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Cultural competence programs have proliferated in U.S. medical 

schools in response to increasing national diversity, as well as man-

dates from accrediting bodies. Although such training programs share 

common goals of improving physician-patient communication and re-

ducing health disparities, they often differ in their content, emphasis, 

setting, and duration. Moreover, training in cross-cultural medicine 

may be absent from students’ clinical rotations, when it might be most 

relevant and memorable. In this article, the authors recommend a 

number of elements to strengthen cultural competency education in 

medical schools. This ‘‘prescription for cultural competence’’ is intend-

ed to promote an active and integrated approach to multicultural issues 

throughout medical school training. 
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M edical education has witnessed a steady increase in 
efforts to train physicians to provide high-quality, cul-

turally competent care. Training in cultural competence has 
risen to the forefront of medical education in part because the 
United States is becoming increasingly diverse. Ethnic minor-

ities now comprise about 30% of the population, and demo-

graphic trends show that they will become the majority by the 
year 2050.1,2 In addition, greater appreciation exists for the 
impact of culture on health care and health disparities.3,4 

Health seeking behaviors are affected by cultural mores. Some 
patients may delay seeking care due to perceived cultural in-

sensitivity,5 concern that they will receive a lower quality of 
care,6 or the perception that they have been treated unfairly 
because of race or ethnic background.7,8 Furthermore, health 
disparities have been widely recognized, with racial differences 
in treatment persisting after adjustment for insurance status, 
income level, and health status.9–13 

Published research suggests cultural competence may 
improve physician-patient communication and collaboration, 
increase patient satisfaction, and enhance adherence, thereby 
improving clinical outcomes and reducing health dispari-

ties.3,4,7,8,14–18 The Liaison Committee for Medical Education 
and the Accreditation Council for Graduate Medical Education 
emphasize the need for training in cultural competence in 
medical schools and other post-graduate programs.19,20 Their 
call to action is bolstered by the U.S. Department of Health and 
Human Services National Standards for Culturally and Lin-

guistically Appropriate Services (CLAS) in Health Care, which 
provides a framework for implementing culturally and linguis-

tically competent health services.21 

Despite the availability of guidelines and model pro-

grams,22 not all cultural competence education is effective in 
improving the attitudes and skills of health professionals.14,23 

In this manuscript, we describe current approaches to cultural 
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competence education. Based on features of successful pro-

grams and drawing on established educational principles, we 
propose several elements that may improve cultural compe-

tence training in medical education. 

Current Approaches to Cultural Competence 
Education 

Conceptual Approach. Three major conceptual approaches 
have emerged for teaching cultural competence, focusing on 
knowledge, attitudes, and skills, respectively.24 Knowledge-

based programs (the multicultural/categorical approach) 
focus on information, such as definitions about culture and 
related concepts, social determinants of health, and varia-

tions in disease incidence and prevalence. These programs 
may also identify common ethno-medical beliefs and 
practices thought to influence the patient-physician relation-

ship and medical outcomes. Attitude-based curricula (the 
cultural sensitivity/awareness approach) seek to improve 
provider awareness of the impact of socio-cultural factors 
on patients’ values and behaviors and how these factors 
may ultimately impact clinical outcomes. These curricula 
often use self-reflection and explore issues of bias, racism, 
and gender disparities. Skill-building educational programs 
(the cross-cultural approach) focus on learning communica-

tion skills, such as how to elicit the patient’s explanatory 
model of illness and social context, and how to use an 
interpreter or cultural liaison. These skills are applied to 
negotiate the patient’s participation in decisions and treat-

ment. 

Training Format. Different components of cultural competence 
can be taught through classroom lectures, workshops, elect-

ives, standardized patient exercises, clinical clerkships, lan-

guage training, immersion programs, and other interactive 
exercises.5,25 Most training occurs during the first or second 
years of medical school, commonly in a case-based or didactic 
format.5,26 However, schools generally dedicate only a small 
portion of their curricular time to discussion of cultural com-

petence as it relates to patient care.14 

Moreover, little attention is given to cross-cultural issues 
during students’ clinical rotations,5 a time when students have 
a valuable opportunity to experience, practice, and internalize 
multicultural communication skills. 

While one large survey noted that cultural competence 
education is generally incorporated into larger courses,5 it is 
unclear to what extent schools have succeeded in integrating 
cultural competence into the overall curriculum. Cultural 
competence training appears to primarily occur in the form 
of an occasional lecture, case study, or workshop.5,25 
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Evidence of Impact. There is currently no consensus on how 
cultural competence should be taught in medical school 
curricula, and therefore considerable variability exists in the 
design and implementation of cross-cultural education. 
Emerging evidence shows that many of these varied cultural 
competence interventions can have an impact on the knowl-

edge, attitudes, and skills of health professionals, as well as on 
patient satisfaction.14,27 However, there is limited evidence 
demonstrating that the current models of education lend 
themselves to positive outcomes and implementation in clini-

cal practice.28 In fact, 20% to 25% of recent medical school 
graduates feel unprepared to provide specific components of 
cross-cultural care.29 

Prescription for Success in Cultural Competence 
Education 

1. Teach Practical Skills. Cultural competence programs have 
traditionally followed a knowledge-based approach.24 Such 
curricula often include lists of preferred words, images, or ap-

proaches for treating minority groups, portraying each group 
as having particular values, beliefs, and behaviors based on 
culture. This oversimplified practice fails to acknowledge 
diversity within groups and emphasizes differences between 
groups, potentially reinforcing stereotyping behavior.14 

Instead, cultural competence programs should acknowl-

edge heterogeneity within cultural groups and teach medical 
trainees how to apply knowledge of socio-cultural issues at the 
individual level. Even within a family unit, clinicians find dif-

ferent behavioral patterns and health beliefs, based on indi-

vidual experiences, preferences, and acculturation level.30,31 

Skills that are generalizable across patients and cultures in-

clude the ability to elicit an individual’s perceptions of health 
and illness, as well as his or her explanatory model and pref-

erences for treatment. Berlin and Fowkes’ LEARN guideline 
provides a framework for this interaction, suggesting that phy-

sicians listen to the patient’s perception of the problem, 
explain their own opinion, acknowledge and discuss differen-

ces and similarities, recommend treatment, and negotiate an 
agreement.32 Kleinman’s questions for eliciting a patient’s 
explanatory model of illness also serve as a useful guide.3 A 
third framework, RISK, calls on clinicians to assess a patient’s 
Resources, Identity, Skills, and Knowledge to gain a better un-

derstanding of the level of cultural influence on an individual 
patient’s perceptions and behaviors.33 

2. Use Interactive Educational Methods, Such as Standardized 
Patient Encounters, Role-play, and Self-reflective Journal 
Assignments. In order to effectively teach practical skills, it is 
important to use interactive educational methods that corre-

spond with principles of adult learning.34 Standardized pa-

tient encounters using patient actors can create realistic 
clinical scenarios in which students and residents may prac-

tice new communication skills and receive direct feedback 
from the trained actor.35 Role-play exercises serve a similar 
purpose.36 During role-play, the opportunity to provide feed-

back to a colleague may give trainees more insight into their 
own behaviors. Finally, narrative writing helps trainees openly 
reflect on their own values, beliefs, and biases,37,38 and en-

courages them to consider their personal experiences with 
prejudice, discrimination, challenging patient encounters, 

and prior mistakes.39 This exercise could help facilitate 
attitude change and promote awareness. 

3. Provide Direct Faculty Observation and Feedback. In addi-

tion to trainees receiving feedback from standardized patients 
and their peers, direct observation and feedback from faculty 
members who have cultural competence training can provide a 
memorable and useful experience. An individual’s culture is 
shaped by innumerable elements such as education, religion, 
economic status, immigration history, age, and places trav-

eled.33 Therefore, a teachable moment in cultural competence 
may exist in virtually any physician-patient interaction.40 For 
example, a clinic preceptor could provide feedback on the 
student’s ability to perform one of the skills described above, 
such as eliciting the patient’s understanding of the illness et-

iology.3 Alternatively, a faculty physician could review with the 
trainee a videotape of the trainee’s standardized patient en-

counter, an actual patient encounter, or a prerecorded trigger 
41–44tape. 

4. Discuss Cultural Competence Throughout Clinical Educa-
tion, Rather Than in Isolated Workshops. Becoming culturally 
competent is a complex, life-long process. However, most cul-

tural competence education for medical students has a total 
contact time of less than 1 week,14 a duration that is unlikely 
to lead to long-term behavior change.45 To reinforce culturally-

relevant knowledge and skills, cultural competence training 
should be infused throughout students’ clinical education. 
There are many opportunities to discuss cultural issues with 
our learners. Whether treating a patient from another culture 
or simply one who does not share the Western biomedical view 
of disease, the discussion during medical rounds should be 
broad and include the patient’s cultural background and its 
impact on disease and health behavior, in addition to teaching 
about pathophysiology and management. 

5. Get Buy-in From the Top. The Liason Committee on Medical 
Education requires that medical school ‘‘faculty and students 
must demonstrate an understanding of the manner in which 
people of diverse cultures and belief systems perceive health 
and illness and respond to various symptoms, diseases, and 
treatments.’’19 On these grounds, seeking the support of med-

ical school deans and a commitment from course directors to 
formal cultural competence training will facilitate complete in-

tegration of cultural competence training in medical educa-

tion. Such a partnership has been formed at some institutions. 
At Wake Forest School of Medicine, for example, the Dean of 
Medical Education created a Cultural Competency Theme 
Team (CCTT), which is composed of individuals who direct 
curriculum components. The CCTT is charged with integrating 
culturally relevant activities throughout the 4 years of medical 
education.27 

In order to serve as effective partners and advocates, some 
top-level administrators and educators themselves may bene-

fit from core cultural competence training, particularly if they 
attended medical school within the context of a less diverse 
society. Their personal participation will also deliver the 
message that cultural competence education is important. 
The American College of Physicians supports cultural training 
for health care providers and administrators at all levels.46 If 
medical schools plan to shape the practices of future physi-

cians within the context of cultural competence, it is of vital 
importance for the medical profession to reassess traditionally 
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conceived values, beliefs, and biases, which may not be in 
agreement with current social diversity. 

6. Promote Cultural Diversity Among Medical Students and at 
All Levels of the Medical School Faculty. The diversity of the 
U.S. population is not reflected in the composition of the stu-

dent body or faculty at most medical schools, or in the com-

munity of practicing physicians. Although minority groups 
comprise 30% of the U.S. population, only 13% of medical stu-

dents, 6% of practicing physicians, and 3% of medical school 
faculty are members of an underrepresented minority 

47–50 group. Minority faculty are less likely to be promoted,51 

and less than 2% of senior leaders in health care management 
are nonwhite.52 Such lack of diversity in the health care work-

force and leadership may limit the ability of health care sys-

tems to adapt to the changing demands of an increasingly 
diverse population.50 Racial discordance between physician 
and patient is also associated with lower patient satisfaction 
and less participatory clinical interactions.53 

Efforts to promote diversity among health care providers 
should begin early and occur at many levels. Physicians can 
play an important role by serving as role models for minority 
students who may consider a career in medicine, and medical 
schools must continue recruiting diverse student bodies.46 

Societal efforts are also needed to improve the education of 
minority students at all stages of schooling. 

Although minority physicians provide a disproportionate 
amount of care to underserved populations,54–56 it should be 
noted that they are not necessarily more culturally competent 
than the majority group. Therefore, while it is important to 
increase the diversity of medical schools and health care 
systems, minority physicians should also receive cultural 
competency training in order to maximize their ability to re-

late to patients of a different background. Cultural competence 
training is for everyone regardless of cultural background. 

7. Involve an ‘‘Opinion Leader’’ as the Physician Champion. 
According to the diffusion of innovations theory, innovation is 
communicated over time, through particular channels, among 
the members of a social system.57 This theory predicts that the 
uptake of cultural competence education will follow an S-

shaped curve, spreading in sequence through groups of indi-

viduals categorized as innovators, early adopters, early major-

ity, late majority, or laggards.57 Opinion leaders comprise a 
key segment of the early adopters group. An opinion leader is 
an educationally influential colleague who models appropriate 
behaviors.58 The social influences model of behavior change 
suggests that an opinion leader plays a vital role in the diffu-

sion of the educational program to the larger community, by 
lending credibility and serving as a physician champion.59,60 

In cultural competence education, while it is often a minor-

ity faculty member who plays the role of a physician champion, 
it may actually be more difficult for a single minority instructor 
to try to convince a majority group of the topic’s importance. 
He or she may not be seen as an opinion leader, but rather as 
someone with a personal agenda or an advocate for a particular 
group. In cases where the primary champion of cultural com-

petence education is a minority physician and that individual is 
not widely seen as an opinion leader, it may be helpful to in-

clude additional minority faculty or an influential member of 
the majority racial/ethnic group. Such a strategy should help 
appropriately sanction the activity and speed its dissemination. 

8. Develop a Cadre of Dedicated Faculty. To augment the ef-

forts of the physician champion(s), training an additional 
group of faculty in cultural competence will begin to build an 
‘‘early majority’’ of supporters. This group is critical for the 
spread of new programs beyond the early adopters.57 As noted 
above, cultural competence education should not take place 
only in workshops, and the teaching should not be done by 1 
or 2 physician champions alone. In addition, by equipping an 
early majority of committed faculty physicians with the skills 
necessary to routinely discuss multicultural issues as part of 
patient care, teachable moments around culture will be ex-

plored more often. The regular discussion of cultural issues 
during rounds will influence the ‘‘hidden curriculum,’’ the in-

formal part of medical education delivered through role mode-

ling and other sometimes subconscious activities.61,62 

9. Make it a ‘‘Real Science.’’ Training in cross-cultural com-

munication may be viewed as a ‘‘soft-science,’’ where discus-

sions of explanatory models and empathy contrast against the 
fact-oriented majority of medical education.24 To satisfy med-

ical trainees’ demand for scientific evidence, curricula should 
emphasize the wealth of research on health disparities, the 
importance of culture in patient care, and the demonstrated 
value of cultural competence education.14,28,63,64 A recent sys-

tematic review by Beach et al.14 concluded that cultural com-

petence education improves the knowledge, attitudes, and 
skills of health professionals, as well as patient satisfaction. 
However, little consistency exists among training programs, 
and it is difficult to conclude what method and duration of 
training is most effective. Evaluation studies are often limited 
to a single institution, with homogenous learner populations 
and unique evaluation strategies. As the field moves forward, 
multicenter studies using standardized and validated meas-

ures will be critical to more fully assess the impact of training 
on physician’s attitudes, skills, and knowledge, as well as the 

14,27,65,66effect of newly acquired skills on patient outcomes. 
In this respect, it is important that programs in cultural 

competence include an evaluation component. Several appro-

priate methods are available to demonstrate the impact of cur-

ricula on physician-patient communication and other 
processes of care, such as pretest and posttest evaluations, 
Objective Structured Clinical Exams (OSCE), and videotaped 
or audio-taped clinical encounters.24 Attempts to rigorously 
evaluate the effectiveness of these programs will, expectantly, 
lead to a consensus regarding core concepts as well as a stand-

ardized approach to instruction. However, many in the field 
believe it is also important not to hold cultural competence 
curricula to unfair evaluation standards. Much of what is 
standard in undergraduate medical education has no proven 
link to improved health outcomes.14 

Conclusion 

This prescription for cultural competence calls for a more 
active approach, integrated across all levels of medical 
education. Our recommendations are founded in adult learn-

ing theory and the diffusion of innovations model and are con-

cordant with other published guides.24,46,67–69 Though it may 
be more challenging to implement multilevel curricula, achieve 
support from senior administrators, and tap the hidden cur-

riculum, this approach is more likely to yield long-term results 
than are isolated workshops. As the field continues to move 
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forward, outcomes-based research efforts will be essential in 
determining the value of these strategies and others as we seek 
to improve health care and reduce health disparities. 
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