures found in this
review provide the potential foundation for the develop-
ment of indicators to assess cultural competence in PCC.

In order to effectively and systematically measure
cultural competence in PCC, indicators should be devel-
oped and implemented. Most indicators identified were in
the form of a policy to guide structural changes in care or
guidelines to assess the organisation. Identified domains
from measures were found to be similar in concept to the
person-centred care domains, such as communication,
creating a PCC culture and providing a supportive and
accommodating environment. The domains identified
from the measures, and domains from the person-centred
care framework can help set priorities for the develop-
ment of cultural competence indicators for monitoring
and evaluating PCC.

Indicators should be presented as percentages or
proportions, to guide monitoring of healthcare quality.
Health quality organisations such as the AHRQ, Health
Quality Ontario and other quality improvement agen-
cies use percentages or proportions as the unit of

measurement for quality improvement.”® This unit of
measurement allows for comparison across facilities and
facilitates longitudinal evaluation, measuring care that is
truly culturally competent, and patient centred. Indica-
tors are often derived from measures. Measures such as
the CAHPS CC Item Set™ and the CCATH" are validated
measures, and are potential data sources for the develop-
ment of indicators.

Most indicators found in the review were structure and
process indicators. The presence of structure indicators
for cultural competence is vital in building the founda-
tion for process and outcome indicators.”® ** Both the
Lewin Group document and the person-centred care
framework have outlined the importance of structure
indicators.”®* Structure refers to the necessary materials,
healthcare resources and organisational characteristics
that are the foundation of PCC.”® Domains such as the
care environment, supporting a diverse workforce and
access to interpreter services, as well as using surveys and
data sources such as the CCATH and self-assessments can
inform the development of structure indicators. Other
aspects of care include processes of care which refer to the
interaction between patient and healthcare providers.™
Development of process indicators that are culturally
competent can be informed by the process domains
found in our review, including: communication, trusting
relationship and equitable treatment. The development
of outcome indicators such as patient-reported outcomes
and patient-reported experiences is vital in determining
the effects of care on the health status of patients and
populations, and also in how patients perceive the care
received.®® From the sources identified, there was also no
mention of access to care in relation to distance, a domain
captured under ‘outcomes of care’ from the person-cen-
tred care framework as a QI or a domain.*®

This review found a lack of evidence on the evaluation
and implementation of indicators in care settings. The
National Quality Forum provides criteria for the evalua-
tion of indicators, including: importance, scientific accept-
ability, feasibility, and usability and use.* The authors of
the Lewin Group report visited healthcare delivery sites
to gain perspectives on the utility and feasibility of the
indicators for cultural competence.*” Indicators that are
developed should be evaluated according to set criteria,
such as the one provided by the National Quality Forum,
in order to ensure the indicators are validated and can
be used across health facilities. Evaluation of indicators
also allows for implementation of indications in the care
settings for which they are developed.

Only one source identified in the review reported
a measure for cultural competence that incorporated
aspects of ‘cultural humility’ and cultural safety in the
development.*® The Multicultural Practices Competen-
cies tool incorporated the clinicians’ self-reflection of
race, ethnicity and power as well as an understanding of
the factors (oppression, racism, and so on) impacting
the health of minority patients.*> Many of the measures
included domains in the delivery of culturally competent
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care such as communication and attitudes of healthcare
professionals towards patients.*’ *** However, cultural
competence needs to go beyond these domains to include
self-reflection and critique. Cultural humility can be
attained through community-based partnerships, which
was mentioned in the two sources with indicators.*” **
The process of self-reflection also includes an examina-
tion of power imbalances between patient and provider."”
In alignment with PCC, cultural humility involves a part-
nership between the patient and provider.”* A cultural
humility and safety perspective shifts our view of culture,
and can prevent stereotyping of people of diverse back-
grounds, especially in the delivery of healthcare.” In
order for development of measures and indicators that
reflect cultural humility and safety, there is a need for
collaboration with patients, families and other commu-
nity members. Specifically, collaboration with ethnocul-
tural communities ensures various perspectives of quality
of care are incorporated. Various sources mentioned
working with patients and community partners in the
development of priorities for care.* * °* A study by
Fongwa et al provides a good example of the inclusion of
patients in understanding quality of care, as they inter-
viewed African-American, Latino and White patients to
gain an understanding of what matters to them in their
healthcare.”' Resulting themes from patient and commu-
nity input can guide the development of indicators.
Community-based partnerships are key to the codesign of
indicators, and ensure care is patient centred.

Strengths and limitations

Our methodology and search strategy is transparent
and rigorous, ensuring researchers have all the tools
necessary to conduct the same search. Throughout the
research processes, all records of the searches were kept,
and a data abstraction form was used. This review was
supported by our research team with expertise in knowl-
edge synthesis and scoping reviews. As a first step in devel-
oping QlIs for cultural competence, we collaborated with
two community members. The development of a partner-
ship between researchers and community patients is a
first step to achieving PCC. Our community partners were
included in our research team to consult on the research
topic and questions, aid in an unbiased search strategy
and provide input on the manuscript development.

This scoping review did not assess the quality of the
studies and sources identified, therefore extraction of
measures from strong and weak studies is considered.
Our search results may also be biased, despite involve-
ment of a community partner (TB), as we conducted the
search using only terms in English, leading to our sources
being in English.

CONCLUSIONS

This scoping review is the first to identify PCC Qls for
measuring cultural competence in the literature. Moni-
toring and evaluating PCC for ethnocultural communities

allows for improvements to be made in the delivery
of culturally competent care. The identification of
PCC measures and indicators for cultural competence in
this scoping review is a key first step in laying the ground-
work for developing evidence-based PC-Qls for cultural
competence. Future research should include develop-
ment of indicators for cultural competence in PCC,
involvement of ethnocultural communities in the devel-
opment and consensus of indicators and development of
measures and indicators reflecting cultural humility.
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